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Resolution on APA Endorsement Of  
The Concept Of Recovery For People With Serious Mental Illness 

 
 
 
INTRODUCTION: The traditional view of serious mental illness, especially psychotic disorders, is that 
they have at best a stable course with chronic disability and poorer-than-premorbid functioning, and at 
worst a chronic deteriorating course.  As a result, treatment has typically focused on symptom reduction 
and relapse prevention, and has been characterized by low expectations with little focus on issues such 
as living environment, relationships, work, and education.  This is now changing.  A wealth of data now 
indicate that the majority of people with serious mental illness eventually improve significantly over time, 
and can have independent lives that include striving for personal meaning and enhanced quality of life 
through active efforts in the above domains (e.g, relationships, work), regardless of whether symptoms 
are present or not.  Moreover, research indicates that these areas are important sources of self-esteem 
for consumers, and are some of their most highly rated goals for treatment.  In addition, federal and state 
agencies are now recommending that the paradigm for treatment of serious mental illness shift away from 
symptom-oriented care, to this more comprehensive view of how treatment can be envisioned.  This new 
vision for foci of treatment, informed by long-term outcome data suggesting that it is realistic, has been 
labeled recovery-oriented treatment.  It is important to note that the concept of recovery-oriented care 
does not assume a specific etiology for serious mental illness, nor does it recommend or contraindicate 
any specific treatments.  Rather, it is a vision for a person-based approach to treatment, and a method of 
treatment delivery that is sensitive to consumer-defined goals and recognizes the need to attend to a 
range of psychological factors (e.g., identity, self-esteem) as part of an expanded definition of what a 
positive outcome represents. In the resolution below, a detailed set of points is reviewed to clarify the 
definition of, and rationale for, the concept of “recovery.” This is followed by recommendations regarding 
how APA can help to promote this concept and thereby influence both how treatment is provided and the 
outcomes that are achieved.   
 

Resolution 
 

WHEREAS, as noted in the APA Resolution on Stigma and Discrimination against People with 
Serious Mental Illness and Severe Emotional Disturbance (1999), the Center for Mental Health Services 
reports that 5.4 million or 2.7 percent of the adult population has a "severe and persistent" mental illness, 
such as schizophrenia, bipolar disorder or major depression; 

 
WHEREAS the Center for Mental Health Services (CMHS, 1993), in accordance with PL 102 321 

(1992), has defined serious mental illness (SMI) as “a diagnosable mental, behavioral, or emotional 
disorder of sufficient duration to meet diagnostic criteria specified by DSM-IV, and that has resulted in 
functional impairments which substantially interfere with or limit one or more major life activities;” 

 
WHEREAS, as stated in the APA Resolution on Stigma and Discrimination against People with 

Serious Mental Illness and Severe Emotional Disturbance (1999), the CMHS definition further notes that 
“functional impairment is defined as difficulties that substantially interfere with or limit role functioning in 
one or more major life activities including basic daily living skills (e.g., eating, bathing, dressing), 
instrumental living skills (e.g., managing money, maintaining a household, taking prescribed medication, 
or functioning in social, family, and vocational/educational contexts) and that adults who would have met 



the functional impairment criteria during the year without the benefit of treatment or other support services 
are considered to have a serious mental illness;”  

 
WHEREAS, APA has previously endorsed a resolution on Stigma and Discrimination against 

People with Serious Mental Illness and Severe Emotional Disturbance (1999); 
 
WHEREAS, a proficiency which contains language clearly expressing a recovery orientation in 

the Assessment and Treatment of Serious Mental Illness has been recognized by APA; 
 
WHEREAS the concept of “recovery” is a core theme in the President’s New Freedom 

Commission Report (2003), in which it states that: 1) “the system is not oriented to the single most 
important goal of the people it serves-the hope of recovery;” 2) “the system should foster recovery, 
resilience, and independence;” and 3) “Research and personal testimony confirm that “recovery from 
mental illness is real: there are a range of effective treatments, services, and supports to facilitate 
recovery;”  

 
WHEREAS recovery has been defined as “A deeply personal, unique process of changing one’s 

attitudes, values, feelings, goals, skills and/or roles.  It is a way of living a satisfying, hopeful, and 
contributing life even with limitations caused by the illness.  Recovery involves the development of new 
meaning and purpose in one’s life as one grows beyond the catastrophic effects of mental illness” 
(Anthony, 1993); 

 
WHEREAS the process of recovery includes “that people overcome the effects of being a mental 

patient - including rejection, poverty, substandard housing, isolation, unemployment, loss of valued social 
roles and identity, loss of sense of self and purpose in life, and the iatrogenic effects of involuntary 
hospitalization, medication and other treatments - in order to retain, or resume, some degree of control 
over their lives” (Davidson, O’Connell, Tondora, Staeheli, & Evans, 2005); 

 
WHEREAS recovery involves “a redefinition of one’s illness as only one aspect of a multi-

dimensional sense of self capable of identifying, choosing, and pursuing, personally meaningful goals and 
aspirations despite continuing to suffer the effects and side effects of mental illness” (Davidson, et al., 
2005); 

 
WHEREAS the Substance Abuse and Mental Health Services Administration (SAMHSA) issued a 

National Consensus Statement on Mental Health in which it defined recovery as a "journey of healing and 
transformation enabling a person with a mental health problem to live a meaningful life in a community of 
his or her choice while striving to achieve his or her full potential" (SAMHSA, 2005); 

 
WHEREAS the Department of Veterans Affairs is changing its regulations and practice standards 

to implement recovery-oriented care; 
 
WHEREAS the Department of Justice is promoting recovery-oriented care;  
 
WHEREAS the Joint Commission has incorporated standards that address recovery oriented 

services for persons with severe mental illness; 
 
WHEREAS the National Association of State Mental Health Program Directors (NASMHPD) 

issued a report supporting recovery-oriented care in 2004 (NASMHPD/NTAC, 2004); 
 
WHEREAS states, agencies, and other organizations have published guidelines for recovery-

oriented care (e.g., Connecticut DMHAS, 2006; Onken, Dumont, Ridgway, Dornan, & Ralph, 2002; 
Sainsbury Centre for Mental Health, 2004; Young, Forquer,  Tran, Starzynski, & Shatkin, 2000); 

 
WHEREAS, as noted in the APA Resolution on Outpatient Civil Commitment (2004), all people 

have a right to the opportunity for recovery, namely, full participation in society to the best of their ability;  
 



WHEREAS numerous longitudinal research studies indicate that the majority of people with SMI 
can improve their functional status and move into valued social roles (e.g., spouse, employee, student) 
over time (e.g., Bleuler, 1978; Ciompi, 1980; DeSisto, Harding, McCormick, Ashikaga, & Brooks, 1995a,b;  
Harding, Brooks, Ashikaga, Strauss, & Breier, 1987; Harrow et al., 2005; Huber, Gross, & Schuttler, 1975; 
Huber, Gross, Schuttler, & Linz, 1980; Jablensky, Sartorius, Ernberg, Anker, Korten, Cooper et al., 1992; 
Ogawa, Miya, Watarai, Nakazawa, Yuasa, & Utena, 1987; Sartorius, Jablensky, & Shapiro, 1977; 
Tsuang, Woolson, & Fleming, 1979);   

 
WHEREAS these longitudinal data supporting recovery from SMI are consistent with findings that 

even people diagnosed with schizophrenia who have spent years in state hospitals and are considered 
treatment-refractory can be discharged to live back in the community after receiving intensive social-
learning based inpatient services (Corrigan & Liberman, 1994; Paul & Lentz, 1977; Silverstein, Wong, 
Wilkniss, Bloch, Smith, Savitz, et al., 2006);   

 
WHEREAS short term outcome data (1-2 years) also support the idea that recovery is possible 

(Edwards, Maude, McGorry, Harrigan, & Cocks, 1998; Gitlin, Nuechterlein, Subotnik, Ventura, Mintz, 
Fogelson, et al., 2001; Maslin,  2003; Loebel, Lieberman, Alvir, Mayerhoff, Geisler, & Szymanski, 1992; 
Whitehorn, Richard, & Kopala, 2004); 

 
WHEREAS converging data on positive long-term outcomes of people with serious mental illness, 

and on the personal meanings of recovery have come from countries all over the world (Cohen, Patel, 
Thara, & Gureje, 2008; Jablensky et al. 1992; Ng,  Pearson, Lam, Law,  Chiu, & Chen, et al. 2008; 
Sartorius et al. 1977; Warner, 1983). 

 
WHEREAS, despite the general similarities in outcomes and subjective experiences related to 

recovery in different countries, cultural variation in the expression of serious mental illness and attitudes 
towards serious mental illness exist, and these must be taken into account in conceptualizing and 
implementing recovery-oriented care for individual persons; 

 
WHEREAS recovery for some individuals or groups involves religious coping as a way to 

maintain control of their lives (Yangarber-Hicks, 2004). Research has shown that patterns of religious 
coping differ between ethnic groups (Bhui et al., 2008); 

 
WHEREAS life challenges associated with recovery are common human experiences that require 

resilience. Resilience across cultures involves resolving tensions in relationships and cultural adherence 
(Ungar et al., 2007). Resilience is “...both a characteristic of the individual…and a quality of 
…environment which provides the resources necessary for positive development despite adverse 
circumstances” (Ungar et al., 2007); 

 
WHEREAS the “research and clinical literature on resilience has focused largely if not exclusively 

on individual personality traits and coping styles, and has neglected to explore all possible sources and 
expressions of resilience in individuals and groups. For many ethnic minorities, traditional notions of 
resilience, shaped largely by middle class European and North American values, may not capture 
culturally more familiar modes of positive adaptation to adverse and traumatic experience” (Tummala-
Nara, 2007); 

 
WHEREAS, research indicates that recovery is not an inevitable outcome of SMI, but that it is a 

function of the availability of comprehensive and coordinated psychological interventions (e.g., Harding et 
al., 1987b); 

 
WHEREAS, despite the existence of evidence-based practices, there are often environmental 

barriers to accessing potentially beneficial services.  Moreover, the research literature suggests that these 
disparities are more severe for minorities and people of lower socioeconomic status, and that general 
disparities in health care lead to people with SMI dying, on average, 25 years earlier than expected.  In 
addition, women with schizophrenia are more likely to have experienced severe trauma (e.g., physical or 
sexual abuse) and to have comorbid post-traumatic stress disorder, and therefore to be at risk for 



especially poor outcomes and further comorbidity (e.g., substance abuse) if this is not diagnosed and 
treated; 

 
WHEREAS, although most people with SMI will experience a significant improvement in 

functioning over the long term, some people will need long-term intensive treatment and supports and 
continue to experience significant disability; even in these cases, however, recovery-oriented principles, 
such as shared decision making, and a focus on multiple dimensions of outcome may improve quality of 
life; 

 
WHEREAS most discussions of recovery focus on subjective experience as the domain that is 

most critical for promoting recovery, the extent of recovery is likely to be significantly affected by 
community and societal values regarding mental illness, and the extent to which people undergoing a 
process of recovery are accepted as valued members of their communities and the society at large.  

 
WHEREAS, as noted in the APA Resolution on Outpatient Civil Commitment (2004), a key 

ingredient in recovery from serious mental illness is making choices for oneself and developing skills 
necessary to make those choices (Anthony & Liberman, 1992); 

 
WHEREAS, as noted in the APA Resolution on Outpatient Civil Commitment (2004), clinical 

application of psychological methods (including neuropsychological, behavioral, sociocognitive, and 
functional assessments and interventions) holds substantial promise for enhancing skill development, 
including skills relevant to recovery from serious mental illness and skills relevant to making competent 
personal choices (Spaulding, Sullivan, & Poland, 2003);  

 
WHEREAS recovery-oriented interventions such as supported employment, supported housing, 

and supported education have demonstrated greater effectiveness than traditional interventions for 
people with SMI (Drake & Bellack, 2005; Mueser, Clark, Haines, Drake, McHugo, Bond, et al., 2004); 

 
WHEREAS the integration of psychological interventions with interventions seen as paradigmatic 

of recovery can lead to outcomes that are superior than with either intervention alone (e.g., cognitive 
rehabilitation, when added to supported employment, significantly improves vocational outcomes for 
people with SMI compared to supported employment alone) (McGurk, Mueser, Feldman, Wolfe, & 
Pascaris, 2007); 

 
WHEREAS recovery-oriented care is consistent with evidence-based treatment (Bond, Salyers, 

Rollins, Rapp, & Zipple, 2004; Frese, Stanley, Kress, & Vogel-Scibilia, 2001); 
 
WHEREAS psychologists are well qualified by training and experience, as well as well positioned 

in both service delivery and policy development roles, to promote such transformation and champion the 
adoption of recovery-oriented services, including training staff in, and delivery of recovery-oriented 
interventions in mental health settings; 

 
WHEREAS research conducted by psychologists has identified psychological constructs that are 

involved in the recovery process (e.g., hope, self-efficacy, self-determination, empowerment, changing 
personal narratives) (e.g., Lysaker, Lancaster, & Lysaker, 2003; Roe 2001, 2003), and that can form the 
basis for more effective psychological therapies; 

 
WHEREAS reliable and valid assessment instruments to assess individual staff members on the 

extent to which they have adopted a recovery orientation, and to assess agencies’ growth towards 
recovery oriented services, are now increasingly used (e.g., Campbell-Orde, Chamberlin, & Leff, 2005; 
Chinman, Young, Rowe, Forquer, Knight, & Miller, 2003; O'Connell, Tondora, Croog, Evans, & Davidson, 
2005; Ridgway & Press, 2004); 

 
WHEREAS recovery is now routinely the subject of books; articles in scientific journals in the 

fields of psychology, nursing, and psychiatry, articles in consumer-oriented publications such as 
Schizophrenia Digest, and papers given at local, national, and international conferences;  



 
WHEREAS the American Psychological Association has yet to develop or issue a position on the 

concept of recovery as it applies to SMI; 
 
THEREFORE BE IT RESOLVED that the American Psychological Association (APA) endorses 

the concept of recovery as it applies to SMI. 
 
BE IT FURTHER RESOLVED that APA will issue a position statement noting this endorsement, 

and that this statement will be actively promulgated to the public and appear on the APA website. 
 
BE IT FURTHER RESOLVED that APA will work toward increasing the attention to promoting 

data-driven views on the realities of long-term outcomes for people with serious mental illness, and to the 
importance of consumer-defined and community reintegration-centered goals in conceptualizing 
treatment, in graduate and post-graduate training. 

 
BE IT FURTHER RESOLVED that psychologists be encouraged to continue to promote the 

development, implementation, and rigorous evaluation of recovery-oriented services. 
 
BE IT FURTHER RESOLVED that, consistent with the principles of recovery, that these efforts 

involve consumer input and other forms of active collaboration with consumers. 
 
BE IT FURTHER RESOLVED that psychologists be encouraged to support and promote staff 

training and public education efforts designed to increase awareness of recovery-oriented concepts and 
treatment. 

 
BE IT FURTHER RESOLVED that psychologists be encouraged to support and promote efforts 

at stigma reduction, with the understanding that the extent of recovery is partly a function of the degree to 
which people with SMI are accepted as valued individuals in their communities. 

 
BE IT FURTHER RESOLVED that psychologists be encouraged to conduct further research on 

the outcomes of recovery-oriented interventions. 

 

 
References 

 
American Psychiatric Association. (2005).  Use of the concept of recovery: A position statement.  

Retrieved from http://www.psych.org/edu/other_res/lib_archives/archives/200504.pdf, February 1, 
2008. 

Anthony, W. A. (1993).  Recovery from mental illness: The guiding vision of the mental health service 
system in the 1990s.  Psychosocial Rehabilitation Journal, 16, 11-23. 

Anthony, W. A., & Liberman, R. P.  (1992).  Psychiatric rehabilitation.  In R. P. Liberman (Ed.), Handbook 
of psychiatric rehabilitation (pp. 95-126).  New York: MacMillan. 

Bleuler, M. (1978). The Schizophrenic Disorders: Longterm Patient and Family Studies (trans. S. M 
Clemens). New Haven, CT: Yale University Press. 

Bond, G. R., Salyers, M. P., Rollins, A. L., Rapp, C. A., & Zipple, A. M.  (2004).  How evidence-based 
practices contribute to community integration.  Community Mental Health Journal, 40, 569-588. 

Bhui, K., King, M., Dein, S., & O’Connor, W. (2008). Ethnicity and religious coping with mental distress. 
Journal of Mental Health, 17, 141-151. 

Campbell-Orde, T., Chamberlin, J. C., Carpenter, J., & Leff, H. S.  (2005).  Measuring the promise: A 
compendium of recovery measures, Volume II.  Cambridge, MA: Evaluation Center @ Human 
Services Research Institute.  Retrieved from 
http://www.tecathsri.org/product_description.asp?pid=129, February 1, 2008. 

Center for Mental Health Services. (1993, May). (Available from Office of Consumer, Family and Public 
Information, CMHS, Rockville, MD). Federal Register 58, 96. 

http://www.psych.org/edu/other_res/lib_archives/archives/200504.pdf


Chinman, M., Young, A. S., Rowe, M., Forquer, S., Knight, E., Miller, A..  (2003). An instrument to assess 
competencies of providers treating severe mental illness. Mental Health Services Research, 5, 97-
108. 

Ciompi, L. (1980).  Catamnestic long-term study on the course of life and aging of schizophrenics. 
Schizophrenia Bulletin, 6, 606-618. 

Cohen, A., Patel, V., Thara, R., & Gureje, O. (2008).  Questioning an axiom: better prognosis for 
schizophrenia in the developing world?  Schizophrenia Bulletin, 34, 229-244. 

Connecticut Department of Mental Health and Addiction Services.  (2002).  In Connecticut DMHAS 
Digest.  Retrieved from 
http://www.das.state.ct.us/Digest/Digest_2002/Mental%20Health%20&%20Addiction%20Svcs,%20
Dept%20of.htm, February 1, 2008. 

Connecticut Department of Mental Health and Addiction Services (2006).  Practice guidelines for 
recovery-oriented behavioral health care.  Retrieved from 
http://www.ct.gov/dmhas/lib/dmhas/publications/practiceguidelines.pdf, February 1, 2008. 

Corrigan, P. W., & Liberman, R. P.  (1994).  Behavioral therapy in psychiatric hospitals.  New York: 
Springer. 

Davidson, L., O’Connell, M., Tondora, J., Staeheli, M.R., & Evans, A.C. (2005). Recovery in serious 
Mental illness: Paradigm shift or shibboleth? In Davidson, L., Harding, C.M., & Spaniol, L. (eds.), 
Recovery from severe mental illnesses: Research evidence and implications for practice. Boston, 
MA: Center for Psychiatric Rehabilitation of Boston University. 

DeSisto, M., Harding, C. M., McCormick, R. V., Ashikaga, T., & Brooks, G. W.  (1995a). The Maine and 
Vermont three-decade studies of serious mental illness. II. Longitudinal course comparisons.  British 
Journal of Psychiatry, 167, 338-342. 

DeSisto, M. J., Harding, C. M., McCormick, R. V., Ashikaga, T., & Brooks, G. W. (1995b).  The Maine and 
Vermont three-decade studies of serious mental illness. I. Matched comparison of cross-sectional 
outcome.  British Journal of Psychiatry, 167, 331-338. 

Drake, R.E., & Bellack, A.S. (2005). Psychiatric rehabilitation. In B.J.Sadock & V.A. Sadock (Eds.). 
Kaplan & Sadock’s Comprehensive Textbook of Psychiatry (pp. 1476-1487).  Baltimore: Lippincott, 
Williams & Wilkins. 

Edwards, J., Maude, D., McGorry, P. D., Harrigan, S. M., & Cocks, J. T.  (1998).  Prolonged recovery in 
first-episode psychosis.  British Journal of Psychiatry (Suppl.), 172, 107-116. 

Frese, F. J., Stanley, J., Kress, K., & Vogel-Scibilia, S.  (2001). Integrating evidence-based practices and 
the recovery model.  Psychiatric Services, 52,  1462-1468. 

Gitlin, M., Nuechterlein, K., Subotnik, K. L., Ventura, J., Mintz, J., Fogelson, D. L., Bartzokis, G., & 
Aravagiri, M. (2001).  Clinical outcome following neuroleptic discontinuation in patients with remitted 
recent-onset schizophrenia. American Journal of Psychiatry, 158, 1835-1842. 

Harding, C. M., Brooks, G. W., Ashikaga, T., Strauss, J. S., & Breier, A.  (1987).  The Vermont 
longitudinal study of persons with severe mental illness, II: Long-term outcome of subjects who 
retrospectively met DSM-III criteria for schizophrenia.  American Journal of Psychiatry, 144, 727-
735. 

Harrow, M., Grossman, L. S., Jobe, T. H., & Herbener, E. S.  (2005).  Do patients with schizophrenia 
every show periods of recovery? A 15 year multi-follow-up study.  Schizophrenia Bulletin, 31, 723-
734. 

Huber, G., Gross, G., & Schuttler, R. (1975).  A long-term follow-up study of schizophrenia: psychiatric 
course of illness and prognosis.  Acta Psychiatrica Scandinavica, 52, 49-57. 

Huber, G., Gross, G., Schuttler, R., & Linz, M.  (1980).  Longitudinal studies of schizophrenic patients.  
Schizophrenia Bulletin, 6, 592-605. 

Jablensky, A., Sartorius, N., Ernberg, G., Anker, M., Korten, A., Cooper, J. E., Day, R., & Bertelsen, A.  
(1992). Schizophrenia: manifestations, incidence and course in different cultures. A World Health 
Organization ten-country study.  Psychological Medicine Monograph Supplement, 20, 1-97. 

Loebel, A. D., Lieberman, J. A., Alvir, J. M., Mayerhoff, D. I., Geisler, S. H., & Szymanski, S. R. (1992).  
Duration of psychosis and outcome in first-episode schizophrenia.  American Journal of Psychiatry, 
149, 1183-1188. 

Lysaker, P. H., Lancaster, R. S., & Lysaker, J. T.  (2003).  Narrative transformation as an outcome in the 
psychotherapy of schizophrenia.  Psychology and psychotherapy: theory, research, and practice, 
76, 285-299. 

http://www.ct.gov/dmhas/lib/dmhas/publications/practiceguidelines.pdf


Maslin, J.  (2003).  Substance misuse in psychosis: Contextual issues.  In H.L. Graham, A. Copello, M. J. 
Birchwood, M. J., & K. T. Mueser (Eds.).  Substance misuse in psychosis: Approaches to treatment 
and service delivery (pp.3-23).  West Sussex, England: Wiley, 

McGurk, S. R., Mueser, K. T., Feldman, K., Wolfe, R., & Pascaris, A.  (2007).  Cognitive Training for 
Supported Employment: 2-3 Year Outcomes of a Randomized Controlled Trial.  American Journal of 
Psychiatry, 164, 137-141. 

Mueser, K. T., Clark, R. E., Haines, M., Drake, R. E., McHugo, G. J., Bond, G. R., Essock, S. M., Becker, 
D. R., Wolfe, R., & Swain, K. (2004).  The Hartford study of supported employment for persons with 
severe mental illness.  Journal of Consulting and Clinical Psychology, 72, 479-490.   

National Association of State Mental Health Program Directors (NASMHPD) and National Technical 
Assistance Center (NTAC).  (2004). Implementing recovery-based care: tangible guidance for 
SMHAs.  Retrieved from  http://www.nasmhpd.org/general_files/publications/special%20e-
reports/01-fall-04/full%20report.pdf, February 1, 2008. 

Ng, R. M., Pearson, V., Lam, M., Law, C. W., Chiu, C. P., & Chen, E. Y. (2008).  What does recovery from 
schizophrenia mean? Perceptions of long-term patients.  International Journal of Social Psychiatry, 
54,118-130. 

O'Connell, M., Tondora, J., Croog, G., Evans, A., & Davidson, L. (2005). From rhetoric to routine: 
assessing perceptions of recovery-oriented practices in a state mental health and addiction system.  
Psychiatric Rehabilitation Journal, 28, 378-386. 

Ogawa, K., Miya, M., Watarai, A., Nakazawa, M., Yuasa, S., & Utena,H. (1987).  A long-term follow-up 
study of schizophrenia in Japan, with special reference to the course of social adjustment.  British 
Journal of Psychiatry, 151, 758-765. 

Onken, S.J., Dumont, J.M., Ridgway, P., Dornan, D.H., & Ralph, R.O. (2002, October). 
Mental health recovery: What helps and what hinders? A national research project for the 
development of recovery facilitating system performance indicators. Phase one research report: A 
national study of consumer perspectives on what helps and hinders mental health recovery. 
Alexandria, VA: National Association of State Mental Health Program Directors (NASMHPD) 
National Technical Assistance Center (NTAC). 

Paul, G. L., & Lentz, R. J.  (1977).  Psychosocial treatment of chronic mental patients : Milieu versus 
social-learning programs.  Cambridge, MA: Harvard University Press. 

President's New Freedom Commission on Mental Health .  (2003). Achieving the Promise: Transforming 
Mental Health Care in America. DHHS publication number SMA-03–3832. Washington, DC: 
President's New Freedom Commission on Mental Health, 2003. Available at 
www.mentalhealthcommission.gov/reports/finalreport/fullreport-02.htm 

Ridgway, P., & Press, A.  (2004).  Assessing the recovery commitment of your mental health service: A 
user’s guide for the Developing Recovery Enhancing Environments Measure (DREEM).  Retrieved 
from http://64.233.169.104/search?q=cache:mB9Ag810-
SMJ:www.outcomemeasures.csip.org.uk/silo/files/dreem-
.pdf+DREEM,+ridgway,+press&hl=en&ct=clnk&cd=3&gl=us, February 1, 2008. 

Roe, D. (2001).  Progressing from patienthood to personhood across the multidimensional outcomes in 
schizophrenia and related disorders.  Journal of Nervous and Mental Disease, 189, 691-699.  

Roe, D. (2003). A prospective study on the relationship between self-esteem and functioning during the 
first year after being hospitalized for psychosis.  Journal of Nervous and Mental Disease, 191, 45-
49.  

Sainsbury Centre for Mental Health (2004) Ten Essential Shared Capabilities. A Framework for the Whole 
Mental Health Workforce. London. Sainsbury Centre for Mental Health. 

Sartorius, N., Jablensky, A, & Shapiro, R.  (1977).  Two-year follow-up of the patients included in the 
WHO International Pilot Study of Schizophrenia.  Psychological Medicine, 7, 529-541. 

Silverstein, S. M., Wong, M-H., Wilkniss, S. M., Bloch, A., Smith, T. E., Savitz, A.,  McCarthy, R., & 
Terkelsen, K.  (2006).  Behavioral rehabilitation of the “treatment-refractory” schizophrenia patient: 
conceptual foundations, interventions, interpersonal techniques, and outcome data.  Psychological 
Services, 3, 145-169. 

Spaulding, W., Sullivan, M., & Poland, J. (2003). Treatment and rehabilitation of severe mental illness. 
New York: Guilford. 

http://www.nasmhpd.org/general_files/publications/special%20e-reports/01-fall-04/full%20report.pdf
http://www.nasmhpd.org/general_files/publications/special%20e-reports/01-fall-04/full%20report.pdf
http://www.mentalhealthcommission.gov/reports/finalreport/fullreport-02.htm
http://64.233.169.104/search?q=cache:mB9Ag810-SMJ:www.outcomemeasures.csip.org.uk/silo/files/dreem-.pdf+DREEM,+ridgway,+press&hl=en&ct=clnk&cd=3&gl=us
http://64.233.169.104/search?q=cache:mB9Ag810-SMJ:www.outcomemeasures.csip.org.uk/silo/files/dreem-.pdf+DREEM,+ridgway,+press&hl=en&ct=clnk&cd=3&gl=us
http://64.233.169.104/search?q=cache:mB9Ag810-SMJ:www.outcomemeasures.csip.org.uk/silo/files/dreem-.pdf+DREEM,+ridgway,+press&hl=en&ct=clnk&cd=3&gl=us


Substance Abuse and Mental Health Services Administration.  (2005).  National Consensus Conference 
on Mental Health Recovery and Systems Transformation. Rockville, MD: Department of Health and 
Human Services. 

Tsuang, M. T., Woolson, R. F., & Fleming, J. A.  (1979). Long-term outcome of major psychoses. I. 
Schizophrenia and affective disorders compared with psychiatrically symptom-free surgical 
conditions.  Archives of General Psychiatry, 36, 1295-1301. 

Tummala-Narra, P. (2007). Conceptualizing trauma and resilience across diverse contexts: A multicultural 
perspective. Journal of Aggression, Maltreatment, & Trauma, 14, 33-53. 

Ungar, M., Brown, M., Liebenberg, L., Othman, R., Kwong, W. M., Armstrong, M., & Gilgun, J. (2007). 
Unique pathways to resilience across cultures. Adolescence, 42,  287-310. 

Warner, R.  (1983).  Recovery from schizophrenia in the Third World.  Psychiatry, 46, 197-212. 
Whitehorn, D., Richard, J. C., & Kopala, L. C.  (2004).  Hospitalization in the first year of treatment for 

schizophrenia.  Canadian Journal of Psychiatry, 49, 635-638. 
Yangarber-Hicks, N. (2004). Religious coping styles and recovery from serious mental illnesses. Journal 

of Psychology & Theology, 32, 305-317. 
Young, A., Forquer, S., Tran, A., Starzynski, M., & Shatkin, J., (2000). Identifying clinical competencies 

that support rehabilitation and empowerment in individuals with serious mental illness. Journal of 
Behavioral Health Services & Research, 27, 321-334.  

 


