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Stigma. One obstacle in implementing a recovery philosophy is the preconceived notion
that recovery from mental illness is unlikely. This belief exists not only in the general public but
from mental health professionals as well. Research has shown that individuals diagnosed with
mental illness are discriminated against and/or subject to being socially stigmatized by family
members, mental health workers, employers, and landlords (Perlick, et al., 2001). Often the
stigma associated with mental illness results in many individuals denying their illness and not
obtaining the effective treatment they need for recovery (Lieberman, Kopelowicz, Ventura, &
Gutkind, 2002). In addition, stigma has a negative impact on self-esteem, life satisfaction, and
severity of symptoms (Markowitz, 2001). It is posited that stigma associated with mental illness
is the main cause for negative interactions, social rejection, inferior self concept, and inadequate
social support. It is contended that the role of stigma is likely to be a barrier to the recovery
process but one that may be removed through the development of sense of community, social
support, and sense of mattering.
Stage of change. It is suggested that change is an integral part of recovery. Onken, et al.
(2007) suggests an ecological framework that conceptualizes recovery as involving dynamic
interaction between the individual and the environment.

A necessary component includes

change within the individual, such as alleviation of symptoms, and change at the community
level, such as social integration. Preliminary research has examined stages of change and the
effectiveness of outcome interventions. It is posited that readiness for change will result in more
successful rehabilitation outcomes (Chou, Chan, & Tsang, 2004; Hillburger & Lam, 1999;
Rogers, et al., 2001). Thus a more advanced stage of change will correlate with a more advanced
sense of recovery.
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Psychosocial Rehabilitation Programs and Recovery
In the United States, the President’s New Freedom Commission on Mental Health (2003)
identifies and defines recovery, as well as lists interventions and practices to be implemented to
ensure and promote recovery. Many of these interventions include community based treatment
programs such as psychosocial rehabilitation programs, also referred to as clubhouses. These
programs are purported to promote recovery through the implementation of a social/peer support
concept, via development of a social support and resource milieu. Unfortunately minimal
empirical evidence exists as to the effectiveness of such programs and to the social support
approach in promoting recovery. Understanding how specific predictor variables are related to
recovery is growing increasingly important as more professional disciplines begin to adopt the
concept. For example, SAMHSA recently awarded several major professional organizations
(e.g. American Psychological Association, American Psychiatric Association, Council on Social
Work Education) grants to incorporate recovery oriented education into their training
(www.samsha.gov).
The power and influence social support provides to overall mental well being is not
surprising given that humans are a social species meant to live in groups and not in isolation
(Weisfeld, 1999). Thus it is apropos that in 1948 a group of patients that had recently been
discharged from a state psychiatric facility banded together to form a support group known as
“We are not alone” or WANA. In the 1950’s with the assistance of more volunteers, the group
became known as the Fountain House which became the template for the development of
Clubhouses (http://www.iccd.org/history.html).

Clubhouses are organizations that provide

support and assistance to those with serious mental illness. The clubhouse program provides a
safe, accepting, and supportive environment in which members are able to contribute to the
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maintenance and management of the clubhouse (Mowbray, Lewandowski, Holter, & Bybee,
2006). Clubhouses provide an opportunity to identify and understand the impact that social
support and the development of sense of community have on recovery (Herman et al., 2005).
To date the psychosocial clubhouse programs have not been certified by SAMHSA as an
evidenced based practice, although in Michigan, they are funded in part by Medicaid. However,
several principles of the consensus statement on mental health recovery are inherently a part of
the clubhouse programming. Thus clubhouses appear a logical choice to empirically examine
whether or not the interpersonal factor of sense of community exists within the clubhouse and if
intrapersonal predictors such as social support, sense of mattering, and stage of change influence
recovery. The effectiveness of the clubhouse as a psychosocial rehabilitation program will be
examined to determine if participation and attendance at the clubhouse influence
interpersonal/intrapersonal predictors and recovery.
Theoretical Framework
The process of recovery and the factors that influence it are conceptualized within the
theoretical framework of the Belongingness Hypothesis (Baumeister & Leary, 1995). It is
theorized that the need to belong is a basic human motivation with an evolutionary basis
(Baumeister & Leary, 1995). The ability to develop and maintain social bonds has benefits from
both a survival and reproductive standpoint (Weisfeld, 1999). For example, group living aids in
sharing food, resources and caring for offspring (Weisfeld, 1999). Group living also offers
protection from threatening sources (Baumeister & Leary, 1995; Weisfeld, 1999).
Gregariousness, “or sociality, tends to occur in species that are vulnerable to predators”
(Weisfeld, 1999, p. 35), thus developing interpersonal bonds and attachments promotes
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successful group living. It is suggested that if belongingness is a need, “then people who lack
belongingness should exhibit pathological consequences beyond mere temporary distress”
(Baumeister & Leary, 1995, p. 498). Research supports the notion that the need to belong is a
human motivation as evidenced by the numerous ill effects suffered by those that do not
experience belonging. For example, rejection and loneliness have both been found to produce
physical and emotional distress (Baumeister & Leary, 1995). Social contact offers physiological
and behavioral benefits such as reducing stress hormones (Weisfeld, 1999). Also, “lonely people
tend to have poor immune system activity” (Weisfeld, 1999, p. 35) thus are more susceptible to
disease. In addition, people who “lack belongingness suffer higher levels of mental and physical
illness and are relatively highly prone to a broad range of behavioral problems, ranging from
traffic accidents to criminality to suicide” (Baumeister & Leary, 1995, p. 511). Further support
for the need to belong is found in the evidence that humans are able to detect social rejection and
implement measures to correct it and that “social pain (elicited by ostracism) results in similar
brain activity to that produced by physical pain” (Watt & Badger, 2009, p. 517).

It is

hypothesized that in order for individuals with SMI to successfully achieve a sense of recovery
the need to belong must be met. Individuals with SMI are often ostracized and victimized
because of negative attitudes towards psychiatric illness. In addition, many of the cognitive and
behavioral deficits exhibited by individuals with SMI puts them at risk for exclusion and
ridicule.

Therefore this group is at risk of being rejected and isolated, thus inhibiting the

development of the basic human motivation to belong (Baumeister & Leary, 1995).

It is

suggested that individuals with SMI that experience a sense of mattering develop an important
human connection. This human connection facilitates the development of identity and meaning
and buffers against the negative effects of stigma associated with psychiatric illness.
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Summary of Recovery Framework
Living with a serious mental illness requires making adjustments. Pre-morbid aspirations
and dreams may need to be altered; however, a meaningful and productive life is still obtainable.
It is contended that intrapersonal and interpersonal variables influence this process. Recovery is
conceptualized as a process of accepting and making adjustments for living with a psychiatric
disorder while also achieving a sense of hope, identity, and meaningfulness. Achieving a sense
of community creates an arena to identify with and a group to belong to, while social support
provides resources and opportunities for reciprocal relationships. Individuals who have a sense
of mattering are able to meet a basic human motivation, to belong and to matter. It is suggested
that these experiences provide the support and resources necessary to achieve a sense of identity
and meaningfulness while also buffering against the ill effects of stigma, which frequently leads
to victimization and ostracism. Stage of change is seen as the process an individual with SMI
moves through in order to make the necessary adjustments and changes required to live a
meaningful and purposeful life with a psychiatric illness.
Proposed Research Study
For the purposes of this research study, recovery is conceptualized as a psychological
construct (Corrigan & Phelan, 2004) which operates as a nonlinear process, such that there are
gains and losses but overall a sense of identity, hope, and meaningfulness is achieved. This also
includes the ability to recognize and manage psychiatric symptoms as well as maintaining a
degree of functional independence. Recovery means individuals with SMI are able to live and
function outside of an institutionalized setting with minimal support from community based
intensive treatment programs. Recovery also includes the ability to participate in community
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activities and develop and maintain reciprocal relationships. This requires an individual with
SMI to accept the need to make necessary changes required to live with a serious mental illness.
The author’s conceptualization of recovery is in keeping with the nationally recognized guiding
principles of recovery as outlined by SAMHSA which include;

•
•
•
•
•
•
•
•
•

Recovery is self-directed and empowering.
Recovery involves a personal recognition of the need for change and transformation.
Recovery exists on a continuum of improved health and wellness.
Recovery is supported by peers and allies.
Recovery emerges from hope and gratitude.
Recovery involves a process of healing and self-redefinition.
Recovery involves addressing discrimination and transcending shame and stigma.
Recovery involves (re)joining and (re)building a life in the community.
Recovery is a reality. It can, will, and does happen. (Sheedy & Whitter, 2009).

The author is theorizing that in order for this to occur, individuals need to have a basic
motivation met: the sense of belonging.

The development of social bonds as well as the

development of intrapersonal sense of mattering, importance, and acceptance provides the
necessary impetus those individuals with SMI need to move through the recovery process.
Several instruments will be utilized to assess these principles of recovery.

The

instruments will be discussed in greater detail in Chapter 3; however, they will be defined briefly
here along with the rationale for their use. The Recovery Assessment Scale (RAS; Corrigan,
Giffort, Rashid, Leary, & Okeke, 1999) was chosen to assess the subjective sense of recovery
that taps into individuals with SMI sense of hope, meaningfulness, and management of
symptoms. The RAS was developed through narrative analysis of personal accounts of recovery
from individuals with SMI. Aspects of recovery, including participating in community activities
and developing and maintaining relationships, will be assessed using the Sense of Community
Scale (Buckner, 1988; Herman, et al., 2005) and the Multidimensional Scale of Perceived Social
Support (MSPSS; Zimet, Dahlem, Zimet, & Farley, 1988) as well as clubhouse participation.
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The Sense of Community Scale measures the sense of belonging and being a part of a group or
intentional community while the MSPSS examines the perceived social support from family,
friends and a significant other. These instruments have been chosen to determine the degree that
recovery is supported by relationships with peers and family as well as the degree that
reintegration and involvement in the community impacts recovery. The Sense of Mattering scale
(Elliot et al., 2004) assesses the area of interpersonal mattering that one experiences. Sense of
mattering includes feeling acknowledged and important, and the sense of belonging and
participating in a reciprocal relationship. It is hypothesized by the author that this sense of
mattering must exist in order to move the individual with SMI through the recovery process.
Overcoming stigma is another dimension of recovery and will be assessed using the Stigma
Scale (King, et al., 2007). This scale assesses areas of stigma including discrimination, fear of
disclosure, and positive aspects of mental illness. Demographic information will be gathered to
determine level of independence, including work and housing status, last hospitalization, and
sources of financial support. Clubhouse participation information will be collected to determine
length of time attending the clubhouse, number of times per week and length of each stay. This
information will be used to determine degree of independence and functioning as well as the
impact clubhouse participation has on recovery, sense of community, sense of mattering, and
perceived stigma. Finally the recognition of the need for change will be measured using the
Stages of Change Questionnaire (McConnaughy, Prochaska, & Velicer, 1983).

This scale

identifies the stage of change one is in. Stage of change is theorized to impact subjective sense
of recovery.
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Research Problem
Additional research is needed to gain a better understanding of recovery; if it occurs and
the factors that influence it. Approximately 50% of individuals with mental illness achieve
periods of remission from symptoms, are able to function in society, and develop and maintain
relationships (Davidson & Roe, 2007; Lysaker et al., 2010). What differentiates those who
recover from those that do not is still being explored. The aim of the proposed study is to
determine if individuals with SMI achieve a subjective sense of recovery and what intrapersonal
and interpersonal predictors influence the process. It is theorized that inter/intrapersonal factors
play an important role in promoting recovery (Caron, Tempier, Mercier, & Leouffre, 1998;
Roberts, et al., 1999; Rosenfield & Wenzel, 1997; Salem, Seidman, & Rappaport 1988; Yanos,
Primavera, & Knight, 2001). Previous research has identified the importance of perceived social
support and sense of community for individuals with SMI in recovery (Corrigan & Phelan, 2004;
Herman, et al., 2005; Pernice-Duca & Onaga, 2009). It is theorized that sense of mattering is a
construct that is important for recovery to occur but has not yet been explored (Baumeister &
Leary, 1995). The presence of perceived stigma is negatively correlated with overall well-being
(Crespo, Perez-Santos, Munoz, & Guillen, 2008; King, et al., 2007). Thus it is theorized that
interpersonal/intrapersonal predictors, e.g. sense of community, sense of belonging, social
support and perceived stigma, will influence the occurrence of recovery. Research has also
identified the importance readiness for change has on being able to accept and manage one’s
illness (Chou, et al., 2004; Diclement, Nidecker, & Bellacj, 2008). Thus it is hypothesized that
individuals with SMI in a later stage of change will identify a greater sense of being in recovery.
The author’s definition of recovery is characterized as the reduction or management of
symptoms to the point they no longer interfere with daily functioning, absence of hospitalization
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for 2 years, acceptance of the illness as indicated by taking responsibility for the illness, creating
a positive identity, and feeling a sense of hope and meaning in life (Liberman et al., 2002;
Noordsy et al., 2002). Specifically, data will be collected to determine how many individuals
with SMI identify themselves as being in a process of recovery. The most pervasive procedure to
assess recovery is through the use of self report measures (Anderson, Oades, & Caputi, 2003;
Corrigan, et al., 1999; Herman, et al., 2005; Klinkenberg, Cho, & Vieweg, 1998; Lysaker et al.,
2010).
As noted previously, the preferred and most common form of treatment since the
deinstitutionalization movement is community treatment. However, the effectiveness of
community treatment has met with mixed results (Accordino, et al., 2001).

Research on

Clubhouses has demonstrated effectiveness in promoting a sense of empowerment, employment,
and social network (Mowbray, et al., 2006; Pernice-Duca, 2008; Shonebaum, Boyd, & Dudek,
2006). Contextual variables associated with clubhouse attendance and participation will be
examined to determine if they relate to recovery in addition to inter/intrapersonal factors.
Research Questions
The following overarching research questions are proposed.

Each question will be

followed by specific hypotheses in Chapter 2:
1. Do individuals meeting the federal definition of serious mental illness and attending
psychosocial clubhouses report subjective experiences of recovery? What, if any, are the
rates of subjective recovery across diagnostic classifications (e.g. Mood Disorder vs.
Psychotic Disorders)?
2. Which interpersonal/intrapersonal factors predict a subjective process of recovery?

17
3. What is the relationship between the level of clubhouse engagement measured by weekly
attendance and participation, inter/intrapersonal factors (e.g. social support, sense of
mattering, sense of community, perceived stigma), subjective recovery, and readiness for
change?
4. Is readiness for change predictive of subjective experiences of recovery?
5. Are level of clubhouse engagement and inter/intrapersonal factors predictive of perceived
stigma?
6. Does sense of belonging form the foundation from which the concepts of recovery
emerge?
Definition of Variables
Recovery. Recovery is defined as a subjective experience in which an individual with
SMI is able to accept and take responsibility for the illness, manage symptoms to the point they
no longer interfere with daily functioning, create a positive identity, and feeling of hope and
meaning in life. Recovery is seen as a process in which acceptance, management, hope, and
identity occur in stages, from unaware and resistant to awareness and willingness, to make
necessary changes and adjustments to live successfully with a psychiatric illness.
Functional indicators of recovery. Functional indicators of recovery include reduction or
management of symptoms to the point that they are no longer interfering with daily functioning,
absence of hospitalization for two years, and ability to perform skills necessary for independent
living.
Inter/Intrapersonal factors. The inter/intrapersonal factors are defined as a composite of
variables assessing experiences and interactions that engender support, a sense of belonging, and
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the impact of stigma on the individual with serious mental illness. These inter/intrapersonal
factors hypothesized to be related to the recovery process include: perceived social support,
sense of community, sense of mattering, and perceived stigma of living with a mental illness. It
is hypothesized that these inter/intrapersonal factors are predictive of the recovery process as
understood from the Belongingness Hypothesis (Baumeister & Leary, 1995). Individuals that
report greater inter/intrapersonal support, belongingness, and mattering are more likely to
develop a sense of acceptance, empowerment, hope, and meaningfulness through the
development of identifying with others and feeling connected. If one is accepted by others, along
with one’s shortcomings, one is more likely to accept oneself also. In addition, the necessary
resources required to make changes and adjustments are available. Those who do not experience
inter/intrapersonal support, belongingness, and mattering are more likely to feel rejected and
unaccepted and therefore are more likely to resist accepting their illness. In addition they lack
the necessary resources required to make life adjustments.
Level of clubhouse engagement. Level of clubhouse engagement is defined by two
measures assessing the extent to which consumers attend the psychosocial clubhouse and the
number of hours they spend at the clubhouse. This will be a composite variable comprising of
average daily attendance multiplied by the average number of hours per day. This will provide a
measure of level of social engagement in the environment.
Readiness for change. Readiness for change is defined as the extent to which an
individual is aware of the need to make changes and the extent to which the changes have
occurred. Individuals in an early stage of change often do not yet accept and/or are unable to
commit themselves to making adjustments necessary to accommodate their needs. Individuals in
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the later stage of change have made the adjustments or are in the process of making the
necessary changes.
Perceived stigma. Perceived stigma is defined as the extent to which one experiences
prejudicial attitudes, rejection, and discrimination as they pertain to living with a diagnosable
mental health disorder. Individuals with SMI that experience perceived stigma are believed to be
more likely to reject their illness and perceive themselves as unwanted or unimportant which,
ultimately will interfere with developing a sense of identity, social connection, and acceptance of
their illness.
Summary
In conclusion, the proposed research study has been developed to gain a better
understanding of what recovery is and what it looks like. The overarching question is: does
recovery occur as a process that is influenced by interpersonal relationships and an intrapersonal
sense of belonging through the attendance and participation in clubhouses?

Further, are

individuals that are ready for change more likely to experience recovery? Individuals with SMI
that attend psychosocial rehabilitation programs, such as a clubhouse, will be asked to identify
their perceptions and experiences of living with SMI and how it impacts their relationships and
feelings of hope and meaning in life. It will be determined if those individuals do in fact achieve
a sense of recovery as defined by the author and if the subjective sense of recovery correlates
with objective measures of recovery. In addition, the proposed intra/interpersonal factors that
have been theorized as influencing a subjective sense of recovery will be examined to determine
if relationships do exist. The role of the clubhouse will be examined to determine if attendance
and participation impacts a sense of recovery and an overall sense of belonging through the
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development of desirable inter/intrapersonal factors. Also attendance and participation in the
clubhouse and intra/interpersonal factors will be examined to determine if they have an impact
on diminishing a sense of stigma. Finally the stage of change, i.e. the willingness to accept the
need to make a change, will be assessed to determine if later stages of change are more indicative
of a sense of recovery.
Assumptions
It is assumed that individuals that attend clubhouses will vary in their subjective
experience of recovery and that variation will exist in degree of social support. It is also
assumed, based on previous research with consumers living with a serious mental illness, that
interview-based protocols conducted by a researcher are an acceptable method of collecting
subjective experiences. In addition, it is assumed that one’s perceptions of one’s recovery
experiences serves as a valid approach to understanding this phenomenon (Crane-Ross, Lutz, &
Roth, 2006; Crane-Ross, Roth, & Lauber, 2000). For example, most clinical and diagnostic
assessments are interview-based (Hersen & Turner, 2003) and serve to assess level of
functioning and diagnosis.

However, these assumptions which come with a number of

significant limitations will be discussed below.
Limitations
A number of limitations are inherent in the current study. First, a correlational design
utilizing predictor and criterion variables lacks internal validity. Second, participants are not
randomly selected to participate in the current study, thus also affecting internal validity.
However, cluster sampling is used to identify clubhouse programs of a particular target area.
Third, information will be gathered using self-reports which often differ from objective forms of
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data collecting (Crane-Ross, et al., 2006). Self-report measures, such as interviews, have been
identified as possible threats to external validity because of the cognitive deficits individuals
with SMI have and of the possibility of minimizing symptoms in reporting. However, numerous
studies have found consumer perspectives to be similar to clinician perspectives (Crane-Ross, et
al., 2000; Crane-Ross, et al., 2006; Salyers, Godfrey, Mueser, & Labriola, 2007). This limitation
will be discussed further in Chapter 3. Finally, construct validity is threatened due to the broad
concept of recovery, numerous definitions, and subjective forms of measurement.

