


Module 1
Realising Recovery Learning Materials

1. Introduction

While we know that people have always recovered from mental health problems in Scotland, the
idea of using recovery as a concept around which to align support and services for people with
mental health problems is fairly new, although it is more firmly established in other countries,
notably the United States and New Zealand.

The emergence of recovery in the United States was influenced by the work of user activists
(Chamberlin, 1988; Deegan, 1988). The US Surgeon General issued a report in 1999 recommending
that all US mental health policy and services should have a recovery focus (US Department of Health
and Human Services, 1999). This was reinforced in the President’s New Freedom Commission on
Mental Health (2003).

Considerable work has been undertaken to develop and train workers in New Zealand to work in a
recovery focused mental health system. The Mental Health Commission in New Zealand published a
set of competencies for all mental health staff which present the skills and attitudes required to work
with service users in ways that support them as they undertake their own recovery journey (Mental
Health Commission, 2001).

Increasingly, people involved in mental health policy and service development in Scotland are
making reference to recovery. But what exactly do we mean by “recovery” in relation to significant
mental health problems?

Recovery in other health contexts is understood to mean getting back to the way you were before
illness or accident affected you, or getting back to normal. While we know that people with long-
term mental health problems can and do recover in this sense, recovery as it has been promoted
internationally over the last 20 or so years (primarily by the service user movement) describes a
broader, more holistic interpretation of the word. This is summarised by Anthony (1993) as:

“... away of living a satisfying, hopeful and contributing life, even with the limitations
caused by illness. Recovery involves the development of new meaning and purpose in one’s
life as one grows beyond the catastrophic effects of mental illness.”

So recovery in this sense provides an empowering message of hope which says that regardless of
symptoms, people with serious mental health problems should be given every opportunity to lead a
fulfilling and satisfying life. As the New Zealand Mental Health Commission (1998) states, it is about
much more than the absence of symptoms:

“Recovery is happening when people can live well in the presence or absence of their
mental illness and the many losses that may come in its wake, such as isolation, poverty,
unemployment, and discrimination. Recovery does not always mean that people will return
to full health or retrieve all their losses, but it does mean that people can live well in spite of
them.”

Recovery by its very nature is complicated. While there may be common themes and experiences, no
two people’s recovery journeys will be identical. We all have very different interests, needs, dreams,
motivations and desires; our background, culture, gender, age and past experiences also impact
considerably on our experience of recovery.
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While recovery is often described as a “journey”, it is important to emphasise that this does not
necessarily mean that it has an end-point. People tend to see recovery as a lifelong journey of
growing and learning, managing setbacks and celebrating successes.

There have been numerous attempts to define the key elements of recovery (see, for example,
Anthony, 1993; Curtis, 1997; Repper and Perkins, 2003). The following list, while not exhaustive,
highlights the most commonly agreed key components.

Hope is universally seen as key to recovery. There can be no change without the belief that a better
life is both possible and attainable.

Meaning and purpose: different people find meaning in very different ways. For example, some
people may find spirituality important, while others may find meaning through the development of
stronger interpersonal or community links.

Control and choice are central to recovery. People who use mental health services are sometimes
denied an adequate level of involvement in their own care and treatment. The existence of
compulsory powers underlines this power imbalance.

Self-management techniques enable service users to take more control of their own mental health
and develop their understanding of periods of distress and wellness.

Risk-taking is required if service users are to embark on a recovery journey. Recovery focused
practice requires practitioners to move beyond narrowly focused, service-defined notions of risk.

Relationships are key in all of our lives, so friends, partners, family members, peers and paid support
staff all have a role to play in supporting people in recovery.

Inclusion: recovery is about much more than mental health services and people in recovery need to
be able to access the same opportunities, services and resources as any other citizen.

In this module and the other modules in these learning materials, we will be exploring the above
elements in much more detail to define how you as a mental health worker can enable recovery.

We will introduce you to new ways of thinking about the relationships you have with service users,
techniques you can develop to ensure that the support you provide is centred on the people you
support, and how you can contribute to the inclusion of service users beyond mental health services.

It is nevertheless important to stress that these learning materials do not constitute a “recovery
model”. Attempting to introduce recovery as a model would be in direct conflict with the need for
service users to embark on their own unique recovery journey.
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The Scottish Recovery Network
The Scottish Recovery Network (SRN) — www.scottishrecovery.net — has had a central role in
developing our awareness and understanding of mental health and recovery in Scotland.

Since its launch in late 2004 as part of the National Programme for Improving Mental Health and
Wellbeing, the SRN has aimed to raise awareness that people can and do recover from long-term
and serious mental health problems and to build an understanding of what helps people recover and
stay well. It is also working to encourage local and national action around recovery with a range of
different groups. The lived experience of service users underpins all of the work of the SRN.

Increasingly, the SRN is involved in policy and practice developments that support mental health
recovery, including the creation of a new category of mental health worker — peer support workers.
Peer support workers have lived experience of mental distress and use their experience to support
and inspire other service users. We explore this innovative new role in more detail in Module 4.

Another new initiative supported by the SRN is the Scottish Recovery Indicator (SRI). This is a tool
that enables services to gauge their recovery focus in relation to a range of criteria. The tool requires
information to be gathered from a variety of sources and for service users and staff to be involved in
assessing the service. Although in its early stages, early indications are that the SRl is a helpful tool
that allows mental health workers to reflect on their practice, identify good practice within their own
service and highlight areas for development.

The SRN has undertaken a major narrative research project that aims to understand further the lived
experience of service users in recovery in Scotland. The research involved over 60 individuals living
in Scotland who identified themselves as recovered or in recovery from mental health problems.
Recovering Mental Health in Scotland, Report on Narrative Investigation of Mental Health Recovery
(Brown and Kandirikirira, 2007) was published in 2007 and details the findings of this major research
study. An accompanying booklet, Routes to Recovery, provides a brief summary of key messages
aimed at service users.

Recovering Mental Health in Scotland has been used as the primary evidence base for these learning
materials, as it is only from listening to those with lived experience that we can really develop an
understanding of what recovery in mental health is really about. Listening and responding to the
service users you work with will be crucial as you develop your recovery focused practice.
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Some of key issues from the report are highlighted in the box below.

Key issues from Recovering Mental Health in Scotland (Brown and Kandirikirira, 2007)

Recovering identity

Confidence

Hope and optimism

Self-acceptance, responsibility, belief and
esteem

Self-efficacy

Self-awareness

Growing beyond the label

Reclaiming power and self-determination
Belonging — cultural, social and
community identity

Activism

Spirituality

Engagement and finding meaning and
purpose
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Being valued — giving back

Meaningful roles

Volunteering, employment and education
Learning about self and condition
Community and social engagement
Communities and housing

Exercise and creativity

Relationships

= Friendships
Supportive family relationships
Intimate relationships: partners
Parenting
Peers
Pets

Mutual trust and recognition
Hopeful relationships

Treatments and supports

m Feeling informed and in control
Continuity and flexibility
Treatments and therapies
Security
Peer support
Relationships, attitudes and power
Housing and community supports
Financial security

Pacing and turning points

= Coping
Other people’s experiences
Taking control
Changes in thinking and being
Narrating your story

Service professionals — a critical friend
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Activity 1.1

In Module 2 of the ESC(S) learning materials, Activity 2.8, you were asked to think about your own
experience of recovering from something and compare your experiences with colleagues. Retrieve
your answers to that activity now and compare the lists you made to the issues identified above.

Make a note of the similarities and differences.

It must be stressed that this research does not provide a blueprint or textbook for mental health
recovery in Scotland. As each individual is unique, so too will each individual’s recovery journey.

To illustrate this, here are two contrasting quotations from the research report about employment:
“I found my jobs difficult generally. | am still scared of doing a paid job.”

“That made me feel good, that | wasn’t, you know living off benefits, and | was, you know,
going out to work, and | was you know contributing something.”

Clearly, these two individuals had completely different experiences of work and as a consequence
viewed how paid employment might help or hinder their own recovery journey very differently. We
will now explore further this issue of the unique nature of mental health recovery.
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2. Recovery — a unique journey

In this section of the module, we are going to explore in more depth just how different each person’s
recovery journey is and the implications this has for mental health workers and mental health
services.

As we saw above, something (in this case employment) which one person identifies as helpful in
their recovery might be considered unhelpful by another person.

Activity 1.2

In this activity, you are provided with some information about three people — Molly, Jamila and Jake.
Have a look at each of the descriptions and then answer the questions that follow. We recommend
that you also discuss this activity in a group setting.

Of course, what is important for each individual is whether they identify themselves as “in
recovery” or as living a life that is satisfying in which they have purpose and meaning and feel
connected to the world around them. This kind of activity, however, is useful in examining

our own values and the assumptions we may make about people and the situations they find
themselves in. In doing so, we may be less likely to impose these assumptions on real people in
real situations in our practice.

Molly Williams

Molly Williams is 69 years old and has lived in sheltered accommodation since the death of her
husband three years ago. Molly was initially very depressed when her husband died, but appeared
to respond to antidepressant medication. She is able to wash and dress herself but needs some
assistance with her medication and appears to be confused at times. She uses a Zimmer frame when
she goes out.

She chooses to have her meals in the communal dining room as she enjoys the company of some of
the other women and they often stay in the dining room and play card games in the evening. When
she is in her room, Molly listens to music and likes to watch soap operas on television.

She attends a local history group in the community centre on Tuesdays. Molly’s family visit regularly
and she enjoys these visits, especially when her grandchildren come.

Based on the information you have been given, would you describe Molly as “in recovery”?
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What aspects of Molly’s life led you to give your answer?

What do you think recovery might mean for someone over the age of 65? Is that different to
what it means for a younger person?

Jamila Kureishi

Jamila Kureishi is a former school teacher who has been unable to work for over two years after
she separated from her husband and her family disowned her. Jamila lives in a local authority flat
in a housing estate which is quite far from the city centre. She knows no one in the area. Jamila
frequently visits her local GP who considers her to by “mildly depressed”.

Jamila feels that her depression and anxiety are very disabling and she is frightened to leave her
home because she feels she stands out as not being from the area and that the local children laugh
at her.

Based on the information you have been given, would you describe Jamila as “in recovery”?

What aspects of Jamila’s life led you to give your answer?
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If you were supporting Jamila, how might aspects of her cultural background interact with her
recovery journey?

Jake McGinn

Jake McGinn is a computer programmer with an international IT company. He has worked with
the company for three years. Jake sometimes hears voices but feels that the medication he takes,
combined with attending a voice-hearing group, enables him to cope with the voices most of the
time.

Six months ago, Jake met a man at a club and although their relationship is a very happy one, Jake
hasn’t been able to tell his partner about his diagnosis of schizophrenia as he is frightened about
how he might react.

Based on the information you have been given, would you describe Jake as “in recovery”?

What aspects of Jake’s life led you to give your answer?

What impact do you think decisions about disclosing or not disclosing mental health issues has
on an individual’s recovery journey?
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As we stated earlier, this activity was designed to help you test your own values and assumptions
about recovery in mental health. We must stress, however, that it is not the role of mental health
workers to decide who is in recovery or what recovery means for that individual.

Practitioners often question the relevance of recovery to people over the age of 65. This may be
influenced by two things: firstly, the mistaken idea that “recovery” in mental health is equivalent to
“recovery” from physical health problems; and secondly, the high number of older people in mental
health services with a diagnosis of dementia.

In the example above, did you think that Molly could be described as “in recovery”? From the
information provided and our earlier definitions of recovery being based on having a satisfying and
meaningful life, it would appear that Molly could easily be described as someone “in recovery”. She
engages in a range of activities that should give her life purpose and meaning and has a variety of
people to whom she is connected.

Of course, not everyone over the age of 65 will have the same interests or aspirations as Molly, but
crucially, everyone (irrespective of their age) has some interests and aspirations — they might just
be a little more difficult to access. Some of the tools in Module 4 could potentially be very useful
in working with people who are over 65 and can be adapted for use with people who have limited
communication.

Respecting diversity is crucial when providing support to anyone (including Molly, Jamila and Jake).
When we meet someone we identify as being culturally “different” from ourselves, there is a danger
that in an effort to be “culturally sensitive”, we actually impose more assumptions onto our view of
that person (Sainsbury Centre for Mental Health, 2002). For example, we often make assumptions
about what religious group a person from a black or minority ethnic group might belong to, the
model of family the person may have experienced or what behaviour may or may not be acceptable
within the person’s culture.

These kinds of assumptions can have a very negative impact on the support and care people

are offered and can greatly hinder their recovery journey. This was found to be the case in one
particular instance investigated by the Mental Welfare Commission. They concluded in their
inquiry into the care of Mr ] (an Indian-born Punjabi speaker) that the care he had received was
severely compromised because of failures to identify and meet his cultural needs (Mental Welfare
Commission, 2002).

It would be easy to make lots of assumptions about Jamila Kureishi based on her name alone,
assumptions that might not be accurate. The best person to tell us how Jamila’s cultural background
might interact with her recovery journey is, of course, Jamila herself.

One of the interesting aspects of the description of Jamila’s situation was the mismatch between
the GP’s perspective (that she was “mildly depressed”) and Jamila’s assessment of her situation
(that her depression and anxiety were very disabling). If you were working alongside Jamila, whose
perspective would be more important to you?

Clearly, in working in a person-centred, recovery focused way, Jamila’s perspective would shape the
work you would do together. As services are currently construed, however, it is unlikely that Jamila
would be able to access the level of support she thinks she needs while her GP considers her “mildly
depressed”.
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Jake, on the other hand, would be much more likely to be able to access support solely because of
his diagnosis of a “severe and enduring” mental health problem (schizophrenia). Yet if you look at
the description of Jamila and Jake, which one appears to have the more satisfying life?

Jake uses a mixture of traditional mental health treatment (medication) and a self-management
technique (the voice-hearing group) to maintain his mental health (we explore self-management
techniques in more detail in Module 3).

The issue facing Jake in relation to disclosing his mental health status is an interesting one. Generally,
we only think about disclosure in relation to job applications (explored in Module 6), where there
are legal requirements and entitlements. There are a number of ways to look at Jake’s decision not
to disclose. The first might be to think that Jake is developing an identity beyond that of a user of
mental health services, and we know that this is important for recovery. As one of the narrators in
Recovering Mental Health in Scotland put it:

“There’s also something about having other things in my life away from mental health
issues, away from support workers, away from, and actually finding a different channel.”

Another way to look at this might be to think that Jake is in some way ashamed of having a
diagnosis of schizophrenia, or is worried about how his partner might react given the stigma and
discrimination experienced by people with mental health problems. As another narrator put it:

“It’s not until you have experienced stigma that you realise how important and how
discriminated against and how bad and how guilty you can feel about having a mental
health problem. Being seen as different is not good for you.”

Others might see Jake’s decision not to disclose to his partner as a denial of a significant part of his
identity. For some people, declaring their mental health status is part of reclaiming their identity
within their recovery journey, almost as a political, as well as a personal, act:

“We need to come out (those that will and can) we need to stand up and say, yes | am
manic and proud.”

This discussion about the issue of disclosure is a useful reminder of how many different ways we can
view an issue. Just as there are multiple views on this single aspect of an individual’s life, so too are
there multiple ways of being “in recovery”. The descriptions of Molly, Jamila and Jake have served to
demonstrate that recovery belongs to the individual, and just as no two individuals are alike, so no
two recovery journeys are alike.

In the following section of this module and the modules that follow, we examine the role of mental
health workers and the contribution you can make to individuals’ recovery journeys.
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3. The role of mental health workers in recovery

We begin this section by considering how the role is different in this context from more traditional
models of mental health practice, which are often focused on deficits (what the person on the
receiving end of support is unable to do) and in which desired outcomes tend to focus on the
maintenance of service users in a “stable” situation in relation to their “mental illness”. Such
traditional models place less emphasis on the person as a whole and fail to harness the resources,
hopes and aspirations the person may have. As the NES/SRN Realising Recovery framework (NES/SRN,
2007) puts it:

“If recovery is a journey then the role of nurses [mental health workers] is to provide some
guidance and signposts on that journey without taking control away from the service user
they travel alongside.”

Being alongside

Workers may worry that an increased emphasis on how service users can create their own recovery
journeys may limit the scope of their own role. This is not the case, although recovery focused
practice does require a change of role.

Historically, mental health nurses (and other mental health workers) have been perceived as “doing
to” people who use services; more recently, this has shifted to a desire to “do with” people who use
services.

The challenge within recovery focused practice is to “be alongside” as service users take the lead in
creating their own recovery journey. The role of mental health workers therefore becomes that of
“facilitator”, a resource person able to provide information and support to enable service users to
identify their own goals and to take the steps to achieve them, recognising that at times this may be
more difficult than at others.

The whole notion of “being alongside” in many ways goes against our human and professional
instincts to “help” or to “sort out problems”, particularly when someone is experiencing distress.
Taking a step back from this more active role takes skill and patience and requires us to have trust
in, and respect for, the service users we work with. It is only through demonstrating this faith in the
individuals we work with that they in turn will develop confidence in their own abilities to manage
the situations they find themselves in.

As you work through the other modules, you should develop more confidence in what it means
to “be alongside” and the knowledge, skills and resources you can use to develop new, recovery
focused relationships.

Inspiring hope

The literature on recovery emphasises the central role of hope. Service users, friends, family
members, carers and mental health workers all need, firstly, to believe in a future, and secondly,
believe in the potential for that future to be more positive and worthwhile. As Paul Reed? comments
in his recovery story:

“When you have a purpose you have hope. Light at the end of the tunnel. There is always
hope if you look hard enough.”

2 You can read Paul’s complete recovery story at: www.scottishrecovery.net/content/mediaassets/doc/0512_Paul_Reed_PRS.pdf
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This can, however, be a real challenge for everyone involved, particularly at times of great distress.

The concept of hope is one that is difficult to define. We rarely articulate our hopes for the future
beyond superficial statements like “I hope | win the Lottery”. Yet hope is central to all our lives, not
just to the big decisions we make such as choosing a life partner (who we hope will make us happy
at least most of the time, if not all), but also to the smaller decisions we make on a day-to-day basis
— like getting out of bed each day in the hope that we will have a productive, enjoyable day.

But for many people who use mental health services, this is not the case.

Activity 1.3

Make a list of the reasons people who use mental health services might lose hope.

In your current practice, what are the opportunities and barriers to explore these with the
people you support?

What impact does working with people who have lost hope have on you?

Repper and Perkins (2003) suggest that hope-inspiring relationships involve the following:

valuing the person for who they are

believing in the person’s worth

seeing and having confidence in the person’s skills, abilities and potentials

listening to and heeding what is said

believing in the authenticity of the person’s experience

accepting and actively exploring the person’s experiences

tolerating uncertainty about the future

seeing problems and setbacks as part of the recovery process and helping the person to learn
from and build on these.

Module 1 page 22



Module 1
Realising Recovery Learning Materials

It can be incredibly draining and stressful to work in an environment where people (sometimes staff
as well as service users) are without hope. At times, you may need to remind yourself why you chose
to work in this field (see your responses to ESC(S) Activity 1.2). Support from your peers and your
supervisor is also key.

You will have an opportunity in Module 2 to think in more detail about working with people in a way
that inspires and maximises hope and the impact that working with people who have no hope can
have.

Activity 1.4

Daniel is a 36-year-old man who was admitted six weeks ago to an acute ward and was subsequently
detained. Daniel was unemployed before coming into hospital and spent most of his time playing
pool with his friends in a local pub. He has not been in touch with his friends since his admission as
he does not want them to know about his mental health problems.

Daniel spends most of his time in the ward watching television. Although allowed to leave the ward
for short periods, he rarely does so, other than to visit the hospital shop. The ward occupational
therapist has made contact with Daniel and has given him information about the activities he could
be involved in, but Daniel has told him that he is not interested; all he wants is to be allowed to go
home and have nothing more to do with mental health services. Daniel’s only visitor has been his
older sister, who has only been able to visit twice as she lives in another city.

If you were one of the staff supporting Daniel, how might you engage with him in a way that
would inspire hope?

How would Daniel’s detention impact on how you would approach this?

Although it appears that Daniel may be in a fairly hopeless frame of mind, there is one desire he

has that could be built on and worked with: his wish to leave hospital. This suggests that Daniel has
some sense of a future; it may be that by building on this, and with Daniel identifying what he needs
to do to secure his discharge, hope will be maximised.
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In general, working with people who are subject to compulsory powers in a recovery focused way
is difficult and complex, especially within secure settings. Much of what is written about recovery
emphasises the need for service users to be in control and take responsibility for their own mental
health and well-being. It may therefore seem contradictory to say that recovery is possible in all
mental health settings, but it is.

People subject to compulsion should still:

= be able to be involved in decisions about their care and treatment
have their hopes and aspirations listened to and respected
be able to control some aspects of their lives, albeit within the restrictions of the settings in
which they find themselves.

An important starting point might be to discuss with people who are subject to compulsory powers
how they feel about these powers being used, while also emphasising the areas in which they can
still have choice. Referring to other people who have been in similar situations and have managed to
recover may also inspire hope, as might the presence of peer support workers (we explore the peer
support worker role in Module 3).

You will have further opportunities to think about the concept of hope, its importance in relation to
recovery and how you can develop hope-inspiring relationships in your practice in the modules that
follow.

Talking about recovery

The language we use to communicate with each other is incredibly important, but rarely do we take
time to reflect on how the words we use impact on those around us. The way in which we speak and
the words we choose convey our beliefs and values about the world and the people we interact with.

In Module 2, Activity 2.6 of the ESC(S) learning materials, you were asked to think about how the
language used by mental health workers can impact on service users, particularly around describing
service users by a diagnostic label or by their symptoms rather than who they are as a person. We
will now explore this in more detail and think about how the language you use can help or hinder
people in recovery.

Imagine that you have just had an annual appraisal with your line manager. In the course of the
meeting, your line manger has given you feedback that includes the following.

1. You have excellent report-writing skills.

2. You are very observant.

3. You could make more of an effort to get on with other team members.
4. You use your initiative well.

If you were given this feedback, which of the above statements do you think you would be most
likely to remember afterwards?
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It is most likely that you will remember statement number 3. We all tend to remember negative
feedback more than positive feedback, especially if the person giving us the feedback is in a position
of authority, or is someone we think has more knowledge than we have, or is someone we admire
and want to please.

Mental health service users are no different. If anything, they are more likely to remember criticism
or negative messages as they are more likely to already feel negative about themselves and their self-
worth. As a result, information, advice and feedback from mental health workers is likely to be closely
attended to by service users and their friends, family and carers.

Some negative messages may be conveyed unwittingly in mental health settings. Take, for example,
the following phrase: “We’ve always got a bed here for you”. At one level, it could be argued that
this is a positive and supportive message that says if things become difficult for the individual in the
future, support is always available. An alternative understanding of the comment is that the person is
not expected to recover, and that they will return at some stage.

Activity 1.5

Thinking about the example above and how messages can be interpreted, spend some time
thinking about hopeful messages you convey (or could convey) in your contact with service
users. This includes not only what you say, but also the environment in which you say it.

Focus your thinking on the messages you and your service provide on first contact (as we are
all well aware that first impressions do last!).

In the above activity, you were asked to think not only about what you communicate as an
individual, but also about what your service communicates, as not all of the messages we receive
are of a verbal nature. Many aspects of the environments we find ourselves in also convey messages,
such as:

m receptionists sitting behind glass partitions, conveying a message that reception staff need to
be protected from the public

m the provision of “staff toilets” and “patient toilets”, highlighting a “them and us” separation

= notices on the wall stating that violence against staff will not be tolerated, not only suggesting
that service users are likely to be violent, but also that they are less-significant victims of
violence than staff.
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Attention needs to be paid, therefore, not only to verbal communication that conveys a positive
message, but also to the environments in which we work. Mental health services need to be
welcoming and attractive to instil hope; they have to provide environments where people feel
valued.

Activity 1.6

At work in an acute ward, you overhear a colleague telling Jane that she needs to be realistic about
what she can achieve in life now that she has mental health problems, so going back to university is
not really an achievable goal.

What impact do you think this interaction might have on Jane’s recovery journey?

How might you challenge this kind of pessimistic attitude if this was a colleague in your workplace?

Often when the word “realistic” is used, we are identifying the need to lower our expectations.

But if we only did “realistic” things, the world would be a very different place. When Christopher
Columbus set out to prove the world was round rather than flat, many people would have dismissed
his ideas as fanciful and his expedition to prove them as far from realistic. Similarly, people in
recovery from long-term mental health problems tell us that they often achieve things that neither
they nor the people around them ever thought were realistic to expect.

In completing the activity above, did you feel you could speak to your colleague directly about the
message they were conveying to Jane? It can be difficult to directly challenge our peers, especially

if we are working in a difficult environment where pessimism is the prevailing attitude. A less-direct
approach might be called for, which could include:

speaking with your supervisor

acquiring some SRN literature and posters and distributing them to colleagues

facilitating a team discussion about the link between hopeful messages and recovery
exploring opportunities for people in recovery to visit your workplace and speak to staff about
their recovery journeys

= making links with community services that support people in education and employment.
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Activity 1.7

Later the same day, Jane approaches you and asks to speak to you. She is very upset. She tells you
she has had an awful day as she has been told that she cannot go back to university. Then another
service user told her she might go back to university when she is “in recovery”. Jane says she is
annoyed with the service user, as she seems to think that Jane is an alcoholic — otherwise, why would

she be “in recovery”?

How would you begin to discuss recovery in relation to mental health problems with Jane?
What key messages would you want to convey?

In this particular instance, Jane’s concerns are focused on a misunderstanding. It is important to
acknowledge, however, that not all service users are comfortable with the notion of recovery and
may have concerns about what it means for them and the support they receive.

Common concerns about recovery might include worries about support or services being
withdrawn, fear of failure and concerns about the impact on welfare benefit entitlement of being
“deemed recovered”.

It is therefore crucial that mental health services and workers do not force “recovery” on people, but
work in a way that enables service users to develop their skills and interests, a hopeful outlook and a
sense of control over their own lives at a pace that is right for them.
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Connecting people and communities

In the last activity, we ended on the suggestion that a staff member in an acute ward could
encourage links with a community-based service to raise awareness of the kind of support on offer.
Recovery focused mental health workers need to be able to act as a resource for service users.

Activity 1.8

Maureen is a 55-year-old woman who has recently moved into the area. She previously lived in
another town with her partner, but decided to move when this relationship broke down. Maureen
has no friends or family in the area she has moved to. She has had periods of depression in the past
and had contact with mental health services a number of years ago.

Maureen has visited her GP a number of times since the move and has become increasingly
distressed. The GP is concerned that Maureen might harm herself and has therefore referred her to a
community mental health team.

You are a member of the community mental health team and have just visited Maureen. She was
able to identify some things she has enjoyed doing in the past that she would like to do again, but
does not know how or where to access them in the area she now lives in. The things Maureen has
identified are:

going to the library
going to afternoon bingo sessions (Maureen does not like going to evening sessions as she
does not like being out on her own in the dark)

m attending line-dancing classes.

How would you and Maureen go about finding out about these activities together?

What information and support do you think Maureen might need to be able to participate in
these activities?

Some of the activities that Maureen would like to take part in would be easier to find than others
(looking in a local telephone directory, for instance, would identify the library and possibly the bingo
hall). You might know where to start looking for the line-dance classes if you had worked in the area
for a long time, although Maureen may find it difficult to attend if classes were only available in the
evening.
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Assuming you have found details (name, address, telephone number, days and times of opening),
do you think this information would be enough to enable Maureen to access these facilities? Armed
with this information, would you feel able to go along and make use of these resources?

It can be difficult for anyone to go along to new places and participate in activities with strangers,
and even more difficult if they are feeling low and anxious or are worried that people may somehow
be able to tell that they have mental health problems. You therefore need to sit down with Maureen
and the information you have gathered and spend some time to enable her to identify the support
she feels she might need to be able to attend the various places. You might also be able to provide
additional information about local befriending schemes that could assist her, if she thinks that would
be useful.

You will have an opportunity to think in more detail about your role in relation to enabling people to
connect with communities in Module 6.
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4. Conclusion

The aim of this module was to develop your understanding of recovery in mental health practice,
identify the factors that can help and hinder recovery from mental health problems, and define
the contribution you can make as a mental health worker. In the course of the module, we have
highlighted that:

recovery is an ongoing journey, not a destination

recovery means different things to different people

there is no right or wrong way to recover

mental health workers need to be alongside the people they support

hope is central to recovery, and we all have a role to play in ensuring that we give positive and

optimistic messages

m recovery is relevant to all, irrespective of the mental health setting people may be in or their
legal status

m recovery is about more than mental health services — leading a full and satisfying life

necessarily involves more than any mental health service offers.

We have seen examples of some of the kinds of connections people need to give their lives purpose
and meaning throughout the module.

You completed a range of activities in the ESC(S) learning materials that encouraged you to think
about diversity and challenging inequalities. While we have touched on some of these issues within
this module and the modules that follow, we cannot emphasise enough the need for you to provide
support that takes account of diversity, the inequalities experienced by some groups and the impact
that discrimination and social exclusion can have on people. Failure to do so may hinder recovery.

You will have further opportunities to build your knowledge and skills in relation to recovery as you
work through the other modules. As you do so, and as you begin to think about implementing some
of your learning in practice, try wherever possible to do so with hope and optimism.

It may be difficult to work in a different way, it may be challenging to work in a recovery focused
way with people who have been in the mental health system for a long time, and it may also be
difficult when you find yourself having to challenge the practices and procedures around you. But
just think how these difficulties compare to the obstacles that people who have experience of mental
distress grapple with and fight to overcome as they embark on their own recovery journey.
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Learning into practice

Before moving on to the next module, spend some time reflecting on what you have learned in this
module. You may be reassured by some of the things you have encountered in this module. It is worth
taking some time to think about how your existing practice matches what we have discussed in the
module.

Some of what you have learned may be new to you or perhaps more challenging. Make a note of
the changes you will make to your practice now that you have completed this module.
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Resources to support further learning

The website of the Scottish Recovery Network has a range of resources relevant to this and the other
modules. For this module, you might want to look at the Stories section of the website and the
narrative research report:

www.scottishrecovery.net

NHS Health Scotland. (2008) Are You Really Listening? Stories about Stigma, Discrimination and
Resilience towards Mental Health Problems among Black and Minority Ethnic Communities in
Scotland. Edinburgh: NHS Health Scotland.

www. healthscotland.com
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