Stigma One obstacle in implementing a recovery philosophy is the pragedceotion
that recovery from mental iliness is unlikely. This beligtxnot only in the general public but
from mental health professionals as well. Research has shoivndhaduals diagnosed with
mental illness are discriminated against and/or subject to beaigllg stigmatized by family
members, mental health workers, employers, and landlords (Petiek, 2001). Often the
stigma associated with mental illness results in many indilgddenying their illness and not
obtaining the effective treatment they need for recovery (kie@e, Kopelowicz, Ventura, &
Gutkind, 2002). In addition, stigma has a negative impact on selfrgsliée satisfaction, and
severity of symptoms (Markowitz, 2001). It is posited that stigssociated with mental illness
is the main cause for negative interactions, social rejectiarjonfself concept, and inadequate
social support. It is contended that the role of stigma is lilkeelget a barrier to the recovery
process but one that may be removed through the development of sensemihdgmsocial

support, and sense of mattering.

Stage of changadt is suggested that change is an integral part of recov@nken, et al.
(2007) suggests an ecological framework that conceptualizes rgcasenvolving dynamic
interaction between the individual and the environment. A necessamponent includes
change within the individual, such as alleviation of symptoms, andgehanthe community
level, such as social integration. Preliminary research xewieed stages of change and the
effectiveness of outcome interventions. It is posited that readimresBange will result in more
successful rehabilitation outcomes (Chou, Chan, & Tsang, 2004; Hillb&rgeam, 1999;
Rogers, et al., 2001). Thus a more advanced stage of change will cavitlatenore advanced

sense of recovery.



Psychosocial Rehabilitation Programs and Recovery

In the United States, the President’'s New Freedom CommissiMental Health (2003)
identifies and defines recovery, as well as lists interventodspractices to be implemented to
ensure and promote recovery. Many of these interventions includewuotyrbased treatment
programs such as psychosocial rehabilitation programs, also deferas clubhouses. These
programs are purported to promote recovery through the implemergéaiosocial/peer support
concept, via development of a social support and resource milieu. Unfetyumainimal
empirical evidence exists as to the effectiveness of such pmegaad to the social support
approach in promoting recovery. Understanding how specific predict@ables are related to
recovery is growing increasingly important as more professidisalplines begin to adopt the
concept. For example, SAMHSA recently awarded several majoegsiohal organizations
(e.g. American Psychological Association, American Psychiatssociation, Council on Social
Work Education) grants to incorporate recovery oriented education inio titaéning

(www.samsha.gov).

The power and influence social support provides to overall mental walj e not
surprising given that humans are a social species meamntetinligroups and not in isolation
(Weisfeld, 1999). Thus it is apropos that in 1948 a group of patients thaebtaatly been
discharged from a state psychiatric facility banded togdthéwrm a support group known as
“We are not alone” or WANA. In the 1950’s with the assistance afermwolunteers, the group
became known as the Fountain House which became the templatee folevelopment of
Clubhouses (http://www.iccd.org/history.html). Clubhouses are orgamzatihat provide
support and assistance to those with serious mental illnesscluli®use program provides a

safe, accepting, and supportive environment in which members areoabdmttibute to the
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maintenance and management of the clubhouse (Mowbray, Lewandowski, &oBghee,
2006). Clubhouses provide an opportunity to identify and understand the impasbodizht

support and the development of sense of community have on recovery (Herman et al., 2005).

To date the psychosocial clubhouse programs have not been certiB@MIySA as an
evidenced based practice, although in Michigan, they are funded in gdedigaid. However,
several principles of the consensus statement on mental heattemg are inherently a part of
the clubhouse programming. Thus clubhouses appear a logical choiopitaly examine
whether or not the interpersonal factor of sense of communitysexittin the clubhouse and if
intrapersonal predictors such as social support, sense of mattarthgtage of change influence
recovery. The effectiveness of the clubhouse as a psychosodahllitation program will be
examined to determine if participation and attendance at tlabhause influence

interpersonal/intrapersonal predictors and recovery.

Theoretical Framework

The process of recovery and the factors that influence itareeptualized within the
theoretical framework of the Belongingness Hypothesis (Batene& Leary, 1995). 1t is
theorized that the need to belong is a basic human motivation witlvadutienary basis
(Baumeister & Leary, 1995). The ability to develop and maintaerakbonds has benefits from
both a survival and reproductive standpoint (Weisfeld, 1999). For examplg lijring aids in
sharing food, resources and caring for offspring (Weisfeld, 1999upGliving also offers
protection from threatening sources (Baumeister & Leary, 1995; sfélgi 1999).
Gregariousness, “or sociality, tends to occur in species thatdnerable to predators”

(Weisfeld, 1999, p. 35), thus developing interpersonal bonds and attachmentstegrom
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successful group living. It is suggested that if belongingiseasneed, “then people who lack
belongingness should exhibit pathological consequences beyond mere tgmietess”
(Baumeister & Leary, 1995, p. 498). Research supports the notion thedeitido belong is a
human motivation as evidenced by the numerous ill effects sufferetthdsg that do not
experience belonging. For example, rejection and loneliness hdvédéean found to produce
physical and emotional distress (Baumeister & Leary, 1996¢iaBScontact offers physiological
and behavioral benefits such as reducing stress hormones (WdiS&Ml, Also, “lonely people
tend to have poor immune system activity” (Weisfeld, 1999, p. 35) teusare susceptible to
disease. In addition, people who “lack belongingness suffer highes lefveental and physical
illness and are relatively highly prone to a broad range of behbyimblems, ranging from
traffic accidents to criminality to suicide” (BaumeisterL&ary, 1995, p. 511). Further support
for the need to belong is found in the evidence that humans are algtett social rejection and
implement measures to correct it and that “social pain @didiy ostracism) results in similar
brain activity to that produced by physical pain” (Watt & Bagdg2009, p. 517). 1t is
hypothesized that in order for individuals with SMI to successfthieve a sense of recovery
the need to belong must be met. Individuals with SMI are often ms&tdaand victimized
because of negative attitudes towards psychiatric illness. Inaditany of the cognitive and
behavioral deficits exhibited by individuals with SMI puts themrigk for exclusion and
ridicule.  Therefore this group is at risk of being rejected aothted, thus inhibiting the
development of the basic human motivation to belong (Baumeister atyl 4995). 1t is
suggested that individuals with SMI that experience a sensatténmg develop an important
human connection. This human connection facilitates the development ofyidet meaning

and buffers against the negative effects of stigma associated with psycthiess.
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Summary of Recovery Framework

Living with a serious mental illness requires making adjustsnétre-morbid aspirations
and dreams may need to be altered; however, a meaningful and protiectssstill obtainable.
It is contended that intrapersonal and interpersonal variables irdldieiscprocess. Recovery is
conceptualized as a process of accepting and making adjustmelisntpmith a psychiatric
disorder while also achieving a sense of hope, identity, and méanegs. Achieving a sense
of community creates an arena to identify with and a group to bé&bonghile social support
provides resources and opportunities for reciprocal relationshipsvidadis who have a sense
of mattering are able to meet a basic human motivation, to belong amatter. It is suggested
that these experiences provide the support and resources necessaig\ue a sense of identity
and meaningfulness while also buffering against the ill effetstigma, which frequently leads
to victimization and ostracism. Stage of change is sedneagrocess an individual with SMI
moves through in order to make the necessary adjustments and chanpgesdreo live a

meaningful and purposeful life with a psychiatric illness.

Proposed Research Study

For the purposes of this research study, recovery is conceptu@s a psychological
construct (Corrigan & Phelan, 2004) which operates as a nonlinear greaeh that there are
gains and losses but overall a sense of identity, hope, and mearesgfidrachieved. This also
includes the ability to recognize and manage psychiatric syngpammwell as maintaining a
degree of functional independence. Recovery means individuals wittai@Mible to live and
function outside of an institutionalized setting with minimal suppaimfrcommunity based

intensive treatment programs. Recovery also includes the aloiliparticipate in community
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activities and develop and maintain reciprocal relationships. rékugires an individual with
SMI to accept the need to make necessary changes requireel woth a serious mental illness.
The author’s conceptualization of recovery is in keeping with themalty 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 aral stigm
Recovery involves (re)joining and (re)building a life in the community.

Recovery is a reality. It can, will, and ddesppen. (Sheedy & Whitter, 2009).

The author is theorizing that in order for this to occur, individuald rieehave a basic
motivation met: the sense of belonging. The development of social landgell as the
development of intrapersonal sense of mattering, importance, and aceemavides the

necessary impetus those individuals with SMI need to move through the recovesgproce

Several instruments will be utilized to assess these prascipf recovery. The
instruments will be discussed in greater detail in Chapter 3gVewthey will be defined briefly
here along with the rationale for their use. The Recovery Assessatale (RAS; Corrigan,
Giffort, Rashid, Leary, & Okeke, 1999) was chosen to assessutijective sense of recovery
that taps into individuals with SMI sense of hope, meaningfulness, arhgament of
symptoms. The RAS was developed through narrative analysis ohpkeccounts of recovery
from individuals with SMI. Aspects of recovery, including partitipgin community activities
and developing and maintaining relationships, will be assessed usiggnise of Community
Scale (Buckner, 1988; Herman, et al., 2005) and the Multidimensional @daéeceived Social

Support (MSPSS; Zimet, Dahlem, Zimet, & Farley, 1988) as wetlll@shouse participation.
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The Sense of Community Scale measures the sense of belangirging a part of a group or
intentional community while the MSPSS examines the perceivedl supaort from family,
friends and a significant other. These instruments have been chastartaine the degree that
recovery is supported by relationships with peers and family dk asethe degree that
reintegration and involvement in the community impacts recoverySEnse of Mattering scale
(Elliot et al., 2004) assesses the area of interpersonal mgtteat one experiences. Sense of
mattering includes feeling acknowledged and important, and thes sein®elonging and
participating in a reciprocal relationship. It is hypothesizedhay author that this sense of
mattering must exist in order to move the individual with SMI thihotlte recovery process.
Overcoming stigma is another dimension of recovery and will besaed using the Stigma
Scale (King, et al., 2007). This scale assesses aredgméshcluding discrimination, fear of
disclosure, and positive aspects of mental illness. Demogregpbimation will be gathered to
determine level of independence, including work and housing statts)oggitalization, and
sources of financial support. Clubhouse patrticipation informationbeittollected to determine
length of time attending the clubhouse, number of times per weeleagth lof each stay. This
information will be used to determine degree of independence andohingtas well as the
impact clubhouse patrticipation has on recovery, sense of community, femsdtering, and
perceived stigma. Finally the recognition of the need for ghamill be measured using the
Stages of Change Questionnaire (McConnaughy, Prochaska, &Neli®83). This scale
identifies the stage of change one is in. Stage of charigedszed to impact subjective sense

of recovery.
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Research Problem

Additional research is needed to gain a better understanding of mgcidvieoccurs and
the factors that influence it. Approximately 50% of individualshwinental illness achieve
periods of remission from symptoms, are able to function in so@etlydevelop and maintain
relationships (Davidson & Roe, 2007; Lysaker et al., 2010). What diffatemtthose who
recover from those that do not is still being explored. The ainhefptoposed study is to
determine if individuals with SMI achieve a subjective senseauivery and what intrapersonal
and interpersonal predictors influence the process. It is thddhae inter/intrapersonal factors
play an important role in promoting recovery (Caron, Tempier, Meré&ielLeouffre, 1998;
Roberts, et al., 1999; Rosenfield & Wenzel, 1997; Salem, Seidman, & pappQ88; Yanos,
Primavera, & Knight, 2001). Previous research has identifiedrthertance of perceived social
support and sense of community for individuals with SMI in recovery {gzori& Phelan, 2004;
Herman, et al., 2005; Pernice-Duca & Onaga, 2009). It is theohatédense of mattering is a
construct that is important for recovery to occur but has nobgen explored (Baumeister &
Leary, 1995). The presence of perceived stigma is negativeblated with overall well-being
(Crespo, Perez-Santos, Munoz, & Guillen, 2008; King, et al., 2007). Thsighiearized that
interpersonal/intrapersonal predictors, e.g. sense of communitye s$nbelonging, social
support and perceived stigma, will influence the occurrence aoiveeg. Research has also
identified the importance readiness for change has on beingoablecept and manage one’s
illness (Chou, et al., 2004; Diclement, Nidecker, & Bellacj, 2008). Tthigshypothesized that

individuals with SMI in a later stage of change will identify a greateresehbeing in recovery.

The author’s definition of recovery is characterized as the resuoti management of

symptoms to the point they no longer interfere with daily functiorabgence of hospitalization
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for 2 years, acceptance of the illness as indicated by taéspgmsibility for the iliness, creating
a positive identity, and feeling a sense of hope and meaning ifLIderman et al., 2002;
Noordsy et al., 2002). Specifically, data will be collected to deterrhow many individuals
with SMI identify themselves as being in a process of recovdry most pervasive procedure to
assess recovery is through the use of self report measuresr¢dndOades, & Caputi, 2003;
Corrigan, et al., 1999; Herman, et al., 2005; Klinkenberg, Cho, & Vieweg, 1998ker et al.,

2010).

As noted previously, the preferred and most common form of treatnmecd the
deinstitutionalization movement is community treatment. However, dffectiveness of
community treatment has met with mixed results (Accordinoalet2001). Research on
Clubhouses has demonstrated effectiveness in promoting a sense ofeem@oatyvemployment,
and social network (Mowbray, et al., 2006; Pernice-Duca, 2008; Shonebayd), 8®udek,
2006). Contextual variables associated with clubhouse attendance &ngbgtem will be

examined to determine if they relate to recovery in addition to inter/intrapéfaotaas.

Research Questions

The following overarching research questions are proposed. dtadtion will be

followed by specific hypotheses in Chapter 2:

1. Do individuals meeting the federal definition of serious mental sinend attending
psychosocial clubhouses report subjective experiences of recoveryRiivéng, are the
rates of subjective recovery across diagnostic classifitat(e.g. Mood Disorder vs.
Psychotic Disorders)?

2. Which interpersonal/intrapersonal factors predict a subjective processooery?
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3. What is the relationship between the level of clubhouse engagemeastured by weekly
attendance and participation, inter/intrapersonal factors (e.g.| Support, sense of
mattering, sense of community, perceived stigma), subjecttoxeey, and readiness for
change?

4. Is readiness for change predictive of subjective experiences of reeovery

5. Are level of clubhouse engagement and inter/intrapersonal facemEore of perceived
stigma?

6. Does sense of belonging form the foundation from which the conoéptscovery

emerge?

Definition of Variables

Recovery Recovery is defined as a subjective experience in which an indiwdta
SMl is able to accept and take responsibility for the illness)yage symptoms to the point they
no longer interfere with daily functioning, create a positive iteenand feeling of hope and
meaning in life. Recovery is seen as a process in which acoeptmanagement, hope, and
identity occur in stages, from unaware and resistant to aveseared willingness, to make

necessary changes and adjustments to live successfully with a psydiiasg i

Functional indicators of recoveryf-unctional indicators of recovery include reduction or
management of symptoms to the point that they are no longer iirtgri@th daily functioning,
absence of hospitalization for two years, and ability to perforns skéicessary for independent

living.

Inter/Intrapersonal factors.The inter/intrapersonal factors are defined as a composite of

variables assessing experiences and interactions that engapgert, a sense of belonging, and
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the impact of stigma on the individual with serious mental illne$kese inter/intrapersonal
factors hypothesized to be related to the recovery process ingadeeived social support,
sense of community, sense of mattering, and perceived stignvangfwith a mental illness. It
is hypothesized that these inter/intrapersonal factors arecfwedof the recovery process as
understood from the Belongingness Hypothesis (Baumeister & Le@9%).1Iindividuals that
report greater inter/intrapersonal support, belongingness, and intateee more likely to
develop a sense of acceptance, empowerment, hope, and meaningfhlmesgh tthe
development of identifying with others and feeling connected. If oaedspted by others, along
with one’s shortcomings, one is more likely to accept onesalf als addition, the necessary
resources required to make changes and adjustments are avditaide. who do not experience
inter/intrapersonal support, belongingness, and mattering are likelse to feel rejected and
unaccepted and therefore are more likely to resist accepengiltness. In addition they lack

the necessary resources required to make life adjustments.

Level of clubhouse engagementevel of clubhouse engagement is defined by two
measures assessing the extent to which consumers attend ¢hespsyal clubhouse and the
number of hours they spend at the clubhouse. This will be a compositele’axomprising of
average daily attendance multiplied by the average number of peuday. This will provide a

measure of level of social engagement in the environment.

Readiness for changeReadiness for change is defined as the extent to which an
individual is aware of the need to make changes and the extent tb thleicchanges have
occurred. Individuals in an early stage of change often do not geptaand/or are unable to

commit themselves to making adjustments necessary to accomrtiadateeeds. Individuals in
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the later stage of change have made the adjustments on @he iprocess of making the

necessary changes.

Perceived stigmaPerceived stigma is defined as the extent to which one expeyience
prejudicial attitudes, rejection, and discrimination as they ipettaliving with a diagnosable
mental health disorder. Individuals with SMI that experience perceived stignieelieved to be
more likely to reject their illness and perceive themselgearavanted or unimportant which,
ultimately will interfere with developing a sense of identitygiabconnection, and acceptance of

their illness.

Summary

In conclusion, the proposed research study has been developed to gaitera bet
understanding of what recovery is and what it looks like. The ovengrquestion is: does
recovery occur as a process that is influenced by interpersatbmships and an intrapersonal
sense of belonging through the attendance and participation in clubhouBesgher, are
individuals that are ready for change more likely to experiemoevery? Individuals with SMI
that attend psychosocial rehabilitation programs, such as a clublolide asked to identify
their perceptions and experiences of living with SMI and how it inspiéetr relationships and
feelings of hope and meaning in life. It will be determingfiae individuals do in fact achieve
a sense of recovery as defined by the author and if the subjsetige of recovery correlates
with objective measures of recovery. In addition, the proposed inér@@msonal factors that
have been theorized as influencing a subjective sense of recalldrg examined to determine
if relationships do exist. The role of the clubhouse will ben@red to determine if attendance

and participation impacts a sense of recovery and an overall settonging through the
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development of desirable inter/intrapersonal factors. Also atteadamd participation in the
clubhouse and intra/interpersonal factors will be examined to deerihey have an impact
on diminishing a sense of stigma. Finally the stage of aarg the willingness to accept the
need to make a change, will be assessed to determine if later stalgesgs are more indicative

of a sense of recovery.

Assumptions

It is assumed that individuals that attend clubhouses will vary im th#bjective
experience of recovery and that variation will exist in degreesocial support. It is also
assumed, based on previous research with consumers living witroasserental illness, that
interview-based protocols conducted by a researcher are an aceapithblod of collecting
subjective experiences. In addition, it is assumed that one’'spters of one’s recovery
experiences serves as a valid approach to understanding this phend@ramenRoss, Lutz, &
Roth, 2006; Crane-Ross, Roth, & Lauber, 2000). For example, most clinatadiagnostic
assessments are interview-based (Hersen & Turner, 2003) and teeragsess level of
functioning and diagnosis. However, these assumptions which comeawitbmber of

significant limitations will be discussed below.

Limitations

A number of limitations are inherent in the current study. ,Farstorrelational design
utilizing predictor and criterion variables lacks internal v&idi Second, participants are not
randomly selected to participate in the current study, thus dfeotiag internal validity.
However, cluster sampling is used to identify clubhouse programspaftiular target area.

Third, information will be gathered using self-reports which oftiéfer from objective forms of
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data collecting (Crane-Ross, et al., 2006). Self-report messsmch as interviews, have been
identified as possible threats to external validity becauséeftcognitive deficits individuals
with SMI have and of the possibility of minimizing symptomseparting. However, numerous
studies have found consumer perspectives to be similar to afirperspectives (Crane-Ross, et
al., 2000; Crane-Ross, et al., 2006; Salyers, Godfrey, Mueser, 8olal#D07). This limitation
will be discussed further in Chapter 3. Finally, construct validityireatened due to the broad

concept of recovery, numerous definitions, and subjective forms of measurement.
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CHAPTER 2

Serious Mental lliness Diagnoses

Individuals with severe mental illness include those diagnosed Seitizophrenia and
Mood Disorders. According to the Diagnostic and Statisticahldb of Mental Disorders
(DSM-IV-TR, 2000), Schizophrenia is characterized by positive symptoms, suchaasatis in
thought, perceptions, language and thought process, and self-monitoring ofolksehawd
negative symptoms, such as decrease in range and intensity airexhexpression, poverty of
speech, and anhednoia (DSM-IV-TR, 2000, p. 299). Onset typically occtine imid to late
twenties, usually the latter for women (DSM-IV-TR). Ongseéhes time typically interferes with
development of interpersonal relationships, advanced education, and sétly ifldersen &
Turner, 2003). Individuals with Schizophrenia often have poor insight intdisoeder, their
cognitive deficits, and their level of social and occupationafutiigsion (DSM-IV-TR, 2000).
Schizophrenia typically follows a variable course. Onset camdskigl or acute, and many will
exhibit impairment in social functioning prior to onset (Hersen &nér, 2003). Some will
experience a “relatively stable course, whereas others slppageessive worsening associated
with severe disability” (DSM-IV-TR, p. 309). In addition, “complegnission (i.e., a return to
premorbid functioning) is probably not common in this disorder” (DSM-R/-p.309). In order
to diagnose Schizophrenia, the patient must be interviewed, preféralalystructured clinical

interview, in order to apply the diagnostic criteria (Hersen & Turner, 2003).

Mood disorders include Major Depression, Bipolar | Disorder, and BipbRisbrder.
Individuals diagnosed with Major Depression experience depressed mood, aaheldanges in

appetite and sleep patterns, and psychomotor and cognitive slowing,tamchave difficulty
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functioning in social and occupational areas (DSM-IV-TR, 2000). Dapress often
debilitating and manifests itself by physical symptoms ah, wuch as fatigue, aches and pain,
and gastrointestinal upset (Hersen & Turner, 2003). Those witargnanset, before age 20,
often have a more chronic course compared to those with laté aftsreage 30 (Hersen &
Turner, 2003). Individuals that experience their first Major Bsgive disorder have a 60%
chance of experiencing a subsequent episode (DSM-IV-TR). Thenfgeeof additional
episodes increases with each subsequent episode (DSM-IV-TR). rhbst “common
mechanism for diagnosing depression sekl-report measure{Hersen & Turner, 2003, p.299).
The “instruments are completed by the patient” (Hersen &&8mum 300) and then scored. A

structured clinical interview may also be used in order to obtain further datahfequatient.

Individuals with Bipolar Disorder experience a Manic or Hypomanisagfa in addition
to a depressed episode. Manic or hypomanic episodes include an “abnardgpersistently
elevated, expansive, or irritable mood’(DSM-IV-TR, 2000, p. 386) alont Waelings of
grandiosity, decrease need for sleep, pressured speech, flightasf mr judgment, and at
times psychosis (DSM-IV-TR, 2000). The typical age of occurréoc@ipolar Disorders is
around age 20 for men and women (DSM-IV-TR, 2000). Individuals that haveie epgsode
are 90% likely to have future episodes, in addition, “as many as é&{%rience chronic
interpersonal or occupational difficulties between acute episq@&V-1V-TR, 2000, p. 386).
Bipolar Disorders frequently interfere with the ability toimtain a job, often disrupt family and
interpersonal relationships and the rate of co-occurring alcohol ancuscdstbuse disorders is
significantly higher compared to the general population (Hers@&nr&er, 2003). Diagnosis of
Bipolar Disorders is mostly determined by clinical assessmokrurrent and past history of

symptomolgy, level of function, etc (Hersen & Turner, 2003).
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In a study comparing the cognitive and social functioning of individwails
Schizophrenia to those with Bipolar | Disorder, some similarittese noted, concluding that
“neurocognitive and social functioning deficits are not diagnosis fsgeqDickerson,
Sommerville, Origoni, Ringel, & Parente, 2001, p.25). In such areamrasdiate memory,
social acceptability, social effectiveness, and medication cangdj those with bipolar disorder
showed less impairment than those with schizophrenia. However, whibsbipolar were less
satisfied with their finances than those with schizophreniaardas of social functioning such
as, competence and frequency of activities of daily livingjgyaation in social activities, and
frequency of family contact and social relations, those “with bipadl@order were not
significantly different from those in the schizophrenia group” kBreon, et al., 2001, p. 25).
These findings suggest that individuals with Bipolar | Disordgredgence many of the same
social and cognitive deficits as those with schizophrenia and woulditbfoen the same

community and rehabilitation services as those with schizophrenia (Dickershn2601).

Prevalence of Serious Mental lliness

The prevalence and seriousness of mental illness cannot be ignscedrding to the
National Institute of Mental Health (NIMH), mental health disorders oitcapproximately 26.2
percent of Americans over the age of 18, or roughly 57.7 million peogdlge United States

alone http://www.nimh.nih.gov/health/publications/the-numbers-count-mental-disonaers-i

america/index.shtml#Intyjo Many people are diagnosed with more than one disorder at ,a time

and those suffering from serious mental illness make up an esdi®gpercent of the population
of the United States (Kessler, et al., 2005). Mental illnesdbbeas identified as the leading
cause of disability in the United States, Canada, and Western Etasalent's New Freedom

Commission on Mental Health, 2003). Individuals with serious mentasdlmaist meet criteria
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defined through diagnosis, extent of disability, and duration of illndds.irf®ludes disorders
with psychotic symptoms such as schizophrenia, schizoaffective disandebipolar disorder as
well as any disorder that results in impaired functioningHoty days or more in a year, such as
severe forms of bipolar disorder, panic disorder, and obsessive compulsveler

(http://www.nimh.nih.gov/health/topics/statistics/ncsr-study/questmisanswers-about-the-

national-comorbidity-survey-replication-ncsr-study.shtmp#q8Attempts have been made to

more clearly define and operationalize SMI in consistent tebmisfederal definitions continue
to rely on the extent to which psychiatric disorders are disgldy affecting psychosocial

functioning(Ruggeri, et al., 2000).

It is estimated that 6% of Americans, or approximately 1 ipdaple, meet criteria for
SMI (http://www.nimh.nih.gov/health/topics/statistics/index.shtml).lthdugh advances have
been made in the effectiveness of treatment, many individudisSMI are unable to obtain the
services needed. It is reported that it takes an averag&bSofyears after the onset of
schizophrenia for someone to get treatment and this delay resnitye severe symptoms and
illness that are more likely to be resistant to treatment

(http://www.nami.org/Content/NavigationMenu/State  Advocacy/About the Kdea#hCare.p

df). Untreated mental illness also results in numerous emergeany visits. It is estimated
that over 4 million emergency room visits per year are due totaihdwealth disorders

(http://www.nami.org/Content/NavigationMenu/State  Advocacy/About the ldea#hCare.p

df). Conservative estimates of the direct and indirect cost ofisMEe United States exceed $69
billion a year (http://www.surgeongeneral.gov/library/mentaliéetiapter2/sec2_1.html). A
large portion of this cost is a result of the substantial group ofichdils with SMI not receiving

treatment. In addition to the monetary cost, is the emotional offsresi not only by the
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severely mentally ill but by their families as well. Fxample, suicide often occurs because of
lack of effective treatment (President’'s New Freedom Comomissn Mental Health, 2003).
Suicide has been identified as being responsible for more deatlysyeae than homicides or
war (President's New Freedom Commission on Mental Health, 2003} estimated that 1
person dies of suicide approximately every 16 minutes in this couatone
(http://www.nami.org/Content/NavigationMenu/State_Advocacy/About_the /lHsahCare.p

df). Of the people that commit suicide, a large majority sdftan an untreated mental illness

(http://www.nami.org/Content/NavigationMenu/State_Advocacy/About_the /lHea#hCare.p

df).

Treatment and outcomes for SMI have changed over the last sdeeeles with the
closure of state mental hospitals, advent of more effective psgpiedr and a focus on the
treatment of individuals with SMI in community settings. Redeart the long term outcomes
of SMI began with deinstitutionalization and challenges the pervasiraepklin view that
individuals with schizophrenia will “inevitably experience a pesgive downhill course,
eventually ending up demented and incompetent” (Corrigan et al., 1990).taPWorld War 1l
individuals with SMI were placed in state institutions in order dtave off further decline”
(Lysaker, et al., 2010, p. 36). The passage of several governraetstgBarden-Lafollette Act
1943; National Mental Health Act 1946; Vocational Rehabilitation 2@48) required federal
and state governments to provide rehabilitative and vocational setwiggdividuals with SMI
in outpatient treatment centers (Accordino, et al., 2001). The s&ramthe number of
outpatient treatment centers and the development of psychotropicasdecrde number of
inpatients at state mental hospitals (Accordino, et al., 2001)indthre late 1950’s numerous

studies were conducted by the National Institute of Mental thlgdNIMH) and the Joint
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Commission on Mental lliness and Health that ultimately le@¢tommendations to increase the
understanding of treatment, improve training of professionals and entneateent services for
individuals with  SMI (Accordino, et al.,, 2001). The 1960's saw furtsepport of
deinstitutionalization as well as protecting the civil rightsngfividuals with SMI due to the
“belief that SMI could be prevented as well as treatedcOddino, et al., 2001, p.17). The
Community Mental Health Act (1963) was passed to ensure treatime‘least restrictive
environments” (Accordino, et al., 2001, p. 17). It was surmised that indivitteatled in their

own community and accessible to their social support network would respond bettenteriteat

Research on long-term treatment outcomes is fraught witbdwesults. Findings of the
effectiveness of community treatment suggest it is “notfi@stere as desired” (Accordino, et
al., 2001, p. 18). Individuals with SMI that are treated in the commiunaitae high rates of
recidivism, incarceration, and homelessness (Accordino, et al., 20@1addltion the jobless
rate of individuals with SMI is estimated to be between 80% and 9finably (Accordino, et
al., 2001). Longitudinal studies from the mid 1970’s examined individuids pgychosis and
found a broad range of outcomes including a percentage achieving se¢agrdson, et al.,
2005). The percentage achieving recovery, “between 25%-65%" (Dav&ls$doe, 2007, p.
461) has been in dispute since different criteria were used mrdgfiecovery (Davidson, et al.,
2005). In the “rigorous, longitudinal, clinical outcome studies, recoves/dedined as having
no symptoms or other residual impairments associated with psyemosizeing able to function

independently” (Davidson, et al., 2005, p.180).

The heterogeneity of outcomes along with the consumer movemeridhasd paradigm
shift in conceptualizing recovery from SMI. The recovery movenias been described as

“first and foremost a civil rights movement” (Davidson & Roe, 2007, p..4@jividuals with
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SMI have become more vocal and active about the treatment antheanmeceive (Resnick et
al., 2004). Deinstitutionalization has led to more integration inteetsoas opposed to being
isolated in state hospitals and institutions (Young & Ensing, 1999). eiAmwwhile recovery is

suggested as possible, it is an evolving concept with theoretical and empmicglidy.

Objective and Subjective Definitions of Recovery

The notion of recovery has taken time to grow but is at the poimiflaEncing mental
health care practices and policies on a global scale to impteeneecovery based orientation
(Bellack, 2006; Davidson et al., 2007; O’Connell, Tondora, Croog, Evans, &l&myi 2005;
Sowers, 2005). For example, The President's New Freedom CommissiMemtal Health
(2003) outlines the process and expectations to ensure that evergting d&h mental illness
recover. In addition, the state of Connecticut implemented a recongiative in 2000
(Davidson et al., 2007). It is unique in that it began beforePtesident's New Freedom
Commission and it implements a system wide approach witbutsdation steeped in recovery
principles. However, transformation of the delivery of mentaltheservices with a recovery
oriented approach is problematic (Davidson, O’Connell, Tondora, Styron, &akar§06).
Some of the key obstacles include obtaining a consensus on what resoeeiy how it is

achieved.

One of the difficulties in researching the concept of recovemues to the numerous
operational definitions. The most basic definition of recovery isretufn to health”
(http://encarta.msn.com/encnet/features/dictionary/DictionaryRessihx ?lextype=3&search=re
covery). With regard to disease, recovery is defined as thmifi@iion or reduction of
symptoms and return to premorbid levels of function” (Bellack, 2006, p. 438yever this

definition is more appropriate for acute conditions such as the conawidnor flu. The
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definition is problematic for chronic conditions such as mentalsinasthma, or diabetes in that
one may have a reduction in symptoms but may not return to premevield bf functioning

(Bellack, 2006).

The meaning of recovery is often subjective as well as objecRexovery is identified
objectively as an outcome of mental health service, whereas tleethudbjnature of recovery is
inherent in the process (Corrigan & Ralph, 2005; Silverstein &aBlell2008). The definition of
recovery also varies based on one’s viewpoint; that is, researohensal health staff, and
consumers view recovery from different perspectives (Liebermaal,, @002). What is agreed
upon is the notion that recovery does occur (Corrigan, et al., 1999; Qo&idralph, 2005,

Ralph, 2000; Ridgeway, 2001).

The mental iliness paradigm is shifting. The new paradigm stgygedividuals with
mental illness are able to be productive and important members ietysoclThe approach
towards treatment and intervention must be “facilitative rathan directive, hope inspiring
rather than pessimistic, and autonomy enhancing rather than patexnab help every
individual reach their full potential” (Sowers, 2005, p. 771). The shiinfra “Paternalistic
medical model of care” (Bellack, 2006, p. 440) towards a recovergtedeconsumer focused

approach (Sowers, 2005; Torrey, Rapp, Van Tosh, McNabb, & Ralph, 2005) is the trend.

As noted previously, recovery has been defined by some as an odhadrfecuses on
an end point at which objective criteria are met (SilversteilBellack, 2008). Objective
definitions of recovery focus on symptom remission which includes absénme significant
reduction of symptoms (Bellack, 2006; Lyksaker et al.,, 2010; SilvergteiBellack, 2008).

Objective definitions may also focus more on overall social and/atiema@l functioning and
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less on symptom remission (Lyksaker, et al., 2010; Liebrman,, @082; Sans, et al., 2007). A
frequently used operational definition of recovery is a two ysarod of functioning with
minimal symptoms, living independently, maintaining social relatigmss and functioning at
work or school (Bellack, 2006; Silverstein & Bellack, 2008). Symptemission and level of
functioning are most commonly assessed using self-report instrumahtsa Likert scale
response in which cut-off scores are determined to indicatedéggmptoms and functioning,
such as the Brief Psychiatric Rating Scale (BPRS) or tiséi¥® and Negative Syndrome Scale
(PANSS), etc., (Lieberman, et al., 2002; Lyksaker, et al., 2010eiSalst al., 2007; Sans, et al.,
2007). Liberman et al. (2002) developed an operational definition of egcofrom
schizophrenia to include: symptom remission for two consecutive, yearational functioning
defined as at least half time participation in work, school, or vaturdetivities, independent
living in that day to day supervision is not needed, and peeioredhtps in which contact with a

peer outside the family occurs at least once a week.

Individuals diagnosed with a psychiatric disorder view recovery siNgécimore as a
process than an outcome (Corrigan & Ralph, 2005). Recovery frompéngpective is
characterized as a fluid process occurring over time and debsasb& journey of healing and
transformation” (Bellack, 2006, p. 436). Different elements have been pabplost make up
the process of recovery. Davidson et al., (2007) identify basic components of yenmsatous
mental illness consisting of interpersonal relationships, symptonamagement, and
intrapersonal experiences. These include: “being supported by otBeesying hope and
commitment, engaging in meaningful activities, redefining self,orpmrating illness,
overcoming stigma, assuming control, managing symptoms, and becompmvered and

exercising citizenship” (Davidson, et al., 2007, p. 25). Intrinsic in tbesgonents is the belief
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that individuals with mental illness can achieve a quality efwhile exercising empowerment
and self determination over their own lives. Critical to Davidsaa.&t (2007) assertions is the
interpersonal support from others along with a personal belief and hoperooming adversity

and stigma associated with mental illness. Thus a crugaicasf this is the willingness to
accept the illness but not as something that defines one’s eristehmerely as one part of the

whole.

Elements of recovery have been proposed in an ecological fraknewarh focuses on
the interaction between individual, community, and society (Onkeal.et2007). Person-
centered elements of recovery focus on the individual and individual motivations. Suehtslem
as hope, self determination, agency, meaning, purpose, and awqeteessility are identified.
Onken et al. (2007) propose that a fundamental part of the recovessgris changing one’s

view of self as being more than a psychiatric disability.

The recovery literature is based on the subjective experieagds narratives of
consumers living with a serious mental illness, such as schizopliRad@h, 2000; Ridgeway,
2001). Many of these narratives reflect personal life stregghel childhood trauma, as well as
negative experiences with the mental health system of caiph(R2000; Ridgeway, 2001).
Thus recovery definitions are subjective, that is, a personal stayraial and empowerment
and vary from consumer to consumer. This also gave way to the gsalivhtive methodology
and structured interviews to transform recovery into a measyshblgomenon (Davidson et al.,
2005). Basic elements and themes have been identified as core sanceperationalizing
recovery. These salient concepts include intrapersonal expersndess gaining a sense of
hope, empowerment and personal agency, and attaining social integratitrony, 1993;

Davidson et al., 2005; Davidson & Roe, 2007).
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Arising from qualitative methodology, the concept of recovery hawmaoly used
interview methods or a structured questionnaire designed to assesss vdimensions
(Anderson et al., 2003; Corrigan et al., 1999). In a multinational $Noiyvay, Italy, Sweden,
United States), the qualitative narrative method was used to idsatiéral themes of recovery
among individuals with SMI. Common across all countries were insapal factors such as the
development of self determination, establishing self-control, involvenmembutual support
groups, the need to be accepted, and returning to a meaningful socif@Dawldson, et al,
2005). For example, developing acceptance of the illness is ilectbgt a man living with

schizophrenia, as described in Davidson et al.’s (2005) paper:

It took several years before | realized that this is someyonghave to work with and
really have a conscious relationship to because in the beginningd bimught that this
is sort of like breaking a leg. | thought it would take two oreghrears and then it would

pass and it wasn't like that. It took some time for me to realize that (p. 184).

Another quote describes how a consumer with psychosis has learneshagarsymptoms, “I
still see things around me, but | don’t pay attention to them” @awi, et al., 2005, p. 187).
Additionally, recovery in this multinational study found that individuaith SMI view recovery

as a process with stages of acceptance in which one is able to rebuild his dritlentsigt:

Before | was in recovery | felt | couldn’t do anything rightconstantly felt that | was
stupid and dumb and everything my father told me....But then | re&ae .I'm not

stupid and I'm not dumb, that | actually know quite a bit ( Davidson, et al., 2005, p. 185).

Also a desire and commitment to improve is crucial; “it'satter of will power, of believing in

myself, pushing myself” (Davidson, et al., 2005, p. 185).
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The numerous concepts and themes of recovery include some overlapreand a
multidimensional in nature, suggesting commonality. The elementsoohectedness,
acceptance, and agency are consistent with the Belongingness Bygp@@aimeister & Leary,
1995) which suggests that the need to belong and to develop a senséephgnit crucial in
achieving a sense of recovery. Although competing definitions o€dhstruct of recovery
exist, it is contended that it consists of both subjective intraparsand interpersonal
experiences as well as indicators of psychosocial functioninggiaBpesymptom management
and independent living. Therefore, including both of these dimensionsowvery parallel much
of the work completed by Bellack, 2006; Lysaker et al., 2010; anérSiein and Bellack, 2008

in using both objective and subjective criterion.

Recovery Outcome Studies

Schizophrenia is one of the most studied psychiatric disordersnot&s previously,
longitudinal research on schizophrenia suggests that the course ammmeuare not as
predictable and clear cut as once believed. Jobe and Harrow (2f)@&)cted a review of
several longitudinal studies of individuals with Schizophrenia. Theewewxamined ten
longitudinal studies, nine of which were conducted in North Americacardof which was an
international study coordinated by the World Health Organizatiodd@)V Results indicate that
individuals with schizophrenia do exhibit relatively poorer outcomes thase diagnosed with
other psychiatric illnesses. However, three potential outcontee imatural course of the iliness
were identified: mild, moderate, and severe outcomes. Also eemage of individuals
experience long periods of recovery. For example the Vermontkktafstal Follow-Up Study
followed patients diagnosed with schizophrenia for over 20 years. slisdimple 68% of those

diagnosed with schizophrenia showed minimal or “no symptoms and 61% mel®yed in the
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last year of the study” (Jobe & Harrow, 2005, p. 893). In addition, liigp® Clinic Follow-Up
Study defined 3 outcome categories. After 10 years, 24% of tlenisatvere considered
completely recovered and without further relapses, 46% were improdeti@duded those with
relapses and remissions as well as some residual symptomnadlyd30% were considered
unimproved and included those still hospitalized and experiencing psyskotmtoms (Jobe &
Harrow, 2005, p.894). The Chicago Follow-Up Study found over 20 years theidurals
diagnosed with schizophrenia did have poorer outcomes than those diagndseothert
psychiatric disorders, however “over 40% showed periods or intervakscobery (including
both adequate psychosocial functioning and the absence of major symtitathrjuld last for
several years” (Jobe & Harrow, 2005, p. 895). Interestingly, theOVEtlidy concluded that
individuals in developing nations fared better in outcome than individualsdumstrialized
nations. It has been noted that developing nations are more totdrdné symptomatic
behaviors and marginal functioning of individuals with schizophrenia comhpaniadustrialized
nations (Jobe & Harrow, 2005). Variance in outcomes among the stadiegart due to the
different diagnostic criteria used. However, even given the differen strictness of criteria
used, between 21% and 57% of those diagnosed with schizophrenia demongtad
outcomes. While definite and measurable cognitive, social, and agrabtleficits do occur
among individuals diagnosed with schizophrenia relative to other psychthsaorders, the
studies did provide evidence that the course of the illness does natgsiugly deteriorate for

everyone.

In a ten year study on recovery outcomes for individuals withzgphrenia and co-
occurring substance abuse disorders, the following outcome cmterm@ used: (1) absence of

significant symptoms as measured by self-report with a sfore3 on each of the subscales of
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the Brief Psychiatric Rating Scale (BPRS); (2) for subs&tambuse-pursuing long-term
abstinence; (3) independent housing with > 80% of days residing in one'shouse; (4)
competitive employment that pays at least minimum wage andtiassociated with a program
or mental health agency; (5) social recovery defined asaegohtact, at least weekly, with
friends that are not substance users; and (6) general satisfadtn life as identified as >5 on
the 7 point Quality of Life self report measure (Drake, et al., 20B@sults demonstrated that at
the end of the 10 years 62.7% were able to control symptoms of schiziepls®.8% were
living independently, 41.4% were employed, 48.9% had regular contact witsubstance
abusers, 58.3% reported general satisfaction with life, and 62.5% wientaining long-term
abstinence. In addition the 10 year results noted significant impemtenand progress in
recovery between 3 and 10 years indicating that recovery occursnavsr years and not just
initially at diagnosis (Drake, et al., 2006; Ralph, 1999). Interegtitigére were no significant
correlations among the various outcome criteria suggestinghttsd tbjective measures operate
relatively independent from one another (Drake, et al., 2006). Thtteiggbility to manage
symptoms was not predictive of being employed; in fact, the onlyfisgmi relationship
emerging from the predictors was the correlation “betwee psychiatric symptoms and poor

life satisfaction” (Drake, et al., 2006, p. 470).

In a cross-sectional study the prevalence of symptom remissibrs@cial/vocational
functioning was measured with a sample size of 1,010 individuals with schizophramjz{&l.,
2007). Remission criteria were determined by using the Scalddsessment of Positive
Symptoms (SAPS) and Scale for Assessment of Negative Symp&aNS) while level of
functioning was determined by receiving a score of 81 or higher oGlth®al Assessment of

Functioning (GAF) scale. Forty-five percent achieved remissiomeasured by SAPS and
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SANS. Only 25% of the 45% that obtained remission also obtainedufudtibnal remission
with a GAF score of over 81 (approximately 10% of total san{8ai, et al., 2007). It appears
that some individuals with SMI are in recovery and able to achsevee semblance of a
productive and satisfying life. It is unclear from the longitudistddies what factors

differentiate those that do recover from those that do not.

Inter/intrapersonal Factors

Social support

As previously mentioned, social support is one of the most explored wdsstr mental
health research (Turner & Marino, 1994). Social support is considesstht@al to recovery
(Young & Ensing, 1999). Frequent social contact is correlated avillecrease in depressive
symptoms and an increase in ability to handle stress (Riveah, 8091). The concept of social
support “conveys the image of individuals being fortified, strengthesreglyen protected from
adverse conditions through provisions of social relationships” (Barrera, p9&), Social
support is conceptualized as a “meta construct” (Turner & Marino, J905) and includes
such dimensions as social network resources, supportive behavior, agigdquesncial support

(Turner & Marino, 1994).

Individuals with SMI tend to report smaller, less satisfying,iasdosupport networks
compared to the general population (Froland, Brodsky, Olson, & Stewart, Réft¢e-Duca,
2008). Individuals with SMI actively receiving treatment are more lik@kyrn to mental health
professionals as a source of support and assistance compared toathoseeiving treatment
(Froland, et al., 2000). Individuals with SMI are unlikely to nominatgpfgeunfamiliar with the

mental health system, or “outsiders”, as members of theialsagpport network due to fear of
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lack of acceptance and understanding (Rosenfield & Wenzel, 1997). Family &lyythie most
nominated source of support (Rosenfield & Wenzel, 1997; Froland, €080; Pernice-Duca.

2008).

Satisfaction with social support is significantly associateth wecovery (Corrigan &
Phelan, 2004; Pernice-Duca, 2008; Turner & Marino, 1994). Satisfaction wdthsiae of
network support are significantly correlated with five dimensionthefRecovery Assessment
Scale (RAS), a subjective measure of recovery, includingopakrsconfidence and hope,
willingness to ask for help, goal and success orientation, and not beimgatkoinby symptoms
(Corrigan & Phelan, 2004). Dissatisfaction with social support idigiree of depression and
social withdrawal (Corrigan & Phelan, 2004; Mohr, Classen, & Bayr2004). Researchers
have found that perceptions of social support are more predictiveafgdsgical, physical, and

mental outcome than objective or observed social support (Roberts, et al., 1999).

The types of perceived support and interactions are also impo&awtal support may
be informational or emotional (Roberts et al., 1999). Informational suppsists with problem
solving whereas emotional support encourages self esteem andasipesainent (Roberts et al.,
1999). Informational support is most effective if it is provided lmynsone considered
knowledgeable or an expert (Roberts et al., 1999). Social networks \eawitieer negative or
positive impact on individuals with SMI (Rosenfield & Wenzel, 1997). ioee satisfying a
relationship one has is related to improved quality of life while the more negagvactions are
related to poorer life satisfaction (Rosenfield & Wenzel, 1997)gahiee interactions with
family, friends, and mental health professionals are associaittd “poorer overall life
satisfaction, satisfaction with leisure and satisfaction Viitances” (Yanos, Rosenfield, &

Horwitz, 2001, p. 415). Studies suggest that negative interactions, sudticescand hostility,
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reduce self esteem and self regard (Rosenfield & Wenzel, 18Riferous studies demonstrate
social support among individuals with SMI is associated with improvelygoélife (Caron, et
al., 1998; Yanos, et al., 2001). Inadequate support, poor quality of life, ity fienely plague
individuals with SMI (Borge, Martinsen, Ruud, Watne, & Friis, 1999). Indiglwdath SMI
that are satisfied with their support networks report higher gualitife (Borge et al., 1999).
Caron et al. (1998) examined the relationship between quality aidesocial support among
individuals with SMI, welfare recipients, and the general population. th®fthree groups,
individuals with SMI were the least satisfied with social supp&atisfaction with attachment
and reassurance was most predictive of quality of life, suggestingldiaility of close
relationships that permit integration has a positive effect angagsfaction with quality of life”

(Caron, et al., 1998, p. 472).

Factors that interfere with the establishment and maintenansecal relationships
include: severity of symptoms, numerous and prolonged psychiatric hizspitals, social
stigma associated with SMI, and less mutually satisfyingtiomships (Beal, et al., 2005;
Pernice-Duca, 2008). Reciprocity is an important component of sagsfyocial support
relationships (Pernice-Duca & Onaga, 2009). Reciprocity occheswne is both a provider
and a recipient of assistance. Receiving help can threaterssefim and create feelings of
inadequacy, inferiority, and dependence (Roberts, et al., 1999). Howesearch demonstrates
that individuals who offer support and information to others increase their self wdrfeedings
of competence and value (Roberts, et al., 1999). Also, receiving mtfonmand support from
fellow consumers of mental health treatment is beneficial éatcrg a more accepting, less

stigmatizing, better understanding experience (Angell, 2003).
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Not only do individuals with SMI have a “smaller and less compl@kdsenfield &
Wenzel, 1997, p. 200) social network comprised mostly of family; #ieg report more
loneliness (Angell, 2003). Psychosocial rehabilitation programs, commaupiyort, and peer
support programs have been found to provide positive social support (Angell,A2683rong,
Korba, & Emard, 1995; Pernice-Duca & Onaga, 2009; Yanos, et al., 200t )ex&mple, peer
support programs offer opportunities to provide support and encouragement totemdsas
well as receive support from peers with similar mental haalues which improve perceived
quality of life, sense of identity, and self-perception (Armgraet al., 1995). Mead, Hilton, &
Curtis (2001) provide a theoretical perspective on the benefit ofspipgort. Peer support is
defined as “a system of giving and receiving help founded on key pesojblrespect, shared
responsibility, and mutual agreement of what is helpful” (Meadl.et2001, p. 135). Peer
support is seen as an opportunity to challenge negative stereatypdouffer against stigma as

well as gain a healthier, accepting sense of self.

Individuals with SMI often display impaired social functioning and somienpetence
(Angell, 2003). The social dysfunction is thought to be the resudt @mbination of factors
including mental illness symptoms, cognitive impairments, andtipma and social rejection
associated with SMI (Angell, 2003). Community services and psychbsetiabilitation
programs provide an opportunity to create a socially supportive environfestsupport has
been identified as a means of improving social dysfunction aridringf the negative effects of
a limited social support network (Angell, 2003; Beal et al., 2005ji€=Duca, 2008; Roberts et
al., 1999). Social ties develop out of daily activities (Angell, 20B8al et al., 2005).
Individuals with SMI are at a disadvantage since integration arittipation in community

routine are usually severely compromised (Beal et al., 2005)ch&sycial programs, such as
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clubhouses, create a sense of community that provides a supportivensrent and social
network in which to develop a personal sense of community and iderétyn@n, et al., 2005;

Pernice-Duca & Onaga, 2009).

It has been suggested that having and maintaining satisfying and stgpeldtionships
is important in the recovery process (Silverstein & Bellack, 2008 addition, a “necessary
ingredient in the recovery process is the inter-connectednds®thérs” (Ralph, 2000, p. 491).
The inter-connectedness with others comes in the form of relatignsfitp family, friends,
peers, and mental health professionals. Support is provided through encmntdestening,
believing in the person, instilling hope and confidence, and treatingndinediual with respect
and dignity. This is congruent with the Belongingness Hypath#st suggests a sense of
belonging is necessary for mental well being. Thus it istgmbghat there is a connection

between interpersonal factors and subjective recovery.

Sense of mattering

In reference to the phrase that identifies “significant othensittering was identified as
the “direct reciprocal of significance” (Rosenberg & McCullogbh81, p.163). Mattering is
based on three foundations: first is the need that one requingsoatier notice of someone else.
This is based on the premise that the “only prospect more bleakotllgs inmourned is to die
unnoticied” (Rosenberg & McCullogh, 1981, p.164). Second is a sense of impottasense
that one matters or is the object of concern. This is not the aa approval; consequently, one
can feel importance and that they matter even while beingizedi. Finally, to feel others are
dependent on us, “mattering represents a compelling social obligattba powerful source of

social integration; we are bound by society not only by virtue oflependence on others but by
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their dependence on us” (Rosenberg & McCullogh, 1981, p.165). Rosenberg antoMgiC

(1981) conclude that mattering is a motive that influences our actions.

Research on mattering supports the claim that different pewgtter to us for different
reasons (Taylor & Turner, 2001). In addition, experiencing mattenihgences behavior and
overall mental health (Rosenberg & McCullough, 1981; Taylor & Tyrd@01). For example,
in a study of teenagers, the degree to which teenagers beleyechattered to either parent was
directly related to global self esteem (Rosenberg & McCghou981). Mattering was also
related to mental health in that adolescents who felt theyeredttto their parents were less
likely to be depressed, anxious, or worried, or have somatic conspléRdsenberg &
McCullough, 1981). Results were independent of global self estéém .relationship between
mattering and delinquency was examined among adolescent boys. sResolted that
adolescents who scored low on a mattering index were more likely to repodugelt behaviors
such as vandalism and theft (Rosenberg & McCullough, 1981) priojmsed that the reason for
this is our “innate propensity to get ourselves noticed and tHatefdb command attention of
other people is painful” (Rosenberg & McCullough, 1981, p. 173), which motivadesduals
to do things to get noticed. Finally, it appears that mattemadgsgynificant others are linked,
indicating a “tendency toward reciprocity between matterimg) significance; we tend to care

about those who, we believe, care about us” (Rosenberg & McCullough, 1981, p. 174).

Mattering is theorized as essential to our sense of selfoanetys (Elliot et al., 2004). In
order to experience mattering one must recognize it interpergo(iddlyle, 2006). The
“antithesis of mattering, brings about the detrimental perceptiaorobmattering, or believing
we are insignificant and unimportant to others” (Rayle, 2006, p. 483)0 dategories of

mattering have been identified: attention mattering and relatipnshitering (Rayle, 2006).
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Attention mattering refers to being recognized and acknowleddadhwubsequently confirms
our existence. Lacking attention may have serious negative effecself esteem and self
concept (Elliot et al., 2004). There are two types of relationstagienmg: importance and
reliance. Importance exists when others show concern and interest Reliance mattering
refers to experiencing mattering when others depend or rely onesgaRRh exploring the
impact of mattering has found it to have numerous implications.leRa906) suggests that a
therapist should provide a sense of mattering to their clientder tw improve and strengthen
the therapeutic relationship. Also, therapists that perceiventladter to their client’s are likely
to experience more personal and job satisfaction (Rayle, 2006).arBlessnducted on the
statuses, roles, and occupational conditions on mattering found seveca$ €¢Schieman &

Taylor, 2001). For example, working women report higher degree dénngt than working

men. Women with higher education report more mattering compared tonwaitie less

education. Married individuals report greater mattering unless cooflistrain exists in the
marriage (Schieman & Taylor, 2001). Studies on matteringngnmilitary personnel affected
by downsizing found that “just spending time with other people produce®rhighels of

mattering” (Rohall, 2003, p.10).

It is posited that mattering is an important construct thataexlthe impact that social
support has on psychological well being. It is noted that the concepattéring may overlap
with similar constructs such as interpersonal dependency, maatelrperceived social support
(Taylor & Turner, 2001). Research suggests that while thmerg be some overlap between
mattering and social support, there is “unambiguous evidence” (Taylarrner, 2001, p. 323)
that mattering contributes uniquely to the prediction of depressiong@momen and may offer

a protective factor. Mattering has implications for those wikhl 8 that alienation from
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society, often experienced by individuals with SMI, also expeeidass mattering. Mattering
also influences self concept and self esteem (Elliot et al., 200%)s individuals with SMI may

be at risk for not experiencing mattering but would benefit from the positivestfestattering.

Sense of community

As noted earlier, social support is considered an important componeetaery in
serious mental illness. Research has just begun to examine ¢hefrolubhouses in the
development and impact of a social support network on recovery (Pernice-Oicagi, 2009).
Clubhouses provide an opportunity for socialization and the formation ofl foriaections
(Pernice-Duca & Onaga, 2009). One of the expected benefitsldforises is the development
of a sense of community that is created within an intentional @maent (Mastboom, 1992;
Herman, et al., 2005). Sense of community has been conceptualized dsdanensional

construct that includes;

(a) needs fulfillment-a perception that members’ needs wilinbe by the community;

(b) group membership-a feeling of belonging or a sense of insemarrelatedness; (c)-
influence-a sense that one matters, or can make a differearecepmmunity and that the
community matters to its members; and (d) emotional connectidreties that members
have and will share history; place, and experiences (Peteseer, & Hughey, 2006, p.
454).

The presence of a sense of community incorporates a sense of belonging ang sugpattive
and reciprocal relationships which is often missing in moretioadil mental health programs
(Herman et al., 2005). This sense of community also promotes rgctiveugh shared
emotional connections, and a sense of ownership and belonging throughratgm@déerman et
al., 2005). According to the Belongingness Hypothesis, human beings have aiVgedvive to
form and maintain at least a minimum quantity of lasting, posiéiwe significant interpersonal

relationships” (Baumeister & Leary, 1995, p. 497). As statedeeathe lack of close social
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bonds is associated with decreased satisfaction, depression, aliteks) and increased stress
(Baumeister & Leary, 1995). People who are lonely perceivenaesof social isolation;
however, loneliness “seems to be a matter more of a lackimfiet connections than of a lack
of social contact” (Baumeister & Leary, 1995, p. 507). Clubhouses pronid@@ortunity to
create close supportive reciprocal relationships for individuals setlous mental iliness that
they otherwise may not have. The degree of acceptance and rasgieatarily provided by
staff to clubhouse members creates a sense of belongingngssiekcing a sense of mattering
by others confirms one’s sense of belonging. Thus it is hgsated that the more individuals
with SMI participate and immerse themselves in the Clubh@ugegater sense of community,

sense of mattering, and perceived social support will be experienced.

Stigma

As stated previously, the exact mechanism or process thal sapport provides in
improving social adjustment and quality of life is not clearly urtdeds However theories
exist. One such theory is the modified labeling theory (Wri@htnfein, & Owens, 2000). This
is a version of labeling theory and addresses the role thatasptays in outcome. The basic
tenet of modified labeling theory is that labeling and stigma associ#tedentification of SMI
play a causative role in relapse and negative outcomes (Wrighlt, 2000). It is posited that
the effects of stigma are the result of either persistarialsrejection or the development of a
“stigmatized self concept” (Wright, et al., 2000, p. 71) that theunlt®in negative outcomes. It
is suggested that repeated social rejection results in detregl$eesteem; while being labeled
SMI results in viewing themselves in a negative way, in whgs create a “state of social
psychological vulnerability to prolonged and recurrent problems”dh¥riet al., 2000, p71). In

their study, Wright, et al. (2000) examined the connections betwgemassocial rejections and
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self concept among individuals with SMI. They found that sociainstigs related to negative
outcomes via social rejection, and that prolonged stigma and exm=riehcsocial rejection
negatively impacts self-esteem and self-concept. In responseiduas with SMI are more
likely to avoid contact with “outside normals” (Wright, et al., 2000, p.&8) instead interact
with only those that are close and aware of their illness, timisnlg social interactions. In
addition, it has been suggested that a construct “closely relateselt@xperience in
schizophrenia is self stigma” (Lysaker, et al., 2010, p. 38). Sethatrefers to the belief an
individual with SMI has that he or she is not as important assothgsaker, et al., 2010). Itis
hypothesized that individuals with SMI who are able to experiensenae of support and
acceptance by others will be protected from the negative £fféstigma. Thus it is posited that
inter/intrapersonal factors and clubhouse patrticipation will diminigh rtegative impact of

perceived stigma.

Psychosocial Clubhouses

Psychosocial rehabilitation programs have increased dramatisalbe the 1990’s
(Lucca & Allen, 2001). Psychosocial rehabilitation programs provideerous services
including self-help and mutual-help groups, community residential cgsvpeer run drop-in
services, supported education and employment services, and clubhouses(|Alierg 2001).
Research has identified the benefits of many of these pregraproviding effective treatment
for individuals with serious mental illness. For example, sdff-heoups have been found to
increase social support, and create a sense of belongingsandeaof empowerment (Hardiman

& Segal, 2003).
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One type of psychosocial rehabilitation program that provides comyraupport is the
psychosocial clubhouse. Psychosocial clubhouses differ from selptogiams in that they are
more structured and formally funded to provide specific servide#tgr & Mowbray, 2004).
The clubhouse is a form of psychosocial rehabilitation that begb®4i® as the Fountain House
by a group of psychiatric patients released from a state ho@g#alas, Jackson, Schroeder, &
Wang, 1999; Mastboom, 1992). The purpose of the Fountain House was to provide augbport
a safe haven to former mental health patients while they adjtistcommunity living (Macias,
et al., 1999; Mastboom, 1992). Such support was necessary due to the liyempreptomised
ability to care for oneself after suffering with psychiafpioblems as well as the stigma and
discrimination from society which created a discouraging and uliffatmosphere (Mastboom,
1992). This “safe haven” was accomplished by providing supportive and purpasefities
focusing on achieving success in the outside world. It is predicat¢he belief that “belonging
to a group in which one knows oneself to be welcome, safe, appde@atetreated with respect
is one of the most basic human needs” (Mastboom, 1992, p. 11). SirthiaBelongingness
Hypothesis posits the same underlying principles as the psychosbdilouse model: the
importance of belonging, being accepted, and important to otheyshé supportive presence of

the larger community that propels individuals to move forward in their recoveneypur

Clubhouses can now be found throughout the world and many follow guidefides a
policies of the non-profit organization known as the International Cdiote Clubhouse
Development (ICCD). The clubhouse model “was conceived as aniom@&ntherapeutic
community composed both of people who have a serious mental illregea@ralist staff who
work within the clubhouse” (Macias, et al., 1999). Clubhouses typicgigrate Monday

through Friday during the day with some offering evening and week@ridl and recreational
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activities. Participation is voluntary and there is an open enmollpwicy. The only admission
requirement is a diagnosis of a serious mental illness. Supgoites provided by the
clubhouse include work of the clubhouse (e.g., clerical, kitchen, maingnaraployment
support, housing assistance, money management, individual advocacy, assigtamemefits

and opportunities for after-hour social activities (Macias, etl8P9). High fidelity clubhouses
are characterized by a no-nonsense business like atmosphemMNegthality among staff and
consumers working side by side on the business of the house (H2acmeSaxe, & Johnson,

2010).

Research has just begun to examine the effectiveness of psgiehaghabilitation
programs such as clubhouses. Holter et al., (2004) identified thetamperof key aspects of
consumer based programs, namely, empowerment, consumer control, aiulithdo make
decisions and choices, participate without coercion, and to be tredtedespect from staff
members. In a study conducted by Pernice-Duca, et al. (2010), tadthaisd clubhouse
consumers experienced the clubhouse environment in much the samwitvagninimal

incongruence and equally perceived low and high fidelity clubhouses.

Research has demonstrated the effectiveness of clubhouses ynaneas such as
employment, quality of life, and leisure motivation (Lloyd, Kidd¢Carthy & Scanlan, 2007;
Moywbray et al., 2006; Schonebaum, et al., 2006; Warner, Huxley, & B&9Q). For
example, clubhouses were compared to the Program of Assertive @amitreatment (PACT)
model in assisting individuals with SMI to obtain employment. i€pants from both programs
achieved similar levels of employment. However, participards fthe clubhouse remained
employed longer and earned higher wages (Schonebaum, et al., 20@63orhparison study, a

group of individuals attending a clubhouse was matched with a grougidhabt have access to
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a clubhouse. The clubhouse group rated higher on quality of life domainsllags social
relationships compared to the control group (Schonebaum, et al., 2006 stultlyaexamining
the role of leisure motivation on recovery using a clubhouse settimghailses were chosen
because of their focus on “people’s strengths and not the symptahesrofiness” (Lloyd et al.,
2007, p. 35) as well as the range of activities and social support clubhHtasedo offer.
Results showed that those motivated to participate in leisure activitiegebpdrigher degree of
recovery (Lloyd et al., 2007). In addition, a positive correlation éetweisure motivation and
reliance on others was found which supports the notion that social seppourages improved

daily functioning.

Readiness for Change

Individuals diagnosed with a SMI are faced with many challen¥@sious changes and
adjustments need to be made in order to successfully managdriess. Prior to the recovery
movement, it was believed that there was little one could do to wapgaality of life and
functioning. However, as noted eatrlier, the realization that regav@ossible with appropriate
treatment and support has created an entire movement identifi@ecgve forms of treatment

and removing potential barriers.

The Transtheoretical Model of change has been applied in reseifincsubstance abuse,
serious mental illness, anorexia nervosa, and smoking cessatidouigdl & Lam, 1999;
NiDecker, DiClemente, Bennett, & Bellack, 2008; Prochaska & Di€lete, 1982; Touyz,
Thornton, Rieger, George, & Beumont, 2003). The Transtheoretical Modkebnge is based
on Transtheoretical Therapy (Prochaska & DiClemente, 1982). themmstical Therapy is

composed of four variables identified from a comparative anadydi8 leading therapy systems



49

(Prochaska & DiCLemente, 1982). The first variable is that iddals having positive
expectations for treatment and motivation for change will be more likalyayon therapy, while
individuals that have negative expectations or are unwilling to consider changerarkkely to
drop out of therapy. The second variable is the processes of chdageus processes such as
consciousness raising, catharsis, and role of choice may be udleerapy to assist one in
removing barriers and identifying a need for change. The thirédblarihas to do with the
content of the therapy. It is assumed that the content of thesfipyary from client to client
and should be determined by the client as opposed to the therapiatly, Stages of change
have been identified. Movement through the stages may occur iraaftisbion or may adopt a
“revolving-door schema” (Prochaska & DiClemente, 1982, p.283). It appearasing the
appropriate therapy at a given stage is more effective in prognotovement and progress. It
was found that certain processes of change were used mofteandistages of change. For
example, verbal therapies such as “consciousness raising, atlard choosing-are most

important during the first two stages of change” (Prochaska & DiClemEs®e, p. 285).

The Transtheoretical Model of Change has identified five stafgelsange (Prochaska &
Prochaska, 1999). The first stage of change is the Precontem@@&dma Individuals in this
stage do not intend to change their behavior because they do not zedbgsia problem. They
may view the problem as being those around them. Often precontemm@atoin therapy
because of being pressured by outside forces such as fantilg opurts. Using measures to
identify individuals in this stage of change predicted “93% of thetappouts” (Prochaska &
Prochaska, 1999, p. 90). The Contemplation Stage occurs when one is aware of a need to chang
and is considering making a change within the foreseeable fullmere is often ambivalence

about changing. Individuals in this stage do a lot of thinking about clmngdten decide they
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do not want to change, perhaps due to fear of taking a risk (Prochd&iehaska, 1999). The
Preparation Stage is for individuals that are intending to taltenam make a change soon,
usually within the month. They are more confident about taking aactidmezognize the benefit
of making a change. Many times individuals in this stage take action will fail. It is
suggested that movement from stage to stage requires the umsgprofpriate processes;
‘movement from contemplation to preparation involves the use of cograhdeevaluative
processes like consciousness raising and self-reevaluation” (FkackaBrochaska, 1999, p.
91). The Action Stage is when the most work gets done. Individualssirstage work at
modifying behavior. This stage usually lasts longer than individaafgect and requires
concentrated effort in order to prevent relapse. During this tirffereht processes must be in
place in order to be successful, such as: “more existentakgses like self-liberation, more
humanistic processes like helping relationships, and more behavioraksgesc like
counterconditioning, stimulus control, and reinforcement management” (Proé&skahaska,
1999, p.91). The final stage is the Maintenance Stage. In this stdiygduals are trying to
maintain gains and continue implementing changes made. Various pscsgsh as
counterconditioning and stimulus control maybe implemented to preventeelapsividuals in
this stage typically have a high degree of self-efficang self-confidence and resist temptation

to return to previous problematic behaviors (Prochaska & Prochaska, 1999).

The Transtheoretical Model of Change has been applied to detahmiappropriateness
and effectiveness of therapeutic interventions, most notably in duwdild with SMI and
substance abuse disorders (DiClemente, et al., 2008; NiDeclkar, 2008). Individuals with
dual diagnoses are often considered problematic to treat and diffi@rigage; often motivation

for treatment is at cross purposes (DiClemente, et al., 2008)as Ibeen noted that those with
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SMI and substance abuse have “more dysfunctional thought procespesedndecision-
making skills, and the lack of insight diminish the ability toogruze the need for treatment as

well as the individuals’ ability to seek and participate in it” (DiCLemerital.e2008, p. 25).

Motivation for change has been identified as an important catalgsiccessful treatment
of addiction (DiClemente, et al., 2008). Motivation and readinesshforge in individuals with
SMI may be more problematic due to psychiatric symptoms and ts@gnmpairments
(DiClemente et al., 2008). Individuals with SMI are often noncompliant with mgais and/or
treatment and may require repeated admissions into the hospitat assessing readiness for
change and applying appropriate interventions, theoretically, shouldum@ffectiveness of

treatment, treatment outcomes, and promote recovery.

Research using a stage of change assessment among individbaSMViidentified
individuals in four different groups: precontemplative, contemplativigorgcand maintenance
(Chou, et al., 2004; Hillburger & Lam, 1999). In addition, it was foundtti@tlevelopment of
self efficacy in management of mental illness was relabedrogress through the stages of
change while individuals in early stage of change benefit fiost “focus on enhancing
cognitive-oriented programs (e.g. outcome expectancy, espeaiakploring positive outcomes
of performing good social, coping, and help seeking behaviors” (Chou, et al., 2004, p.a4fs). St
of change has been found to be predictive of treatment retentioreréRogt al., 2001).
Applications using appropriate stage-wise interventions within aednistage group of
individuals with SMI have been shown to be effective (August & msly2007). Different
technigues such as motivational interviewing, cognitive behavioralagie and illness
management were used based on individually identifying the stfagkange during a group

process. The group itself developed more cohesiveness, and individdiaés earlier stages
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moved to action stages (August & Flynn, 2007). This was found to be effective than using
the same approach regardless of the stage of change memtlergyodup were in or grouping
individuals by stage of change. It is hypothesized that an indigdieldiness for change is

significantly related to recovery and level of clubhouse engagement.

Summary

Research is needed to gain a better understanding of the yepooeess from mental
illness. Large subgroups of individuals with mental illness achiewg periods of remission
from symptoms and are able to function in society and develop andamaiefationships. In
order to improve treatment options and outcomes, identification of fattarsare influential,
such as social support, sense of belonging, sense of communitya,séigch stage of change,
must be identified and mobilized. In particular the role that clubhopisgsin the recovery
process may be instrumental in improving prognosis. The social $suppbrone perceives
having and the sense of mattering one maintains, as well as the whgtigma one experiences
towards mental illness, have been minimally explored. Clubhouses p@wid&ue form of
treatment in that they are run by mental health professionadlscansumers. The degree of
functioning, severity of symptoms and amount of social support aargng members and

provide an opportunity to examine factors that impact recovery.

Hypotheses

Hoi: Relationships exist between diagnosis, functional indicatoreamvery and subjective

recovery.

Hoia Individuals that identify a decrease in symptoms, absence oftdlasgtion in the

last 2 years, independent functioning, and adequacy of financial cesouill be
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predictive of a greater sense of subjective recovery with indeperfdactioning

contributing the most variance.

Hois When controlling for independent functioning subjective recoverynetl vary by

diagnostic classification.

Hoz: Inter/intrapersonal factors will contribute to subjective sense of rgcover

Ho2a Perceived social support, sense of mattering, sense of comyramdtyperceived
stigma are predictive of an increased sense of subjective rgsoitie sense of mattering

accounting for the greatest variability in the criterion.

Hos: Relationships between clubhouse participation, readiness for e;haber/intrapersonal

factors, and subjective recovery exists.

Hosa Individuals in later stage of change will report a greaemse of subjective

recovery.

Hosn Individuals who are more engaged in the clubhouse will expereetater stage of

change and greater sense of inter/intrapersonal factors.

Hos: Inter/intrapersonal factors and clubhouse participation diminish perceigatasti

Hosa A negative relationship will exist between inter/intraperséaaors and clubhouse

participation, and perceived stigma.

Hos: Sense of belonging forms the foundation from which the concept of recovery emerges

Hosa Sense of belonging is predictive of positive identity, hope andingfalness, and

responsibility for illness and support.
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Hosp  Positive identity will predict sense of mattering and a decrease in\eEsctigma.

Hosc Responsibility for illness and support will predict willingade ask for help, goal

success and orientation, perceived social support, and reliance on others.

Hos¢ Hope and meaningfulness will predict sense of community and personal confidence

and hope.

Figure 1 outlines the hypotheses, variables and statisticglsemalsed to examine the
data. This study was designed to examine inter/intrapersotaisfat recovery. Namely social
support, sense of belonging or “mattering”, clubhouse participation, seesenafunity within
the clubhouse, and readiness for change were explored in relationshigdotive measures of
recovery. Figure 2 is a proposed conceptual model based on the tiaédratnework of the
Belongingness Hypothesis. The model conceptualizes sense ofibglas the underpinnings
for the development of recoveryrecovery is conceptualized as: functional recovery, personal

responsibility and support, goal and success orientation, and hope and meaningfulness.
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Research Questions

Variables

Statistical
Analysis

1la) What is the relationship between diagnosis, functional indicatoes@fery and subjective

recovery?

1b) What are the differences across diagnostic classifications?

H; 1 Individuals that Predictors: Multiple
identify a decrease in ¢ Functional indicators of recovery as Linear
symptoms, absence of measured by absence of symptoms (MCSIRRegression
hospitalizations in the absence of hospitalizations in last 2 yrs,

last 2 years, and level of functioning (LI), and adequacy of
independent functioning financial resources (AFR)

will be predictive of a e Mental Health DSM Diagnosis

greater sense of Criterion:

subjective recovery with e Subjective Recovery as measured by

level of functioning Recovery Assessment Scale

contributing the most

variability.

H;> When controlling | Independent Variable: ANCOVA

for level of functioning
subjective recovery will
not vary by diagnostic
classification

e Diagnostic Classification (DSM-IVTR axig
1 diagnosis).
Covariate:
e Level of social functioning (LI)
Dependent Variable:
e Subjective recovery (RAS)

2. Which inter/intrapersonal factors contribute the most variabdity $ubjective sense of recovery

H. ; Perceived social
support, sense of
mattering, sense of
community, and
perceived stigma are
predictive of an
increased sense of
subjective recovery with
sense of mattering
accounting for the
greatest variability in the
criterion.

Predictors:
e Inter/intrapersonal factors as measured by
Perceived Social Support, Sense of
Mattering, Sense of Community, and Stigf
Scale.
Criterion:
e Subjective Recovery as measured by
Recovery Assessment Scale (RAS)

Hierarchical
regression

na
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What is the relationship between clubhouse participation, readiness for change,
inter/intrapersonal factors, and subjective reco¥ery

Hs 1 Individuals in later stage o
change will report a greater
sense of subjective recovery.

f Predictor:
e Stage of Change as measured by the

Stages of Change Questionnaire, with
early stage of change identified as eith
precontemplation or contemplation ang
later stage of change identified as eith
action or maintenance

Criterion:

Subjective Recovery as measured by

RAS

11

Multiple
Regression

er

Hs, Individuals who are more
engaged in the clubhouse will
experience a later stage of
change and greater sense of
inter/intrapersonal factors

Predictor:

Level of clubhouse participation (i.e. #
of days per week X # Of hours per day
Length of clubhouse membership
Criterion:

Stage of Change as measured by the
Stages of Change Questionnaire, with
early stage of change identified as eith
precontemplation or contemplation ang
later stage of change identified as eith
action or maintenance
Inter/intrapersonal factors as measure
by perceived social support, sense of
community, and sense of mattering

Multivariate
regression
analysis

er

1%

Do inter/intrapersonal factors

and clubhouse participation diminishipetdcgtigma?

H4.1 A negative relationship wil
exist between
inter/intrapersonal factors and
clubhouse participation and
perceived stigma,

Predictor:
Inter/intrapersonal factors as measure|
by perceived social support (MSPSS),
sense of mattering (SOM), and sense
community (SOC).

Level of clubhouse participation (i.e. #

¢ Length of clubhouse membership
Criterion:
Perceived stigma as measured by the

Stigma Scale

of days per week X # Of hours per day).

Multiple
dRegression

of




57

5. Does sense of belonging form the foundation from which concepts of recoverge®

Hss Sense of belongin
will be predictive of positive

identity, hope and ¢ Positive identity
meaningfulness, and ¢ Hope and meaningfulness
responsibility for illness and o Responsibility for illness and support
support. Indicators:
Hosp: Positive identity will e Stigma
predict sense of mattering and a ¢ Sense of Community (SOC)
decrease in perceived stigma. e Sense of mattering (SOM)

e Perceived Social Support (MSPSS)
Hosc Responsibility for illness « Willingness to ask for help (RAS Factd

and support will predict
willingness to ask for help, goal

success and orientation,
perceived social support, and
reliance on others.

Hos¢ Hope and meaningfulness
will predict sense of community
and personal confidence and
hope.

Latent Variables:

Sense of Belonging

2)

Goal success and orientation (RAS
Factor 3)

Reliance on others (RAS Factor 4)
Personal confidence and hope (RAS
Factor 1)

=

Structural
Equation
Model
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Proposed Model of Sense of Belonging and Recovery Concepts

Sense of
Mattering

Positive

identity

Perceived
Stigma

Reliance on
others

Perceived
Social support

Sense of
belonging

Sense of
Community

Responsible

for illness

Hope &
Meaning
Willingness
__» | toaskfor

help

Goal and
success

orientation

Confidence
& Hope
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CHAPTER 3

Methods

This study is a correlational design utilizing predictor antkieon variables. Data was
collected via self assessment and interviews. Previous stugie$duad self-report instruments
to be reliable and are “often recommended because they rdileainique experience of
individuals” (Crane-Ross, et al., 2006, p. 143). However, concern existslinegéhe use of
self-report instruments with individuals with psychiatric illees. The validity and accuracy of
self-report instruments is contingent upon the ability and willisgra the person completing
the form to provide accurate information (Bell, Fiszdon, RichardsgsaKer, & Bryson, 2007).
It has been suggested that the psychopathology and cognitivesdifatiindividuals with SMI
often experience interferes with the validity of self-repogtiuments (Ready & Clark, 2002).
Further, it is believed that individuals with schizophrenia laskght into their disease and will
under report symptoms (Bell, et al., 2007). However, the use of pelftseamong individuals

with psychiatric diagnoses is becoming more common (Bell, et al., 2007).

Consequently, research has examined the agreement betweepaidf-aed informant
ratings to determine the accuracy and validity of using sptfte with this population (Bell, et
al., 2007). Studies have shown that self and informant agreememicaldamples is similar to
that of nonclinical samples (Bell, et al., 2007; Liraud, Drouloutid®a& Verdoux, 2004; Ready
& Clark, 2002). For example, Ready and Clark (2002) investigatedgiteement between self
and informant reports on temperament, personality traits, and irgdena¢ problems in a sample
of adult psychiatric patients. Results indicated that self andniafor ratings corresponded

significantly and were similar to nonclinical populations, “suggedtivag the overall effect of
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psychopathology on self ratings of personality traits, temperameatnterpersonal problems is
minimal” (Ready & Clark, 2002, p. 45). Liraud et al. (2004) comparedetieeported positive,
negative, and depressive symptoms of individuals acutely ill with psgchoth objective
measures. Results indicated that individuals with acute psychaticddrs were able to
accurately assess positive, negative, and depressive symptoms,fexgepsecutory delusions
and poverty of speech (Liraud, et al., 2004). Furthermore, a stuaiynirg self-report
instruments with patients with schizophrenia found that even those with poor insighélle to
accurately report symptoms and personality characteri@el§ €t al., 2007). Also, Bell et al.
(2007) found that even those with poor insight “were able to accuraetytrtheir degree of
social avoidance and social withdrawal” (p. 43). It has been seggdsat the use of self
administered instruments may be useful in assessing progregseatment, promoting
participation in treatment, be useful in educational programs arahbeffective method to
collect information (Liraud, et al., 2004). This particular studynierested in obtaining the
subjective experience of the individual with SMI, thus the viewpoirthefindividual is most
important. Identifying and considering the perspective of individuate 8MI is important
when “assessing the extent to which mental health services have met emisigads and when

identifying activities and relationships” (Crane-Ross, et al., 2006, p153).

Procedures

Approval for the proposed study was obtained from the Human Investigaimmittee
(HIC) at Wayne State University (Appendix A). A lettdrinvitation (Appendix B) was sent to
the Clubhouses in Michigan via email explaining the purpose of the ahdlyequirements of
participation. Interested clubhouses contacted the Principal Inuestmemail and a date was

set for the research team to come to the Clubhouse. The ressancbonsisted of the Principal
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Investigator (PI), five graduate students from Wayne State UitiyeiCollege of Education,
Marriage and Family Psychology Program, a Wayne Stateetsily faculty advisor from the
College of Education, Marriage and Family Psychology Program, &idldouse Consumer.
All members of the research team completed HIC training as welleaslad a two hour training

program to insure consistency in administration of the survey instruments.

The research team arrived at each clubhouse between 9:00 and 9:30ft &hd le
clubhouse between 2:00 and 3:00 pm. The number of research assistgragtithpated in the
data collection at each clubhouse varied from two to five, based anatreiability. Upon
arriving at the clubhouse, the research team was introduced to éh#ars during the
Clubhouse’s community meeting. At this time, the Pl introducedetbearch team and provided
information about the research project, requirements for partigppadaod answered all
guestions. No incentives to participate were offered. Membems @ligible to participate if
they were 18 years or older, a member of the clubhouse, theilegainguardian, and currently
not receiving crisis support services. Members that had a legal gudidiaot participate in the
study since consent from the guardian could not be obtained pridntimistering the survey.
The voluntary nature of participation in the study was emphasizedddition, it was stressed
that participation would not affect the consumer’s relationship with €lubhouse and all

responses would be confidential, anonymous, and not shared with clubhouse staff.

A total of 10 clubhouses participated from March 2010 to October 2010. Tthe 40D
participating clubhouses had members sign up prior to the visit tinalether clubhouses had
interested members sign up the day of the research teant,saftisi the community meeting.
The consumers that signed up were approached by one of the ressancimembers and

provided the research information sheet (Appendix C) and further explamdtthe research
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procedure, as needed. Participation and completion of the researtbrnguegre considered
consent. Since each Clubhouse was only visited once, the HIC ate\\&gite University
recommended that a Research Information sheet be used ins@adritien consent form. In
addition, a master list identifying names and identification men:iwas not kept. Additionally,
a HIPAA consent form was not necessary since access to inesboads was not required.
Participants were asked to sign a release of information (App&)dixthorizing verification of

mental health diagnosis and participation history at the clubhouse diashouse records,
although not completing the release of information did not precludensumer from

participating.

Interviews were conducted in private or semi-private areas, &emayothers, to insure
privacy. The interviews took between 30 to 60 minutes on average foetem The survey
instruments (Appendix E) were read to the participant, unless dheipant preferred to
complete it on their own. The order of the survey instruments foingtration varied to
control for any effect the order of the instruments might hakzach participant was given an
identification number. The method of administration, interview or-regldrt, the research
assistant that did the interview, and the clubhouse where the intdno&wplace, were coded.

By all accounts, participants were willing to participate and were coopeerat

The number of participants required for this study was determisew) G*Power, a
power analysis program frequently used for social and behavieednah (Erdfelder, Faul, &
Buchner, 1996). In order to determine the sample size, the Ritesés multiple regression and
a priori analysis was chosen with the effect siZe<(f 15, the alpha levet) =.05, and power (1-
B err prob) = .95 and the number of predictors = 5. A total samplef&iZ8 with a critical F

2.28 was obtained. A total number of 149 consumers participated iruthe $tour members
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were unable to complete the survey due to running out of time befareaitle arrived, and two
surveys were deemed invalid due to the responses and behavior of ithipgrdst resulting in a
sample size of 143. None of the participants became distressedetrdyping or after the

interview.

Two clubhouses that were interested in participating were kbdate far for feasible
access. In an effort to not dismiss interested participgrdsclubhouses, survey instruments
were mailed to one clubhouse in Lower Michigan. The Director ofltitehouse was informed
over the phone of the procedure. In addition to the survey instrumdatser®f information,
research information sheets, and a stamped self-addressed largppenvere included. The
second clubhouse that participated by self-report was in Upperddichi The PI dropped off
survey instruments, release of information, research informationisstee®l a stamped self-
addressed envelope to the Clubhouse. The Pl gave an introduction of énehr@seject to the
members during their clubhouse community meeting and answered astyasiehe members
had. Completed survey instruments from both clubhouses were mailesl Rb. t A total of 27

instruments were self-report.

The release of information was attached to the Clubhouse Detet $Appendix F)
asking for the participant’s diagnosis, length, frequency, and duratiatiesidance. This was
given to the clubhouse director to complete. After it was complétedelease of information
sheet was separated from the Clubhouse Data Sheet so as tairmmandnymity and then

returned to the PI.
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Clubhouse Characteristics

Of the ten clubhouses that participated, two were ICCD e=itiill the other clubhouses
had ICCD trained managers and the clubhouses followed the IC@idasta. All of the
clubhouses operated the work-order day, with at least fivereliffeinits. Each clubhouse in the
study had kitchen, employment, clerical, maintenance, and snack Enisy clubhouse in the
sample had community meetings by the members and staff. Members volunteer for different
duties and work units to maintain operatioof the clubhouse. The average number of
participants from each clubhouse was 14.3, spanning between three rmethBérs. Anajority
of the members identified their current clubhouse as the only clubhmoggam they've
attended (80.9%), whereas a small percentage indicated attendifigrant clubhouse in the
past (19.1%) The average length of clubhouse membership was 5.16vifhaasmedian of
three years. Membership spanned from less than one year to over twenty-fiwve y®lost
members participated in the work-order day by volunteering to worksome of the
departments/units, with only 11.2% of the members indicating they dighartitipate in the
work of the clubhouse. More than half the members (53.1%) reportedpaitig in more than
one department/unit. Clubhouse members reported coming to the clubhouseage at/éour
days a week (X=3.8, range 1-5) and spending an average of fiveahdass at the clubhouse
(X=5.5, range 1-8). Member participation is similar to that regpbim other studies (Pernice-

Duca & Onaga, 2009).

Participant Demographics

The demographic characteristics of the sample population arahle 1. The sample

characteristics are similar to those reported in other studiedving clubhouse members
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(Mowbray, et al., 2006; Pernice-Duca, 2010). The percentage of nalermale participants
was almost equal (male = 54%). The age of the participantsmegpdrom 19 to 73 years old
with the mean age at 47.1 years. A majority of the sample @aseasian (75.5%), 16.8 percent
were African-American and 4.2% Arabic. A few members idexdifthemselves as Latino
(0.7%), Asian (1.4%), and Native American (1.4%). Most participhaige never married
(58.4%) and 26.6% reported a divorced and 7% indicated being widowed. Only foupaatsici
(2.8%) reported currently being married whereas three particiffaté) indicated cohabitating
with their significant other. Fifty seven percent reported hawmghildren; however those with
children had from 1 to 7 children with 2 children (18.4%) the most commomajérity of the
participants reported living in a private residence (65.7%), while 19e§ffbrted living in an
Adult Foster Care (AFC) home and 11.2% indicated living in a Sed@gendent Placement
home (SIPS). Participants that live in private residenveedione (31.2%) or with their parents
(16.1%), and/or other family members, including siblings and children (34.3Rarticipants
also identified living with friends that are clubhouse members (13z8% friends that are not

clubhouse members (14.0%).

Most participants completed high school or obtained a GED (31.8%e 46.2%
reported some college, including associate, bachelor, or magteedeor vocational training.
14.7% reported completing less than & ade education and 6.3% reported less thafi a 9
grade education. A majority of participants reported not working, 8&&us 19.7% that
reported currently working. Of those not working, 31.5% indicated they l@ae looking for
work for the last 6 months. In addition, 15.4% reported attending school and Bfpd%ed

doing volunteer work outside the clubhouse.
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An overwhelming majority reported taking psychotropic medicati@@s.8%). A

majority of participants, 62.2% denied a past history of substahosea A majority of

participants reported being hospitalized at least once in the past (83.9%).

Table 1.

Demographic Characteristics of Participants (N=143)

Characteristics Categories N % M
Age Range 19-73 yrs 47.1
19-30 yrs 19 134
31-50 yrs 55 38.7
Over 50 yrs 68 47.9
Gender Male 77 54.6
Female 64 45.4
Race African-American 24 16.8
Arabic 6 4.2
Asian 2 1.4
Caucasian 108 75.5
Latino 1 0.7
Native American 2 14
Education Less thar"@rade 9 6.4
Less than 12grade 21 14.7
High school 45 31.5
graduate/GED
Some College 41 28.7
Associates degree 12 8.4
Vocational training 3 2.1
Bachelor degree 8 5.6
Master degree 2 1.4
Not reported 2 14
Type of housing Private residence 94 65.7
AFC 28 19.6
SIPS 16 11.2
None of the above 5 3.5
Others in the home Alone 46 31.2
Parents 23 16.1
Siblings/Spouse/children 35 24.5
FriendsClubhouse 19 13.3
Members 20 14.0

Friends Not Clubhouse
Members
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Relationship status

Children

Employed
Looking for work
Attending school
Volunteer work
Medications
Hospitalizations

#of
Hospitalizations

Never married
Married
Divorced

Widowed

Significant other
Not Reported
Yes

No

Not Reported
Yes
No

Yes
No

Yes
No

Yes
No

Yes
No

Yes
No
Range 0-40

Hx  drug/alcohol Yes

abuse

No

80

38
10

54
82

28
114
45
96
22
119
51
90
137

120

23

53

89

55.9
2.8

26.6
7.0

3.5
4.2
37.8
57.3
4.9
19.7
80.3
31.9
68.1
15.6
84.4
36.2
63.8
95.8
4.2
83.9
16.1

37.3

62.7

5.2

Psychiatric diagnoses were self-reported (n = 124) and oncertlugppat completed the

release of information (n = 88), the Clubhouse director, verified degnosis with clubhouse

records. The primary psychiatric diagnosis provided by the Clubhdivsetor was used for

statistical analysis. For those participants’ that declingatduide a release of information to

gather diagnostic data, the self-report diagnosis was used@®). For analysis purposes, the

Axis 1 code was dichotomized into schizophrenia spectrum disorderh{@ephrenia spectrum

disorders) and mood and anxiety disorders (1=mood and anxiety disorders).
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Instruments

Demographic variables. Demographic information obtained included: age, gender,
ethnicity, marital status, living arrangements, education levekking status, psychiatric

diagnosis, use of psychotropic medication, and frequency of psychiatric hoapaakz

Clubhouse participation. Information obtained included length of time attending
clubhouse as well as number of times per week and length of each stay. Informatioviteesa

consumers participated in while at the clubhouse was also gathered.

Sense of Community Scal€he Sense of Community ScgBuckner, 1988; Herman et
al., 2005) measures the degree of cohesiveness or psychologicalo$ecm@munity one
experiences within the clubhouse setting. The psychological sense of commtiretysisnse of
belongingness, fellowship, “we-ness”, identity, etc., experiengetié context of a functional
(group) or geographical based collective” (Buckner, 1988, p. 773). Tinenment was adapted
from the Neighborhood Cohesion Instrument (NCI; Buckner, 1988) and by caonapping that
identified components essential in sense of community developmem aitivhouses (Herman
et al., 2005). The NCI consists of three scales measuring neighbatioeglon, psychological
sense of community, and neighboring characteristics (Buckner, 1988)-internal consistency
and stability coefficients were = .95” (Buckner, 1988, p. 782). Tkeeage test-retest reliability
was r = .80. Eleven of the eighteen items from the NCI weleded in the scale along with 5
items that were identified through concept mapping (Herman, et2@05). A principal
component analysis identified a two structure instrument consisti8gnse of Community and

Benefits of Membership and Recovery with an internal consisteh®io Responses from the
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20-item scale range from 1 “strongly disagree” to 5 “strprgjree”. The Cronbach’s alpha for

the current study for this scaledis= .90 for the total score.

Multidimensional Scale of Perceived Social Supp®tie Multidimensional Scale of
Perceived Social Support (MSPSS; Zimet, et al., 1988) is a scale thauine®e perceived support
from three sources- family, friends, and a significant othesp&gses to the items are rated on a
7 point Likert scale from, “very strongly disagree” to “vestyongly agree”. The Cronbach’s
coefficient alpha for internal reliability for the total scale is .88 andhersubscales, .91, .87, .85
for Significant Other, Family, and Friends respectively (Zinedt,al.,, 1988.). Test-retest
reliability was completed 2-3 months after the initial assent. The test-retest reliability for the
whole scale has been reported in different studies rangingdrooefficient alpha of .85 to .93
while the subscales ranged from: Significant Other.72-.91, Family. = .85-.89, and Friends
=.75-.91 (Canty-Mitchell & Zimet, 2000; Zimet, et al., 1988). Thaskér Normalization test
extracted three factors for principal component analysis (Zieted|., 1988). Items had high
loadings on factors for which they were intended with minimalsctoading confirming the
subscale grouping of perceived social support from, family, frieadd, significant others
(Zimet, et al., 1988). These factor analyses results havergeeated in other studies, with the
combined factors accounting for 79.3% of the variance (Canty-Mitéh&imet, 2000). The
item loadings on their respective subscales were .66 or greatera@ss-loadings were all less

than .26 (Canty-Mitchell & Zimet, 2000).

Construct validity was determined by comparing the MSPSS téitip&ins Symptom
Checklist (HSCL; Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 19748-&tem self report
designed to assess 5 areas of psychological symptomatologglingcidepression and anxiety

(Zimet, et al., 1988). Theoretically the concept of perceivethlssapport is negatively related
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to anxiety and depression. Analysis confirmed correlations betineeMSPSS subscales and
the HSCL subscales of depression and anxiety. Perceived stippofamily was significantly
negatively correlated with depressiors -.24, p < .01, and anxiety,= -.18, p < .01. Perceived
support from friends was related to depression symptoms,24, p < .01, but not significant to
anxiety. The Other subscale was minimally but significarlgted to depression,= -.13, p <

.05 (Zimet, et al., 1988, p. 37).

Convergent validity was determined by comparing the MSPSS withN#tevork
Orientation Scale (NOS). The NOS (Vaux, Burda, & Stewart, 1B88)self-report scale that
measures a person’s willingness to utilize his or her suppadnsys The MSPSS subscales
scores and total scores moderately correlated with the @8I, Stanley, Carrion, & Swann,
1995). For the current study the Cronbach’s alpha for the Fantgcaleg = .89 and for the

Friends subscale,= .96. The Other subscale was not used in this study.

Recovery Assessment Scalée Recovery Assessment Scale (RAS; Corrigan, et al.,
1999) is a 41-item self-report measurement in which responses ar® point agreement scale
(1 = strongly disagree to 5 = strongly agree). The itemsased on narrative analysis from
individuals with severe mental illness and their personal accouméz@fery (Corrigan, et al.,
1999). The test-retest for the scale is r = .88 and has a Croalpgeh = .93 for internal
consistency (Corrigan, et al., 1999). Principal component analysis amdaxarotation was
completed and yielded eight factors with eigenvalues greater thaaridGfcounted for 60% of
the RAS variance (Corrigan, Salzer, Ralph, Sangster, & Kx)}). Exploratory factor analysis
identified five factors that comprise the RAS: factor 1 “perkonafidence and hope”, factor 2
“willingness to ask for help”, factor 3 “goal and success ortemt§ factor 4 “reliance on

others”, factor 5 “no domination by symptoms” (Corrigan & Phelan, 20@¥pnbach alpha’s
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for the factors ranged from .74 to .87. Five variables (Hope Héaadtx, Quality of Life,
Empowerment, Meaning of Life, Hopkins Symptom Checklist) were usedrifirm convergent
validity of each of the five factors (see Corrigan & Phelan, 2004 tie current study the
Crohnbach’s alpha for each of the subscales are as follows: 1aeter .61, factor 2p = .82,

factor 3, = .72, factor 4¢ = .73, and factor 5 = .65.

Adequacy of Financial Resources (AFRhe AFR is a subscale of Lehman’s Quality of
Life Interview (QOLI; Lehman, 1988). The QOLI is a 143 itemd-saort interview that
assesses objective and subjective life domains associated witi gife indicators (Lehman,
1988). The AFR subscale is an 8 item self-report instrument $isesses the adequacy of
finances in different areas such as, food, clothing, rent, medical, neaxsportation, social
activities, and repayment of personal debts. Responses areyeghmrno and based on the last
2 months. The QOLI was initially tested across three diffepopulations of chronically
mentally ill (N=469) and contains eight subscales including firmné®ernal consistency, using
Cronbach’s alpha, of the subscales range from .68 to .85 (Goodman, Hkdlls€éar Smith, &
Anthony, 1997). Test re-test reliability correlations using eacorrelation coefficient were
significant and ranged from .41 to .95, with the subscale, finance& (Lehman, 1988).
Construct validity of the instrument was determined by examiimiggcorrelations of objective
and subjective measures of quality of life within each domain; letimes with domain specific
quality of life measures, demographic variables, and generalaliigfaction; and correlations
with general life satisfaction and psychiatric symptoms (Lanmi988). The subscales were all
significant at the»<.0001, with the subscale, finances = .40 (Lehman, 1988). Factor analysis of
the eight subscales was done. Two significant factors that acdoiamt€1% of the variance

were identified, instrumental and affiliative (Goodman, et al., 199Me subscale finances
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loaded on factor 1, instrumental at a .06 and on factor 2, affiliatiae .59 (Goodman, et al.,
1997). Interestingly, the affiliative factor reflected the ‘lijyaof the person’s interpersonal
relationships and leisure activities” (Goodman, et al., 1997, p. 579)is dtiggested that
adequacy of finances will play a factor in subjective experiefcecovery. The Crohnbach’s

alpha of this instrument for this study was .79

Living Independence Scalé he living independence scale is a 13-item subscale of the
Social Functioning Scale (SFS; Birchwood, Smith, Cochrane, Wett@ugpestake, 1990). The
SFS was developed to identify strengths and weaknesses of intiwdtia schizophrenia as
well as assist in developing therapeutic treatment interventindsgoals (Birchwood, et al.,
1990). The total scale is made up of seven subscales that sssase€ngagement/withdrawal,
interpersonal behavior, prosocial activity, recreation, independence @rogeindependence
performance, and employment. The SFS differentiates lack opetemce or inability to
complete a task with lack of performance, which refers to lacksef of an available skill
(Birchwood, et al., 1990). The independence competence subscale asksnguegarding
ability to wash clothes, access public transportation, make purclasesudget money.

Response choices include “able”, “able with help”, “need help” “unsure”.

The reliability of the full scale ia = .80 and for the independence competence scale
.87 (Birchwood, et al., 1990). Inter-rater reliability for the fdale is .94 and for independence
competence scale .69 (Birchwood, et al., 1990). Internal consistedeynisnstrated by item
total correlation with mean item total correlation for full lsca&.71 and for independence
competence subscale = .55 (Birchwood, et al., 1990). Construct valaktyletermined using
factor analysis, “one single factor was extracted withigangalue of 3.96 accounting got 57%

of the variance” (Birchwood, et al., 1990, p. 856). The correlation betwscaes was high
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and uniform ranging from .69-.79 (Birchwood, et al., 1990). Criteriordisalivas determined
by comparing the SFS scores with positive and negative symptbrashizophrenia; “the
criterion groups were strongly differentiated and SFS scoredatedeavith the presence of both
negative (r = -.44) and positive (r = -.46) symptoms” (Birchwood,.et1890, p. 858). The

Crohnbach’s alpha for this study was .47, which is low and indicates weak reliability.

Modified Colorado Symptom Index (MCSIhis is a 14 item self-report that measures
psychological symptoms (Conrad, et al., 2001) and was designed tbrie¢ self-report. The
MCSI assesses psychiatric symptoms such as hostility, paraeaition, psychosis, depression
and anxiety with responses ranging from not at all, once duringnéim¢h, several times during
the month, several times a week, at least every day. Ihnaistency for the MCSI using
Cronhach’s alphas ranged from .87 to .92 with an overall alpha of .90 (Ceinedd 2001).
Test-retest intraclass correlation coefficients ranged f63hio .93 with an overall of .79 for the
pooled dataset (Conrad et al., 2001, p. 146). Content validity was detioyicemparing the
MCSI with the Brief Symptom Inventory (BSI; Derogatis, 1993) and thef Bsgchiatric Rating
Scale (BPRS; Overall & Gorham, 1962) both of which are frequendg useasures to assess
psychological symptoms or distress in individuals however both take rldogadminister
(Conrad, et al.,, 2001). The MCSI overlapped with the BSI and BRPS xorfasets:
psychological symptoms, hostility, paranoid ideation, psychosis, d&mmesanxiety and
conceptual disorganization (Conrad, et al.,, 2001). One item, rfedtiat your behavior is
strange”, did not fit conceptually with either the BSI or BPRS dwexr had high item-total
correlation (Conrad, et al., 2001). Using a Rotated Structure Mdantified items loaded on
one of two major factors. The first factor describes depressigiety and the second describes

more severe symptoms such as paranoid psychosis (Conrad, et al., B@®bhe item, “feeling
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that your behavior is strange”, loaded equally on both factors. wWbedtmensions are
moderately correlated (r = .47) with the first factor accognfor 38.4% of the total variance
and the second factor accounting for an additional 8.8% of the var{@uonrad, et al., 2001).
The construct validation analyses were all statisticallpisag@nt beyond p < .01 (one-tailed)
including the correlation of the MCSI with the BSI of .62 (Conrad,alet 2001). The

Crohnbach”s alpha for this study was .87.

Sense of Mattering. The Sense of Mattering scale (Elliot et al., 2004) is a & it
measure that assesses interpersonal mattering in three ar@aess, importance, and reliance.
Awareness is the knowledge that one is known and acknowledged. iff ignered or feels like
a “non-person” (Elliot, et al., 2004, p. 340) then a strong message that oneotioeatter is
received. Importance is related to the concept of social supBgrteceiving the support one
needs from others, one can feel important to that person, that onesmBRitdiance speaks to the
bidirectional flow of a relationship, realizing others look to us &tisgaction of their needs and
wants (Elliot, et al., 2004). Responses range from “stronglyeagpe‘strongly disagree” with
scores of 1 to 5 assigned. A score of 5 indicates theegteddgree of mattering and a score of 1

indicates the least degree of mattering.

Confirmatory factor analysis identified a three-factor mddelmattering: awareness,
importance, and reliance as distinct factors (Elliot, et al., 20@iscriminant validity was
determined by performing confirmatory factor analysis udiegparameters of the measurement
model and comparing the factors of mattering with latenttoacts (Elliot, et al., 2004). All
three factors had significant positive correlations with percesesthl support and self-esteem
while significant negative correlations were found with meanssgless and normlessness

(Elliot, et al.,, 2004). Three sample data sets were used tandleteconstruct validity by
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performing confirmatory factor analysis within the measuremerdel parameter (Elliot, et al.,
2004). Cronbach’s alpha for each of the components are as foboveseness coefficients
range from .31 to .75 with a median of .69; importance coefficiengeerdom .41 to .76 with a
median of .59; and reliance ranges from .52 to .77 with a median ohdi¢ating each item
reflects a “distinct facet of the mattering components’ideét al., 2004, p. 352). The Cronbach
alpha’s for internal consistency for each component are as falmareness range from .82 to
.87; importance range from .79 to .86; Reliance range from .83 to .87 thwiféronbach alpha
for the full mattering index ranges from .89 to .92 (Elliot, et2004). The Cronbach alpha for
the subscales of the current study are as follows; Relianee.87, Awareness: = .78,

Importancex = .86.

The Stigma ScaleThe Stigma Scale (King, et al., 2007) is a 28 item scaleregjponses
ranging from 1 “strongly disagree” to 5 “strongly agree”. intludes three subscales which
assess discrimination, disclosure, and positive aspects of méméglsil The discrimination
subscale focuses on the perceived hostility and prejudiced atténpesenced by others while
the disclosure subscale focuses on perceived stigma once otheawaaee of one’s mental
illness. The positive aspects subscale assesses developmenpathyermnd understanding

towards others because of one’s own experience with mental iliness.

Test-retest reliability of each statement was determusaag k coefficient and ranged
from above .4 to .71 (King et al., 2007). Factor analysis yielded thcez's. The first factor,
discrimination, made up 44% of the variance while the second factdosilisg, made up 16%
of the variance (King et al., 2007). Finally the third factor, tpasiaspects of mental illness
made up 12% of the variance (King, et al., 2007). Internal censistdetermined by

Cronbach’s alpha for the entire scale was .87 and for each suldisaléminationa = .87,
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disclosuren = .85, positive aspects= .64 (King et al., 2007). The Mean scores of each subscale
are; discrimination=29.1 (s.d.=15.4), disclosure=24.7 (s.d.=8.0), positive asp8ds(s.d. =
2.8), and the mean score for the total Stigma Scale = 62.6 (s.d. Fiddichting that each
subscale is measuring different concepts of stigma (Kirad.,e2007). Concurrent validity was
determined by comparing the Stigma Scale with the SeleBst&cale and significant negative
correlations were found with the overall Stigma Scale and thecalelss supporting the
hypothesis that stigma has a negative effect on self-est@am €t al., 2007). The Cronbach’s
alpha for each of the subscales for the current study are lasdpldiscriminationa = .88,

disclosurex = .69, positive aspects= .59.

Stages of Change Questionnaifdis is a 32-item scale developed to measure the stages
of change (McConnaughy et al., 1983) based on the Transtheoretidal bfoChange posited
by Prochaska and DiClemente (1982). Of the 32 items, eighs iteenidentified to measure
each of the four stages of change: Precontemplation, Contemplatitbory,Aand Maintenance.
The responses are on a 5 point Likert scale from strongly disagreerdniglysagree=5. Scores
on each of the subscales are totaled with the highest total schcating the stage of change
each subject is in. Internal consistency Coefficient Alpha dach scale is as follows:
Precontemplation, .79, Contemplation, .84, Action, .84, Maintenance, .82 (McConnaughy, et
1983). The Mean and Standard deviation of each scale is as foll@esnimplation 2.02 (s.d.
= .666), Contemplation, 4.28 (s.d. = .518), Action, 3.91 (s.d. = .615), Maintenance, 3.66 (s.d. =
.692). The results of the McConnaughy et al (1983) study wereatsgligvith similar Pearson-
Moment Correlation Coefficients, Means, and standard deviations for eachNdc@lenphaughy,
DiClemente, Prochaska, & Velicer, 1989). The predictive validitthe Stages of Change

Questionnaire has been reported in numerous studies, suggestimtgttification of stage of
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change is predictive of retention in treatment (DiCLement &hés, 1990; Hendersen, Saules,

& Galen, 2004; Nidecker, et al., 2008).

Napper et al. (2008) examined the convergent and discriminant valfdityy Stages of
Change Questionnaire with the Stages of Change Readiness eatthdimt Eagerness Scale
(SOCRATES; Miller & Tonigan, 1996) and the Readiness to ChangetiQueaire (RCQ;
Rollnick, Heather, Gold, & Hall, 1992). Convergent validity was demmatest for the
“precontemplation stages of the Stages of Change QuestionnaireCahadriRl the action stages
of all three measures” (Napper, et al., 2008, p. 366). Discriminéidityavas determined by
assessing the amount of correlation between trait factors. &mnsl between trait factors were
nonsignificant and therefore indicate discriminant validity fog tther traits. (Napper, et al.,

2008). The Cronbach’s alpha for the total instrument for this study wag4.
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Data Analysis

Data collected from the participants was entered into Preelicinalytic SoftWare
(PASW) Statistic Data Editor 18. Preliminary analysishef data was performed to describe the
data and to determine adequacy of the data for the proposed andlgsedata was also
examined to determine whether significant differences exishgrdemographic variables, such
as gender, age, ethnicity (African American, Arabic, Asian, Gaaca Latino, and Native
American), and dependent variables. Crohnbach’s alpha reliabilitese wompleted on
instruments to determine reliability. The relationships betweedigior and criterion variables
was examined using Pearson’s product moment correlations anteaoirelations matrix was
developed to identify significant relationships between variables. dete was tested for
homogeneity of variance to determine if the assumption that vasaoicthe population are
equal was met. The Variance Inflation Factor (VIF) was peror to assess for
multicollinearity among variables and the Durbin-Watson was usex$dess first order serial
correlations.  Inferential statistics such as multivariatelyais, hierarchical regression, and
multiple regressions were performed to determine if stalbticsignificant differences or
relationships exist between independent and dependent variables. %e®fidence interval
was used to determine significance of results. Missing dasaewcluded listwise so that only
cases with valid variables were included in the analysis.wisstdeletion is the most common
approach for dealing with data that is missing completelgradam. Although this can reduce

sample size it has the advantage of unbiased parameter estimates (2R0@)II,

Data for the Structural Equation Model (SEM) was analyzed usinadysis of Moment
Structures (AMOS). SEM is a combination of path analysis actdrfanalysis (Klem, 2000).

Path analysis specifies causal relationships with observed egriaflile factor analysis deals
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with concepts but does not allow for causal relationships (Klem, 200&9torFanalysis deals
with the measurement part of the model and identifies theaeshiips between latent variables
to the observed variables (Klem, 2000). Latent variables are unneasui@bles or abstract
concepts that are estimated by several measured variatnieshie data of which there are two
types; exogenous and endogenous. Endogenous variables regress onto exogeatuas, vari
similar to how dependent variables regress onto independent varialtlesar@éysis is the
structural part of the model and identifies the direct and indetetts of the exogenous and
endogenous variables on each other. The exogenous variable in this eferdeior the concept
of sense of belonging. The endogenous variables refer to the autbocsptualization of
recovery; responsibility for illness and support, positive identity, bk and meaningfulness.
The original model conceptualized by the author, included the endogenalsesafifunctional
recovery with the following indicators; no domination by symptoresgll of symptoms as
measured by the MCSI, psychiatric diagnosis, and adequacy of Ahaesources. This model,
when entered into AMOS, was a fair fit. It was decided in otolemprove the fit, the model
was respecified and reestimated. The latent variable, functecavery, was removed since
theoretically it was not reflective of the sense of belongioigcept. The revised model was
entered with improved results and met the requirements of sewadlfig indices. The results

of these analyses are presented in the following Chapter.
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Chapter 4

Results

The data analyses of the proposed hypotheses are presentedimapités. The purpose
of this study was to identify if recovery occurs among indivislwaith SMI that participate in
psychosocial rehabilitation programs known as clubhouses. Intgyérdamal variables were
theorized as contributing to the development of recovery. In additionnesadior change was
examined to determine if acknowledgement and acceptance of dine'ssiinfluences the

subjective experience of recovery.

Analysis of Demographic and Dependent Variables

A multivariate analysis of variance (MANOVA) was perfoanéo determine if
differences exist between demographic variables and the depevalesbles, instead of
performing multiple t-tests, to control for Type 1 Error. Takofving demographic variables
were categorized and served as independent variables in thecanghbsder (1= male; female =
2), age (19-30 years = 1, 31-50 years = 2, over 50 years = 3 ), psgdhi@gnosis (mood and
anxiety disorders=1, schizophrenia disorders=0), education (less thamalipl1, diploma = 2,
some college = 3, associate’s degree or more = 4), housingtéprésadence = 1, Adult Foster
Care (AFC), Semi-independent Placement Services (SIPS), &ed ot 2), and ethnicity
(Caucasian = 1, African American = 2, Arabic, Asian, Latinatis¢ American = 3). The
following variables served as the dependent variables: Recovessshsent Scale (RAS),
Adequacy of Finances (AFC), Living Independence (LI), Modified GalorSymptom Index
(MCSI), Sense of Mattering (SOM), Sense of Community (SOQynfat Scale (Stigma),
Multidimensional Scale of Perceived Social Support (MSPSS) andSthges of Change

(Precontemplation, Contemplation, Action, Maintenance). The resultBeoRx3x2x4x2x3
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MANOVA revealed a significant main effect for gender, Wilkeamda= .521,F (12, 112)
=2.45.p =.02. power = 89. A further review of the independent tests rel¢add gender
differed on the MSCI scale, with females (n(64), M = 26.00, =SB.63) reporting greater
symptoms then males (n(75), M = 24.80, SD = 9.89). The differencedretive means was not
significant, F (1, 137) = .52p = .47. Gender was controlled for only in subsequent tests

involving the MSCI scale. No other significant interactions were found.

Descriptive Statistics of Measures

Table 2 displays the descriptive statistics for the measused in this study. The
instruments were scored as instructed. Reversed scored ismgientified and recoded. The
means, standard deviations, and range of the instruments are proUidetrst two clubhouses
were administered the Stages of Recovery Instrument (STORIer8on, et al., 2006) as the
instrument to measure recovery. The instrument was found to be rsamigeto administer.
Many of the participants found the statements redundant and webée unadistinguish the
subtle differences meant to identify the different stages aifvexy. The STORI was replaced
with the Recovery Assessment Scale, after obtaining HIC apptowdange instruments, and
used with all the other clubhouses. No other changes were mddedata collection; therefore
the information collected from the first two clubhouses was us#tk final analysis. However,
the number of participants that completed the RAS is less ligaather instruments. The RAS
has 5 subscales that each measure a conceptualized fadterexperience of recovery; Factor
1, personal confidence and hope; Factor 2, willingness to ask for laehoyr B, goal and success
orientation; Factor 4, reliance on others; Factor 5, no dominatieyroptoms. The total score
of the RAS was used for the analysis, unless otherwise statedtefrecovery is identified by a

higher total score.
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Stage of change is identified by the Stages of Change guesitie. The total score of
each stage was computed with the highest score indicative st of change reported by the
participant. The instruments measuring the inter/intrapersonalrgctsstonsisted of sense of
community (SOC), sense of mattering (SOM), perceived sagdast (MSPSS), and perceived
stigma (Stigma Scale). The total scores were used feysaavith higher scores indicative of
more positive experiences of the concept being measured. Alimmestts were positively
scored with the exception of the Stigma Scale. A lower soanlieated less perceived stigma,
thus a negative correlation between stigma and recovery wagated. The total score of the
Living Independence Scale was utilized to determine the degredayfto day living
independence with higher scores indicating greater independencally,Fine Adequacy of
Financial Resources (AFR) scale measured the participardasssasent of sufficiency of
finances. A higher total score indicated the participant expmde insufficient financial
resources. A negative relationship with AFR and recovery wmisigated and indicates
inadequate finances are correlated with lower recovery scdres.scores on the instruments
from this sample are similar to those reported in other rdsastudies. For example, the mean
of the MSPSS total average score has been reported as 5.80, @irakt 1988) and for this
study the mean total average score is 5.97. The total B#8 bas been reported as 165.27 in
previous research (Pernice-Duca & Onaga, 2009) compared to 163.06studlyis The Stigma
Scale score was higher in this study (M = 77.46, SD = 17.06) comipaaegrevious study (M =
62.6, SD = 15.4; King et al., 2007) indicating this sample population repcotagaratively
more perceived stigma. Examination of skewness and kurtosis ofatherevealed overall a
normal and symmetrical distribution. However it is importanhdte a few exceptions. The

Factor 1 of the RAS, personal confidence and hope, had a skewnessfvak# and a kurtosis
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value of 10.16 indicating positively skewed data with a leptokurtidriligion. The
maintenance stage of change reflected a similar distributiownsles = 3.18 and kurtosis = 27.
06. The AFR had a skewness value of 1.07 and a kurtosis value of .10 indiecatiaghough
the data was positively skewed it is a relatively normatriligion. The measure for

independence of living (LI) had a skewness = -.78 and a kurtosis = 2.64.

Table 2
Mean, Standard Deviations, and Confidence Intervals of Dependent Measures
Variable N M SD Range
RAS 124 163.06 20 .22 116-205.0
Factor 1 124 411 0.72 2.56-8.44
Factor 2 124 4.07 0.74 1.67-5.00
Factor 3 124 4.20 0.56 2.50-5.00
Factor 4 124 4.14 0.59 2.00-5.00
Factor 5 124 3.40 0.84 2.00-5.00
AFR 138 9.72 2.10 7.00-16.00
LI 137 45.28 571 21.00-61.00
Precontemplation 143 2.44 0.71 1.00-4.40
Contemplation 143 3.97 0.49 2.29-5.00
Action 143 3.99 0.46 2.25-5.00
Maintenance 142 3.59 0.77 1.57-9.71
MSPSS 140 47.72 10 .22 13.00-65.00
SOM 140 86.70 12 .74 50.00-118.00
SOC 142 85.76 8.59 68.00-100.0
MCSI 141 25.34 9.78 11.00-52.00
STIGMA 139 77.46 17 .60 35.00-130.0

Ras=Recovery Assessment Scale, RAS Factor l=personal cmefidend hope, RAS Factor 2=
willingness to ask for help, RAS Factor 3= goal and successtatitn, RAS Factor 4= reliance on
others, RAS Factor 5= no domination by symptoms, AFR=Adequacy of Fah&esources, LI=Living
Independence, Precontemplation=Stage of Change, Precontemplatioemglatibn=Stage of Change,
Contemplation, Action=Stage of Change-Action, Maintenance=Stage langé Maintenance.
MSPSS=Multidimensional Scale of Perceived Social Support, St#se of Mattering, SOC=Sense of
Community, MCSI=Madified Colorado Symptom Index, STIGMA=Stigma Scale

Bivariate correlation analyses were performed to emanthe relationship between
recovery and the predictor variables and are provided in Table 3funitional indicators of
recovery, as defined as minimal interference by symptoms, ansliredaby the MCSIr((141)
=-31,p<.01) and adequacy of financial resources, as measured AfFfth¢ (138) = -.41p

< .01), were significant and negatively correlated with the stibgexperience of recovery, as
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measured by the RAS. The functional indicator of recovery, lividgpendence, as measured
by LI (r (137)=-.12,p = .20) was not significant with the RAS or any of the other variables.
The outcome criteria, subjective experience of recovery wagisantly correlated with
perceived social suppont (140) = .37p < .01), sense of mattering (140) =.53,p < .01), and
sense of community (142) = .52p <.01). Recovery was negatively correlated with stigma (
(139) = -.48,p < .01). The Iinter/intrapersonal variables had significant comeltin the
expected direction. Perceived social support was positively atadelvith sense of community
(r =.37,p < .01) and sense of mattering<.52,p < .01), and negatively correlated with stigma
(r =-.17,p < .05). Sense of community was positively correlated with sensetéring =
.38,p <.05). Sense of community was inversely related with stigma.22,p < .01 ), as was

sense of mattering € -.41,p < .01).



Table 3

Intercorrelations for Measures of Recovery and Inter/Intrapersonal Factors

Measure 1 2 3 4 5 6 7 8 9 10 11 12
1. RAS -
2. AFR -41 -
3. LI -12 .02 -
4. MSPSS 37 -11 .01 -
5. MCSI -3 20 -07 -20 -
6. SOC 52 -18 .05 .37 -04 -
7. SOM 53 -13 -01 52 -28 38 -
8. Stigma -48 23 -00 -17 AT -277 41 -
9. Stage 1 -00 -06 -15 .04 -11 -16 -19.08 -
10. Stage 2 26 06 -13 23 16 38 .18 -02 -07 -
11. Stage 3 45 -09 -13 28 02 38 125 -11 -05 .72 -
12. Stage 4 04 13 -01 01 24 .19 -00 -20 .09 41 32 -

RAS=Recovery Assessment scale; AFR=Adequacy of Financ&lurees; LI=living Independence Scale; MSPSS=MultidimensiSoale
of Perceived Social Support; SOC=Sense of Community; SOMeS¥rdattering; Stigma=Stigma Scale; Stage 1 = Preogitgion Stage

of Change; Stage 2 = Contemplation Stage of Change; Stagé&@ion Stage of Change; Stage 4 = Maintenance Stage of Change.

**p < .01 *p <.05
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Hypothesis Testing:

In the following section, the hypotheses, outlined in Chapter & imgestigated. Each

hypothesis is outlined below along with the analysis and outcome.

Hypothesig;: What is the relationship between functional and subjective indicafors

recovery?

Functional indicators of recovery, as discussed in Chapter 1,deBned as the absence
of symptoms, ability to live independently, and absence of hospitahzatn last 2 years.
Measures of this construct include current symptomatology as radasyr the MCSI,
independent living as measured by LI, and the date of the last hagpoa. A majority of
participants (93%) indicated that it had been more than 2 gears their last hospitalization;
consequently it was not used as an indicator due to minimal igariamong the sample.
Subjective recovery was measured using the RAS which asgbhssesnsumer’s experiences
and perception of the recovery process. Pearsoarrelations were performed among the
variables. The results of the Pearspshown in Table 4, indicate that the RAS has a significant
negative correlation with the AFR and MCSI. This indicates tmaa@equacy of financial
resources and a decrease in symptoms is related to a gveateption and experience of
subjective recovery. In addition, a mild significance is revkaktween symptomatology and
adequacy of finances. This suggests that those reporting femptays also report adequate
finances. Gender was included in the analysis because it was éobeadignificant with current
symptoms in the MANOVA. However in this analysis, gender matssignificant with current
symptomatology (MCSI), = .04,p = .33 but was significant with recovery (RA8) .21,p =

.01.
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Table 4
Mean, Standard Deviations, and Intercorrelations of Subjective and FunctionaluMsasf
Recovery.
N=117
Variable M SD LI AFR MCSI DX
Subjective
RAS 163.1 20.2 -13 -41" -32" -25
Functional
1. LI 45.6 5.4 - .04 -.07 .09
2. AFR 9.7 2.0 - - 19 17
3. MCSI 25.7 9.4 - - - A1
4. DX 0.5 0.5 - - - -

RAS=Recovery Assessment Scale, LI=Living Independent Scale, AFR=Adequ
of Finances, MCSI=Maodified Colorado Symptom Index, DX=Axis 1 psychiatrigndisis.
*p <.05. **p< .01.

To further examine the relationship between functional and subjemt@very a
Multiple Regression Analysis was performed to identify thatienship between functional
indicators of recovery, as measured by level of symptomatologys(M@sychiatric diagnosis,
living independence scale (LI), adequacy of financial resources (AFdRider (1 = male, female
= 2), and subjective recovery as measured by the RAS. Diagndsssification was
dichotomized (O=schizophrenia spectrum disorders, 1=Mood, Anxiety, and Qidweders).
Gender, LI, AFR, and the MCS served as the predictor variables. RRS, as a subjective
indicator of recovery, served as the criterion. The resultseofegression analysis are presented

in Table 5.
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Table 5

Regression Analysis Summary for Functional Measures of Recovery Predicting $eibjecti
Recovery

Variable B SEB B t p

LI -0.44 0.31 -0.11 -1.44 .15
AFR -3.18 0.80 -0.32 -3.99 .00
MCSI -0.51 0.17 -0.24 -2.92 .00
Axis | -8.64 3.24 -0.22 -2.67 .00
Gender 10.06 3.17 .25 3.17 .00

N=116, LI=Living Independent Scale, AFR=Adequacy of Finances, MK8tified Colorado Symptom
Index, Axis I=Psychiatric Diagnosis, Gender 1=Male, 2=female.

The results of the Multiple Regression was significRat56, R°=.32, adjusted®’=.29, F
(4, 115) =12.73p=.000. Level of independence was not a significant predictorcoivegy.
Adequacy of financial resources, level of symptoms, psychiatricdskgy and gender were all
significant predictors of subjective recovery, and accounted for 32¥teovariance. It is not
surprising to find that adequacy of financial resources and aadecne severity of symptoms
were predictive of recovery. This finding is congruent with thpoliyesis. However, the
finding that psychiatric diagnosis and gender are also predictivailpéctive recovery is

surprising and unexpected.

Hypothesis, » Are their differences in subjective recovery across diagnoktssification when

controlling for independent functioning?

Analysis of Covariance (ANCOVA) was used to examine tHatiomship between
psychiatric diagnosis and subjective recovery, while controllindifong independence. It is

theorized that independent functioning contributes to one’s overall Subjextperience of
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recovery and that individuals with SMI more often have compromised independerhus
living independence was controlled for and added as a covariatendStagclassification was
dichotomized (O=schizophrenia spectrum disorders, 1=Mood, Anxiety, and dibeders) and
entered as the fixed factor. The RAS total score was emdsréte dependent factor, and Living
independence (LI) as the covariate. The mean RAS total scor®cfazophrenia spectrum
disorders was 168.05 (SD=19.57, n=58) and for Mood, Anxiety, and other disorddrs3.813;
(SD=20.34, n=60). The outcome of the ANCOVA indicates that while céngofor
independent living, psychiatric diagnosis is predictive of recovert, 118) = 5. 79 = .018.
The results indicate that a difference does exist in subgectcovery across psychiatric
diagnostic groups, even while controlling for living independence. Intiaddischizophrenia
has traditionally been viewed as the more severe debilitatignabs (Jobe & Harrow, 2005).
However, in this sample those diagnosed with schizophrenia spectrundetssarated

experiencing greater recovery.

Hypothesis 1 Perceived social support, sense of mattering, sense of comnamdty, decrease
in perceived stigma are predictive of greater recovery, asuned by the RAS, with sense of
mattering accounting for the greatest variability in the cateri

A hierarchical regression analysis was performed to exathmeelationship between
inter/intrapersonal variables (SOM, STIGMA, SOC, MSPSS) andesiing recovery (RAS)
while controlling for psychiatric diagnosis and adequacy of finanDescriptive statistics of the
predictor variables and the RAS Total score are shown in Tableeée TS low multicollinearity

between predictor variables.
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Table 6

Mean, Standard Deviation, and Intercorrelations of Subjective Recovery amfninapersonal
Factors

Variable M SD AFR Axis 1 SOM STIGMA  SOC MSPSS
RAS 163.04 20.32 -41 =25 56 -50" 51 38"
Predictors

AFR 962 204 - A7 -.16 28 -7 -12
AXIS 1 051 050 - - -.13 11 .02 -10
SOM 87.56 1296 - - - - 42 47" 55"
STIGMA 7841 16.58 - - - - =27 -.23
socC 86.34 8.96 - - - - - 40

MSPSS 47.71 10.64 - - - - - -

RAS=Recovery Assessment Scale, AFR= Adequacy of FinanciabuRmes, Axis |= Psychiatric
Diagnosis, SOM= Sense of Mattering, Stigma=Stigma ScaleC=SCsense of Community,
MSPSS=Multidimensional Perceived Social Support.

Results of the hierarchical regression analysis are showalle 7. AFR and Axis |
were entered first as control variables and then the prediat@bles, SOM, Stigma, SOC, and
MSPSS were entered. Results indicate that both models arcaigt and that all predictor

variables except MSPSS contributed significantly to recovery.
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Hierarchical Regression Analysis of Inter/Intrapersonal Predictingialdes of Subjective

Recovery.
Step and Predictor Variable B SEB B R AR
Model 1 19 18
AFR -3.72 .85 -37
Axis 1 -7.34 3.46 -.18
Model 2 55 53
AFR -2.22 .68 -2
Axis 1 -6.05 2.68 -.18
SOM 45 13 .29
Stigma -.27 .09 -.22
SOC .65 17 79
MSPSS .02 15 .01

AFR=Adequacy of Financial Resources, Axis I= psychiatriagdosis, SOM=Sense of Mattering,
Stigma=Stigma Scale, SOC= Sense of Community, MSPSS=lifuithsional Perceived Social Support.
"p<.01, " p<.000

In the first model, adequacy of finances and psychiatric diagraasisunted for
approximately 19% of the variance in recovery. The addition of SGtigma, and SOC
increased the variance to 53% in predicting recovery. Semattdring did not account for the
greatest variance as predicted, however sense of community midid aecounted for
approximately 6% (Part correlations = .25) while sense of nragteontributed approximately

5% (Part correlations = .22).

Hypothesig;: Individuals in later stage of change (action or maintenanceyeypbrt a greater
sense of subjective recovery while individuals in an early sthghange (precontemplation or

contemplation) will report less subjective recovery.

A multiple regression analysis was used to determinegésthchange was predictive of
subjective sense of recovery. Descriptive statistics of domwery Score and Stages of Change

can be found in Table 8.
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Table 8

Means, Standard Deviations, and Intercorrelations of Stages of Change and Recovery
Assessment Scale

Variable M SD Stage 1 Stage 2 Stage 3 Stage 4
RAS 163.21 20.24 0.15 26 445" .04
Stages of
Change
Stage 1 2.38 0.68 . -17 -12 .01
Stage 2 3.98 0.50 - - 72 36"
Stage 3 4.00 0.48 - - - 28
Stage 4 3.61 0.79 - - - -

N = 123; 'p<.05, p<.01,” p<.000; RAS=Recovery Assessment Scale, Stage 1=Precontemplation, Stage
2=Contemplation, Stage 3=Action, Stage 4=Maintenance

The stages of contemplation and action are significantly ebecklwith the RAS total
score. However, the stage of contemplation is highly correlaithdthe stage of action which
suggests that the stages maybe overlapping and measuringréecsastruct, and not two
distinct stages. Results of the multiple regression anadyeisn Table 9. Only the stage of
Action was found to be statistically significant in predictingubjective sense of recoveR,=
46,R = .21, F (4, 123) = 7.8 = .000, and accounted for 21% of the variance in predicting
subjective recovery. This suggests that individuals who areefctivorking on their mental

health recovery are more likely to perceive a sense of recovery.
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Table 9

Regression Analysis Summary for Stage of Change Predictive of Subjective Recovery.

Variable B SEB B t p
Precontemplation 1.89 2.49 .06 .76 45
Contemplation - 3.59 4.96 -.09 -.72 A7
Action 22.61 5.03 .53 4.50 .00
Maintenance -1.99 2.26 -.08 - .88 .38

R=.46, R= .21 (N=123p <.000)

Hypothesis H2 Individuals who are more engaged in the clubhouse will experietetera
stage of change (action or maintenance) and a greater cfeinser/intrapersonal factors while
individuals who are less engaged in the clubhouse will experi@mogarly stage of change

(precontemplation or contemplation) and less inter/intrapersonal factors..

A multivariate regression analysis was performed using theinconis predictor
variables years at the clubhouse (M= 5.13, SD=5.61) and clubhouse engagé&iuhiouse
engagement was defined as; number of hours spent per day at the cubhdtiglied by
number of days per week spent at the clubhouse to obtain a totgl (d¢efd.35, SD=9.37).
Criterion variables include the stages of change; preconteomlatbntemplation, maintenance,
and action, Stigma, SOC, SOM, and MSPSS. The number of yearsaspleatclubhouse was
not statistically significant in predicting stage of chartgé4, 134) = 0.55p > F = 0.702). The
model found clubhouse engagement was significantly predictive ofualistages of changé,
(4, 134) = 3.34p>F =0.012. This suggests that clubhouse engagement is significant in relation
to the stages of change; however it is not clear what thigoredhip is. The precontemplation
stage of change contributed approximately 5% to the varianeza¥ery (R = .05), while the

contemplation stage contributed approximately 4% £F0.39), maintenance stage contributed
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approximately 2% (R= .02), and the action stage contributed approximately 4% to the \@rianc
of recovery (R = .04). Clubhouse engagement did not predict stigma, sense of mgatsense

of community, or perceived social suppdft,(4, 130) = 1.09p > F = 0.36. Years at the
clubhouse was not significant in predicting stigma, sense oenmajt sense of community, or

perceived social suppof,( 4, 130) = 0.45p > F = .77.

These results did not concur with the proposed hypothesis. It appatrsutnber of
years is not significant in predicting stage of change or developof inter/intrapersonal
factors.  Surprisingly, clubhouse engagement was not predictivedesklopment of
inter/intrapersonal factors, however it was not examined if clubhowsgement had any effect
on interpersonal relationships outside the clubhouse. Clubhouse engagassignificant for
predicting stage of change and suggests that spending time atltheude may act as a vehicle
to promote necessary skills and insight in the acceptance and rédpgrsi managing one’s

illness.

Hypothesis Hi: A negative relationship will exist between inter/intrapersoiaators and

clubhouse participation with perceived stigma.

A multiple regression analysis was done to analyze the effebhouse engagement,
years at the clubhouse, and inter/intrapersonal factors on percsigda. Clubhouse
engagement was defined as the number of hours per day multiplibé byrnber of days per
week. Table 10 presents the descriptive statistics. Sigmtifezarelations between clubhouse
engagement, years at the same clubhouse and stigma were not fogndicaBt negative

correlations between SOM, SOC, and MSPSS and stigma did occur.
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Table 10

Means, Standard Deviations, and Intercorrelations of Clubhouse Engagement,
Inter/intrapersonal Factors and Perceived Stigma.

Variable M SD 1 2 3 4 5
Stigma 77.34 17.34  -.08 -.07 40 23 -17
Predictors
1. Club Engage 21.44 9.38 - .07 -.03 .19 .09
2. Yrs at Club 5.10 5.59 - - .01 -.03 .07
3. SOM 86.76  12.96 - - - 40 52"
4. SOC 85.97 8.59 - - - - 39
5. MSPSS 4758 10.36 - - - - -

N=133, ~ p<.000, = p<.01, p <.05Club Engage=Clubhouse Engagement (# of hours/day X # of
days/wk), Yrs at Club (# of years at the clubhouse), SOM=Senhsklattering, SOC=Sense of
Community, MSPSS=Multidimensional Scale of Perceived Social Support.

Clubhouse engagement, years at the clubhouse, sense of community, seaterwfg,
and perceived social support were entered as predictor variakifes ¢riterion variable, stigma.
Table 11 shows the outcome of the multiple regression analysesmddel was significant, R=
43,R?= .19,F (5, 133) =5.753p = .000. Only sense of mattering was predictive of decreasing

perceived stigma and accounted for 19% of the variance.
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Table 11

Regression Analysis of Inter/intrapersonal Factors and Clubhouse Engagement on Stigma

Variable B SEB B t p
Club Engage =17 15 -.09 -1.10 .27
Yrs at Club -.22 .25 -.07 -.87 .39
SOM -.56 13 -42 -4.27 .00
SOC -.18 .18 -.09 -.99 .32
MSPSS .15 .16 .09 .95 .34

EZ33

p<.000 Club Engage=Clubhouse Engagement (# of hours/day X # of days/wlat, Chsb=
number of years at the Clubhouse, SOM=Sense of Mattering, SO@=%erSommunity,
MSPSS=Multidimensional Scale of Perceived Social Support.

The number of years as a member of the clubhouse and the amaurg epént at the
clubhouse was not significant. In addition, perceived social support arelcfessnmunity did
not contribute to the model. It appears that developing a sense efintaind belonging, in
addition to feelings of importance and recognition, reduces the erperof perceived stigma.
Stigma is known to have negative effects on self-concept andssedfre (Fung, et al., 2007;
Perlick, et al., 2001; Verhaeghe, et al., 2008) while experiencing a sémsattering provides
the perception that one is important and valued (Dixon & Tucker, 2008).tiMalyiit makes

sense that if one feels they matter, the negative effects of stigaid lbe minimized.

Structural Equation Model

Hypotheses;. Does sense of belonging form the foundation from which concepts afergc

emerges?

The following model is based on the theorized theoretical framewof the
Belongingness Hypothesighich suggests that a sense of belonging is a basic human noativati
important for psychological wellness (Baumeister & Leary, 1995)e @dtnstruct, sense of

belonging, is theorized to predict the conceptualization of recoasrgiefined in this study; the
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presence of positive identity, hope and meaningfulness, and respondinilitfiness and
support. Relationships were examined between Positive Identigtent lvariable with two
indicators (stigma, measured by Stigma Scale and sensédtefintgg measured by SOM), Hope
and Meaningfulness, a latent variable with two indicators (senseromunity, measured by
SOC, and personal confidence and hope, measured by RAS Factor 1lespuhdtility for
lliness and Support, a latent variable with four indicators (willisgrie ask for help, measured
by RAS Factor 2, goal and success orientation, measured byHaétSr 3, perceived social
support, measured by MSPSS, and reliance on others, measuréSblyaletor 4). Figure 12
identifies the proposed model. The model is a recursive model anckaraged for goodness
of fit to determine if it was acceptable. The chi-squaré ieesnost commonly reported to
determine goodness of fit and indicates the size of discrepapetegen “the relationships
implied by the model match and the observed relationships” (Klem, 2000, p. 242) chi-
square for this model wa¥{ = 29.025p = .034) indicating a fair fit. However, the use of chi-
square to determine goodness of fit is problematic becauseseénsitive to sample size and
typically requires a sample size of over 200 (Klem, 2000). Forehison, additional indices for
goodness of fit were computed. The root mean square of error of apation (RMSEA) was
examined. A value below .08 indicates an acceptable model (M@Dé&nklo, 2002). The
RMSEA for this model = .071. The additional global fit indicesoremended to use to evaluate
the model are presented in Table 12 and include; Normed Fit (iNfd), Relative Fit Index
(RF1), Incremental Fit Index (IFl), Tucker-Lewis IndexL(], and Comparative Fit Index (CFl).
A value above .9or any of these indices is considered an acceptable fit (Md®dhao,
2002). The indices indicate a good fit model which indicates the propassel e appropriate

for the data.
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Table 12

Global Fit Indices for Experimental, Saturated, and Independence Models

Model NFI RFI IFI TLI CFlI
Delta 1 Rho 1 Delta 2 Rho 2

Default Model .92 .83 .96 .92 .96

Saturated Model 1.00 1.00 1.00

Independence Model .00 .00 .00 .00 .00

NFI= Normative Fit Index, RFI = Relative Fit Index, IFl rctemental Fit Index, TLI= Tucker-Lewis
Index, CFI = Comparative Fit Index

The data was entered into AMOS to obtain parameter estirfisiasis, estimates of the
coefficients representing direct effects and of the caoeffts representing variances and
covariances of measured variables” (Klem, 2000, p. 234). In the modphrémaeter estimates
beside the line represent the magnitude of the effects whileuthbers at the tail of the arrow
represent variances of errors (Klem, 2000, p. 236). Table 13 providesytkesion weights for
the unstandardized and standardized estimates, standard error, aabratios for the paths of
the model. In SEM path analysis it is assumed that “the vasiaée perfectly measured, the
coefficients linking pairs of measured and unmeasured variables bausted at 1” (Klem,
2000), thus one path per latent variable was fixed at 1. The standaedtraate, also known as
beta coefficient, is used in multiple regression equations on \esididt have been standardized
so their variance is equal to 1. This is done to determine thet eff¢he independent variables

on the dependent variables (Klem, 2000).
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Analysis of the model indicates that the direct paths wepaifiant in that Positive
Identity predicts a decrease in stigma (C. R. = -43%,000) and a greater sense of mattering.
Hope and Meaningfulness predicts sense of community and personal coafedel hope (C. R.
= 5.89,p < .000); Responsibility for lllness and Support predicts perceivad| support (C.R.
=5.06.p <.000), reliance on others (C. R. = 5.88; .000), willingness to ask for help, and goal
and success orientation (C. R. = 5.@%; .000). Sense of Belonging was predictive of all three
constructs of recovery, Positive Identity, Hope and Meaningfulii@sR.(= 6.44p < .000), and

Responsibility for Iliness and Support (C. R. = 546,.000).
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Table 13

Regression Weights in Paths between Predictor and Criterion Variables

Unstand Est S. E. C.R. p. Standard Est.
Rl«——SB .05 .01 5.16 1.09
Pl «——SB 1.00 78
HM <———SB 61 .09 6.44 1.00
Stigmae—PI -.73 17 -4.37 -.47
SOG———HM  1.00 .60
MSPSS<—— Rl  14.84 2.93 5.06 .58
Reliance«— R 1.11 19 5.88 .76
Willingness<+— RI 1.00 .55
Perconhop +— HM .08 .01 5.89 61
SOM «—— PI 1.00 .86
Goalsuce— RI 1.02 .18 5.75 73

Unstand. Est = Unstandardized Estimate, S.E. = Standard Err&., = Critical Ratios, SB = sense of
belonging, RI = Responsibility for lliness, Pl = Personal IdgntitM = Hope and Meaningfulness,
Stigma = Stigma Scale, SOC = Sense of Community, MSPSSceif® Social Support, Reliance =
RAS Factor 4, reliance on others, Willingness = RAS Factor IEngviess to ask for help, Perconhop =
RAS Factorl personal confidence and hope, SOM = sense of mat@oalguc = RAS Factor 3 = goal
and success orientation. P < .000.
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Figure 3

Structural Equation Model of Sense of Belonging and Recovery
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Chapter 5
Discussion

Over the last few decades the belief that recovery frooMhi$§ possible is slowly
gaining credibility and influencing psychiatric practice and polid@his study was designed to
gain a better understanding of the recovery phenomenon among individia&MI as well as
the inter/intrapersonal aspects of social support that may costtibtihe subjective experience
of recovery. Readiness for change was explored as a contridatitay in the process of
recovery. The role of attendance and participation by individuals 8Nl at a clubhouse, a
psychosocial rehabilitation program, was explored to identify mmgact on recovery. Ten
clubhouses in the state of Michigan contributed to the study, watabaf 143 members of the
clubhouses voluntarily participating. Data were collected viareplbrt interview in order to
gain insight and understanding of recovery from the perspective of dodigi with SMI.
Instruments were chosen based on the ability to adequately méaswenstructs theorized to
contribute to the subjective experience of recovery. The thedrétitaework for this study
came from the belongingness hypothesis. It was theorized thsg¢rnke of mattering is a basic
human motivation that is crucial to overall psychological wellrass functioning. This study
was able to identify that recovery from mental iliness dodadhoccur. Individuals with SMI
experiencing recovery reported a greater degree of personalexadi and hope, an acceptance
of their illness and a willingness to ask and accept help fromsptadocus towards achieving

goals and success, and minimal interference by symptoms.

The following questions were asked: (a) Do individuals with 3t attend clubhouses
experience subjective recovery and are there any differensessaliagnostic classification? (b)

Are inter/intrapersonal factors - perceived social support, semsenattering, sense of
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community, and perceived stigma, predictive of recovery? (chBwiduals with SMI in a later
stage of change report a greater sense of recovery? Doduawiwith SMI that are more
engaged in the clubhouse report a later stage of change and a ggraéeof inter/intrapersonal
factors? (d) Does clubhouse participation and inter/intrapersontmrdadecrease perceived
stigma? Finally, (e) Does sense of belonging form the foumddtom which concepts of
recovery emerge? Multivariate analyses were performed, ingludierarchical regression,
MANOVA, ANCOVA, multivariate regression analysis, and struat@wquation modeling to test
the proposed hypotheses. The sample population characteristics stuttyswere similar to
those reported in like studies (Pernice-Duca, 2010; Pernice-Ducané&ga, 2009). The
instruments used were considered reliable and contained sufficiemtaintvalidity. The data
met the requirements for homogeneity of variance and absenaatafofiinearity. The results

of the proposed hypotheses are discussed in this chapter.

Functional Indicators and Subjective Recovery

This study was able to substantiate what many studies hded, dtaat recovery from
serious mental illness does in fact occur. The subjectiveierperof recovery was established
using the Recovery Assessment Scale (Corrigan, et al., 1999hwgiter scores indicating a
greater degree of recovery (M= 162.84, SD = 20.19). It was hypatdethiat functional
indicators of recovery would be predictive of, and therefore subsgngiabjective experience
of recovery. Functional indicators of recovery, such as the yabditive and function with
minimal assistance, adequate financial resources, and mimtagerence by symptoms, were
examined using multiple regression analysis. The ability to ifumdhdependently was not
significant with recovery, or any other variables in the studgwéver, the instrument used to

measure independent functioning, LI, had low reliability=(.47) and may not have been an
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adequate measure. The global assessment of functioning (GAF) has beeanotisedstudies to
determine level of functioning and has been found to be predictive ddliofesnctioning (Tsang,
Fung, & Chung, 2010). The GAF appears to be a more reliable todim&afunctioning and
should be used in place of the measure used in this study. Adequa@noés and severity of
symptoms were predictive of recovery. Symptom remission has idestified as a factor in
increasing recovery rates (San, et al., 2007; Silverstein &&elP008). Also, it has been noted
that having sufficient financial resources to “get by” ipartant in the recovery process (Schon,

Denhov, & Topor, 2009).

Recovery across diagnostic classification was examinedal lo@dmparison identified a
statistically significant difference between the schizopiaredisorder group and the mood
disorder group with the schizophrenia group scoring higher mean recowengs,s
[Schizophrenia spectrum disorder, (n = 58, M = 168.05), Mood, Anxiety, andditioeders, (n
= 61, M = 158.72)]. The difference in recovery scores was not a#hleuto severity of
symptoms since a difference in severity of symptoms across psicHiaggnostic group was not
statistically significant [(Schizophrenia spectrum disorder,60=M = 23.78; Mood, Anxiety,
and other disorders, n = 67, M = 26.%{], 134) = 2.71p = .10)]. An ANCOVA analysis
revealed psychiatric diagnosis was predictive of recovery, aften controlling for level of
independence and adequacy of finances. Interestingly, the schizepbpectrum disorder
group rated a higher subjective recovery experience compared ot and anxiety disorder
group. Schizophrenia is typically considered the more severe dtgitdisorder (Jobe &
Harrow, 2005). Although few studies have examined recovery scaressapsychiatric
diagnosis, Dickerson et al. (2001) compared individuals with schizopheemdividuals with

Bipolar 1 Disorder and found that minimal discrepancy existedcdgnitive and social
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functioning indicating individuals with either diagnosis experiencelarity in functioning and
impairments. Gender also was found to be significant in predicting mycov@ender was
included in the model since gender was significant with level mijpgyms, as measured by the
MCSI. Women rated slightly more severity in symptoms than rf{fEemales = n(64), M =
26.00, SD = 9.63); Males = (n(75), M = 24.80, SD = 9.89)]. Gender contributed apatelyim
6% to the variance (part correlation = .25). Gender differemce®ntal illness have been found
in previous research. Women tend to experience depression more fiyethwmimen and the
course of the illness tends to be more chronic (Essau, Lewinsotley S& Sasagawa, 2010).
Research on gender differences in schizophrenia has revealathah tend to experience less
severity in symptoms, respond better to antipsychotic medicationsepod improved quality

of life compared to men (Usall, Suarez, & Haro, 2007).

Inter/intrapersonal Factors in Recovery

It was hypothesized that social process variables play amtedsrole in achieving
recovery. This is based on the notion that we, as human beings, neédnsexaation and
social contacts to survive. However, social interaction is not éntugromote wellness; a
sense of belonging or mattering to others is crucial in achiaviegtal health and stability
(Baumeister & Leary, 1995). In fact, studies have found thataibeence of close or confiding
relationships is associated with greater risk of relapse or miss®n among individuals with
depression” (Perlick et al., 2001, p.1631). The inter/intrapersonal \egiablperceived social
support, sense of community, and sense of mattering were examindeértoiae if they were
significant in predicting recovery. A hierarchical regressiomlymms was performed to
determine if any of these variables were predictive of recovadequacy of financial resources

and psychiatric diagnosis were controlled for, given that both vasablkere identified as
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significant in predicting recovery. In addition, it was theorized that pexdetigma would have
a negative impact on the subjective experience of recovery amthaetaded in the hierarchical
regression analysis. As posited, sense of community, sense efingaind perceived stigma
were predictive of recovery. The instrument measuring pertedoeial support was not
significant in predicting recovery. This may be due to the instntintee Multidimensional
Perceived Social Support Scale (MSPSS). Only two of the sebsa@re used, Friends and
Family, while the Others subscale was removed. The Othersaseilvgas not used because the
statements were similar in content compared to the other irettam. e. sense of mattering and
sense of community. However, this may have affected the ingttanenstruct validity and
thus weakened its psychometric properties. Stigma was inirfaetsely correlated with
recovery. Thus, participants that experienced stigma werelikedg to report a sense of
subjective recovery. Adequacy of finances was significatthéenmodel; however, psychiatric
diagnosis was not. A decrease in perceived stigma along #etijuacy of finances, sense of
community and sense of mattering were all statisticallgifognt in predicting recovery and

accounted for 53% of the variance.

The clubhouse environment provides an intentional environment that caesg¢ese of
community and a place to belong. The ability to go to places whereaonmeet individuals in
like situations has been identified as very helpful in achievimgpvexy by providing the
opportunity to “rebuild one’s shattered social network, offering contébt ethers in the same
situation” (Schén, et al., 2009, p. 343). The most frequent anecdotal caanmadé by the
participants, referred to the clubhouse as being important bedagse¢s“me out of the house”,
“keeps me from isolating”, “I make friends here”. In addition,caerwhelming number of

participants commented that if there was no clubhouse to go to, ikelgt they “would be
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institutionalized” or “stay at home and not go anywhere.” Thepersonal experiences that
occur within that environment create the sense of belonging, tténmng to others. The process
of interpersonal relationships must include the intrapersonal agahizthat one matters in order
to actually experience the sense of mattering (Rayle, 2@0&3h in turn provides “individuals
with a sense of social meaning and relatedness” (Marshall, pO@¥5). The opportunity to
have a place to go and feel a part of something promotes thienstap building that then
ensues. Attending and participating in the clubhouse provides an oppofturggnsumers to

be recognized, acknowledged, and to feel a sense of importance.
Stage of Change and Recovery

Recovery has been identified as a process that changes oventintieat one must be
active in that process (Schon, 2009). The stages of change xeeneed to determine if any
predicted recovery. It was hypothesized that the later staggsmonfe, action and maintenance
would be most predictive of recovery. Results of the multipleessgon analysis indicate the
contemplation and action stages were positively correlated atiRAS but only the stage of
action was found to be predictive of recovery. The action stagkamfge is when most of the
work gets done. Individuals in this stage are actively modifyingwahand concentrating on
eliminating relapse. Over 80% of participants acknowledged comoirthe clubhouse was
something they were doing voluntarily. The fact that most consuwenes choosing to attend
indicates an active role is being taken to make the necessamgesh#& achieve a more
meaningful life as well as a sense of identity. It app@araddition to symptom remission and
adequate financial resources that accepting one’s illness, mawegsary life adjustments and
rebuilding meaningful social relationships play important rolehé dubjective experience of

recovery. Interestingly, the maintenance stage was not smtifin predicting recovery, which
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is contrary to the proposed hypothesis. In the maintenance stagejuatii are implementing
the changes made and working on maintaining gains. Individuals inagetend to have more
self-efficacy and self-confidence (Prochaska & Prochaska, 1988).possible that individuals
with SMI in the maintenance stage have come to accept thessll no longer view it as a
problem, and have found a meaningful existence with a positive seluriberefore do not

recognize the need to make any changes.

Clubhouse Engagement and Stage of Change, Inter/intrapersonal Factors

It was hypothesized the more time and greater frequency corswspend at the
clubhouse would impact inter/intrapersonal factors and stage of chargeclubhouse offers
individuals with SMI a place to go and an opportunity to develop rektipa. Arenas, such as
clubhouses, have been identified as instrumental to recovery beodusduals are able to
interact with others that have had similar experiences amdhggie through “living proof that
their condition could improve” (Schon, et al., 2009, p. 343). Clubhouses also lodéfer t
opportunity for consumers to develop relationships that are “symmatriggwer” (Schon, et
al., 2009, p. 343). A multivariate regression analysis was perfoasiad the number of years
attending the clubhouse and clubhouse engagement to predict stages of stigange sense of
mattering, sense of community, and perceived social support. Theenwh years at the
clubhouse was not significant in predicting stage of change; howdubhotse engagement
was significant in predicting all four stages of change. Thisadntrary to the proposed
hypothesis, that clubhouse engagement and number of years at the @dublmld be
predictive of later stages of change, for example action and mante. These results suggest
that consumers that attend the clubhouse more frequently are omauoy the stages. Attending

the clubhouse more frequently may act as a catalyst in movingroens through the stages of
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change by providing opportunities to observe others with similarriexges, managing their
illness and living their lives in a meaningful way. Prochasich@ Clemente (1982) identified
different therapeutic processes that assist individuals througdtate of change. The processes
of consciousness raising, catharsis and choosing were identified ngs rbest successful in
moving individuals to identify and accept the need to change. In addh®mmevelopment of
self-efficacy is necessary to move from the early stafjefiange to the later stage of changes
(Chou, et al., 2004). Clubhouses offer consumers involvement in governanceseattbnp and
provide empowerment to individuals (Mowbray, et al., 2006) that are comragadlyded from
such opportunities in society. Clubhouses offer opportunities for indigidiwalkexperience
personal choice, build skills, and develop balanced peer relationships \&hi@de enstrumental

in progressing through the stages of change.

The hypothesis that clubhouse engagement and number of years chtheuse is
predictive of an increase in inter/intrapersonal factors, suchresiyed social support, sense of
mattering and sense of community, or decrease in perceived stigma,twapparted. Previous
studies found that clubhouse participation was not directly retategcovery or social network
variables (Pernice-Duca, 2008; Pernice-Duca & Onaga, 2009)urtisar from this study what
the relationship between the experience of mattering and beloagohglubhouse tenure is.
Numerous anecdotal comments from participants provided insight intonffe@tance of the
clubhouse, not only as a place to go, but as a place to meet peopte,dewtlop a sense of
purpose. This study was not able to clearly identify the imgabhouse engagement has on
individuals with SMI. Research is needed to further explore #iar@ of the relationship

between the individual with SMI and clubhouse engagement.
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Inter/intrapersonal Factors, Clubhouse Engagement, and Stigma

It was also hypothesized that inter/intrapersonal variablesasae buffer against the
negative effects of perceived stigma by providing a more so@adlgpting and non-judgmental
environment, along with relationships that promote self accepté&8tagma has been implicated
as having a detrimental effect on self-esteem and sa&e¥f, and in the development of peer
support (Fung, et al., 2007; Perlick, et al., 2001; Verhaeghe, et al., 2@igma also has been
found to discourage those with SMI to interact with others, as aglcompromise social
functioning (Perlick, et al., 2001). Consequently, individuals with SMinawee likely to limit
interactions to family members. Family members are tygiddentified as providing the

biggest source of support (Pernice-Duca, 2008), as opposed to friends and peers.

A multiple regression analysis revealed a negative @tioal between stigma and sense
of mattering, sense of community, and perceived social suppodwewer, only sense of
mattering was statistically significant in predicting a deseda perceived stigma. Mattering has
been related to improved self-concept and self-significancdgR2006). In order to neutralize
the effects of stigma, it is important that a sense of aageptand importance is realized. This
may be accomplished through the development of social relationshypisich reciprocity of

feeling valued and important, and a mutual reliance develops.

Sense of Belonging as the Foundation for Recovery

As stated previously, the theoretical foundation upon which this stumhsed on is the
Belongingness Hypothesis. The Belongingness Hypothesis sugiggistsimans have a basic
motivation to develop and maintain positive, significant, interpersonatioeships and that

failure to do so results in profound loneliness and negatively impacatosal and physical
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health (Baumeister & Learly, 1995). Individuals with SMI areislt for social rejection and
isolation, thus inhibiting the ability to develop positive and importalationships necessary to
develop a sense of mattering. Consequently, the author conceptualizedfdesisnging as the
necessary foundation for the emergence of recovery. The hypothesamel conceptualizes
sense of belonging as being the foundation for the development ofcibsemg constructs:
having a positive identity, experiencing hope and meaningfulness,caagdtiag responsibility
for one’s iliness and support. Structural equation model (SEM) siadlyund the model to be
acceptable and a good fit. The latent variables include sense ofjibgloresponsibility for
illness and support, hope and meaningfulness, and positive identitjcatbrs of the latent
variables were measured variables in the current study. Hope eawingfulness predicted
sense of community and personal confidence and hope. Positive ideattgtgnl sense of
mattering and a decrease in perceived stigma. Responsibilifynéss and support predicted
perceived social support, reliance on others, willingness to aslelpr and a goal and success

orientation. The path coefficients were all significant and in the expectadioin.

This model supports the concept of sense of belonging functionimg asmderpinnings
in the development of recovery. Developing a sense of belonging psorantk supports
recovery. The conceptualized model is congruent with findings frber studies on the effects
of sense of belonging. For example, various studies have found thatluads with SMI that
experience a sense of belonging report less depression, arsénerggagement in care, and an
increase in physical health (Leutwyler, Chafetz, & Wallhagen, 20k allum & McLaren,

2011).
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Limitations

The biggest limitation of this study is the lack of a congmarigroup. The external
validity of this study is threatened by the lack of geneadiliity of the findings to populations
outside the clubhouse. In order to understand the role of clubhouses inyenwéne impact
inter/intrapersonal variables have on recovery, a comparison gron@ivtiuals with SMI that
do not attend clubhouses is imperative. The participants in this stady not randomly
assigned but volunteered. An inherent difference may exist in tinasewere willing to
participate. Self-report measures are often criticizedHeir tack of reliability and threat to
internal validity. The threat to internal validity existstiat the participant may under report or
over report the dimension being measured in order to provide what isiveercby the
participant as desirable answers. In this study, the percegfttbe participant on the dependent
variables was crucial in exploring the concept of social prosesmbles and recovery.
However, feedback from others significant to the participant, outeElelubhouse, would be

helpful in providing a more descriptive picture of the experience of recovery.

In addition, the instruments used in this study may threaten ahteathdity. While the
Recovery Assessment Scale has been used in numerous studstigatng recovery among
individuals with SMI, many of the other survey instruments have frequently been
implemented. For example, this is the first study the authaw&se of in which the Sense of
Mattering Scale was used in a sample population of individuals with SN&o, the Stigma
Scale and Sense of Community Scale have had minimal applicatioesearch studies.
However, the instruments did appear to tap into the construct beingneetag he Adequacy of
Financial Resources (AFR) and the Living Independence (LI¢ seate both subscales of larger

scales. While the AFR did provide adequate Cronbach’s alpffiicees for the current study,
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the data was skewed. The LI did not indicate it was a reliail#asure of independent
functioning. Further research is warranted in order to subdtantese findings. It is
recommended that measures more sensitive to assessing leveéméndent functioning and
adequacy of financial resources be utilized. Further, reseqpbbriag the concepts of sense of
mattering and sense of community using standardized assessmargsessary to improve

internal validity.

Recovery has been identified as a non-linear process which sufhgetsiations occur.
This study used a cross sectional design which records a montanéeiand is not sensitive to
variations that may occur. A longitudinal study, which followsvidiials with SMI over time,
would be sensitive to the process of recovery, movement through staghange, and the

development and impact of inter/intrapersonal factors.

Future Directions and Clinical Implications

This study was designed to examine the occurrence of subjeatorerg from SMI and
potential contributing factors. Clinical implications include promotimgsychosocial
rehabilitation programs, such as clubhouses that provide an environrhétit, fasters a sense
of belonging and a sense of mattering. In addition, a sense of purposepdace to belong
appear to benefit those otherwise ostracized from mainstreagtysoén order for appropriate
policy, treatment approaches, and expected outcomes to be devdiapadportant for mental
health providers and governmental organizations to recognizeett@atery does occur among
individuals with SMI. The possibility of recovery opens the door to broadesmd increasing
expectations of individuals with SMI to pursue goals, develop a sdnsentity, and lead a

meaningful life. Further research on differences in the expesi of subjective recovery across
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psychiatric diagnostic groups and gender is warranted. Gainindhtisisigo whether or not
differences occur will increase our understanding of the role @dyichdiagnosis may play in
recovery. In addition, increasing understanding of recovery differeacesss gender is

imperative in order to provide appropriate treatment approaches.

The concept of the Belongingness Hypotheses and sense of mja#tppear to have
important underpinnings in psychological well-being. This study idedtithat sense of
mattering plays an important role in recovery and reducimgnsti The promotion of sense of
mattering has practical application in numerous areas of hfduding education, physical
health, and mental well-being. For example, the concept of sénsattering is recognized as
important to academic success. Research indicates that ugistusients that experience the
factors of mattering, awareness, importance, and reliancename engaged, experience less
stress, and are more successful academically (France & Finney, Z040h and Tucker (2008)
proposed applying the concept of mattering to enhance a strengtdts-behool counseling
program. Their contention is that “the powerful experience ofemiatf to others is an essential
aspect of healthy and emotional social development for all peopirdr{& Taylor, 2008, p.
126). Leutwyler et al. (2010) suggests health care providersribrabfe positive relationships
with older adults with schizophrenia can positively impact engageméeialth care through the
development of a sense of belonging. It is suggested that dexekbpense of mattering with a
health care provider promotes engagement in health care and avessds other aspects of
health living (Leutwyler, et al., 2010). Further investigationhaf ¢oncept of sense of mattering

including, how to promote it and factors that inhibit it, is warranted.

The constructs of sense of community and sense of mattering appeantertiened yet

distinct and further underscore the importance of the Belongindtygssthesis. The author
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suggests that a sense of mattering may develop out of, or #@anse of community. As
defined earlier, a sense of community includes group membershipns® st belonging; and
influence, or a sense that one matters (Peterson, et al., 200&)evétpa sense of mattering is
different in that it occurs based on an individual’s interpretation @grdeption of others’
behaviors toward them, while “belonging is thought to be more groigmted” (Dixon &
Tucker, 2008, p. 123). France and Finney (2010) examined university masedindentified a
four factor model of mattering. The model identified awarenegsoitance, reliance, and ego
extension as distinct and separate aspects that contribute dentbee of mattering and sense of
belonging (France & Finney, 2010). Understanding the connectiorbetsense of community
and sense of mattering will be important in order to promote ¢veldpment of these inter-

intrapersonal factors.

Additional studies are necessary to further confirm the raisesef mattering plays in
recovery and stigma in order to establish the intrinsic valubi®fconcept. The World Health
Organization considers eliminating discrimination by stigmaianptoving mental health care a
priority (Karidi, et al., 2010). Perceived stigma diminishes assiéem and self-efficacy (Fung,
et al., 2007; Perlick, et al., 2001; Verhaeghe, et al., 2008). Self stigmaeen referred to as
“the second illness” due to the barriers it creates in saoias and the development of
relationships (Karidi, et al., 2010, p.28). Further understanding of waysdtwe perceived
stigma are necessary to develop useful mental health interverRr@vious research has found
that identifying with a group may act as a shield in protectidgyiduals from stigma (Karidi, et
al., 2010). Rosenfield (1997) examined the effects of receiving seraica clubhouse and
perceived stigma on life satisfaction. Results indicate s\affered at the clubhouse improved

quality of life while perceived stigma decreased qualityifef | Rosenfield (1997) also found
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that having a healthy self-concept mediated the role betweweicesereceived and perceived
stigma. It has been suggested that further research shodlthbeon the effects mental health
services and stigma have on self-concept and quality of lildddsen, Ritter, & Munetz,
2010). The current study identified that experiencing a sense darimgteffectively reduced
perceived stigma. Further research on the role sense ddrimgthas in reducing perceived

stigma is paramount.

Furthermore, implementing assessment for readiness to changecoming part of
routine practice in outpatient settings in order to improve patieatnient compliance and
retention. A recent study found that individuals with schizophreniantéed in the action stage
of change experience less self-stigma (Tsang, et al., 20.@)solfound that individuals with
schizophrenia in the action stage had higher global functioning arel mvore compliant with
treatment (Tsang, et al., 2010). In addition, measures of ggifaststages of change, and global
functioning were able to predict over 75% of participants’ compliamooebmpliance to
treatment (Tsang, et al., 2010). As noted previously, the developmeafedfficacy and
implementing treatment techniques appropriate for each stage ofeclmomotes progress
through the stages of change (August & Flynn, 2007, Chou et al., 2004). Jidgndippropriate
therapeutic environments and treatment approaches that promote meatatiagypowerment,
may aid in the progression of the need to change to an acceptahaeiliingness to take
responsibility for one’s iliness, and may vastly improve recovergooues for individuals with

SMI.

Further research on the factors that promote recovery from senentl illness has
cross cultural relevance. Research on the SAMHSA recovery |naodke quality of life

indicators was recently completed in Hong Kong (Chiu, Ho, Lo, & 2040). The findings
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indicate there is more to recovery than just “symptom contilpatient management” (Chiu, et
al., 2010, p. 1). The SAMHSA model of recovery was supported and thetamgerof the
promotion of personal responsibility and self determination wasifigehis paramount in the
achievement of recovery (Chiu, et al., 2010). In addition, it was ned that finding
measures that “combat stigma, develop resilience, and fusient empowerment” (Chiu, et al.,
2010, p. 1) were important to further promote recovery. It appearsitisdioases may play a
role in recovery through the readiness for change and as anfareh@ development of an
intentional environment. In order to gain a better understanding odlhef clubhouses in the
development of sense of community and sense of mattering, assvpetiraotion of recovery, it
will be important to replicate this study using a comparison gré&xploring the social process
variables and readiness for change on subjective recovery indndlsiwith SMI that attend
drop in centers, participate in Active Community Treatment (AGT are not involved in any
psychosocial rehabilitation programs would provide more informatiorthef extent these

variables have on recovery.



118

APPENDIX A

HUMAN INVESTIGATION COMMITTEE

MYN E STATE 101 East Alexandrine Building
Detroit, Michigan 48201
N lVE RS] Phone: (313) 577-1628
FAX: (313) 993-7122

http://hic.wayne.edu

NOTICE OF FULL BOARD APPROVAL

To: Deborah Conrad-Garrisi

College of Education

From: Ellen Barton, Ph.D.

Chairperson, Behavioral Institutional Review Board (B3)

Date: February 26, 2010

RE: HIC #: 124309B3F

Protocol Title: Examining the Intrapersonal Processes of Recovery: The Effect Social Process Variables
and Readiness for Change Have on Achieving Recovery

Sponsor:

Protocol #: 0912007819

Expiration Date: December 16, 2010

The above-referenced protocol and items listed below (if applicable) were APPROVED following Full
Board Review by the

Wayne State University Institutional Review Board (B3) for the period of 02/26/2010 through 12/16/2010.
This approval

does not replace any departmental or other approvals that may be required.

* Clubhouse Recruitment Letter

» Clubhouse Member Recruitment Letter

* Release of Information Form

Information Sheet

Federal regulations require that all research be reviewed at least annually. You may receive a "Continuation Renewal Reminder"
approximately

two months prior to the expiration date; however, it is the Principal Investigator's responsibility to obtain review and continued
approval before the

expiration date. Data collected during a period of lapsed approval is unapproved research and can never be reported or published
as research

data.

° All changes or amendments to the above-referenced protocol require review and approval by the HIC BEFORE implementation.
° Adverse Reactions/Unexpected Events (AR/UE) must be submitted on the appropriate form within the timeframe specified in the
HIC Polic

(http://wws\;v.hic.wayne.edu/hicpol.html).

NOTE:

1. Upon notification of an impending regulatory site visit, hold notification, and/or external audit the HIC office must be contacted

immediately.
2. Forms should be downloaded from the HIC website at each use.

o
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APPENDIX B

Dear Clubhouse Community,

Dr. Francesca Pernice-Duca and Debbie Conrad-Garrisi through Waymé&Sitarsity,
are currently working on developing a better understanding of factors thatteroenovery.
Specifically we are interested in learning more about social support sselsfdrelonging
consumers experience within the Clubhouse setting. We are asking for voluriteenrew
willing to answer survey questions. The survey questions will ask for informetoydur age,
if you have children, about your mental health, people in your life, your feelingsovery, and
about being a clubhouse member. Some of the questions will be multiple choice angwers. S
of the questions will be statements in which you choose from one of the responsag|y'str

agree”, “agree”, “not sure”, “disagree”, and “strongly disagree”. Theeguguestions will take
about 30-45 minutes to complete. The participant may complete the survey questioms on the
own or have a research assistant read the questions to the participant individiialhgwars

are strictly confidential. If you would like to have your Clubhouse participatas, or if you

have any questions, please contact us. Once you have given permission for us to wadine we

set up a time that is convenient for your Clubhouse. During our visit consumerdeatenay

approach us to participate.

Thank you,

Dr. Francesca Pernice-Duca
Email: Perniceduca@wayne.edu
Phone Number 313-577-1718
Debbie Conrad-Garrisi

Email: debrudd@msn.com

Phone Number 313-820-9776
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APPENDIX C
Research Information Sheet

Title of Study: Examining The Intrapersonal Processes Of RecovenrEfféat Social Support,
Sense Of Mattering, And Readiness For Change Has On Achieving Recovery

Principal Investigator (PI): Deborah Conrad-Garrisi
College of Education
313-820-9776

Purpose:

You are being asked to be in a research study of the recovery process fromlimessal
because you attend a clubhouse program. This study is being conducted by Vateyne St
University at clubhouses in Michigan.

Study Procedures

If you agree to take part in this research study, you will be asked to answey questions.

You may have the questions read to you or you may read them yourself. Some oftthasjues
will be about you like your age, if you have children, and where you live. Some of themwngiest
will be about your mental health such as if you take medication or have been hespitaliz
recently. Most of the questions will be statements that you will answean{gy disagree”,
“disagree”, “not sure”, “agree”, and “strongly agree”. These statemélhtsevabout the
clubhouse, your support system, and how you feel things are right now for you. Theoe are
wrong answers just tell us how you feel about things. If there is a question you danbhtd w
answer you do not have to. The information we are asking for will be gathered inibr@nds
you agree to participate you will be given the questions to answer. The lengtle dftiakes to
complete the survey is about 30-45 minutes. You will also be asked to sign a release of
information so that the data from Clubhouse records verifying mental health diagmbsis
history of participation at the clubhouse can be obtained. If you choose not to sidaabke oé
information you may still take part in the study. The information obtained willlmalysed for
the study and not shared with anyone else. The information you provide will be kept
confidential. Your name will not appear on any of the answers you provide. Your paditipa
will not affect services at the Clubhouse and no one at the Clubhouse will know your answers

Benefits

Submission/Revision Date: [insert date] Page 120 of 182

Protocol Version #: [Insert Number]
HIC Date: 5/08
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0 As a patrticipant in this research study, there may be no diesetfit for you; however,
information from this study may benefit other people now or in the future.
Risks

There are no known risks at this time to participation in this study.

Costs

o There will be no costs to you for participation in this research study.

Confidentiality:

o0 You will be identified in the research records by a code name or nuniieze will be
no list that links your identity with this code

Voluntary Participation /Withdrawal :

Taking part in this study is voluntary. You are free to not answer any questwithdnaw at
any time. Your decision will not change any present or future relationships withe/&tate
University or its affiliates, or your membership at the Clubhouse

Questions:

If you have any questions about this study now or in the future, you may contact Deborah
Conrad-Garrisi or one of her research team members at the following phone Ba8H820-
9776. If you have questions or concerns about your rights as a research particifizmjrtoé
the Human Investigation Committee can be contacted at (313) 577-1628. If you arganable
contact the research staff, or if you want to talk to someone other than thehesaff, you

may also call (313) 577-1628 to ask questions or voice concerns or complaints.

Participation:

By completing the survey questions you are agreeing to participate in this study

Submission/Revision Date: [insert date] Page 121 of 182

Protocol Version #: [Insert Number]
HIC Date: 5/08
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APPENDIX D

THE CLUBHOUSE RECOVERY PROJECT

= = Wayne state University
Release of Information

il N
iy
)

give (name of clubhouse)

| (print name)
my permission to release information to Wayne Sthtversity Clubhous:

RecoveryProject. | understand that this information isydming used for the purpose of 1
research study and will not be disclosed to angrogintity for any reason. | understand that

information will be kept confidential and any infoation identifyingme will not be use
| give permission for the following information be obtained from Clubhouse recor

(Please initial each item you give permission todéeased for research purposes for

Clubhouse Recovery Project)

Diagnosis
Length of time coming to clubhou:
Frequency of Clubhouse vis

Types of activity participation at Clubhot
Date

Signature:
Date

Witness Signature:
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APPENDIX E

Instructions for completing the survey questions.

Some of the questions have choices you can circle and some ask for brief written answers. Most of the
guestions are statements in which you circle the response that most fits how you feel.

There are no wrong answers. You do not have to answer any questions you do not want to. If you need
clarification of what the question is asking, please don’t hesitate to ask for an explanation.

You may choose to have a research assistant read the questions to you.

All of your answers will be kept confidential. Your answers are extremely helpful in understanding and
learning more about clubhouses and the recovery process. We appreciate your time and help!
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Date / / Completed: 0O self-report O with RA

Instructions: There are no wrong answers. You do not have to
answer any question you don’t want to answer. Some of the
guestions have choices you can mark and some ask for brief
written answers. Select an answer that best fits how you feel
about the statement. All of your answers will be kept confidential

and your answers will not be identified by name.

Please Complete if completing as an interview

Clubhouse Name: CLUBID#

\D# Release of Information Qignpr{?

Date of Interview (DATE): [/

Interview Started : Interview Finished :

Name of Interviewer: Interviewer Code (T2_intrvwr):
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DEMOGRAPHICS

1. Do you have alegal guardian? Yes no

(If yes, member does not qualify to participate)
2. What is your date of birth?

3.
A.
B.
C.
D.
E.
4.

Month Day Year

Where do you currently live? Please check the item that best describes where you live.

Homeless shelter

Private residence like a house, apartment, or a mobile home
Adult group home or foster care home

Staff supervised home or apartment

I live in a place not listed above.

Who do you currently live with? Please circle all that apply.

Alone

Parents

Siblings

Spouse

Significant other

Friends or roommates who are consumers or clubhouse members
Friends or roommates who are NOT consumers or clubhouse members
Own children under age of 18

Own children over the age of 18

Grandparents

Aunts, uncles, or other relatives

5.  Which of the following describes your gender?
A) Male
B) Female

6. What is your current level of education?

A.

—TIOmMMmoOoO®

Less than 9" grade

Less than 12 grade, no diploma
High school graduate or GED
Some college, less than a degree
2 year associates degree
Vocational training certificate
Four year bachelor’s degree
Master’s degree

Doctorate degree
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7. Areyou currently enrolled in school?

A.
B.

Yes
No

8. What is your ethnic or racial background?

A.

mm o0

African American/Black

Arabic

Asian

Caucasian/European/White

Latino American/Hispanic/Puerto Rican
Native American

9. Whatis your current marital status?

a.

b
C.
d.
e

Never married

Married

Divorced

Widow

Significant other

If yes, ask if this person is a clubhouse member also? Yes No
Cohabitating with significant other?

10. Do you have children

a.
b.

NO

Yes

If yes, how many children under the age of 18 do you have?
If yes, how many children over the age of 18 do you have?

11. Do you know your mental health diagnosis?

No

Yes, go to question 12

12. Which describes your mental health diagnosis?

Schizophrenia

Schizoaffective disorder

Manic depression or bipolar disorder
Major depression

Obsessive compulsive disorder
Anxiety disorder

P S Y T . Sy
—_— e S~ ~— ~—

Dissociative disorder
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Personality disorder ()
Substance abuse ()
Other ()

13. Are you currently taking any psychiatric medications? Yes No

14. Have you had any problems associated with alcohol or drug use in your lifetime? Yes No

15. Have you ever been hospitalized for mental health issues? Yes No

16. When was the last time you were hospitalized for mental health issues? month year

How many times have you been hospitalized for a mental health problem?

17. Are you currently working for pay? (if no, skip to question 19)
a. Yes
b. No

18. How many hours a week do you work?

19. Have you been looking for work during the past 6 months?

a. Yes
b. No
20. Have you attended a school or training program in the last 6 months?
a. Yes
b. No
21. Do you have any volunteer work or any other kind of work for which you are not paid?
a. Yes
b. No

CLUBHOUSE PARTICIPATION
Now we would like to ask you what it is like being a Clubhouse member.

22. How long have you been coming to this Clubhouse?
Enter approximate years If less than a year enter approx. months

23. Have you gone to different clubhouses in the past?
a. Yes
b. No
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25.

26.

27.

28.

29.

30.

31.

32.
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If so, why did you stop or change clubhouses?

How many days a week do you come to the clubhouse? #days/week

What time do you usually arrive? What time do you usually leave?

Do you participate in the work-ordered day? Yes No

Please circle which activities you generally do when you come to the clubhouse?

Kitchen Recreational Unit
Maintenance Member bank
Snack bar Reception
Employment unit Other

Clerical

Member services
Thrift shop
Environmental services

Do you participate in any of the social activities?
a. Yes
b. No

How many times a month do you participate at social activities at the Clubhouse?
___#/month

Do you participate in activities outside of the clubhouse?
a. Yes

b. No

What are some of the activities that you might do that are not part of the clubhouse?
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33. Describe three main reasons why you come to the clubhouse. Give me your top reason first.
Topreason#1
Tope reason # 2

Top reason #3
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SENSE OF COMMUNITY IN THE CLUBHOUSE.

Now | am going to read some statements about the Clubhouse as a community. After | read each
statement let me know how much you strongly disagree, disagree, not sure, agree, or strongly agree.

(Buckner, 1988; Herman et al, 2005) | Strongly Disagree | Not Agree | Strongly
disagree sure agree

1. | feel like | belong to this | Strongly Disagree | Not Agree | Strongly
clubhouse. disagree sure agree

2. The friendships and associations | Strongly Disagree | Not Agree | Strongly
| have with other people in my | disagree sure agree
clubhouse mean a lot to me.

3. If the people in my clubhouse | Strongly Disagree | Not Agree | Strongly
are planning something, | think | disagree sure agree
of it as something “we” are
doing rather than “they” are
doing.

4. If I need advice about something | Strongly Disagree | Not Agree | Strongly
| can go to someone in the | disagree sure agree
clubhouse.

5. | think | agree with most people | Strongly Disagree | Not Agree | Strongly
in my clubhouse about what is | disagree sure agree
important in life

6. | feel loyal to the members of | Strongly Disagree | Not Agree | Strongly
my clubhouse. disagree sure agree

7. | feel loyal to the staff in my | Strongly Disagree | Not Agree | Strongly
clubhouse. disagree sure agree

8. | would be willing to work | Strongly Disagree | Not Agree | Strongly
together with  others on | disagree sure agree
something to improve my
clubhouse.

9. | plan to remain a member of | Strongly Disagree | Not Agree | Strongly
the clubhouse for a number of | disagree sure agree
years.

10. | like to think of myself as similar | Strongly Disagree | Not Agree | Strongly
to the people who are part of | disagree sure agree
this clubhouse.

11. A feeling of fellowship runs deep | Strongly Disagree | Not Agree | Strongly
between me and staff in this | disagree sure agree
clubhouse.

12. A feeling of fellowship runs deep | Strongly Disagree | Not Agree | Strongly
between me and members in | disagree sure agree
this clubhouse.

13. Being a part of this clubhouse | Strongly Disagree | Not Agree | Strongly
gives me a sense of community. | disagree sure agree

14. Being a part of this clubhouse | Strongly Disagree | Not Agree | Strongly
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helps me to deal with my mental | disagree sure agree
illness.

15. Belonging to this clubhouse | Strongly Disagree | Not Agree | Strongly
helps me have hope for the | disagree sure agree
future.

16.Being a member of this | Strongly Disagree | Not Agree | Strongly
clubhouse helps reduce stigma | disagree sure agree
that | feel in the greater
community.

17.Being a member of this | Strongly Disagree | Not Agree | Strongly
clubhouse gives me a place to | disagree sure agree
go.

18. Being a member helps me learn | Strongly Disagree | Not Agree | Strongly
new skills. disagree sure agree

19. Being a member helps me get a | Strongly Disagree | Not Agree | Strongly
change to find paid work. disagree sure agree

20.Being a member gives me | Strongly Disagree | Not Agree | Strongly
something meaningful to do. disagree sure agree

SOCIAL SUPPORT

Now we would like to know about the people in your life and how you feel about your social relationships.

1.

During the past 7 days how often did you spend time with friends or family in recreational
activities? This does not include mental health system sponsored activities or activities with the
clubhouse. Please circle which one applies

Not at all Once 2-3Times 4-6times Once a day or more

Please circle how often did you spend time alone in recreational activities in the past 7 days?

Not at all Once 2-3Times 4-6times Once a day or more

During the past 7 days, how often did you go to clubs, church, or other meetings in your
community? This does not include mental health system sponsored activities or activities with the
clubhouse. Please circle which one applies

Not at all Once 2-3Times 4-6times Once a day or more

Please circle how often in the past 7 days you spent time with friends in recreational activities at
this clubhouse?

Not at all Once 2-3Times 4-6times Once a day or more
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Multidimensional Scale of Perceived Social Support

Zimet, Dahlem, Zimet, & Farley, 1988 Strongly | Disagree | Not Agree | Strongly
disagree sure agree

1. My family really tries to help me Strongly | Disagree | Not Agree | Strongly
disagree sure agree

2. |get the emotional help and support| | Strongly | Disagree | Not Agree | Strongly
need from my family. disagree sure agree

3. lcantalk about my problems with my | Strongly | Disagree | Not Agree | Strongly
family. disagree sure agree

4. My family is willing to help me make Strongly | Disagree | Not Agree | Strongly
decisions. disagree sure agree

5. ldon’t feel close to members of my Strongly | Disagree | Not Agree | Strongly
family disagree sure agree

6. Members of my family rely on me. Strongly | Disagree | Not Agree | Strongly
disagree sure agree

7. My family cares for me very much. Strongly | Disagree | Not Agree | Strongly
disagree sure agree

8. I can count on my friends when things | Strongly | Disagree | Not Agree | Strongly
g0 wrong. disagree sure agree

9. | have friends whom | can share my Strongly | Disagree | Not Agree | Strongly
joys and sorrows. disagree sure agree

10. My friends and | have done a lot for Strongly | Disagree | Not Agree | Strongly
one another. disagree sure agree

11. 1 can talk about my problems with my | Strongly | Disagree | Not Agree | Strongly
friends. disagree sure agree

12. My friends and | are really important to | Strongly | Disagree | Not Agree | Strongly
each other. disagree sure agree

13. My friends look out for me. Strongly | Disagree | Not Agree | Strongly
disagree sure agree
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Modified Colorado Symptom Index (MCSI) (Conrad et al., 2001)

1. Inthe past month, how often have | Not at Once Several Several | At least
you felt nervous, tense, worried, | all during times timesa | every day
frustrated, or afraid? the during week
month the
month
2. In the past month, how often have | Not at Once Several Several | At least
you felt depressed? all during times times a | every day
the during week
month the
month
3. Inthe past month, how often have | Not at Once Several Several | At least
you felt lonely? all during times times a | every day
the during week
month the
month
4. In the past month, how often have | Not at Once Several Several | At least
others told you that you acted all during times timesa | every day
“paranoid” or “suspicious”? the during week
month the
month
5. Inthe past month, how often did | Not at Once Several Several | At least
you hear voices, or hear or see all during times timesa | every day
things that other people didn’t the during week
think were there? month the
month
6. Inthe past month, how often did Not at Once Several Several | At least
you have trouble making up your all during times timesa | every day
mind about something, like the during week
deciding where you wanted to go month the
or what you wanted to do, or how month
to solve a problem?
7. Inthe past month, how often did | Not at Once Several Several | At least
you fell that your behavior or all during times times a | every day
actions were strange or different the during week
from that of other people? month the
month
8. In the past month, how often did | Not at Once Several Several | At least
you feel out of place or like you did | all during times timesa | every day
not fit in? the during week
month the
month
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9. In the past month, how often did | Not at Once Several Several | At least
you forget important things? all during times times a | every day
the during week
month the
month
10. In the past month, how often did | Not at Once Several Several | At least
you feel suspicious or paranoid? | all during times timesa | every day
the during week
month the
month
11. In the past month, how often did | Not at Once Several Several | At least
you have problems with thinking | all during times timesa | every day
too fast (thoughts racing)? the during week
month the

month
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SENSE OF MATTERING
Elliot et al. 2004

1. Most people do not seem to | Strongly | Disagree | Neutral | Agree Strongly
notice when | come or when | go disagree agree

2. In a social gathering, no one | Strongly | Disagree | Neutral | Agree Strongly
recognizes me. disagree agree

3. Sometimes when | am with others, | Strongly | Disagree | Neutral | Agree Strongly
| feel almost as if | were invisible disagree agree

4. People are usually aware of my | Strongly | Disagree | Neutral | Agree Strongly
presence disagree agree

5. For whatever reason, it is hard for | Strongly | Disagree | Neutral | Agree Strongly
me to get other people’s attention | disagree agree

6. Whatever else may happen, people | Strongly | Disagree | Neutral | Agree Strongly
do not ignore me. disagree agree

7. For better or worse, people | Strongly | Disagree | Neutral | Agree Strongly
generally know when | am round disagree agree

8. People tend not to remember my | Strongly | Disagree | Neutral | Agree Strongly
name. disagree agree

9. People do not care what happens | Strongly | Disagree | Neutral | Agree Strongly
to me. disagree agree

10. There are people in my life who | Strongly | Disagree | Neutral | Agree Strongly
react to what happens to me in the | disagree agree
same way they would if it had
happened to them.

11. My successes are a source of pride | Strongly | Disagree | Neutral | Agree Strongly
to people in my life. disagree agree
12.1 have noticed that people will | Strongly | Disagree | Neutral | Agree Strongly
sometimes inconvenience | disagree agree

themselves to help me.
13. When | have a problem, people | Strongly | Disagree | Neutral | Agree Strongly
usually don’t want to hear about it. | disagree agree
14. Much of the time, other people are | Strongly | Disagree | Neutral | Agree Strongly
indifferent to my needs. disagree agree




136

15. There are people in my life who | Strongly | Disagree | Neutral | Agree Strongly
care enough about me to criticize | disagree agree
me when | need it.

16. There is no one who really takes | Strongly | Disagree | Neutral | Agree Strongly
pride in my accomplishments. disagree agree

17. No one would notice if one day | | Strongly | Disagree | Neutral | Agree Strongly
disappeared disagree agree

18. If the truth be known, no one really | Strongly | Disagree | Neutral | Agree Strongly
needs me. disagree agree

19. Quite a few people look to me for | Strongly | Disagree | Neutral | Agree Strongly
advice on issues of importance disagree agree

20.1 am not someone people turn to | Strongly | Disagree | Neutral | Agree Strongly
when they need something disagree agree

21. People tend to rely on me for | Strongly | Disagree | Neutral | Agree Strongly
support disagree agree

22. When people need help, they | Strongly | Disagree | Neutral | Agree Strongly
come to me disagree agree

23. People count on me to be there in | Strongly | Disagree | Neutral | Agree Strongly
times of need disagree agree

24. Often people trust me with things | Strongly | Disagree | Neutral | Agree Strongly
that are important to them. disagree agree
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1. How did you learn about the Clubhouse? (Probe: Were you referred by CMH, or found out through others?

2. Do you come to the clubhouse voluntarily? (Probe, Are you forced to come with an AFC home or against your

will?

3. Does coming to the clubhouse help you with your recovery? And if so, in what way has the clubhouse helped

you with your recovery?

4. What might be different in your life if there was no clubhouse to belong to? How might your life be
different, if at all?
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(Giffort, D., Schmook, A., Woody, C., Vollendorf, C., & Gervain, M., 1995)

Introduction: | am going to read you a list of statements that describe how people sometimes feel about
themselves and their lives. For each statement that I read, | want you to tell me which option on this card
describes the extent to which you agree or disagree with each statement.

Item Question Strongly Disagree Not Agree Strongly
Disagree Sure Agree
REC1. | have a desire to succeed. 1 2 3 4 5
REC2. | have my own plan for how to stay
1 2 3 4 5
or become well.
REC3. | have goals in life that | want to
1 2 3 4 5
reach.
REC4. | believe | can meet my current
1 2 3 4 5
personal goals.
RECS. | have a purpose in life. 1 2 3 4 5
REC6. Even when | don’t care about
1 2 3 4 5
myself, other people do.
REC7. | understand how to control the
. 1 2 3 4 5
symptoms of my mental illness.
RECS. | can handle it if | get sick again. 1 2 3 4 5
REC9. | can identify what triggers the
. 1 2 3 4 5
symptoms of my mental illness.
REC10. | can help myself become better. 1 2 3 4 5
REC11. Fear doesn’t stop me from living the
1 2 3 4 5
way | want to.
REC12. | know that there are mental health
_ 1 2 3 4 5
services that do help me.
REC13. There are things that | can do that
help me deal with unwanted 1 2 3 4 5
symptoms.
REC14. | can handle what happens in my
. 1 2 3 4 5
life.
REC15. I like myself. 1 2 3 4 5
REC16. If people really knew me, the
peope reatly y 1 2 3 4 5

would like me.
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REC17

| am a better person than before my
experience with mental illness.

REC18.

Although my symptoms may get
worse, | know | can handle it.

REC19.

If | keep trying, | will continue to get
better.

REC20.

| have an idea of who | want to
become.

REC21.

Things happen for a reason.

REC22.

Something good will eventually
happen.

REC23.

| am the person most responsible
for my own improvement.

REC24.

I’'m hopeful about my future.

REC25.

| continue to have new interests.

REC26.

It is important to have fun.

REC27.

Coping with my mental illness is no
longer the main focus of my life.

REC28.

My symptoms interfere less and less
with my life.

REC29.

My symptoms seem to be a problem
for shorter periods of time each
time they occur.

REC30.

| know when to ask for help.

REC31.

I am willing to ask for help.

REC32.

| ask for help, when | need it.
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REC33.

Being able to work is important to
me.

REC34.

| know what helps me get better.

REC35.

| can learn from my mistakes.

REC36.

| can handle stress.

REC37.

| have people | can count on.

REC38.

| can identify the early warning signs
of becoming sick.

REC39.

Even when | don’t believe in myself,
other people do.

REC40.

It is important to have a variety of
friends.

REC41.

It is important to have healthy
habits.
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STIGMA SCALE Strongly | Disagree | Neither Agree | Strongly
King, Dinos, Shaw, et al, 2007 disagree agree or agree
Please circle the response that best fits how you feel disagree
1. | have been discriminated against in education Strongly | Disagree | Neither Agree | Strongly
because of my mental health problems. disagree agree or agree
disagree
2. Sometimes | feel that | am being talked down to Strongly | Disagree | Neither Agree | Strongly
because of mu mental health problems. disagree agree or agree
disagree
3. Having had mental health problems has made me | Strongly | Disagree | Neither Agree | Strongly
a more understanding person. disagree agree or agree
disagree
4. 1do not feel bad about having had mental health | Strongly | Disagree | Neither Agree | Strongly
problems. disagree agree or agree
disagree
5. lworry about telling people | receive Strongly | Disagree | Neither Agree | Strongly
psychological treatment. disagree agree or agree
disagree
6. Some People with mental health problems are Strongly | Disagree | Neither Agree | Strongly
dangerous. disagree agree or agree
disagree
7. | have been understanding of my mental health Strongly | Disagree | Neither Agree | Strongly
problems disagree agree or agree
disagree
8. | have been discriminated against by police Strongly | Disagree | Neither Agree | Strongly
because of my mental health problems. disagree agree or agree
disagree
9. | have been discriminated against by employers Strongly | Disagree | Neither Agree | Strongly
because of my mental health problems. disagree agree or agree
disagree
10. My mental health problems have made me more | Strongly | Disagree | Neither Agree | Strongly
accepting of other people. disagree agree or agree
disagree
11. Very often | feel alone because of my mental Strongly | Disagree | Neither Agree | Strongly
health problems. disagree agree or agree
disagree
12. 1 am scared of how other people will react if they | Strongly | Disagree | Neither Agree | Strongly
find out about my mental health problems. disagree agree or agree
disagree
13. | would have had better chances in life if | had not | Strongly | Disagree | Neither Agree | Strongly
had mental health problems. disagree agree or agree
disagree
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14. 1 do not mind people in my neighborhood Strongly | Disagree | Neither Agree | Strongly
knowing | have had mental health problems. disagree agree or agree
disagree
15. | would say | have had mental health problems if | | Strongly | Disagree | Neither Agree | Strongly
was applying for a job. disagree agree or agree
disagree
16. I worry about telling people that | take Strongly | Disagree | Neither Agree | Strongly
medicines/tablets for mental health problems. disagree agree or agree
disagree
17. People’s reactions to my mental health problems | Strongly | Disagree | Neither Agree | Strongly
make me keep myself to myself. disagree agree or agree
disagree
18. 1 am angry with the way people have reacted to Strongly | Disagree | Neither Agree | Strongly
my mental health problems. disagree agree or agree
disagree
19. | have not had any trouble from people because Strongly | Disagree | Neither Agree | Strongly
of my mental health problems disagree agree or agree
disagree
20. | have been discriminated against by health Strongly | Disagree | Neither Agree | Strongly
professions because of my mental health disagree agree or agree
problems. disagree
21. People have avoided me because of my mental Strongly | Disagree | Neither Agree | Strongly
health problems. disagree agree or agree
disagree
22. People have insulted me because of my mental Strongly | Disagree | Neither Agree | Strongly
health problems disagree agree or agree
disagree
23. Having had mental health problems has made me | Strongly | Disagree | Neither Agree | Strongly
a stronger person. disagree agree or agree
disagree
24. | do not feel embarrassed because of my mental Strongly | Disagree | Neither Agree | Strongly
health problems disagree agree or agree
disagree
25. | avoid telling people about my mental health Strongly | Disagree | Neither Agree | Strongly
problems disagree agree or agree
disagree
26. Having had mental health problems makes me Strongly | Disagree | Neither Agree | Strongly
feel that life is unfair disagree agree or agree
disagree
27. | feel the need to hide my mental health problems | Strongly | Disagree | Neither Agree | Strongly
from my friends. disagree agree or agree
disagree
28. | find it hard telling people | have mental health Strongly | Disagree | Neither Agree | Strongly
problems. disagree agree or agree

disagree
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Stages of Change

(McConnaughy et al. 1983Blease circle the Strongly | Disagree | Not sure | Agree | Strongly
response that describes how you feel disagree agree
1. Asfaras!|I’'mconcerned, | don’t have any | Strongly | Disagree | Not sure | Agree | Strongly
problems that need changing. disagree agree
2. lam doing something about the problems | Strongly | Disagree | Not sure | Agree | Strongly
that had been bothering me. disagree agree
3. It might be worthwhile to work on my Strongly | Disagree | Not sure | Agree | Strongly
problem disagree agree
4. |am finally doing some work on my Strongly | Disagree | Not sure | Agree | Strongly
problem disagree agree
5. I've been thinking that | might want to Strongly | Disagree | Not sure | Agree | Strongly
change something about myself. disagree agree
6. | have been successful in working on my Strongly | Disagree | Not sure | Agree | Strongly
problem but I’'m not sure | can keep up the | disagree agree
effort on my own.
7. Attimes my problem is difficult, but I'm Strongly | Disagree | Not sure | Agree | Strongly
working on it. disagree agree
8. Being here is pretty much a waste of time | Strongly | Disagree | Not sure | Agree | Strongly
for me because the problem doesn’t have | disagree agree
to do with me.
9. Iguess | have faults, but there’s nothing Strongly | Disagree | Not sure | Agree | Strongly
that | really need to change. disagree agree
10. I am really working hard to change Strongly | Disagree | Not sure | Agree | Strongly
disagree agree
11. 1 have a problem and I really think | should | Strongly | Disagree | Not sure | Agree | Strongly
work at it. disagree agree
12. I'm not following through with what | had | Strongly | Disagree | Not sure | Agree | Strongly
already changed as well as | had hoped, disagree agree
and I’'m here to prevent a relapse of the
problem.
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13. Even though I’'m not always successful in Strongly | Disagree | Not sure | Agree | Strongly
changing, | am at least working on my disagree agree
problem.

14. | thought once | had resolved my problem | Strongly | Disagree | Not sure | Agree | Strongly
would be free of it, but sometimes | still disagree agree
find myself struggling with it.

15. I wish | had more ideas on how to solve Strongly | Disagree | Not sure | Agree | Strongly
the problem. disagree agree

16. | have started working on my problems but | Strongly | Disagree | Not sure | Agree | Strongly
| would like help. disagree agree

17. Maybe this place will be able to help me. Strongly | Disagree | Not sure | Agree | Strongly

disagree agree

18. | may need a boost right now to help me Strongly | Disagree | Not sure | Agree | Strongly
maintain the changes I've already made. disagree agree

19. | hope that someone here will have some Strongly | Disagree | Not sure | Agree | Strongly
good advice for me. disagree agree

20. Anyone can talk about changing; I'm Strongly | Disagree | Not sure | Agree | Strongly
actually doing something about it. disagree agree

21. All this talk about psychology is boring. Strongly | Disagree | Not sure | Agree | Strongly
Why can’t people just forget about their disagree agree
problems?

22.I’'m here to prevent myself from having a Strongly | Disagree | Not sure | Agree | Strongly
relapse of my problem. disagree agree

23. | feel like the problem I fixed is coming Strongly | Disagree | Not sure | Agree | Strongly
back. disagree agree

24. | have worries but so does the next guy. Strongly | Disagree | Not sure | Agree | Strongly
Why spend time thinking about them? disagree agree

25. | am actively working on my problem. Strongly | Disagree | Not sure | Agree | Strongly

disagree agree

26. | would rather cope with my faults than try | Strongly | Disagree | Not sure | Agree | Strongly
to change them. disagree agree

27. After all | had done to try to change my Strongly | Disagree | Not sure | Agree | Strongly
problem, every now and again it comes disagree agree

back to haunt me.
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ADEQUACY OF FINANCIAL RESOURCES

[Interviewer]: In the past two months, have you had enough money each month to pay for the following

things? Have you had enough money for...

ES NO CATEGORY

Food

Clothing

Rent and Utilities

Current Medical Needs- Medical Care and Medications

Getting to places you have to go such as work, appointments, or grocery shopping? (that

is, having money for bus fare or gas money)

Traveling to visit family and friends (transportation)

7. Social activities (things you do for fun such as eating in a restaurant or going to see a
movie)

8. Being able to pay other people for the money you owe them (financial obligations to

other or personal debts)

Vs win e

o
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LIVING INDEPENDENCE

[Interviewer]: Now | would like to tell me how well you are able to do each of the following activities.

Able  Able Able Need Help Don't Not

with  with (not Know  Applicable
club other's  currently
help  help receiving)
How well ar.e you able to use public 4 3 5 1 9 g
transportation?
How well are yog able to handle 4 3 5 1 9 g
money (e.g. making change)?
How well are you able to budget 4 3 5 1 9 g
money?
How well are you able to cook for 4 3 5 1 9 3
yourself?
How well are You able to do the 4 3 5 1 9 3
weekly shopping?
How well are you able to look for a
. . 4 3 2 1 9 8
job (or wanted to look for a job)?
How well are you able to wash your 4 3 5 1 9 3
clothes?
How well are.you able to take care of 4 3 5 1 9 g
personal hygiene?
!—|ow well are you able to purchase 4 3 5 1 9 3
items from shops?
. How well are you able to leave the 4 3 5 1 9 g
house alone?
. How well are you able to choose and 4 3 5 1 9 3
buy clothes?
. How well are you able to care for 4 3 5 1 9 3

your personal appearance?
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APPENDIX F

CLUBHOUSE DATA COLLECTION SHEET

Clubhouse ID#: Participant ID#

DIAGNOSTIC INFORMATION OF MEMBER

A. Primary Axis I: e
B. Secondary Axis I: _

C. Primary Axis Il I

D. Initial GAF Score (0-100) Current/ Most Recent GAF (0-100)

E. If available, what is the date of onset of

the illness listed in row A above? Month_____ /Year
2. CLUBHOUSE MEMBERSHIP AND ATTENDANCE
a) Is the member and Active member (participates at least 1 time a week for three months)?
b) Enter the date of Clubhouse Membership Month / Year
c) Enterthe number of days per week the members attends: # per week
a. Ifless than 1 time a week, enter the number of days per month: # per month
d) How long does the member stay at the clubhouse? Enter the approximate start and end time (or approximate
number of hours: Start time: : End Time: :

(on)

Enter Approximate # of hours: hrs.




148

REFERENCES

Accordino, M. P., Porter, D. F., & Morse, T. (2001). Deinstitutionalization of persohs wit

severe illness: Context and consequendesrnal of Rehabilitation, §2), 16-21.

Anderson, R., Caputi, P., & Oades, L. (2006). Stages of recovery instrument: Developaent
measure of recovery from serious mental illnéssstralian and New Zealand Journal of

psychiatry, 40972-980.

Anderson, R., Oades, L., & Caputi, P. (2003). The experience of recovery from schmeaphre
towards an empirically validated stage mod&listralian and New Zealand Journal of

Psychiatry, 37586-594.

Angell, B. (2003). Contexts of social relationships development among assertiveigibynm

treatment clientsMental Health Services Researclil )} 13-25.

Anthony, W. A. (1993). Recovery from mental illness: The guiding vision of the menttd hea

service system in the 1990Bsychosocial Rehabilitation Journal, (8§, 11-23.

Armstrong, M. L., Korba, A. M., & Emard, R. (1995). Of mutual benefit: The reciprocal
relationship between consumer volunteers and the clients they Bsyediatric

Rehabilitation Journal, 1@), 45-49.

August, J. L., & Flynn, A. (2007). Applying stage-wise treatment to a mixge-s@occurring

disorders groupAmerican Journal of Psychiatric Rehabilitation,, BB-63.

Barrera Jr., M. (1980). A method for the assessment of social support networks in community

survey researclConnections, 38-13.



149

Baumeister, R. F.,& Leary, M. R. (1995). The need to belong: Desire for intanpkrs
attachments as a fundamental human motivaBsgchological Bulletin, 11(8), 497-

529.

Beal, G., Veldhorst, G., McGrath, J. L., Guruge, S., Grewal, P., DiNunzio, R., & Titethne
(2005). Constituting community: Creating a place for one$¥sf;chiatry, 683), 199-

211.

Bell, M., Fiszdon, J., Richardson, R., Lysaker, P., & Bryson, G. (2007). Are self-repadts vali
for schizophrenia patients with poor insight? Relationship of unawareness oftiliness

psychological self-report instrumentBsychiatry Research, 1537-46.

Bellack, A.S. (2006). Scientific and consumer models of recovery in schizophrenia:

Concordance, contrasts, and implicatioBshizophrenia Bulletin, 33), 432-442.

Birchwood, M., Smith, J., Cochrane, R., Wetton, S., & Copestake, S. (1990). The social
functioning scale. The development and validation of a new scale of social adjustment
for use in family intervention programmes with schizophrenic patiBnitssh Journal of

Psychiatry, 157853-859.

Borge, L., Martinsen, E. W., Ruud, T., Watne, O., & Friis, S. (1999). Quality of life, Iesline
and social contact among long-term psychiatric patidd$ychiatric Services, %0), 81-

84.

Buckner, J. C. (1988). The development of an instrument measure to neighborhood cohesion.

American Journal of Community Psychology6)6771-791.



150

Canty-Mitchell, J.& Zimet, G.D. (2000). Psychometric properties of the dnukinsional scale
of perceived social support in urban adolesceAtaerican Journal of Community

Psychology, 2@), 391-400.

Caron, J., Tempier, R., Mercier, C., & Leouffre, P. (1998). Components of social support and
quality of life in severely mentally ill, low income individuals and a general ptpala

group.Community Mental Health Journal, ), 459-475.

Cecil, H., Stanley, M. A., Carrion, P. G., & Swann, A. (1995). Psychometric properties of the
MSPSS and NOS in psychiatric outpatiedtsurnal of Clinical Psychology, %), 593-

601.

Chiu, M. Y., Ho, W. W., Lo, W. T., & Yiu, M. C. (2010). Operationlization of the SAMHSA

model of recovery: A quality of life perspectiv@uality of Life Research, 19-13.

Chou, C.C., Chan, F, & Tsang, H.W. (2004). Stages of change among Chinese people with

mental iliness: A preliminary studyRehabilitation Psychology, 49), 39-47.

Conrad, K. J., Yagelka, J., Matters, M. D., Rich, A. R., Williams, V., & Buchanan, M. (2001).
Reliability and validity of a modified Colorado symptom index in a national h@sele

sample.Mental Health Services Researc3)3 141-153.

Corrigan, P. (2002). Empowerment and serious mental illness: Treatmentghapsmand

community opportunitiesPsychiatric Quarterly, 7@®), 217-228.

Corrigan, P.W., Giffort, D., Rashid, F., Leary, M., & Okeke, I. (1999). Recovery as a

psychological constructCommunity Mental Health Journal, @&, 231-239.



151

Corrigan, P.W., & Phelan, S. M. (2004). Social support and recovery in people with serious

mental illnessesCommunity Mental Health Journa,l @), 513-523.

Corrigan, P.W., & Ralph, R.O. (200Recovery in Mental lliness: Broadening Our
Understanding of Wellnesgp3-17). Washington DC: American Psychological

Association, p. 282.

Corrigan, P. W., Salzer, M. Ralph, R.O., Sangster, Y., & Keck, L. (2004). Examiningthe fa

structure of the recovery assessment scaéizophrenia Bulletin, §8), 1035-1041.

Crane-Ross, D., Lutz, W. J., & Roth, D. (2006). Consumer and case manager perspectives of
service empowerment: Relationship to mental health recoverynal of Behavioral

Health Services & Research,(23 142-155.

Crane-Ross, D., Roth, D., & Lauber, B. (2000). Consumers’ and case managers’ @gesadpti
mental health and community support service ne€dsnmunity Mental Health Journal,

36(2), 161-178.

Crespo, M., Perez-Santos, E., Munoz, M., & Guillen, A. I. (2008). Descriptive studgrafst
associated with severe and persistent mental illness among the genelatiqopf

Madrid (Spain). Community Mental Health Journal, 4393-403.

Davidson, L., Borg, M., Marin, I, Topor, A., Mezzina, R., & Sells, D. (2005). Process of
recovery in serious mental iliness: Findings from a multinational stéidherican

Journal of Psychiatric Rehabilitation, 77-201.



152

Davidson, L., O'Connell, M., Tondora, J., Styron, T., & Kangas, K. (2006). The top ten
concerns about recovery encountered in mental health system transformation.

Psychiatric Services, §%), 640-645.

Davidson, L., & Roe, D. (2007). Recovery from versus recovery in serios mentss:ill@me
strategy for lessening confusion plaguing recovdournal of Mental Health, 18),

459-470.

Davidson, L., Tondura, J., O’'Connell, M., Kirk Jr., T., Rockholz, & Evans, A. (2007). Creating
a Recovery-Oriented system of behavioral health care: Moving from concegtitg. r

Psychiatric Rehabilitation Journal, 81), 23-31.

Derogatis, L. R., Lipman, R. S., Rickles, K., Uhlenhuth, E. H., & Covi, L. (1974). The Hopkins
symptom checklist (HSCL): A self report symptom inventdBghavioral Science, 19-

15.

Derogatis, L. R., & Melisaratos, N. (1993). The brief symptom inventory: An introgduct
report. Psychological Medicine: A journal of Research in Psychiatry and the Allied
Sciences, 13), 595-605. Retrieved from

http://search.proquest.com/docview/616872518?accountid=14925

Diagnostic and Statistical Manual of Mental Disorders Fourth Edition Rexision (DSM-IV-

TR). (2000). Arlington: American Psychiatric Association.

Dickerson, F. B., Sommerville, J., Origoni, A. E., Ringel, N. B., & Parente, F. (2001).
Outpatients with schizophrenia and bipolar | disorder: Do they differ in theirtoagni

and social functioningPsychiatry Research, 102]1-37.



153

DiClemente, C. C., & Hughes, S. O. (1990). Stages of change profiles in outpatient staoholi

treatment.Journal of Substance Abuse,217-235.

DiClemente, C. C., Nidecker, M., & Bellack, A. S. (2008). Motivation and the stages ofchang
among individuals with severe mental iliness and substance abuse disdodensl of

Substance Abuse Treatment, 28-35.

Dixon, A. L., & Tucker, C. (2008). Every student matters: Enhancing strengths-dudsml
counseling through the application of matteriyofessional School Counseling,(2},

123-126.

Drake, R. E. (2005). How evidence-based practices contribute to community integkation:

commentary on Bond et aCommunity Mental Health Journal, @, 87-90.

Drake, R. E., McHugo, G. J., Xie, H., Fox, M., Packard, J., & Helmstetter, B. (2006). Ten-year
recovery outcomes for clients with co-occurring schizophrenia and substance us

disordersSchizophrenia Bulletin, 32), 464-473.

Elliot, G. C., Kao, S., & Grant, A.M. (2004). Mattering:Empirical validation of a $ocia

psychological concep&elf and Identity, 3339-354.

Encarta: Recovery. Retrieved from:

http://encarta.msn.com/encnet/features/dictionary/DictionaryRessiiix ?lextype=3&sea

rch=recovery

Erdfelder, E., Faul, F., & Buchner, A. (1996). GPower: A general power analysiaiprog

Behavior Research Methods, Instruments, & Compute($),28-11.



154

Essau, C. A, Lewinsohn, P. M., Seeley, J. R., & Sasagawa, S. (2010). Gender diffarérees i
developmental course of depressidournal of Affective Disorders, 127(1-385-190.

Retrieved from: http://search.proquest.com/docview/847281068?accountid=14925

Froland, C., Brodsky, G., Olson, M., & Stewart, L. (2000). Social support and social
adjustments: Implications for mental health professionammunity Mental Health

Journal, 31), 61-75.

Fung, K., Tsang, H., Corrigan, P., Lam, C., & Cheng, W. (2007). Measuring self-sfigma o
mental illness in China and its implications for recovdngernational Journal of Social

Psychiatry 583), 408-418.

Goodman, M., Hull, J., Terkelsen, K., Smith, T., & Anthony, D. (1997). Factor structure of

quality of life: The lehman interviewEvaluation and Program Planning @), 477-480.

Hardiman, E. R.,& Segal, S. P. (2003). Community membership and social networks in mental

health self-help agencie®sychiatric Rehabilitation Journal, 2¥), 25-33.

Henderson MJ, Saules KK, & Galen LW. (2004). The predictive validity of the univefsit
rhode island change assessment questionnaire in a heroin-addicted polysubsteice a
samplePsychology of Addictive Behaviors : Journal of the Society of Psychologists in

Addictive Behaviors, 18), 106-12.

Herman, S. E., Onaga, E., Pernice-Duca, F., Oh, S., & Ferguson, C. (2005). Sense of community
in clubhouse programs: Member and staff concdpteerican Journal of Community

Psychology, 3@/4), 343-356.



155

Hersen, M. & Turner, S. M. (Ed.). (200&dult Psychopathology and Diagnosis Fourth Edition.

New Jersey: John Wiley & Sons.

Hillburger, J., & Lam, C.S. (1999). Readiness for change among people with zedere
persistent mental illness in a rehabilitation progréehabilitation Counseling

Bulletin,43(1), 12-19.

Holter, M. C., & Mowbray, C. T. (2004). Critical ingredients of consumer run senReesilts

of a national surveyCommunity Mental Health Journal, @0, 47-63.

Howell, D. C. (2009). Treatment of missing data. Retrieved from:

http://mwww.uvm.edu/~dhowell/StatPages/More_Stuff/Missing_Datalitdstml

International Center for Clubhouse Development. (200&)ntain House; The first clubhouse.

Retrieved from http://www.iccd.org/history.html.

Jobe, T.H., & Harrow, M. (2005). Long-term outcome of patients with schizophrenia:e\wevi

Canadian Journal of Psychiatry, G34), 892-899.

Karidi, M., V., Stefanis, C., N., Theleritis, C., Tzedaki, M., Rabavilas, A., D., & Stfahj C.
(2010). Perceived social stigma, self-concept, and self-stigmatizaoatieht with

schizophreniaComprehensive Psychiatry, ,519-30.

Kessler R.C, Berglund P, Demler O, Jin R, Merikangas K. R, & Walters E. E.)(20@5ime
prevalence and age-of-onset distributions of DSM-1V disorders in the National

Comorbidity Survey Replication Studérch. Gen. Psychiatry§2:593-602.



156

Klem, L. (2000). Structural Equation Modeling. In L. Grimm & P. Yarnold (E&eading and
understanding more multivariate statistigg. 227-260). Washington, DC: American
Psychological Association.

Klinkenberg, W. D., Cho, D. W., & Vieweg, B. (1998). Reliability and validity of the interview

and self-report versions of the BASIS-3sychiatric Services, 49), 1229-1231.

King, M., Dinos, S., Shaw, J., Watson, R., Stevens, S., Passetti, F., et al (2007). The stigma
scale: development of a standardized measure of the stigma of mental Mhed3ritish

Journal of Psychiatry, 19@48-254.

Lehman, A. F. (1988). A quality of life interview for the chronically mentally#izaluation

and Program Planning 151-62.

Leutwyler, H., Chafetz, L., & Wallhagen, M. (2010). Older adults with schizophreniadrdi

place to belonglssues in Mental Health Nursing,3807-513.

Liberman, R. P., Kopelowicz, A., Ventura, J., & Gutkind, D. (2002). Operational criteria and
factors related to recovery from schizophrehigernational Review of Psychiatry, 14

256-272.

Liraud, F., Droulout, T., Parrot, M., & Verdoux, H. (2004). Agreement between self-rated and
clinically assessed symptoms in subjects with psychdsis.Journal of Nervous and

Mental Disease, 193), 352-356.

Lloyd, C., King, R., McCarthy, M.,& Scanlan, M. (2007). The association betwesemdei
motivation and recovery: A pilot studyustralian Occupational Therapy Journéy,

33-41.



157

Lucca, A. M., & Allen, G. J. (2001). A statewide assessment of psychological retenl
programs: General characteristics and serviBsgchiatric Rehabilitation Journal,

24(3), 205-213.

Lysaker, P. H., Roe, D., & Buck, K. D. (2010). Recovery and wellness amidst schizophrenia
Definitions evidence, and the implications for clinical practideurnal of the American

Psychiatric Nurses Association, (1§, 36-42.

Macias, C., Jackson, R., Schroeder, C., & Wang, Q. (1999). What is a clubhouse? Report on the
ICCD 1996 survey of USA clubhous&€ommunity Mental Health Journal, @, 181-

190.

Marcussen, K., Ritter, C., & Munetz, M. R. (2010). The effect of services and stigma dy quali

of life for persons with serious mental illness@sychiatric Services, §4), 489-494.

Markowitz, F. (2001). Modeling processes in recovery from mental illnessidRelaips
between symptoms, life satisfaction, and self-concémirnal of Health and Social

Behavior, 21), 64-79.

Marshall, S. K. (2001). Do | matter? Construct validation of adolescents’ perceittedimggto

parents and friendslournal of Adolescence, 2473-490.

Mastboom, J. (1992). Forty clubhouses: Model and practegchosocial Rehabilitation

Journal, 162), 9-23.

McCallum, C., & McLaren, S. (2011). Sense of belonging and depressive symptoms among

GLB adolescentsJournal of Homosexuality, 583-96.



158

McConnaughy, E. A., DiClemente, C. C., Prochaska, J. O., & Velicer, W. F. (1989). Stages of

change in psychotherapy: A follow-up reposychotherapy, Z8), 494-503.

McConnaughy, E. A., Prochaska, J. O., & Velicer, W. F. (1983). Stages of change in
psychotherapy: Measurement and sample profegchotherapy: Theory, Research and

Practice, 20 368-375.

McDonald, R., & Ringo Ho, M. (2002). Principles and practice in reporting structural@guat

analyses.Psychological Methods(X), 64-82.

Mead, S., Hilton, D., & Curtis, L. (2001). Peer support: A theoretical perspdesiyehiatric

Rehabilitation Journal, 22), 134-141.

Mental Health: A report of the surgeon general. Epidemiology of mental illnessewed from

http://www.surgeongeneral.gov/library/mentalhealth/chapter2/sec2_1.html

Miller, L., Brown, T. T., Pilon, D., Scheffler, R. M., & Davis, M. (2010). Patterns afvery
from severe mental illness: A pilot study of outcom€smmunity Mental Health, 46

177-187.

Miller, W. R., & Tonigan, J. S. (1996). Assessing drinkers motivations for change:afjes sif
change readiness and treatment eagerness scale (SOCRR3¥$Bplogy of Addictive

Behaviors, 1081-89.

Mohr, D. C., Classen, C., & Barrera Jr., M. (2004). The relationship between social support,
depression and treatment for depression in people with multiple sclePggishological

Medicine, 34533-541.



159

Mowbray, C.T., Lewandowski, L., Holter, M., & Bybee, D. (2006). The clubhouse as an

empowering settingHealth and Social Work, 83), 167-179.

Napper, L. E., Fisher, D. G., Reynolds, G. L., Wood, M. M., Jaffe, A., & Klahn, J. A. (2008).
Convergent and discriminant validity of three measures of stage of chasygghology

of Addictive Behavior, 23), 362-371.

National Alliance of Mental Iliness (2010). NAMI State advocacy 2010. The logfis of
cutting mental health. Retrieved from

http://www.nami.org/Content/NavigationMenu/State  Advocacy/About the Isea#lH

Care.pdf.

National Institue of Mental Health (2010). Questions and answers of about the national
comorbidity survey replication (NCSR) study. Retrieved from

http://www.nimh.nih.gov/health/topics/statistics/ncsr-study/questomsanswers-about-

the-national-comorbidity-survey-replication-ncsr-study.shtml#g8

National Institute of Mental Health. (2010). The Numbers count: Mental disord&raerica.

Retrieved fromhttp://www.nimh.nih.gov/health/publications/the-numbers-count-mental-

disorders-in-america/index.shtml#intro

Nidecker, M., DiClemente, C. C., Bennett, M. E., & Bellack, A. S. (2008). Applicatitmeof
transtheoretical model of change: Psychometric properties of leadasyras in patients
with co-occurring drug abuse and severe mental ilinadslictive Behaviors, 33.021-

1030.



160

Noordsy, D., Torrey, W., Mueser, K., Mead, S., O'Keefe, C., & Fox, L. (2002). Recovery from
severe mental illness: An interpersonal and functional outcome definititarnational

Review of Psychiatry, 1818-326.

O’Connell, M., Tondora, J., Croog, G., Evans, A., & Davidson, L. (2005). From rhetoric to
routine: Assessing perceptions of recovery-oriented practices in a stai@ health and

addiction systenPsychiatric Rehabilitation Journal, 28), 378- 386.

Onken, S.J., Craig, C.M., Ridgway, P., Ralph, R., & Cook, J.A. (2007). An analysis of the
definitions and elements of recovery: A review of the literaté®ychiatric

Rehabilitation Journal, 31), 9-22.

Overall, J. E., & Gorham, D. R. The brief psychiatric rating sc@k.chological Reports, 10

799-812. Retrieved fromrtp://search.proquest.com/docview/615405836?accountid=14925

Perlick, D. A., Rosenheck, R. A., Clarkin, J. F., Sirey, J., Salahi, J., Struening, E. L., & Link, B
G. (2001). Adverse effects of perceived stigma on social adaptation of persousedhg

with bipolar affective disorderPsychiatric Services, $22), 1627-1632.

Pernice-Duca, F. M. (2008). The structure and quality of social network support areotej
health consumers of clubhouse prograisirnal of Community Psychology, (3% 929-

946.

Pernice-Duca, F., & Onaga, E. (2009). Examining the contribution of social netwp@rsto
the recovery process among clubhouse memi#argerican Journal of Psychiatric

Rehabilitaion, 121-30.



161

Pernice-Duca, F., Saxe, B., & Johnson, J. (2010). Factors influencing staff perseptihe
organizational environment of clubhous&dministration Policy Mental Health.

doi:10.1007/s10488-009-0241-z

Peterson, N. A., Speer, P. W.,& Hughey, J. (2006). Measuring sense of community: A
methodological interpretation of the factor structure debh#darnal of Community

Psycholog,y 34l), 453-469.

Prochaska, J. O.,& DiClemente, C. C. (1982). Transtheoretical therapy: Toward a mor
integrative model of chang&sychotherapy: Theory, Research and Practic€3)1276-

288.

Prochaska, J. O., & Prochaska, J. M. (1999). Why don’t continents move? Why don’t people

changeJournal of Psychotherapy Integration(19, 83- 102.

Ralph, R. O. (2000). Recovetysychiatric Rehabilitation Skills,(8), 480-517.

Ramon, S., Shera, W., Healy, B., Lachman, M., & Renouf, N. (2009). The rediscovered concept
of recovery in mental illness. A multicountry comparison of policy and practice.

International Journal of Mental Health, 88), 106-126.

Rayle, A. D. (2006). Mattering to others: Implications for the counselingae$dtip. Journal of

Counseling and Development,, 883-487.

Ready, R. E., & Clark, L. A. (2002). Correspondence of psychiatric patient and infortivags ra
of personality traits, temperament, and interpersonal problEsyehological

Assessment, 14(1), 39-49.



162

Resnick, S. G., Fontana, A., Lehman, A., & Rosenheck, R. (2005). An empirical

conceptualization of the recovery orientati@chizophrenia Research,,7619-128.

Ridgway, P. (2001). Restorying psychiatric disability: Learning fronh fiesson recovery

narrativesPsychiatric Rehabilitation Journal, 24), 335-343.

Rivera, P., Rose, J. M., Futterman, A., Lovett, S. B., & Gallagher-Thompson, D. (1991).
Dimensions of perceived social support in clinically depressed and nondepresded fema

caregivers.Psychology and Aging(2), 232-237.

Roberts, L. J., Salem, D., Rappaport, J., Toro, P. A., Luke, D. A.,& Seidman, E. (1999). Giving
and receiving help: Interpersonal transactions in mutual-help meetingsyahdgicial

adjustment of member&merican Journal of Community Psychology(6)7841-868.

Rogers, S., Martin, R., Anthony, W., Massaro, J., Danley, K., Crean, T., & Penk, W. (2001).
Assessing readiness for change among persons with severe mentalGidmessinity

Mental Health Journal, 32), 97-112.

Rohall, D. (2003). Macro- and micro-social conditions affecting individual sensattéring

during a period of downsizingCurrent Research in Social Psychologfi )9 1-18.

Rollnick, S., Heather, N., Gold, R., & Hall, W. (1992). Development of a short “readiness to
change” questionnaire for use in brief, opportunistic interventions amongeeces

drinkers. British Journal of Addiction, 86), 743-754.

Rosenberg, M., & McCullough, C. (1981). Mattering: Inferred significance and ninegatkih

among adolescentfesearch in Community and Mental Health1@3-182.



163

Rosenfield, S. (1997). Labeling mental iliness: The effects of received seavidgerceived

stigma on life satisfactiodmerican Sociological Review, @igust), 660-672.

Rosenfield, S. & Wenzel, S. (1997). Social networks and chronic mental illness: Aftast of

perspectivesSocial Problems, 42), 200-216.

Ruggeri, M., Leese, M., Thornicroft, G., Bisoffi, G., & Tansella, M. (2000). Dafmiand
prevalence of severe and persistent mental illfg#ssh Journal of Psychiatry, 177

149-155.

Salem, D. A., Seidman, E., & Rappaport, J. (1988). Community treatment of the méntally i

The promise of mutual-help organizatio8scial Work, 3@®), 403-408.

Salyers, M. P., Godfrey, J. L., Mueser, K. T., & Labriola, S. (2007). Measuring illness
management outcomes: A psychometric study of clinician and consumer calies) for
illness self management and recov&gmmunity Mental Health Journal, &, 459-

480.

San, L., Ciudad, A., Alvarez, E., Bobes, J., & Gilaberte, I. (2007). Symptomatic @massl
social/vocational functioning in outpatients with schizophrenia: Prevalence and

associations in a cross-sectional stuByropean Psychiatry, 22190-498.

Sheedy C. K., & Whitter M., (2009). Guiding Principles and Elements of Recovegteu
Systems of Care: What Do We Know From the Research? Substance Abuse and Mental
Health Services Administration. Retrieved from

http://pfr.samhsa.gov/docs/Guiding_Principles_Whitepaper.pdf



164

Schieman, S., & Taylor, J. (2001). Statuses, roles, and the sense of ma8ediujogical

Perspectives, 44), 469-484.

Schon U., Denhov, A., & Topor, A. (2009). Social relationships as a decisive factor in
recovering from severe mental illnedaternational Journal of Social Psychiatry, (39,

336-347.

Schonebaum, A., Boyd, J., & Dudek, K. (2006). A comparison of competitive employment

outcomes for the clubhouse and PACT modBlsychiatric Services, %¥0), 1416-1420.

Silverstein, S. M., & Bellack, A. S. (2008). A scientific agenda for the conceptmfaBcas it

applies to schizophreni&linical Psychology Review, 28108-1124.

Sowers, W. (2005). Transforming systems of care: The american associatmnnofinity
psychiatrists guidelines for recovery oriented servi€asnmunity Mental Health

Journal, 416), 757-774.

Substance Abuse and Mental Health Services (20G)onal consensus statement on mental

health recoveryRetrieved fromhttp://store.samhsa.gov/product/SMA05-4129

Taylor, J., & Turner, R. J. (2001). A longitudinal study of the role and significdmoattering

to others for depressive symptondgaurnal of Health and Social Behavior,,4210-325.

The President’s New Freedom Commission on Mental Health. (280Bieving the Promise:
Transforming Mental Health Care in Ameriddetrieved from

http://mwww.mentalhealthcommission.gov/reports/FinalReport/downloadsRepalt.pdf



165

Torrey, W. C., Rapp, C. A, Van Tosh, L., McNabb, C., & Ralph, R. O. (2005). Recovery
principles and evidence-based practice: Essential ingredients of serproeement.

Community Mental Health Journal, @1, 91-100.

Townley G.,& Kloos, B. (2009). Development of a measure of sense of community for
individuals with serious mental iliness residing in community settidgarnal of

Community Psychology, @), 362-380.

Touyz, S., Thornton, C., Rieger, E., George, L., & Beumont, P. (2003). The incorporation of the
stage of change model in the day hospital treatment of patients with anoeexbsa.

European Child & Adolescent Psychiatry, (Suppl1R, 65-71.

Tsang, H. W., Fung, K. M., & Chung, R. C. (2010). Self-stigma and stages of change as
predictors of treatment adherence of individuals with schizophr&schiatric

Research, 180L0-15.

Turner, R. J.,& Marino, F. (1994). Social support structure: A descriptive epidemidtagyal

of Health and Social Behavior, 3593-212.

Usall, J., Suarez, D., & Haro, J. M. (2007). Gender differences in response to antipsychotic
treatment in outpatients with schizophreR®gychiatry Research, 153(2p5-231.

Retrieved fronmttp://search.proquest.com/docview/622055829?accountid=14925

Vaux, A., Burda, P., & Stewart, D. (1986). Orientation toward utilization of support resourc

Journal of Community Psychology,, 1469-170.



166

Verhaeghe, M., Bracke, P., & Bruynooghe, K. (2008). Stigmatization and ssdfrest
persons in recovery from mental illness: the role of peer supimdernational Journal

of Social Psychiatry, 3), 206-218.

Warner, R., Huxley, P., & Berg, T. (1999). An evaluation of the impact of clubhouse
membership on quality of life and treatment utilizatioernational Journal of Social

Psychiatry, 464), 310-321.

Watt, S. E., & Badger, A. J. (2009). Effects of social belonging on homesickness: Antapplica
of the belongingness hypothesRersonality and Social Psychology Bulletin(85 516-

530.

Weisfeld, G. E. (1999Evolutionary principles of human adolescendew York: Basic Books.

Wright, E. R., Gronfein, W., & Owens, T. J. (2000). Deinstitutionalization, sociatimje and
the self-esteem of former mental patientsurnal of Health and Social Behavior,,41

68-90.

Yanos, P. T., Primavera, L. H., & Knight, E. L. (2001). Consumer-run service partinipat
recovery of social functioning, and the mediating role of psychological factors

Psychiatric Services, %2), 493-500.

Yanos, P. T., Rosenfield, S., & Horwitz, A. (2001). Negative and supportive sociatiitesa
and quality of life among persons diagnosed with severe mental ill@essmunity

Mental Health Journal, 3B), 405-419.

Young, S. L.,& Ensing, D. (1999). Exploring recovery from the perspective of people with

psychiatric disabilitiesPsychiatric Rehabilitation Journal, 22), 219-231.



167

Zimet, G. D., Dahlem, N. W., & Zimet, S. G.,& Farley, G. K. (1988). The multidimeas

scale of perceived social suppdurnal of Personality Assessment(55230-41.



168

ABSTRACT

INTER/INTRAPERSONAL VARIABLES AND READINESS FOR CHANGE ON
ACHIEVING RECOVERY

by
DEBORAH |. CONRAD-GARRISI
May 2011
Advisor: Dr Francesca Pernice-Duca
Major: Educational Psychology
Degree: Doctor of Philosophy

Individuals with serious mental illness experience numerous tsartleat prevent
achieving a meaningful life, as well as increase the oisksocial isolation and ostracism.
However, recovery from serious mental iliness is an emergaligy for many who experience
psychiatric illness. Psychiatric rehabilitation programst th@mote recovery, community
integration, and acceptance aim to combat the potentially detehmarisequences of mental
illness. The purpose of this study was to examine how inter/int@pa variables, such as
sense of mattering, sense of community, and perceived stigraanod recovery from mental
illness among consumers who participate in psychiatric rehabifitgprograms, known as
clubhouses. In addition, readiness for change was examined to detéstage of change was
predictive of greater recovery. This study involved in-depth intesvienth 143 mental health
consumers from 10 clubhouses in Michigan. The Recovery AssesSuoalet was used to
measure the subjective experience of recovery. Functional iodicaf recovery, such as
decrease in symptoms and adequacy of finances, were predictareldherefore substantiated,
the subjective experience of recovery. Multivariate regressialysis revealed consumers that

spent more time at the clubhouse was predictive of stages of chafigerchical regression
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analyses revealed that consumers experienced greater kecghien they perceived less
stigmatizing attitudes about their illness and experiencedsamersense of mattering and sense
of community. In addition, experiencing a sense of mattering wasfisagrti in reducing
perceived stigma. Based on the theoretical framework of the be¢yegs hypothesis a
conceptual model was developed identifying sense of belongitigeasnderpinnings for the
development of recovery. Hypothesized relationships between speoifistructs were
examined using Structural Equation Modeling. The conceptualized modedigalavigood fit for
the data and indicated that sense of belonging significantly predictssfatt@covery including,
positive identity, hope and meaning, and illness responsibility and supfloese results offer

clinical implications and implore further research on sense of matterthgchieving recovery.
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