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1. Introduction

Many studies have described the importance of identity within the recovery process. This was
confirmed in the Scottish Recovery Network (SRN) narrative research, which states:

“From the narratives gathered in this project it was evident that much of the subject of
identity appeared to be about the issue of personal growth and development and internal
change ... Re-finding and re-defining a sense of identity and self-confidence that has
potentially been eroded by institutionalisation or ill health was often the first step on a
recovery journey.” (Brown and Kandirikirira, 2007)

Let us now consider why identity seems to play such a central role in recovery and consider the
implications for you as a mental health worker. To do this, we must first consider what identity
means in our lives.

Understanding identity

We all have an identity. It can be understood as a sense of self or a set of determining characteristics
by which we perceive and understand ourselves. A great many factors influence our identity and it is
not necessarily fixed, with our view of self liable to change over time and be influenced by a number
of external and internal factors.

Activity 3.1

In Module 2, Activity 2.1, you completed an extensive exercise that required you to reflect on a
range of issues that contribute to your sense of identify, such as your appearance, your personality
and what gives you meaning and purpose.

Look back on the responses you gave to this activity and discuss with others.

This activity should reaffirm that your sense of self or identity shifts over time and is governed,
defined and influenced by a variety of internal and external factors.

It is important to highlight at this stage that concepts of self and identity may differ between
different cultures, faiths and ethnic groups. For example, personal identity in Chinese or Pakistani
communities may be more strongly linked with “connectedness” to others than it is in other
communities, as the quote below demonstrates:

“It’s more community back home if you have children you are visited and all are equally
concerned if something goes wrong. And here [Scotland] everyone has own life, it’s very
much individualistic whereas Pakistan community — this individualistic way makes them

feel more isolated — they don’t have anyone popping in to say hello how are you, live by
themselves, then children are busy, everyone busy they’re all alone.” (NHS Health Scotland
and University of Central Lancashire, 2008)

We need to be conscious of the fact that identity is partly “culturally constructed”, so we need to be
wary of assuming that personal autonomy is always the main driver for well-being.
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Identities of illness and wellness
Consider the following quotes from the SRN narrative research (Brown and Kandirikirira, 2007).

“| think sometimes, certainly myself, the thing that prevented recovery was that | didn’t
know anything else. I’d got a mental iliness. There’s some safety in being ill, although | hated
every minute of it, there was still some security in that.”

“There’s more to me than my mental health.”

Where people experience significant mental health problems, particularly over a long period of time,
it can be so overwhelming and consuming that it can become a central component of identity. The
sense of self can become dominated by the experience of iliness, the losses which come in its wake
and the accompanying support and treatment it may necessitate. This can be simplistically and
crudely described as an identity of illness.

Graham Morgan is a prominent mental health activist who has educated and informed our approach
to mental health issues in Scotland for some time through his work with Highland Users Group. He
addressed the Scottish Recovery Network’s national conference in 2007, where he described the
relationship between identity and illness in his life.

“| define myself as different — | don’t trust ordinary people, instead | light up when | meet
those that have been through similar experiences. | feel a bond with the world of mental
illness which provides me with identity, security, friendship, acknowledgment, communion
and respect. It makes my life at times wonderful — and this is where | worry about the world
of recovery.

“l don’t want to leave my world behind, my identity of illness and difference has been
informed by my experiences over the last two decades. These years have reinforced the
message that this is the safest place to be. It’s where | find my friends, it’s where | earn my
income, it’s where | meet people who understand me — | really really don’t want to leave it,

| fear a world without illness. And yet a big part of me says take that risk, step out into the
real world, engage with those normal people that you are so frightened and sceptical of, cut
through all the strings of restriction that you have wound so tightly about yourself, that you
can’t breath the bright fresh air where new worlds beckon.” (Morgan, 2007)

This demonstrates the complexity of identity. An identity of illness suggests entirely negative self-
perception, but Graham Morgan clearly describes some of the positive aspects of what he calls an
identity of difference. For him it offers respect, income and companionship and provides security and
warmth. At the same time, however, he has a nagging curiosity towards an alternative identity.

Later in this powerful and extremely honest speech, Graham went on to describe the impact of
having his diagnosis of schizophrenia questioned by a psychiatrist who had heard him speak on a
previous occasion.

“Initially 1 was very offended — it just seemed inappropriate to say such things. Also, | have
grown so used to this diagnosis that to throw it away in a casual conversation seemed quite
demeaning — but it made me think. | have hung on to the idea of illness for so long, it is a
huge part of the way that | define myself and view myself — is it possible to get caught in a
world that, though comfortable, traps you and smothers your growth?”

He later used this initially offensive statement from the psychiatrist as one means of questioning both
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his identity and whether he was indeed in recovery:

“The request | had found offensive became a token to light my way and provide new
invigorating ways in which to see the world, to take that big leap in self-definition and see
myself as whole rather than damaged and shattered.”

Activity 3.2
In completing Activity 3.2, you might have thought about the following.

From your own experience and from these excerpts from Graham Morgan’s speech, consider
how the experience of living with mental health problems could impact both positively and
negatively on identity.

What opportunities do you have to discuss identity with the people you work with? How would
you introduce the subject?

Looking forward, what steps could you take in your work with people to focus more closely on
the role of their identity in relation to their recovery?

Sometimes as mental health workers, we can inadvertently confirm an identity of illness. When we
describe people as “patients” or “service users”, we mark them out as “different” and define their
identity by their use of service.
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This need to differentiate people is well documented and is understandable, given our need to order
things in a complex world. It becomes more threatening, however, when people are described by,
for example, their diagnosis — “a bipolar” — or by their experience of illness.

The meaning and interpretation of identity has been debated across psychological, philosophical and
social science literature for many years, but there is no doubt that we all have a sense of self which
evolves and develops over time depending on our circumstances, how we see ourselves, and how
others see us. It is also clear that for people experiencing mental health problems, a shift in identity
(or self-perception) can be a powerful driver for recovery.

But how as mental health workers can we support and encourage a shift in identity to promote
recovery? The process through which people change the way they perceive themselves, their
capacities and potential is clearly an internal process, but it is also one that can be recognised,
supported and encouraged by recovery focused mental health workers. We will move on to explore
the role mental health workers can play in this process in the next section.
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2. Supporting self-directed recovery
Look at these two quotations from the SRN narrative research (Brown and Kandirikirira, 2007).

“Me ... that’s what’s changed ... it was a control thing ... There was an unconscious release
of control on my part. [For 20 years] | let other people control what | was doing and what

| wasn’t doing. | let the symptoms of my illness become the centre of my universe, and the
symptoms of my illness aren’t the centre of my universe.”

“If you're not actually actively taking choices, you’re not taking responsibility, and then you
create into a sort of, you walk into the victim’s role.”

You can see that the following are central for the people quoted in moving towards recovery:

m taking control
m making a shift from illness being central to identity to being peripheral
= discovering self-direction and self-determination.

In this part of the module, we will consider some tools and approaches that might help mental

health workers promote self-direction.

Self-determination can be defined as the process by which a person controls their life.
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Activity 3.3
Look at the table below and record the extent to which you are in control of each of the life domains
shown, following the example given.

Extent to which you are in
Life domain control/able to direct this
aspect of your life (rate 1-5)

What factors limit your control
of this life domain?

Now think about the things you could do or have done to ensure that you have more control in each
life domain.
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Reflect on the issues you identified as limiting your control and the things you could do to ensure
you have more control. If possible, discuss your answers with others who have completed this
activity.

Many of your answers will be no different to the issues that people who experience mental health
problems would identify as limiting or enabling their ability to control their lives. But they might also
experience other constraints and limiting factors that could impact on their ability to take control.
These could include the use of compulsory treatment, the fear of becoming unwell and the stigma,
discrimination and inequalities they may experience, both within and outwith mental health services.

Activity 3.4

Alex has used mental health services for most of his adult life; this has been under compulsion until
very recently. He is now almost 60 years old and is living in a “long-stay” mental health unit. His
social networks are very limited and made up largely of people who work in or use mental health
services. He has told you before that he doesn’t want to make choices or to be more in control; he is
happy with the way things are.

What might be the barriers to working with Alex in a way that enables him to self-determine?

What steps could you take to overcome these?

Recovery comes from within the person. People will get to what recovery means to them in their
own time and in their own way. Some of the people a worker or team are supporting may not yet be
ready for recovery, but this does not mean that they will not be ready at some point in the future.

The implication of this (as we noted in Module 1) is that you cannot do recovery to someone. This
was described in Module 2 as the need to understand balance and timing — to manage the tension
between support and challenge. If a person is not ready, or if they feel out of control, then the
danger is that well-intentioned professionals could actually hinder recovery by forcing the issue.
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Considering the change process can help us better understand the increasing importance of
self-determination and how mental health workers may be able to assist self-directed recovery.

Supporting the change process for recovery

When people are just starting to think about recovery - the possibility of
recovery may seem neither possible nor desirable.

Possible = Hearing or reading other people’s stories of recovery.
supports = Introducing them to other people in recovery who have been in similar
situations.

= Introducing ideas and information about recovery.

m Encouraging people to think about their life experiences and to start to think
about what they want from life (see Module 4).

m Creating space for people to talk about recovery and to think about what it
means for them.

Making plans — getting ready.

Possible = Working together to identify hopes, fears, dreams and goals.
supports = Introducing the person to recovery planning tools (explored in depth in
Module 4 and later in this module).

Supporting action.

Possible Helping and supporting the person with achieving their plans.
supports = Working alongside people to recognise and build on their success and try
out alternatives where things don’t seem to be working — creativity and
perseverance are key components of recovery and recovery focused practice.
m Supporting people in informed risk-taking (explored in detail in Module 5).
m Acknowledging that mistakes are a normal part of life and that they can help
us learn.
m  Working alongside people to plan for success and considering the possible
impact of recovery — what will it feel like if things change?

Moving forward.

Possible = Continuing to develop person-centred support and planning (see Module 4).
supports m Looking for and establishing or maximising existing opportunities for
informal and formal peer support.
= Building on “community connection” and social networks (see modules 4
and 6).
m Discussing setbacks and how they need not been seen as “failures” — what
can be learned from them as part of longer-term recovery?
m Continuing to explore and develop self-help and self-management
techniques.
= Being available to the person — recovery should not necessarily mean the
removal of all services and supports.
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It is important to restate that recovery is not necessarily a linear process, and that setbacks can be
part of the longer-term recovery process. The table shown above is purely for illustrative purposes
and will not reflect all people’s recovery experiences or the supporting role that mental health
workers can play. The important point (looking back on Alex’s situation in Activity 3.4) is that even
when people appear not to want to take more control of their recovery, or are unable to take a lead
role, there are still some steps workers can take to support people to think about recovery.

We have explored in this section the concept of self-determination and considered some of the
challenges associated with promoting self-direction. We should note that mental health workers’
roles in enabling self-direction may be limited, as this is a uniquely personal process of growth and
change for the person embarking on their recovery journey. Mental health workers can, however,
have a key role in working to facilitate this process and in challenging obstacles and practices that
detract from it.

In the next section, we will explore in more detail some of the tools that can support self-directed
recovery.
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3. Tools to support self-determined recovery

Self-help

For many years, groups of people who experience mental health problems have been meeting
in groups to offer mutual support and understanding. These self-help groups sometimes become
formalised and are supported by voluntary or statutory service providers.

Probably the best-known self-help groups in Scotland are those supported by Depression Alliance
Scotland, the Bipolar Fellowship Scotland and local Hearing Voices Network groups. The website
addresses of these groups are shown in the “Resources to support further learning” section at the
end of the module.

Some of the things these networks or groups hold in common are:

= they were developed and led by people with experience of mental health problems

= they offer an opportunity for people to get together to offer mutual support and
encouragement

= they follow a set of underlying principles, applying tools and techniques developed by group
members

m group membership is defined by personal experiences, such as experiencing depression or
voice hearing.

While self-help groups might be of benefit to some people, others may not value this approach, as is
illustrated in the following quotes from the SRN narrative research (Brown and Kandirikirira, 2007):

“Well the main thing, initially ... especially on diagnosis, was learning about the illness ...
| tended to attend self-help groups ... and I suppose | just found it helpful that, surprise
surprise, I'm not the only one with manic depression ... I’'m hearing their stories, their
experiences and relating really, really well to them ... So | found it a very refreshing way to
learn about my illness ... | think it was just my thirst for knowledge for what was up with
me.”

“I don’t know if I want to be endlessly frustrated by going along to meetings or being seen
as a service user all the time.”
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Activity 3.5

From what you have read, what do you think people might gain from attending a self-help
group?

Why might some people prefer not to get involved?

Describe the self-help groups that are available in your area.

Increasingly, self-help groups are being complemented by self-help tools designed more for
individual use, such as internet-based or written resources. Online forums and chat rooms offer an
opportunity for people to share experiences and offer support without the need to attend group
sessions. Therapeutic interventions are being made increasingly available on the internet with, for
example, self-guided cognitive behaviour therapy (see, for instance: www.livinglifetothefull.com).

Self-help groups and resources promote self-direction. We will now go on to consider self-
management, looking in particular at a tool called Wellness Recovery Action Planning (WRAP).

Module 3 page 79



Module 3
Realising Recovery Learning Materials

Self-management and WRAP

Supporting people who experience long-term conditions to better manage their health and well-

being has become an increasingly important policy goal for governments, with a recognition that
better self-management can not only reduce the strain on hard-pressed health and care providers,
but also promote self-direction and responsibility (Scottish Government, 2007).

People have been looking at how best to cope with the experience of living with mental health
issues for some time. Mental health workers have worked with service users to develop psychosocial
interventions designed to promote educational and other approaches to managing distress. These
have generally helped to create a situation where responsibility is shared between service provider
and service user, but are perhaps limited by the extent to which the approaches are developed and
owned by the person experiencing mental health problems.

Recovery and wellness planning calls for a more holistic and self-directed approach to enable people
to integrate all their life goals and needs. One such tool based on this approach is the Wellness
Recovery Action Plan, better known as WRAP.

WRAP was developed in the United States by Mary Ellen Copeland.3 Through networking with other
people in recovery, she uncovered key ideas and strategies that can promote the ability to create
positive life changes. At the heart of this simple approach is the belief that recovery is possible. It
does not necessarily replace other treatments or supports, but can be used to complement them.

Addressing a seminar in 2006, Stephen Pocklington, Executive Director for the Copeland Center for
Wellbeing and Recovery, who support and develop the use of WRAP internationally, said:

“I really encourage the people on the service side to think about how wonderful it will be

to have people who are truly empowered to take control in their lives and who are truly
empowered to do things to keep themselves well. What happens when people are in that
position is that | now come to the professionals for the things that the professionals are
actually equipped to help me with. I'm focused on the things that the professionals can really
serve.” (SRN, 2006)

3 For more information on Mary Ellen Copeland and WRAP, visit: www.mentalhealthrecovery.com and

www.copelandcenter.com.
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WRAP is described by the Copeland Center as the actualisation of five key recovery concepts.

1. Hope - helps you see yourself as an agent for positive change in your life.

2. Personal responsibility — being proactive and using your freedom and power to move in the
direction you want in life.

3. Education - learning all you can about yourself so you can make good decisions about your
mental health and your life.

4. Self-advocacy — being able to speak up for yourself and expressing yourself clearly and calmly.

5. Support — developing and keeping a strong support system.

It is based on the premise that people know what helps them and the key is to organise these
wellness tools into action plans. These unique and individual plans include:

m a personal wellness toolbox

a daily maintenance plan

identified triggers and an action plan for responding to triggers

identified early warning signs and an action plan for responding to those signs

identified signs that things are breaking down and an action plan for responding to those

signs

m a personal crisis plan for how other people can support you through life’s most challenging
moments

m a post-crisis plan.

WRAP is best understood as a life plan, so it is important that you are able to develop it yourself.
The next activity below is designed to encourage you to think about the things that would be in your
own life plan.

Activity 3.6

Take some time to think about what might be in your personal wellness toolbox. Think about
the things to which you turn to stay well or to get well. This could be anything from listening
to your favourite music to making sure you have time alone.
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What things do you need to do on a daily basis to maintain your wellness?

What are the things that knock you off balance and take away your control?

Do you think there are subtle signs that things may not be going well for you — are there any
early warning signs? Perhaps not sleeping well or becoming irritable?

Planning in this way is incredibly simple, but potentially transformative. In taking these first initial
steps towards thinking about what might be in your own WRAP, you will notice that what you have
written down is unique to you.
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Activity 3.7

You took the first basic steps to developing your own WRAP in Activity 3.6. The next steps in the
process involve developing your own plans for taking as much control as possible at times of distress.
Aspects of this are similar to crisis planning and to Advance Statements, as recognised in the Mental
Health (Care and Treatment) (Scotland) Act 2003.

What are the advantages and disadvantages of this type of advanced planning?

Why do you think some people might be reluctant to plan for periods of crisis?

Anticipating and planning for periods of crisis can promote control and self-direction, but it is easy
to see why people may prefer not to do it. Having to look back at the most difficult times could feel
counterproductive and may bring back unpleasant and distressing memories. One way of supporting
people in this process is to share examples in which people have found advanced planning to be
helpful. The quotation below is from someone who wrote an Advance Statement under the Mental
Health (Care and Treatment) (Scotland) Act 2003:

“... it is good to know that if | become ill again in future this document will be there for me to
go back to ... Being able to write an Advance Statement was a real opportunity to say ‘this is

who | am’.” (www.principlesintopractice.net)

People need training and support to properly develop their WRAP. It is something that should be
done over time and in conjunction with peers and supporters. The examples given here are purely
illustrative. A number of people have been trained in Scotland as WRAP facilitators to offer support
to people to develop their own plans - it might be useful for you to find out who are the WRAP
facilitators in your area.

WRAP is a particularly important tool for peer support workers. They use it not only to help support
the people they work with, but also to maintain their own mental health and recovery.
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Formalised peer support

We shall now go on to consider peer support as one means of promoting self-directed recovery.
Delivering for Mental Health (Scottish Executive, 2006) committed the Scottish Government to
supporting the development of a new peer support worker role.

Peer support is a system of giving and receiving help founded on the key principles of respect, shared
responsibility and a mutual agreement of what is helpful (Mead et al, 2001).

It is a model of provision that champions the use of personal knowledge and experience of a
particular issue to help and support others who are experiencing that same issue. Of course, this
already exists in a number of mental health settings. Some is informal — the type of mutual support
many people describe from friends and acquaintances who have had similar experiences, for
example, as described in the quotation below:

“The most help | got was from the other people in the ward who had gone through similar
experiences. And this does generally go on when you are sectioned. The nurses, they’re

great but you find, or | find — you asked for my personal experience — the best people that
helped me were other people that had been through psychosis, had some little pointers, were
grounded, that’s the thing.” (Brown and Kandirikirira, 2007)

People who identify as having experienced mental health problems are often involved in providing
mental health services, perhaps most notably in organisations providing advocacy, befriending and
self-help type services. But “formal” peer support differs from these examples in that it involves
creating specific roles within existing mental health services which are designed to be filled only by
people who have experienced significant mental health problems — this in effect is their qualification.
These “peer specialist” posts are open to people who have completed an accredited training
programme.

Peer support workers perform a specific, clearly defined role within the service:

“Every day at work is rewarding ... | work side by side with others, peer to peer. | offer
strength, support, experience, lend a listening ear, but most of all, | get paid to spread
hope.” (Peer support worker, quoted in Ashcraft and Anthony, 2005)

This approach to service provision is not intended to replace existing services or professional roles;
rather, it is designed to complement them. Service users benefit from a recovery focused approach and
there are also clear benefits for people who become trained and employed as peer specialist workers.

The relationship between the peer support worker and the service user is central to the approach,
with a high degree of empathy and mutuality. Peer specialists are supported to share part of their
own lived experience to offer hope and practical assistance of recovery to others.
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Activity 3.8
The list below shows some of the potential benefits of peer support. Try and sort this list in terms of
benefits to the following.

1. The person receiving peer support.
2. The peer support worker.
3. Organisations and services.

Discuss your responses with others.

Increase in self-esteem.

Instil hope by modelling recovery.

Opportunity to develop skills and use experience.

Offers employment and inclusion.

Mutual relationship with peers — been through the same as you.
Can guide you according to their experience.

Trust.

Promotes a change of mindset.

Equality of relationship.

Could help create culture where others feel more able to disclose experiences.

Doing something for selves, not being “done to”.
Learning.

Putting money where mouth is with regard to involvement.
Expand the range of services and offer alternatives.
Provide better “engagement”.

Empowerment.

Adds new skill set to the workforce.

Change of values.

Fits Scottish policy context.

Recovery approach in action.

Lived experience seen as an asset.

Seeing recovery promotes hope and expectation.
A chance to contribute and “give back”.
Promotion of self-management skills.
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You will see from completing this activity that many of the benefits of formalised peer support
are felt across the board. The whole approach is based on mutuality and shared experiences and
learning. A unique aspect of this approach is that peer support workers are actively engaged in
supporting not only the recovery of the people they work with, but also their own recovery. This
ensures a strong working partnership, as the following quotation illustrates:

“Peer support assumes full reciprocity. There are no static roles of helper and helpee.
Although this may not be surprising, reciprocity is the key to building natural community
connections. This is an enormous shift for people who have learned to think about
community as a series of services.” (Mead and Macneil, 2005)

Activity 3.9

From what you know of the peer worker role, what do you think its benefits would be:

m to the service you work in?

m to the wider service system?

Peer workers can fulfil a number of roles in numerous contexts and settings. Some key aspects of
their approach include:

following a recovery approach throughout

promotion of self-direction and strengths emphasised, particularly in language
using own story and experience of recovery — modelling recovery

ensuring a forward-looking, wellness focus

using recovery tools and techniques, such as WRAP.
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There are many examples of peer workers in the United States, where peer support services are well
established. The role seems to add particular value:

where people most need hope

at times of transition, including admission and discharge from services
with people who find it hard to “engage” with existing services

in advance planning, such as developing Advance Statements.

Evidence for peer support approaches is developing (see box below). It seems that peer-provided
services in the United States are equally if not more effective than non-peer provided services. There
is further evidence that outcomes for service users are enhanced when peer worker specialists are
added to existing mental health teams (Solomon, 2004). One of the measures most commonly used
in evaluating peer support is reduced hospitalisation. Consistently positive results on this measure
clearly imply a cost saving, as hospitalisation is the most expensive means of providing mental health
services (Solomon, 2004).

Developing evidence for peer support

Recovery Innovations, Inc. is a major provider of peer-run services in the United States
(www.recoveryinnovations.org) that has supported work in Scotland to develop a new peer worker
role to complement existing services.

One of its projects placed peer workers in nine wards in county hospitals in Arizona. It took six
months for the peers to become accepted as integral team members. They worked with service users
to develop recovery discharge plans and in the first year, they saw a 56% reduction in readmissions
and a 48% reduction in restraint. This project is now the subject of a randomised controlled trial.
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Activity 3.10

A new peer support worker role is being created in your team. What challenges might need to
be overcome to make this a success?

What support and preparation will the existing team members need?

Discuss with your team members.

Peer support offers one approach to enabling self-directed recovery, but it will not necessarily suit
everyone. As we emphasise throughout these modules, recovery is a unique and individual journey, which
means that people will find different things helpful at different times. In the next section, we move on to
examine another approach to promoting self-directed recovery — the use of direct payments.

Direct payments for self-directed support

The Community Care (Direct Payments) Act 1996 enabled local authorities to give money to people
in need of community care services to enable them to make arrangements and pay for their own
support, either instead of or in addition to a local authority service.

The direct payments scheme was intended to increase the independence of recipients and support
the social inclusion of people requiring community care services. It was envisaged that rather than
using local authority services, people with particular difficulties would be enabled through direct
payments to choose to engage with mainstream activities: they might choose, for instance, to access
the support they require to take part in a range of activities in their chosen community rather than
using a local authority-run day service.
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Direct payments can be used in this way to fund a range of support opportunities, including:

the employment of personal assistants or support workers

help with activities around the home

one-to-one emotional support when services may be closed

support to access and maintain employment, education, volunteering or leisure activities
respite breaks

talking and complementary therapies

Since their introduction, direct payments have mainly been accessed by people with physical
disabilities who have generally used them to employ one or more personal assistants. This support
has enabled people with disabilities to engage in a wide range of activities and to contribute to the
communities in which they live and work.

To access direct payments (also sometimes referred to as “individual budgets” or, in the latest
Scottish Government guidance, “self-directed support” (Scottish Government, 2007a)), individuals
need to take part in a process of assessment with a care manager (this might be a social worker or
health worker, depending on local arrangements). The assessment should involve a self-assessment
by the person who requires support. A care plan is then jointly developed and decisions made about
whether some or all of the support required should be provided by a direct payment arrangement.

Most areas have independent, user-led organisations that are able to provide information and
support to service users managing their own care package in this way (the majority of these
organisations tend to be aimed at people with physical disabilities using direct payments to employ
personal assistants, but they have transferable expertise). For further information about these services
in your area, see www.scdpso.org.uk

The uptake of direct payments among mental health service users in Scotland has been very low,
but the 2007 guidance from the Scottish Government stresses the need to ensure that payments
are routinely offered to mental health service users and recognises that self-directed support offers
opportunities for greater independence, an increased sense of control and greater chances of social
inclusion, all of which can contribute greatly to an individual’s recovery.
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Activity 3.11

Reflect on your role as a mental health worker employed by an organisation.

If you were fulfilling the role of a support worker employed by a service user under a direct
payment arrangement, how might this impact the nature of your relationship and the service
you provide?

Discuss with others.

Clearly, this shift in relationship, from user and service provider to employer and employee, has
considerable implications for both parties and has the potential to overturn the power imbalances
that have at times dominated relationships.

As with all of the tools and techniques discussed in this module, it is important to stress that a direct
payment approach to purchasing support may not suit everyone. While some people may welcome
the opportunity to be in control of their own care package, others may see this as an additional
stressor. What is important is that people are offered information about this method of organising
their own support package, and from there can make their own choices.
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4. Conclusion

In Module 1, we described mental health workers’ roles in promoting recovery as being alongside
people as they take the lead role in their own unique journey. In Module 2, we went on to examine
recovery-enhancing relationships and to consider use of self as a tool for promoting recovery. In
this module, we have looked in more detail at the elements of the recovery journey that could be
described as internal and self-directed. We have examined the role of identity, considered stages of
change and looked at some tools and approaches to support self-directed recovery.

We have seen that a shift in identity can be a profound experience of transformation and growth.
Supporting and encouraging this process, which is not necessarily linear, is vital. Service providers
and service systems which are not prepared to, or are unable to, embrace the new possibilities
provided as people take the lead role could hinder recovery.

Self-determination is by definition about people taking control and assuming lead responsibility for
managing their recovery and wellness. This requires that mental health workers have the confidence
to step back at the appropriate time to allow people to take on that lead role and move forward,
with or without their support.

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

Self-help and support groups
Bipolar Fellowship Scotland: www.bipolarscotland.org.uk

Depression Alliance Scotland: www.dascot.org

Intervoice (International community for hearing voices): www.intervoiceonline.org

Formalised peer support
Peer Support and Peer Run Crisis Alternatives (Shery Mead Consulting):
www.mentalhealthpeers.com/

Recovery Innovations: www.recoveryinnovations.org/

Advance Statements
Scottish Executive (2004) The New Mental Health Act: a Guide to Advance Statements.
Access at: www.scotland.gov.uk/Publications/2004/10/20017/44081
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