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Recovery from serious mental illness in therapeutic communities: a model of

developmental growth, self-determination and reciprocal relationships.

Introduction

Belief in the power of personal relationships to heal has been the force behind many
definitions of recovery from a serious mental illness. In light of this, it is important to consider
one definition of recovery that centers on ‘self’ as the central force to improving outcomes:
reestablishing “a new and valued sense of integrity and purpose within and beyond the limits
of the disability; the inspiration is to live, work, and love in a community in which one makes a
significant contribution.” (Deegan, 1988). Deegan leaves unspecified just how a person who
has been struck with a serious mental illness develops this ‘sense of integrity and purpose’
which makes room for life lived well. Her contribution to the notion of recovery, however,
emphasizes the importance of relationships in community that are central to one study of
social integration. Interviews of recovering clients often reported the most important factor in
their recovery has been “someone who believed in me” [Ware et al, 2007]. But uncovering
mechanisms that promote and support such relationships has been left to chance. However,
one study done more than 50 years ago, suggested that therapeutic communities offer support
for the type of relationships that might lead to suggested one way these relationships might
form (Rapoport, 1960).

In this paper we will take the first steps in developing a model of recovery consistent
with current best program practices for serious mental illness and with the characteristics of
therapeutic communities. These therapeutic settings place value on the interpersonal
relationships that are the catalyst for self-determination and which support risk-taking

necessary for developmental growth.

Background

Best practices for persons with serious mental illness. Our model development
begins with what has already been published about quality of care. In the last decade,
improving quality for people with serious mental illness has been the focus of study for a
growing number of academic researchers and program administrators. The result is two

approaches: research studies of evidence-based practices based on scientific evidence of

effectiveness and best practices developed by mental health administrators in response to
evident needs and which have broad consensus as to their effectiveness and importance to
recovery. All these practices were developed pragmatically, from an understanding that
symptom reduction alone was insufficient to address the spectrum of functional deficits which
hinder recovery. These interventions have become the platform for helping young adults move

beyond mere coping (Drake et all, 2005). The evidence-based practices include Assertive
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Community Treatment (Allness and Knoedler, 1998), integrated dual disorder treatment(Drake
et al,1993; Mueser et al, 2003), supported employment (Becker and Bond, 2002), illness
management (Meuser et al, 2002), family education (Murray-Swank and Dixon,2005). Illness
management speaks most directly to the goal of support for improving self-determination and
quality of life. Best practices add additional services, including but not limited to wellness
programs, safe housing, and active community participation.

Developmental Challenges. To further our thinking about model development, we
need to add aspects of recovery that have not yet be consistently considered. While these
practices have good outcomes in real world settings, they do not address directly a
fundamental challenge facing young adults with serious mental illness. One of these is the
challenge presented by interrupted developmental stages. Hopper (2010, in press?) has made
the argument that productive adolescent developmental passage includes opportunities for
“trial runs and test drives that teach one about how the world works and one’s provisional
place in it -- a sense of both what is out there and what really matters inform the capacity to
aspire.” When psychotic illness interrupts adolescent and young adult development, these
opportunities for test drives and trial runs are all too often lost.

Developmental psychology explores the stages of social and emotional growth that are
built one upon another — without completing the tasks of one stage, it is not possible to
successfully engage in the work of the next stage (Erikson, Piaget, others). Although each
theorist has identified particular aspects of development, there is general agreement around
what constitutes successful passage of childhood to adulthood. In the words on one young
man interviewed: “As with a lot of father-son relationships, I think in those late teen early 20
years, they’re hard enough, and they’re even harder with everything that was goin’ on with me.”
For adolescents the development of an individual identity underlies successful educational and
occupational stages that follow. Developing one’s own identity comes with the opportunity to
test limits, to try out new role-related behaviors and to establish autonomy within a safe
environment. For young adults who have mastered this stage, the next challenge is to
successfully develop personal relationships and find the path to satisfying productive work.

Interpersonal Challenges: the nature of mental illness. Another manifestation of
mental illness is the challenge to initiate and maintain personal relationships. Although one of
the best practices is social skill training, application of the training in everyday life seems to
remain a difficult barrier to overcome. It is not clear how much of this is due to interrupted
developmental growth and what can be attributed to cognitive impairment subsequent to
psychosis but it hinders recovery and isolates individuals at the very time when their
functional and emotional improvement rests on interactions with others. It is this conundrum
that Ware and her colleagues articulate: why many individuals with psychiatric disabilities
may be said to be in the community, but not of it (2007). In search of an answer, they
interviewed individuals in depth who were willing to offer their personal stories about how each

developed a life that included personal relationships, their neighbors and their larger
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community. Two different lines of thought about how this happens have appeared in the
literature: in therapeutic communities (Rapoport,1960; cite others more recent) and in
situations that offer opportunities (designed specifically) for the development of competencies
needed to be socially integrated and active in civic life. (Ware et al, 2007, 2008). In earlier
work, Dickey et al, 2008 began to be weave together these two strains of thought. Extending
these ideas forms the foundation of this paper: how therapeutic communities might become

one model for bridging the gap between being in the community and being of the community.

Therapeutic Communities.

The idea of community, participation and citizenship in service of the common, rather
than individual good, is not new. Moral treatment, the movement begun in France by Phillippe
Pinel at the end of the 18t century reflected the culture of the Age of Enlightenment.
Contemporary therapeutic communities evolved from the work of two English psychiatrists,
Wilfred Bion and John Rickman who developed a community-based treatment program for
“battle-fatigued’ solders during World War II. The lessons learned by Bion and Rickman led to
new efforts after the war to establish therapeutic communities. One of these programs was the
subject of an anthropological study, Community as Doctor [Rapoport, 1960.) The author’s
analysis set forth four principles based on his observations of the structural organization of the
English therapeutic community he studied.

The principle of democratization refers to the sharing of power among members of a
therapeutic community that supports the development of individual agency. Rigid hierarchical
distinctions between staff and residents are reduced and all members are expected to share in
community decision-making. Residents are expected to share decision-making about the
treatment.

Acceptance emphasizes tolerating behaviors that may be outside the norm. Managing
both acceptance and the community anxiety about safety is accomplished through group
decision-making about boundaries and organizational structure designed to ensure feelings of
safety and support individual freedom in the context of the common good.

In a culture of safety, the principle of communalism refers to the expectation that all
members will work to ensure the community’s welfare. The emphasis in all communal activities
is the development of reciprocal relationships that are the expression of mutual regard and
respect.

Reality confrontation is the principle closest to the theoretical center of community life.
Communal living provides the immediate learning experiences that lead to individual healing
and change. It is through this living-learning’ culture that accountability is strengthened and

becomes a therapeutic agent.

Methods
Conceptual Approach
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Models simplify complex theoretical ideas in a way that makes it possible to develop
programs within the model dimensions (without having a complete understanding of the theory
that drives the model). Models can also provide a basis for developing investigations of fidelity
to the model. To advance our thinking about model development, we considered how the
characteristics of therapeutic communities and the domains of reciprocal relationships,
developmental growth and self-determination fit together and whether these concepts might
have synergy in a therapeutic environment. We review the best practices for improving
rehabilitation and go on to consider what additional benefits might accrue to members of

therapeutic communities.

Model Program: Much has been written about what aspects of rehabilitation represent best
practices and fill the needs of those with serious mental illness as they move from crisis to
stability to integration back into their community (citations from Drake, others). The five
practices captured in Figure 1 emphasize the development of social skills (Liberman, et al,
1989) provide support for work and education (Becker and Drake), promote healthy living
(Gingerich and Meuser, 2005; Tosh et al, 2011), ensure a safe living environment (O’Hara,
2007) and encourage active participation in the community in which one lives (Ware, et al,
2007, 2008 and others??). These practices form the foundation of the model development

process (See figure 1).

Figure 1: Best practices for rehabilitation and social integration for persons with serious

mental illness.
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To conceptually develop this model further and provide evidence for our thesis that
these best practices are essential but can be enhanced, we add three concepts that are less
amenable to measurement and thus less well studied. We turned to ethnographic accounts to
describe these concepts, which might be thought of as either process or outcome, depending on
the stage of recovery. In our model, the ideal therapeutic communities emphasizes the five
best practices which support rehabilitation (described above) in an environment that promotes
reciprocal relationships, tolerates risk-taking, and encourages self-determination. It is these
three attributes of community living (See Figure 2) that have the potential to enhance the
outcomes of the five best practices, but perhaps more importantly, are, in themselves, positive
achievements on the road to recovery. These three attributes of therapeutic communities are
what David Brooks says “shape our judgment, form our character and provide us with the

skills we need to survive” (Brooks, 2011, The social animal, page x)

Reciprocal relationships

Challenges and

-determination

Figure 2: added dimensions of therapeutic communities
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The importance of Reciprocal Relationships: Reciprocal relationships are those with
a mutual exchange of support, friendship and trust that benefits both parties in equal
measure. One-way relationships, relationships with a strong power differential, can have
lasting importance in one’s life (especially for children) and our argument for reciprocal
relationships does not exclude these. Instead, we emphasize the self-limiting nature of one-
way relationships between two adults, and, however pleasant some may be, by their very
nature stop short of plumbing the depths of our social beings. Reciprocal relationships must
include but extend beyond mutual regard and respect. A reciprocal relationship must
engender trust which makes the deep connections necessary for accepting each person’s
vulnerabilities, for holding each person in the relationship accountable for their actions, and
for taking on the responsibility of making the relationship reciprocal.

The importance of Risk-taking: Developing one’s own identity, learning who we are
and how we fit into our world comes not from solitary introspection nor from how out parents
and peers imagine us to be. Instead, experiences with life’s vicissitudes reveal to a young
person their own strengths (and their weaknesses), self-knowledge that is intrinsic to
developmental growth from adolescence to adulthood. Mastery, whether of simple or complex
tasks, is one step in development growth. But just as important as mastery is the availability
of opportunities for testing one’s competence, for trying new behaviors, for risking new roles.
Limits placed by well-meaning others, concerned for safety or a damaged psyche, shrink the
very opportunities needed to grow and shape an adult identity. It is in meeting more
challenging opportunities that a young adult discovers strengths unknown or unacknowledged
before.

The importance of Self-determination: A life well lived is one characterized by
making choices about lifestyle, by voicing preferences about the means to reach one’s goals,
and by sharing decision-making in clinical, legal and financial situations where expertise is
offered but final decisions remain one’s own. Feeling competent to make those decisions comes
with what Erikson (1950) calls “ego identity” — assured self-identity, the state we all aspire to as
adults. The evolution of one’s sense of one’s self, to feel comfortable in one’ own skin, comes
from navigating the complexities of our social world not just from achieving certain
rehabilitation goals. Self-determination is not just saying yes or no to choices offered - it grows
out of motivation driven by interwoven layers of risk-taking, of trial and error, of consequences
good and bad that come from earlier decisions. It is not just facing immediate decisions but

also considering trade-offs between short-term gratification and long-term personal goals.

Data Collection and Analyses

The supporting data used for model development are transcribed interviews with former
members of a therapeutic community and staff members. The interviewers spent several days
taking active part in work crews as well as carrying out interviews (See Ware et al, 2007 for

methods). A few former resident interviews were done by telephone, the rest in person.
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Comments drawn from these interviews are the data on which our model is developed. These
comments were chosen because they illustrate opportunities for developing reciprocal

relationships, exercising self-determination and taking risks and meeting challenges.

Examples from interviews at one therapeutic community

The value of model building is its reduction of complex ideas, but the loss of complexity
also creates problems for offering clear distinctions between different concepts in the model.
Here is an example of how one conversation weaves between the concepts of challenge,
accountability and self-determination (which the interviewee refers to as ‘empowerment’)

without fully illustrating the process involved:

I think part of it comes back to that empowerment in a way, and a treatment philosophy. We're not
here to solve people’s problems, we’re here to empower them so that they can solve their own
problems. We provide support, we provide direction, but if you do things for people, they don’t have
any ownership over it, and then it’s not really their recovery. It's something that somebody else did
for them, and I think as far as risk is concerned, risk, I always tie in with natural consequences,
because I think natural consequences are essential for learning, and for people to succeed too.
Natural consequences that would happen to anybody else if they tried something. If somebody’s not
doing well on a job, we won’t try to talk an employer out of firing them. Because if they’re not doing
well, they deserve to be fired like anyone else, and ideally that's a consequence that they’ll learn
from. Ithink if people are gonna be treated equally, they need to be treated equally from both sides,
and that's important, you know. It's important for them to take responsibility. I think you need to
create a positive environment for people to be willing to take risks. And I think that in the past so
much emphasis has been on treatment and stability and just getting people to that stability, and just
holding onto that for all its worth, that there wasn’t any room for taking risks, and I think now, what |
see and believe is that you have to take those risks for them to move beyond stability. It may shake

up their stability a little bit, but it's gonna eventually move ‘em forward.

This person gives a good account of how holding people accountable, allowing them to take
risks, and how that encourages self-determination. But this remains an account of what one
person believes, not what might actually occur in a therapeutic community setting. Below we

provide examples that offer explicit processes of each concept separately, . ..

Challenges and Risk-taking
#26 risk taking/challenge 1 think again that was an empowering experience in that they not only

had me do it, but they gave me a task, they didn’t give me all the specific details on how to do the
task, they said, We need this [display case], you know, we want it to be kind of like this, this is
the idea, go and do it.
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It wasn’t [as if] I had grown up on a farm, you know, I'd run like a tractor like once or twice, to be
honest with you, but I had enough experience to be able to take a challenge, you know, and there
was a risk, I could’ve rolled the tractor, but I think risk is . . . not a four-letter word, it’s a

necessary element to recovery.

Reciprocal relationships:
The nature of any personal relationship is difficult to capture and interviewees sometimes were

more able to talk about them in the abstract rather than give examples of particular instances
that illustrate the process in action. These persons were able to describe the give and take of

reciprocal relationships, but not accountability:

(34 resident ) Sometimes you wanna say, well I suffered more than that person, but it goes away
after awhile, all that washes away, because eventually you get down to the person, and you say

well what, what can I do to help that person, or how does that person help me,

When you get out there and start chopping wood and making maple syrup with Patrick and Bill
[staff] its like hanging out with the guys, you know, you’re working, you’re hanging out, you're

having a good time, you’re just like everyone else.
But here is an example of one relationship illustrating the nature of accountability:

#109: 1 think that my exact words to this were “the fact that I no longer trust you will have
natural lasting consequences, and that’s not a threat, it’s just a fact.” . . I think that it’s still an
important thing for us to discuss. I would mostly like for him to recognize that the nature of our
relationship has been changed by his actions and that is something that’s not something that’s

personal to me. If he’s gonna lie to people, then people are going to not trust him.

Self-determination
Self-determination is not either/or - it is an on-going process and a desirable outcome. Small
steps over the course of recovery add slowly to each individual’s progress. These examples

illustrate how each person discovered the importance of taking the next small step:

[I was] relatively new, afraid and not doﬁg that well. While clearing saplings, I took time to look around at all
of the other crew members, from all walks of life, struggling to various degrees with their illnesses and yet
they were still pushing on to do their jobs together and helping each other. It was great to see and gave me
inspiration that even on my worse days, there are others feeling bad but are able to push on. It helped me

pick it up a notch.
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I] had to learn to take responsibility for myself. I struggled with working the Woods Crew. 1
didn’t want to do it. Eventually I learned just to do it. With the help of my advisors, I learned it

was not just about doing what you want to do, but learning to do what is needed of you.

#35 I learned at the [tc] . . . I couldn’t avoid the fact that in this life, you don’t get a free ride, you
know. It’s not a free lunch. And I think for me I felt like I was letting my life be run by others, I
think I was letting my life be played out with other scripts, I wasn’t writing my own life, I just
wasn’t doing what I needed to do to be proactive. Obviously the first thing was structure. I really
didn’t structure myself well at home. [Here] you had to be up, you had to do this, you had to do
that. You know, it was a routine, I got into a routine for over a year, and it was just the same, and
I needed somethin’ like that, I needed just to feel like I was accomplishing something each day,

and just not being guilty, feeling guilty about the day, you know, about wasting a day.

I think I started gaining confidence again, and I think as my confidence built back up, I think I
was ready to re-engage my mind in a meaningful way, I started creatively thinking of my
situation, and what things could I do now to better that situation. I think the first step that I
took, that I felt like was the first thing that I had the most control over. I was overweight. I
realized, you know, I gotta get physically back in shape. I need to lose some weight.

I have a decision to make here, right now, about whether or not I'm gonna take control of my life,
and become the person that I wanna become, and reintegrate myself into a world that I wanna be
a part of, I wanna have a family, I want to be able to be with my friends and family, and to
express to them how much I love them and care for them . . . I think what it meant to take control
of my life was to realize that I've gotta work. [ don’t think before I really had a work ethic. I could
work hard when I needed to, but I didn’t realize that living requires more than just punching the

clock in for a few hours.

Summary

Our model of an ideal therapeutic community integrates best practices within the daily
routine of work and recreational activities, pays attention to opportunities for risk taking and
‘test drives’ as necessary for the developmental growth, encourages self-determination through
mastery of tasks supporting the common good (in this case running a farm) and encourages

reciprocal relationships between residents and between residents and staff.

Discussion

The model we propose suggests one way forward for people with serious mental illness,
but there is nothing in the model that addresses common challenges facing mental health
professionals and avoids any mention of clinical interventions. It might also be said that,
although many clinical programs offer a range of best practices, there is an implication that

only through TCs are the concepts of self-determination, reciprocal relationships and
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opportunities for risk-taking available. Finally, rigorous evaluation of therapeutic communities
for the seriously mentally ill have not been undertaken. Our discussion will consider each of

these potential criticisms before offering our conclusions about the value of the model.

Stages of recovery: The model we have proposed does not explicitly address
differences in needs and expectations (nor does it need to) over the life cycle of psychiatric
illness: crisis, stabilization, reintegration and independence. Nevertheless, the best practices
and the concepts we have described remain fundamental to recovery, even though specific
application of those practices need to be individualized to accommodate change as progress
occurs. Because the speed with which each person recovers and the nature of that recovery is
different for each person suggests that emphasis will change over time — all domains get

attention, but some more than others depending on the need.

Funding for therapeutic communities. Paying for residence in a therapeutic
community is a not a trivial problem: health insurance plans often deny or limit
reimbursement. Even when scholarships are available, families might be faced with a
substantial payment each month. However, therapeutic communities for those with substance
abuse problems (i.e., Phoenix House) and for those with developmental disabilities (i.e.,
L’Arche) have found a way to fund, albeit with limitations, their particular vision of therapeutic
community: as public sector vendors of services. These programs acknowledge compromises
that have been made to ensure that public funds are spent not just wisely, but within
bureaucratic regulations. Phoenix House has been successful in winning contracts from state
agencies. Their funding is supplemented by a strong development program that successfully
seeks donations from the general public. L’Arche programs vary in their public relationships.
For example, Massachusetts Department of Mental Retardation contracts with L’Arche to make
up the difference between residents’ SSI payment for room and board and operating costs of
housing and staff to care for residents. In one instance, the city of Lowell provided the down

payment for the purchase of the most recent house acquired by L’Arche.

Current streams of reimbursement for mental health services, while often lamented as
fragmented and insufficient, are not the reason for the lack of therapeutic communities within
the mental health system. State agencies already contract for or support directly long term
care in state hospitals, community support programs, and residential treatment. There is no
bureaucratic reason why therapeutic communities cannot be part of the continuum of care

provided in the public sector.

The role of clinical intervention. There is no mention of medication or other specific
clinical interventions in this article. This is not because there is disagreement about the role
of clinical interventions in acute crises. But questions have been raised about how soon, post

10
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crisis, active efforts should be made to return to work and school (citation), about the risks and
benefits of medication over long periods of time (Fisher, Whitacker) and about which
therapeutic interventions are most helpful (or contraindicated) (lehman, cites). Whatever
beneficial claims are made it does not change the fact that insurance claims are paid only for
‘medically necessary care’, and the ideal therapeutic community for people with mental illness
that adheres entirely to the ethos of “The community as doctor” may be more an illusion than a
reality.

The health care system is likely to move away from a fee for service system and toward
a system that rewards providers for making efficient decisions about care that leads to better
outcomes. In this environment, therapeutic communities promote healing in the web of
personal relationships in the context of their community, with the important adjunct staff
relationships supporting and informing growth. This is fundamentally different from clinically-
oriented treatment which is problem-focused. It's based upon a body of knowledge which
categorizes disorders and provides the collective wisdom about how to treat those disorders. In
a clinical model the therapist, physician, and case worker direct the treatment and involve as appropriate
family members and others. It's about clear assessment, objectives, and measurable outcomes.

Clinical implies a prescriptive approach to dealing with the disorder.

Research on Qutcomes. Advocates of the benefits of therapeutic communities have
been discounted because they have not been able to specify just what it is about life in
community that is ‘healing.” Rigorous outcome studies have not been undertaken and in-
house ‘satisfaction’ surveys do not meet research standards. Among the difficulties in studying
therapeutic communities is that the healing processes are difficult to operationalize: the role of
relationships, opportunities for growth and risk-taking in the recovery process.

Because of the bureaucratic nature of funding public mental health programs,
incentives for implementing specific practices take precedence over more complex multifaceted
approaches to recovery. Once established as individual programs, further incentives develop
as staff and clients advocate for their own particular program, thus leading to further ‘silo-like’
approach. One benefit of the tc model is its organic integration of multiple supports and
practices within a natural environment. Instead of fostering healing personal relationships as
an end in themselves, self-described recovery programs are more likely to focus on
instrumental skills needed to navigate the world of work, education and social participation.
Of course, these skills are essential. It that even in the best rehabilitation programs, young
adults with serious mental illness face developmental and interpersonal challenges that

compromise the potential benefit these services offer.

Conclusion

11
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The fundamental essence of therapeutic community life rests not its presumed clinical
effectiveness, but has, at its heart, the reciprocal relationships that embody human dignity.
This core value is consistent with the consumer argument for reform which rests squarely on
the relationship between those who provide treatment and those who receive it. The bonds of
community are the source of dynamic and reciprocal social interaction. These interactions
build social capital, the dense network of relationships which generates trust, which, in turn,
provides the basis for collective problem-solving in everyday life, not just about mental health
problems.

Therapeutic communities provide the opportunity to find new connections with others
and, with each new opportunity for connection, deepen the understanding of how to initiate
and maintain new relationships. Just as with young people living with their family, the
quotidian routine of life for those with serious mental illness living in a therapeutic community
incorporates all of these components without special ‘programs’ devoted independently to each.
Thus in attending to these important aspects of healthy adult life in the context of community,
the lessons learned’ are linked to everyday experience in the context of personal (not just
professional) relationships. Growth within community becomes the impetus to broaden the
circle of opportunity for growth, involvement and active participation in the larger social world.
This encourages taking on additional important social roles, including informed citizenship,

which should have the added benefit of reducing stigma and discrimination.
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