What Does Putting
. Recovery into Practice
Baker Mean for Psychologists?

Psychological practice can be paternalistic and disempowering. This
article suggests more recovery focused psychologists could attend to
processes of informed consent, develop ways of working that value the
expertise of experience and contribute to the evidence base in relation to
people’s experience of therapy.
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The term recovery is now widely used to describe the journeys of people who
have experienced mental health difficulties and distress, towards personally
determined, meaningful and fulfilling lives. A number of guiding principles
which mental health workers can apply in support of this process have been
identified, which reflect three core components: hope, control and opportunity
(Repper & Perkins, 2003). Recovery principles have been widely adopted as a
basis for mental health practice, and form the basis of current English mental
health policy (Department of Health, 2011). They have also been endorsed by
the major mental health professions (Care Services Improvement Partnership
and Royal College of Psychiatrists and Social Care Institute for Excellence, 2007;
Department of Health, 2006), including the British Psychological Society, which
in 2009 issued a policy statement that ‘Mental health services should fully
embrace the recovery approach’.

Recovery is presented as a radical alternative to traditional mental health
practice, to the extent that it has been described as a “paradigm shift’ (Slade,
2009). Many psychologists may already see themselves as practising outside
the dominant paradigm, and so are likely to welcome these developments, or
see them as a validation or extension of their existing practice. At first glance
there does appear to be considerable overlap between recovery and
psychological approaches, with their emphasis on exploration of personal
meanings and adopting a person-centred, collaborative stance. It is not then
surprising that professional psychologists in England and the United States
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have made significant contributions to the development of recovery based
practice, including the author of one of the most commonly used definitions of
recovery, William Anthony (1993). Two of these, Pat Deegan and Rufus May,
also have a background of personal experience of recovery, suggesting that to
dissatisfied customers, psychology may seem to represent a viable alternative
to traditional psychiatric practice. Certainly for Deegan and May it has been a
professional basis for developing empowering practices, in which people are
enabled to become active participants in their recovery process (May, 2004;
Deegan & Drake, 2006). However, there are aspects of psychological practice
which are less compatible with recovery principles and which can be seen as
equally paternalistic (Mitchell & Purtell, 2009), and so as open to challenge, as
other traditional approaches. As psychological practice is informed by a number
of different models, with very different assumptions, it is to be expected that
some approaches will be much more consistent with recovery than others. In
this paper, I will explore the ways in which psychologists could be said to be
already be putting recovery into practice and identify areas where fully
embracing the recovery approach would require a change of emphasis, to allow
people using our services to genuinely experience hope, control and opportunity.

The lived experience of psychological therapy
The emergence of the recovery paradigm has largely been driven by the
testimony of people who have personal experience of distress and recovery,
reflecting on the ways in which mental health services have helped and hindered
that process. This has led to a recognition of different forms of expertise, that
which is gained by training and research and that which is gained by living
through an experience, and that both should make an equal contribution to
understanding and moving forward from mental distress (Roberts & Boardman,
2013). In understanding the ways in which psychological practice is supportive
of recovery it is therefore important to know about the experiences of people
who have used such services. Perhaps it is telling that limited formal research
has been done in this area and the arguments that are offered in defence of this
suggest that clients would be unable to accurately communicate about what
happens in therapy (Hodgetts & Wright, 2007). This suggests that psychologists
may not yet be entirely comfortable with the notion of expertise by experience.
Where people have described their experiences of psychological therapy,
either in response to specific research or requests for feedback (BACP Scottish
Counselling Reference Group, 2010; Hodgetts & Wright, 2007; Gideon et al.,
2009; Martindale et al., 2009; McGowan et al., 2005) or as part of more general
information gathering about factors that support recovery (Lapsely et al., 2002;
Rethink, 2009), these are predominantly positive. People using services are often
keen to explore psychological therapy as an alternative to using medication
(Baker et al., 2013) and they often express serious concerns about the length of
waiting times to access what is perceived as an important resource for
supporting people’s recovery (Rethink, 2013). Where people have received
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therapy, they have described valuing being able to talk openly about their
feelings, being listened to and offered reassurance, understanding and a different
perspective on their experiences. People have also appreciated collaborative
approaches, where the therapist was honest and open and sought to involve
them in the process. Where people described negative experiences, these seemed
toreflect approaches that were too rigidly applied: therapists were experienced
as judgmental or confrontational, did not seem to understand them or make
helpful suggestions or the model was difficult to apply to their lives. When
people did have negative experiences it was very difficult for them to access an
alternative and this reflects a commonly raised concern about lack of choice in
relation to psychological therapy. There have been calls for access to greater
choice in therapy approach, therapist characteristics, length of treatment and
when and where sessions take place (BACP Scottish Counselling Reference
Group, 2009; Gideon et al., 2009; Rethink, 2009; Rethink, 2013).

Where resources are limited, it is naturally difficult to offer people as much
choice as would be desirable. However, some people also describe not being
given enough information to make a meaningful choice about whether to
participate in what they were being offered, or, to give informed consent (Gideon
et al., 2009; Martindale et al., 2009). In raising this issue, there is a recognition
from users that this is not straightforward in relation to psychological therapy,
that it requires an ongoing process of learning through experience and may
change as therapy progresses. The British Psychological Society (2009) Code of
Ethics and Conduct is clear both that informed consent should be obtained and
that it may need to be revisited, so this suggests that practice may at times fall
short and that therapists are not always sufficiently sensitive to the power
imbalances that make it difficult for people receiving therapy to question the
process (Martindale et al, 2009). The use of shared decision making, where a
person is supported to weigh the pros and cons of all available options, is now
being championed as a recovery based approach to mental health prescribing
(Baker etal., 2013; Kaminskiy et al., 2013). This presents an intriguing possibility
for the development of similar processes in decision making around therapy.
Rufus May (2009) gives examples of how he has done this in his work with
people with psychosis and describes his experience of people having ‘a wisdom
and expertise about what line of inquiry might be most helpful to them at what
time’.

Are we doing it already?

One of the most frequently raised objections to the promotion of recovery-based
practice is that ‘we’re doing it already” and that it is little more than good practice,
as espoused by existing guidelines and standards (Roberts & Boardman, 2013),
such as those provided by the British Psychological Society. Psychologists do
seem to have a particularly good case and there are clear links between the
aims of most psychological therapies and three of the four ‘recovery tasks’
identified by Slade (2009) through analysis of common themes in recovery
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narratives: developing a positive identity, framing the ‘mental illness” and self-
managing. The fourth is ‘developing valued social roles’, something which in
most models sits outside the domain of psychological therapy, and I will discuss
this further below. The experiences of people using psychological services
reflected above suggest that, as with other professions there may be a gap
between guidance and practice (Roberts & Boardman, 2013). It would be possible
to account for much of the dissatisfaction expressed by acknowledging that
there will inevitably be some psychologists who apply models in ways that are
not intended and unhelpful and some people using services who have unrealistic
expectations of what psychologists can do. I would argue though that there are
some fundamental inconsistencies between the assumptions of many models
of psychological practice and recovery principles.

A key element of recovery based practice is the way in which it redefines
the role of the helping professional from ‘expert’ to ‘coach’, someone who offers
their knowledge and skills as resources the person can use in a process of
learning and discovery, to move forward into a personally valued life (Shepherd
et al., 2008): This has been characterised as professionals being ‘on tap rather
than on top” (Repper & Perkins, 2003). This has been expanded into a model of
support for recovery that is conceptualised as education rather than treatment
or therapy, with a focus on identifying the person’s strengths, supporting them
to find their own solutions, achieve their ambitions and take control of their
lives. Recovery colleges, intended to deliver this approach have been developed
around England (Perkins et al., 2012). In contrast, models of psychological
therapy have assumptions about the nature of psychological health, of which
the expert therapist uses their knowledge to identify what is wrong with the
person and must therefore change in order to achieve this. Their expert
knowledge directs not only what is talked about but also how and in
psychodynamically informed models resistance may be seen as evidence of
pathology. As psychological therapies are well evidenced and highly valued
by people using mental health services (Rethink, 2013) it would not be in the
service of recovery to abandon them. Instead, it is worth considering how they
can be practised in ways that are most compatible with recovery ideals.

Framing the experience of distress

Psychologists are well placed to support people to ‘frame’, or develop a
personally satisfactory meaning in relation to, their experience of distress, due
to their skills in formulation. Recent good practice guidance (British
Psychological Society, 2011) illustrates how formulation can be used to offer
people using services an understanding of how theoretical psychological
knowledge can be applied to their difficulties through a collaborative process,
in which hypothetical frames are tested for their usefulness rather than
considered to be reflections of the truth. Used in this way, formulations have a
lot in common with the use of ‘constructs” for making sense of voice hearing,
that have been developed by the Hearing Voices Movement as an alternative,



March 2014 Elina Baker 5

person-centred, empowering approach (Romme & Escher, 2000). In some
models, however, such as psychodynamic or systemic, the formulation may
never be explicitly shared with the person using therapy but instead be used to
guide interventions developed by the therapist, which may seem bizarre, opaque
and not open to question, potentially disempowering the client. In behavioural
and cognitive behavioural therapies, there may be psycho-educational
components, which risk imposing particular understandings on a person’s
experience, in a way that is not dissimilar to the diagnostic processes used in
psychiatry and which have been extensively criticised by people using services
(Thomas & Bracken, 2004). The model of Narrative Therapy, developed by
Michael White (1990) has attempted to engage with the dilemma of how to
support people in making sense of their experience without imposing
explanatory frameworks and offers techniques for supporting the person to
use their own language and concepts. This approach, developed from a social
constructionist perspective, is more consistent with recovery principles, as it
acknowledges the existence of multiple truths and the highly individualised
nature of personal meanings. A narrative therapist would not necessarily make
these assumptions clear to the client and there is a sense in which this approach
could be disingenuous and disempowering, through denying the existence or
potential relevance of psychological knowledge. I would argue that formulating
in a recovery based way requires psychologists to help people understand that
there are many possible ways of making sense of their difficulties, that while we
may have a professional preference for one, there is no reason that should be the
most useful for them and to support them in exploring the ideas that they find
most interesting. This would require us to look beyond our preferred models in
the service of helping people identify theirs.

Focusing on strengths and wellbeing

Another key aspect of recovery based practice is a focus on the person’s strengths
rather than deficits (Shepherd et al., 2008). Again, good practice guidance
identifies that a high quality formulation will incorporate these (British
Psychological Society, 2011) but in practice, the focus of a formulation is most
likely to be on problems and difficulties, which are usually understood as the
target of intervention. This reflects a requirement for evidence-based practice,
in which the success of interventions is determined by clinical outcome measures
rather than a personally defined measure of life satisfaction (Slade, 2010). An
alternative, and evidence-based, approach is offered by Positive Psychology
(Seligman & Csikszentmihaly, 2000), which focuses on wellbeing rather than
pathology. Using strategies derived from these theories has been identified as
supportive of the processes that are important in recovery, not just in addition
to, but instead of the traditional focus on addressing difficulties (Slade, 2010).
Some other therapy models are also interested in the ways in which a person is
already successfully overcoming their difficulties, in the form of unique
outcomes in Narrative Therapy or exceptions in solution-focused therapy. If a
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person is seeking to have painful feelings or experiences heard and understood,
these approaches may give them limited opportunity and there remains an
issue around how to support people in developing understanding of and
preference for different therapeutic techniques.

Redefining therapeutic relationships

A traditional feature of therapeutic relationships is that they are largely
determined by the therapist, who is responsible for establishing and maintaining
the boundaries. While this is understood as being in service of the client, through
offering therapeutic containment and protection from abusive practice, it is
also a way in which therapists can be understood as being “on top’ rather than
‘on tap’. This approach to therapeutic relationships has been described as
‘detached’ (Slade, 2011), in contrast to ‘real” relationships, where professionals
and clients relate to each other simply as people rather than people in particular
roles. People using services have described the experience of ‘real’ relationships
as helpful to recovery (Deegan, 1990; Slade, 2011) and there has been a call for
professional distance to be replaced by a stance that people working for and
using services are all people, facing the challenges of being human (Davidson,
2008). There has also been a recognition of the value of personal experience of
recovery in providing support to others, or peer support (Repper, 2013) and
this has led to a recommendation for professionals to share relevant aspects of
their personal experiences (Perkins & Dilks, 1992; Shepherd et al., 2008). Many
psychologists find this challenging although there is evidence that this is mostly
helpful to clients, in making the relationship seem more human and genuine
although there are risks associated and it can sometimes have a negative impact
on the relationship (Hodgetts & Wrights, 2007; Tsai et al., 2010). This may
contribute to a reticence among psychologists to self-disclose although there
are emerging attempts to develop guidance in this area (A. Ruddle, personal
communication, October 30, 2013). Some useful guidelines have recently been
developed by the Dorset Wellbeing and Recovery Partnership (2013), which
identify that some therapies, such as Dialectical Behaviour Therapy encourage
openness, and offer a structure for reflection around disclosure. These identify
again the value of offering people the choice, so that they can make decisions
about the kind of therapeutic relationship that works for them.

Giving up expert status

These shifts of emphasis reflect the fundamental re-balancing of power
between professionals and people using services that is required by recovery
based practice. Consequently it is likely to be experienced as threatening
(Slade, 2009), and strikes at the very heart of some readings of what it means
to be a professional (Rogers & Pilgrim, 2010). Clinical psychology is a
relatively young profession which has sought to build a power base
equivalent to psychiatry through establishing an identity as scientifically
based, and therefore objective and neutral, and has only recently achieved
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the legitimacy of professional registration (Pilgrim, 2010; Rogers & Pilgrim,
2010). In this context it seems likely that psychologists may demonstrate just
as much resistance to adopting practices that are rooted in values and
subjective interpretation as other disciplines.

It is also important not to discard the baby of psychological knowledge
with the bathwater of expert status, as it offers a range of useful techniques that
can support recovery processes (Slade, 2010) and as service user testimony
reflects, has successfully supported recovery for many people. Instead, we
must engage with a dilemma of how to become non-expert experts, making
our knowledge accessible to people in distress, so that they can make informed
choices about how to use it, or not, in the service of their own recovery. This is
analogous with the move towards shared-decision making within psychiatry,
a development which psychologists, including myself, have advocated and
promoted (Baker et al., 2013; Deegan & Drake, 2006; May, 2004; Slade, 2009). It
seems appropriate that we should also attempt to develop our own practice to
find ways of effectively combining expertise through training and the expertise
of experience.

Recovery focused psychological practice

People in recovery clearly value psychological therapy, including those
approaches that are less consistent with recovery principles. One way of
understanding this apparent tension is to see therapy as a discrete recovery
tool, the process of which may be at odds with the “control” aspect of recovery,
but which the person can make an informed choice to use in the understanding
that the outcome is likely to be supportive of their overall journey. In this way,
it has similarities with the complementary therapies, which are also frequently
cited as important self-management tools (Rethink, 2003): the person agrees to
allow another’s expert knowledge to operate on them, in the belief that it will
improve their wellbeing. In order to ensure that our practice is recovery focused,
the actual process of therapy would not need to change but careful attention
would need to be given to the way in which we secure informed consent and
negotiate the therapy contract, so that the person is as informed and involved
as they want to be. As psychological therapy is highly individualised and often
unpredictable, this would need to include consideration of uncertainty and an
expectation that it would be kept under review. This may seem no more than
the implementation of existing standards of good practice, but a key contribution
of recovery may be in re-emphasising and supporting the proper use of these
(Roberts & Boardman, 2013).

I believe that fully embracing the recovery approach would also require us
to adopt different practices. Slade (2010) argues that mental health professionals
should become social activists, whose role is to address wider social barriers to
recovery through addressing stigma and discrimination and using their
knowledge to promote mentally healthier societies. This would require
psychologists to look beyond the individual and consider how to support people
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in engaging with the fourth recovery task of ‘developing valued social roles’.
There are already models of psychological practice available with this aim, in
the form of community psychology (Mitchell & Purtell, 2009) and power
mapping (Hagan & Smail, 1997), which seek to bring people together for
solidarity and collective action to improve their social circumstances. This can
be empowering for people using services, especially the move away from the
dynamic of “‘well” people helping ‘ill” people to one of mutual understanding
and support (Rethink, 2009). Psychologists have the relevant knowledge and
skills to support the development of self-help groups and recovery education
courses, working alongside people with lived experience and supporting them
in taking on peer support worker roles.

A major barrier to adopting such practices is likely to be service contexts
that are focused on targets and outcomes that are unrelated to recovery
principles. For example, the introduction of “payment by results” within the
NHS is likely to firmly place the number of people recorded as receiving a
particular evidence-based intervention as the highest priority in determining
how employees allocate their time. This is likely to limit opportunities to offer
more flexible, user centred and empowering approaches. Psychologists will
need to especially creative if we are to find ways of ‘feeding the beast” (W.
Roeg, personal communication, December 12, 2013) of organisational
requirements and continuing to genuinely engage in recovery based practice.

Our recovery journey

Although strongly committed to the expert-driven scientist practitioner stance,
psychology is not a monolithic profession and there exist within it many
alternative perspectives and approaches, which exemplify the ways in which
recovery could be implemented in psychological practice. There are competing
pressures upon us alongside the drive for recovery based practice, including
our professional status and organisational contexts, which may influence the
approaches we feel most comfortable with. It seems that as psychologists we
need to engage in our own journey, to evaluate the different forms of knowledge
that are available to us and decide how best to use them in support of a
meaningful professional life, achieving the kinds of outcomes to which we give
value. We only have limited knowledge of how what we offer can contribute
to recovery and developing this could be a useful way of influencing what is
required of us, so that we have an evidence base built on personally defined
outcomes, relating to interventions beyond our traditional therapy models that
may better promote hope, control and opportunity.
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