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Presenter
Presentation Notes
The purpose of my presentation today is to give a short overview of the concept of recovery in mental health and to briefly outline what we mean by social inequities in mental health. 

Following my presentation Julia Weisser is going to give a brief update on the material she has been uncovering during her review of the recovery literature.



 Philosophy of recovery began to be adopted in mental 
health in the 1980s and 1990s in US, Canada, New 
Zealand, Australia

 Arose in part from consumer/survivor movements that 
highlighted the rights and concerns of people with 
mental health problems

 Emerged also from new understandings of mental 
health problems

 Currently being adopted in BC across mental health 
services and is the central focus of the Mental Health 
Commission of Canada’s Mental Health Care Strategy
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When we talk about recovery in mental health it is important to be aware that the concept of recovery has been used in both similar and different ways in the field of substance use and in the field of disability. For our purposes we can say that the concept of recovery in mental health was first widely adopted in the 80s and 90s :

Consumer/survivor movements: recognition of abuses in institutions, lack of civil rights, profound stigma and discrimination against people
Providers, mental health professionals began to understand that people could manage symptoms and live meaningful lives
Recovery models being adopted somewhat unevenly across health authorities. MHCC “Toward Recovery and Well-Being: A Framework for a Mental Health Strategy for Canada”



Meant to counter stigmatizing and 
discriminatory beliefs

 Both a process & an outcome
Draws on the lived experience of individuals
 Emphasizes choice & autonomy – ‘person-

centred’
 Interdependence
 Recovery as multi-dimensional 
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Definitions vary but in general….
Counters stigma and discrimination
Process and outcome – not meant to be just an end goal
Some defns make a distinction between ‘complete recovery’ (the loss of psychotic symptoms and return to pre-illness level of functioning) and ‘social recovery’ (regaining economic and residential independence) (Jablensky, Sartorius et al. 1992). Ramon et al., (2007:119) suggest that recovery is “…a complex and multifaceted concept, both a process and an outcome, the features of which include strength, self-agency and hope, interdependency and giving, systematic effort, which entails risk-taking”. 
The recovery model is meant to go beyond previous social rehabilitation models that put the emphasis on professional interventions rather than on the autonomy and choice of individuals. Specifically, the recovery movement (in some of its articulations) includes attention to the larger social and systemic issues faced by people, including discrimination and the need for economic security. 
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Some advocates go further and have called for a paradigm shift in mental health (Everett et al., 2003; Nelson, Lord, & Ochocka, 2001; J. Trainor, Shepherd, M., Boydell, KM., Leff, A. & Crawford, E, 1997) that would put people with mental illness at the centre of determining their care and their lives. In this paradigm the provision of mental health services is seen as just one aspect of a continuum of care that includes social supports and access to the “elements of citizenship”—housing, education, income, and work (J. Trainor, Pomeroy, & Pape, 2004). What some refer to as the ‘second order of change’



 Most models of recovery focus on the 
individual

 Social models place more emphasis on the 
environment

 Models rarely take into account social and 
structural determinants of mental health
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Among the recovery models that have currently been articulated some general observations can be made:
Focus on the individual
Social models place more emphasis on the environment – availability of housing and employment supports
Models rarely take into account social and structural determinants … it is this I will turn to next.



Commission on the Social Determinants of 
Health (WHO) (2008) definition:

“Together the structural determinants and 
conditions of daily life constitute the social 
determinants of health and are responsible 
for a major part of health inequities 
between and within countries.”
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What do we mean by social inequities and mental health? What do we mean by structural determinants and mental health? Different terminology used in the health field – health inequities, health inequality, health disparities.

WHO definition – holistic view of social determinants – social gradient in health within countries and the marked health inequities between countries. Unequal distribution of power, income, goods, services. A social justice issue. The structural determinants (economics, policies, politics) constitute the social determinants of health

Whitehead (1992) in The concepts and principles of equity in health defined health inequities as “differences in health that are unnecessary, avoidable, unfair and unjust”. A health disparity must be systematically associated with social advantage- must be significant and frequent- not occasional or random.




 Economic security
 Mental health care services
 Housing
 Early childhood development 
 Social support
 Gender
 Race, ethnicity and culture
 Colonization
 Immigration status
 Sexual orientation & gender identity
 Disability
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Arguably in mental health it is sometimes hard to tease out what comes first – the social or the symptoms – in some cases it is clearer than in others – early childhood sexual and physical abuse, prolonged and deep poverty, experiences of colonization all lead to sometimes life long mental health problems. Historically, context not recognized – women survivors of violence diagnosed as borderline personality disorder, for example. The profound racism against Aboriginal peoples, people of colour in Canada.

In other instances, for example, a psychotic break at a young age can mean less access to education, job training, etc., which exacerbates the experience of symptoms.



 Prolonged and systemic discrimination 
against certain social groups by race, class, 
ethnicity, sexual orientation, gender and 
other social locations

 Prolonged and systemic discrimination 
against people with mental health problems

 Enforced through professional practices, 
beliefs/attitudes, policy and bureaucratic 
practices
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The term ‘structural’ is often used to illustrate that social determinants are not about individuals or even groups (and their individual attributes) but rather about the ways in which power and privilege are differentially distributed in society – sexism, racism, homophobia.
Here give concrete examples- historical treatment of people with mental illness, continued practices in psychiatry (constraints, forced treatment, etc.,). Policy – income and disability assistance as barriers to economic security (e.g., current system does not recognize cyclical nature of mental health problems, needs of single mothers, male survivors of trauma/abuse)
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Concept of intersectionality is useful here: seeks to reveal the complex interactions among multiple social categories (e.g., gender, race, class, culture, age, ability, sexuality) and the systems and processes of domination and oppression (e.g., sexism, racism, classism, colonialism, ageism, ableism, homophobia) that simultaneously produce experiences of discrimination and privilege (Hankivsky & Cormier, 2009)



 Imbalance in the system – psychiatric care 
emphasized over social care (e.g., housing, 
income security, etc., )

 Lack of resources & Distribution of resources

 Insufficient and ongoing training in mental 
health

 Stigma & discrimination
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Imbalance – most resources still go to acute psych care and to psychiatry – the bio-medical model is entrenched – less resources go to social needs – housing, income supports, employment opportunities, etc.,
Not enough resources but also how resources are distributed
Gender and social inequities not part of training – recovery model not understood by all – difficult to actualize in current context
Still have entrenched beliefs about people with mental health problems that prevent service system and society from fully believing in and supporting recovery
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