
PSYCHIATRIC SERVICES © April 2001   Vol.  52   No.  4 493

Since the late 1980s, several au-
thors have discussed the con-
cept of recovery from serious

mental illness, stressing that recovery
is an idea with important implications
for mental health services and policy
(1–3). Nevertheless, very few data ex-
ist on why some individuals diagnosed
as having serious mental illness
achieve favorable outcomes while
others do not. Despite the absence of
hard data, exploratory studies of the
process of recovery and autobio-
graphical accounts by individuals who
have recovered have consistently un-
derscored the importance of certain
factors, providing leads for further in-
vestigation.

A potential recovery-facilitating
factor that is consistently highlighted
in autobiographical accounts (4–8) is
involvement in self-help services and
other types of consumer-delivered
mental health services. By providing
opportunities for interaction with re-
covering peers, services such as self-
help organizations are believed to
have an impact on several psycholog-
ical factors, including empowerment,
a concept related to self-efficacy
(9,10); hopefulness; and the informal
learning of adaptive coping strategies
(7). Uncontrolled studies of self-help
organizations and drop-in centers
have yielded consistently positive
findings (11–16), and two controlled
studies found that involvement in
self-help services was related to lower
hospitalization rates (17,18).

The general importance of psycho-
logical characteristics believed to be
acquired through involvement in con-
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Objective: This study examined the relationship between participation
in consumer-run services and recovery of social functioning among per-
sons diagnosed as having serious mental illness. It also assessed the role
of psychological factors in mediating this relationship. Methods: Re-
search questions investigated were whether involvement in consumer-
run services is positively associated with recovery when premorbid and
demographic factors are controlled for, whether psychological factors
are positively associated with recovery irrespective of involvement in
consumer-run services, and whether the relationship between involve-
ment in consumer-run services and recovery is mediated by the psycho-
logical factors. The factors examined were self-efficacy, hopefulness,
and active coping strategies. Sixty participants with a past or present di-
agnosis of schizophrenia, schizoaffective disorder, or bipolar disorder
and at least one past psychiatric hospitalization were recruited from a
community mental health center and two consumer-run programs. Data
were collected on hopefulness, self-efficacy, coping strategies, social
functioning, and premorbid and demographic characteristics. Results:
Findings indicated that participants involved in consumer-run services
had better social functioning than those involved only in traditional
mental health services, that psychological variables were significantly
associated with social functioning, and that the relationship between in-
volvement in consumer-run services and social functioning was partly
mediated by the use of more problem-centered coping strategies. Pre-
morbid and demographic factors did not account for the relationship
between psychosocial variables and social functioning, although educa-
tion was a significant predictor of social functioning. Conclusions: The
findings support the view that psychosocial factors may play a role in fa-
cilitating good community adjustment for individuals diagnosed as hav-
ing serious mental illness. (Psychiatric Services 52: 493–500, 2001)



sumer-run services has also been sug-
gested by qualitative studies (19–21)
and autobiographical accounts (4–8)
indicating that hopefulness, self-effi-
cacy, and the use of active coping
strategies can facilitate recovery.
Studies exploring the use of coping
strategies among persons with serious
mental illness have also noted an as-
sociation between active coping and
good community adjustment (22–25),
although the causal direction of this
relationship was not assessed. 

We designed this investigation to
improve understanding of the rela-
tionship between involvement in con -
sumer-run services and recovery from
serious mental illness. We drew our
sample from individuals receiving
consumer-run services or traditional
mental health services only. We as-
sessed the psychological factors of
hopefulness, self-efficacy, and the use
of active coping strategies as possible
mediators of the relationship be-
tween involvement in consumer-run
services and recovery. Because our
design was cross-sectional, we con -
trolled for premorbid and demo-
graphic factors that have consistently
been found to predict favorable out-
comes (26,27)—including age at first
hospitalization, education, and pre-
morbid marital status—and that may
be related to both the acquisition of
psychological factors and successful
recovery. 

Hypotheses were based on the view
that psychological factors believed to
be stimulated by involvement in self-
help services play a real and impor-
tant role in the process of recovery.
We also considered biological and ge-
netic factors to be important; howev-
er, we did not expect them to wholly
account for the impact of variables re-
lated to personal agency. 

We hypothesized that involvement
in consumer-run services would be
associated with better community ad-
justment when the analysis controlled
for premorbid variables. We also hy-
pothesized that the psychological
variables studied would be generally
associated with better community ad-
justment when the analysis controlled
for premorbid variables. Finally, we
hypothesized that the relationship be-
tween involvement in consumer-run
services and community adjustment

would be partially mediated by the
psychological variables studied.

Although there is as yet no consen-
sus on how to define recovery, for the
purposes of this investigation recov-
ery was operationally defined as good
community adjustment rather than as
the absence of psychiatric symptoms
(28). This definition is consistent with
the definition of recovery that has
been offered by Anthony (1) and with
the disability rights perspective (29).

Methods
Participants 
Participants were recruited from two
sources: a community mental health
center (CMHC) located in the Hud-
son Valley region of New York State

and two consumer-run programs in
the same region. Participants were
also recruited from a consumer-led
self-help group for persons with bipo-
lar disorder. The two consumer-run
programs are staffed and operated
completely by self-described mental
health consumers. They provide serv-
ices such as self-help, activity groups,
and drop-in groups. The majority of
individuals receiving services from
these agencies also receive profes-
sional mental health services. 

Only English-speaking individuals
between the ages of 21 and 67 with a

past or present diagnosis of schizo-
phrenia, schizoaffective disorder, or
bipolar disorder and at least one past
psychiatric hospitalization were eligi-
ble for the study. The criterion of al-
lowing for a past but not necessarily a
present diagnosis was based on evi-
dence suggesting that diagnoses often
change over the life span (30). We in-
cluded these individuals because it is
possible that some people who recov-
er from serious mental illness are told
that they were originally misdiag-
nosed as a result of clinical prejudices
related to the belief that it is not pos-
sible for a person diagnosed as having
schizophrenia to achieve high social
functioning (8). 

CMHC records that provided de-
mographic data as well as detailed in-
formation on diagnostic history and
hospitalizations were used to draw a
random sample of all persons who
met inclusion criteria. Individuals in
the sample were from a continuing
treatment program, an outpatient
program, and a special services pro-
gram. Of 69 eligible individuals ran-
domly selected from CMHC records,
ten (14 percent) were not approached
because the treating clinician did not
give permission. In most of these cas-
es, the clinician believed that the per-
son was not psychiatrically stable and
might be upset by the interview. 

Of the 59 remaining individuals,
four were not contacted because no
telephone number or accurate ad-
dress was available. Of the 55 individ-
uals approached, 20 (36 percent) re-
fused to participate. Thus 35 individ-
uals from the sample (64 percent of
those contacted and 51 percent of
those eligible) were interviewed for
the study. Two of the participants re-
cruited from the CMHC reported
that they currently attended mental
health self-help groups or consumer-
run services. 

Because the consumer-run pro-
grams did not keep records on partic-
ipants, different recruitment methods
were used for this sample. Flyers
were posted and announcements
were made at meetings. Persons who
contacted us about participating un-
derwent a brief screening that as-
sessed past diagnosis and hospitaliza-
tion history to determine eligibility.
Of the 26 individuals meeting eligibil-
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ity criteria who contacted us, only one
refused to participate in the study af-
ter the screening. Thus this study
group had 25 participants.

A total of 60 individuals were inter-
viewed between October 1997 and
May 1998. Twenty-seven (45 percent)
reported current participation in con -
sumer-run services. The overall sam-
ple was evenly divided by gender—30
were men and 30 were women. A to-
tal of 44 participants (73 percent)
identified themselves as European
American, seven (11.7 percent) as
African American, and nine (15.3 per-
cent) as members of other ethnic
groups.

Assessments
Participants were asked about their
age, ethnicity, years of education, age
at first psychiatric hospitalization,
years of education at first hospitaliza-
tion, number of past hospitalizations,
and marital status at first hospitaliza-
tion. Participants were also asked
about their parents’ occupations dur-
ing the participant’s childhood for an
assessment of parental socioeconom-
ic status; parents’ occupational titles
were coded on a 5-point scale based
on a standard occupational status
classification system (31). Current di-
agnosis was based on available clinic
records for all participants currently
receiving services from the CMHC, a
group that included nine persons who
attended self-help services. If records
on diagnosis were not available, par-
ticipants were asked to report their
current diagnosis to the best of their
knowledge. 

For each participant, the Herth
Hope Index (32,33), the Generalized
Self-Efficacy Scale (34), and the So-
cial Functioning Scale (SFS) (35)
were administered, with the inter-
viewer reading the items out loud.
The Herth Hope Index is a brief, 12-
item self-report measure that has
been found to have good internal
consistency (alpha=.97) and conver-
gent and divergent validity (for exam-
ple, r= –.73 with the Beck Hopeless-
ness Scale); the Herth Hope Index
has been used with a sample of indi-
viduals diagnosed as having serious
mental illnesses (33). Items assess
positive expectations, inner sense of
temporality, and interconnectedness

with self and others (for example, “I
believe that each day has potential”). 

The Generalized Self-Efficacy
Scale, a 10-item self-report measure,
has been found to have good internal
consistency (alpha between .75 and
.90) and criterion-related validity.
Items assess beliefs about personal
effectiveness in dealing with chal-
lenges and problems (for example, “I
am confident that I could deal effi-
ciently with unexpected events”). 

The SFS is a relatively brief, objec-
tively scored self-report measure that
addresses multiple facets of commu-
nity adjustment, including social en-

gagement and withdrawal, interper-
sonal behavior, prosocial activities,
recreation, independence, and em-
ployment or occupation. It has been
normed on samples of individuals di-
agnosed as having schizophrenia and
individuals with no diagnosis living in
the general population. It has been
found to have good internal consis-
tency (alphas for subscales range
from .69 to .85) and criterion-related
validity. Raw scores for each subscale
are converted to a standard score;
overall social functioning is based on
the mean standard score. 

Coping was assessed with a strategy
described in previous research involv-
ing persons with serious mental ill-
ness (24,25): participants were asked
whether they experienced certain
common symptoms—questions were
drawn from the work of Cohen and
Berk (22) and Carr (36). They were
then asked about the types of strate-
gies they used to cope with these
symptoms. Coping interviews were
transcribed and content-coded by the
interviewer and an independent rater
on two dimensions: a problem-cen-
tered–non-problem-centered dimen-
sion and a cognitive-behavioral–emo-
tional dimension. This system has
been described by Wiedl and Schöt-
tner (25). Ratings by the experi-
menter and the independent rater (a
doctoral candidate in clinical psychol-
ogy with research experience) were
identical for 81 percent of the cases.
For cases in which the two raters dis-
agreed, a third rater (also a doctoral
candidate in clinical psychology with
research experience) acted as an ar-
biter. As recommended in the litera-
ture (24,37,38), a ratio of problem-
centered behavioral and cognitive
coping strategies divided by the total
number of coping strategies was com-
puted for each participant to create
an index of problem-centered coping
(problem-centered coping ratio). 

For exploratory purposes, partici-
pants were asked what factors they
perceived to be most important in any
progress they had made since their
first hospitalization. Responses were
recorded and later content-coded by
the investigator.

Analysis plan
Means, modal percentages, standard
deviations, and ranges were comput-
ed for all variables to describe the
study sample. To better describe the
social functioning of the sample, data
from the SFS were used to separate
participants into outcome categories.
Cutoffs were based on ranges identi-
fied in the study in which the SFS was
normed (35). Scores of 55 to 105 in-
dicated moderately impaired func-
tioning, according to the finding in
the original study that the lowest
functioning 56.6 percent of the schiz-
ophrenia sample and only 7 percent
of the general community sample
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scored within this range. Scores of
106 to 115 indicated mildly impaired
functioning. Scores of 116 to 135 in-
dicated minimally impaired function -
ing, according to the finding in the
original study that 74 percent of the
general population sample fell within
this range. 

Chi square and t tests were con -
ducted to assess differences in the as-
sociations of psychological, demo-

graphic, and premorbid variables
with self-help attendance. To account
for multiple statistical tests, a conser-
vative p value of .01 was used.

Bivariate intercorrelations were
computed for all variables. Multivari-
ate linear regression analyses were
then conducted to examine the rela-
tionship between predictor variables
and SFS score; the SFS was found to
meet assumptions of normality, ho-

mogeneity of variance, and linearity.
The first regression analysis assessed
whether the proportional use of prob-
lem-centered coping strategies and
self-efficacy accounted for variation
in social functioning when the analy-
sis controlled for premorbid factors.
The second set of analyses assessed
the relationship between self-help at-
tendance and social functioning and
tested the hypothesis that the propor-
tional use of behavioral and cognitive
problem-centered coping strategies
partly mediated the relationship be-
tween self-help attendance and social
functioning.

Results
Table 1 presents means, frequencies,
standard deviations, and ranges for all
variables. Typical participants had a
current diagnosis of schizophrenia or
schizoaffective disorder, had graduat-
ed from high school, had experienced
multiple psychiatric hospitalizations,
and had been first hospitalized in
their early twenties. Nearly half the
sample had mildly impaired social
functioning.

Table 2 presents all significant dif-
ferences between those who attended
self-help services and those who did
not. No significant differences were
found for age, hopefulness, number
of past hospitalizations, age at first
hospitalization, gender, diagnosis,
premorbid education, parents’ so-
cioeconomic status, or premorbid
marital status. Self-help attenders
and nonattenders differed significant-
ly in the proportion of problem-cen-
tered coping responses reported, the
total number of coping strategies
used, current education, and social
functioning; self-help attenders had
higher scores, indicating better status
on all variables. Involvement in self-
help services was clearly associated
with better community adjustment,
with the use of more coping strate-
gies, and with a greater proportion of
problem-centered coping. Education
may have operated as a selection vari-
able for self-help attendance.

Bivariate correlations are reported
in Table 3. All the psychosocial vari-
ables were significantly correlated
with SFS score. (Psychosocial vari-
ables included the psychological vari-
ables plus the self-help variable.)
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Table 1

Characteristics of a sample of 60 persons with severe mental illness drawn for a
study of participation in consumer-run services

Characteristic Mean or N % Range

Age (mean±SD years) 43.37±10.62 24–67
Education (mean±SD years)

Current 13.20±3.09 5–20
Premorbid 11.77±3.04 4–20

Social Functioning Scale score (mean±SD)1 111.52±8.25 92.5–129.5
Parents’ socioeconomic status (mean±SD rating)2 3.12±1.44 1–5
Number of previous hospitalizations (mean±SD) 8.88±7.77 1–35
Age at first hospitalization (mean±SD years) 23.87±9.95 9–66
Number of coping strategies (mean±SD) 10.68±4.94 1–22
Problem-centered coping ratio3 .454±.225 0–.84
Herth Hope Index score (mean±SD score) 36.33±5.32 23–48
Generalized Self-Efficacy Scale (mean±SD score)4 29.03±5.85 14–40
Female 30 50
Diagnosis of schizophrenia or schizoaffective 

disorder 28 47
Married at first hospitalization 13 22
Attending self-help services 27 45 
Social functioning5

Minimally impaired 17 28
Mildly impaired 29 48
Moderately impaired 14 23

1 Possible scores range from 61.5 to 135, with higher scores indicating better functioning.
2 Rated on a 5-point scale, with higher ratings indicating higher status
3 Number of problem-centered behavioral and cognitive coping strategies divided by the total num-

ber of coping strategies
4 Possible scores range from 10 to 40, with higher scores indicating greater self-efficacy.
5 Based on Social Functioning Scale scores: 55 to 105, moderately impaired; 106 to 115, mildly im-

paired; 116 to 135, minimally impaired

Table 2

Significant differences between study participants by whether or not they were at-
tending self-help services 

Attending self- Not attending
help services self-help ser-
(N=27) vices (N=33)

Variable Mean SD Mean SD t† p

Problem-centered coping ratio .539 .185 .384 .232 7.87 .006
Number of coping strategies 13.40 4.67 8.45 4.00 19.55 <.001
Current education (years) 14.37 2.97 12.24 2.88 7.85 .006
Social Functioning Scale score 116.0 6.70 107.8 7.62 19.00 <.001

†df=58



However, the only premorbid and de-
mographic variables associated with
SFS score were current and premor-
bid education. Problem-centered
coping and self-help involvement
were significantly correlated, al-
though neither was significantly cor-
related with self-efficacy or hopeful-
ness. Age at first hospitalization was
significantly correlated with problem-
centered coping. Self-efficacy and
hopefulness were highly correlated,
suggesting that collinearity might be a
problem in interpreting the coeffi-
cients if these variables were entered
in the same regression equation. Cur-
rent and premorbid education were
also highly correlated, indicating that
they measured the same construct. 

A series of regression analyses were
conducted to address whether self-
help attendance and the psychologi-
cal variables significantly predicted
social functioning when the analyses
controlled for premorbid and demo-
graphic factors. Findings from these
analyses are summarized in Table 4. 

Premorbid and demographic vari-
ables that were significantly correlat-
ed with social functioning or with one
of the psychological variables—pre-
morbid education and age at first hos-

pitalization—were included as con-
trol variables for statistical power
considerations and because prelimi-

nary analyses indicated that including
all control variables did not signifi-
cantly alter the findings. Current ed-
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Table 4

Two linear regression analyses of relationships between the characteristics of study
participants and scores on the Social Functioning Scale

Analysis or model and variables Beta p Unique R2

Analysis 11

Problem-centered coping ratio .283 .007 .074 
Generalized Self-Efficacy Scale score .427 <.001 .175
Premorbid education .480 <.001 .138
Age at first hospitalization –.411 .002 .102

Analysis 22

Model 1
Self-help attendance (0=no, 1=yes) .340 .001 .106 
Generalized Self-Efficacy Scale score .378 <.001 .135
Premorbid education .417 .001 .100
Age at first hospitalization –.266 .034 .042

Model 2
Problem-centered coping ratio .183 .084 .027
Self-help attendance (0=no, 1=yes) .272 .012 .059
Generalized Self-Efficacy Scale score .389 <.001 .142
Premorbid education .417 .001 .100
Age at first hospitalization –.321 .013 .057

1 The first analysis assessed whether the proportional use of problem-centered coping strategies and
self-efficacy accounted for variation in social functioning when the analysis controlled for premor-
bid variables. R2=.485, F=12.73, df=4, 54, p<.001

2 The second analysis assessed the relationship between self-help attendance and social functioning
and tested the hypothesis that the proportional use of behavioral and cognitive problem-centered
coping strategies partly mediated the relationship between self-help attendance and social func-
tioning. Model 1: R2=.517, F=14.45, df=4, 54, p<.001; model 2: R2=.544, F=12.63, df=5, 53,
p<.001

Table 3

Correlation matrix of all variables associated with social functioning among study participants

Variable 1 2 3 4 5 6 7 8 9 10 11 12  

1. Diagnosis (0=schizo-
prenia, 1=other)

2. Current education
3. Social Functioning

Scale score .21 .50∗∗

4. Gender (0=male, 
1=female) –.13 .01 .02

5. Herth Hope Index 
score .12 .17 .38∗∗ –.17

6. Number of past hospit-
alizations –.20 –.17 –.18 –.01 –.29∗

7. Age at first hospitali-
zation .23 .35∗∗ –.04 .15 .18 –.31∗

8. Premorbid education .07 .76∗∗ .35∗∗ .14 .16 –.23 .60∗∗

9. Premorbid marital 
status (0=no, 1=yes) .24 .03 –.01 .20 –.09 –.06 .30∗ .13

10. Generalized Self-
Efficacy Scale score .15 .23 .50∗∗ .01 .69∗∗ –.23 .01 .16 –.09

11. Self-help attendance
(0=no, 1=yes) .24 .34∗∗ .49∗∗ .23 .09 –.10 –.09 .13 .17 .17

12. Problem-centered 
coping ratio .07 .23 .31∗ .02 .13 –.24 .25∗ .22 .23 .01 .34∗∗

∗p<.05
∗∗p<.01



ucation was not included because it
may partly reflect actions taken after
the onset of psychiatric illness, and it
was highly correlated with premorbid
education. 

As shown in Table 4, the first analy-
sis found the proportional use of
problem-centered coping strategies
and self-efficacy to be significant pre-
dictors of social functioning even
when the analysis controlled for the
premorbid variables. Problem-cen-
tered coping strategies and self-effi-
cacy uniquely explained about 7.5
percent and 17 percent, respectively,
of the variance in SFS score. This
finding suggested that a substantial
proportion of the effect of the psy-
chological factors was not explained
by premorbid variables. Hopefulness
was not included in this analysis be-
cause of its collinearity with self-effi-
cacy; however, a separate analysis
found that hopefulness also con-
tributed a statistically significant
unique variance when the analysis
controlled for premorbid variables.

The second set of analyses shown in
Table 4 explored whether self-help
attendance significantly predicted so-
cial functioning, and if so, whether its
effect was mediated by the use of
problem-centered coping strategies.
Criteria needed to demonstrate me-
diation were taken from the literature
(39). The four criteria are evidence of
a significant relationship between the
predictor and the mediator, evidence
of a significant relationship between
the predictor and the dependent vari-
able, evidence of a significant rela-
tionship between the mediator and
the dependent variable, and evidence
that the effect of the predictor is
markedly reduced when the mediator
is controlled for. The first and third
criteria were supported by findings of
a significant correlation between self-
help attendance and problem-cen-
tered coping and a significant rela-
tionship between problem-centered
coping and social functioning (Table
3). The first analysis shown in Table 4
indicated that self-help attendance
was a statistically significant predictor
of social functioning when the analy-
sis accounted for the control vari-
ables. This finding supported the sec-
ond criterion, evidence of a signifi-
cant relationship between the predic-

tor and the dependent variable. Fi-
nally, the second model shown in the
second analysis in Table 4 indicated
that when self-help and coping were
both entered into the equation, the
unique variance in social functioning
explained by self-help attendance was
reduced from roughly 10.5 percent to
about 6 percent. This finding sup-
ported the fourth criterion, indicating
that problem-centered coping partly
mediated the effect of self-help atten-
dance on social functioning.

Discussion and conclusions
The first and second hypotheses of
this study were that involvement in
consumer-run services would be asso-

ciated with better community adjust-
ment when analyses controlled for
premorbid variables and that the psy-
chological variables would also be
generally associated with better com-
munity adjustment when analyses
controlled for premorbid variables.
The two hypotheses were supported
by the finding that the psychological
variables and involvement in con-
sumer-run services were significantly
associated with social functioning

even when the analyses controlled for
the effect of premorbid and demo-
graphic variables. Only partial sup-
port was found for the third hypothe-
sis, which was that the relationship
between involvement in consumer-
run services and community adjust-
ment would be partly mediated by
the psychological variables. Although
we found clear evidence that the use
of problem-centered coping strate-
gies partly mediated the relationship
between self-help attendance and so-
cial functioning, no evidence was
found that either hopefulness or self-
efficacy accounted for the relation-
ship between self-help attendance
and social functioning. 

These findings suggest that self-ef-
ficacy and hopefulness and the active
use of coping strategies had an inde-
pendent relationship with social func-
tioning. One possible explanation is
that the measure of generalized self-
efficacy we used was not specifically
related to coping with psychiatric
symptoms. A measure developed to
address a person’s expectations of
having the ability to handle such
symptoms in a more specific way
would provide a truer test of the asso-
ciation between coping and self-effi-
cacy in the context addressed in this
study. 

Another possible explanation is that
the discrepancy reflects the existence
of two different paths to recovery.
One path may be taken by individuals
who have a high sense of self-efficacy
and who feel more confident because
their symptoms are more effectively
managed by medication and who
therefore have less of a need to cope
in an active manner. The other path
may be taken by individuals who cope
more actively while experiencing
more symptoms; such individuals
may feel less confident about their
ability to manage symptoms but may
nevertheless work more actively to
deal with them. 

Although our analyses indicated
that the use of problem-centered
coping strategies partly mediated the
relationship between self-help atten-
dance and social functioning, coping
did not wholly explain this relation-
ship. This finding suggests that there
may be processes related to self-help
involvement that affect community

PSYCHIATRIC SERVICES © April 2001   Vol.  52   No.  4498

Mental 

health services 

that aim to help

people learn how to cope

effectively with symptoms,

become more hopeful, and

gain a greater sense of self-

efficacy may increase an

individual’s chances of 

obtaining a positive 

outcome. 



adjustment that were not studied in
this investigation. One variable dis-
cussed in the self-help literature
(6,40) that was not studied here is so-
cial support. Future research should
measure social support to assess the
degree to which it accounts for the as-
sociation between social functioning
and involvement in self-help services.

The only premorbid or demograph-
ic predictors that were associated
with outcome in this study were cur-
rent and premorbid education. Al-
though the statistical relationship be-
tween the psychosocial variables and
social functioning was not wholly ex-
plained by current and premorbid ed-
ucation, premorbid education did
emerge as an important predictor. Al-
though differences in premorbid edu-
cation might be suspected to be the
result of differences in socioeconom-
ic status, no differences were found in
parent’s socioeconomic status be-
tween any of the groups with differ-
ent outcomes. 

It is possible that differences in
premorbid education reflect differ-
ences in the type of onset of illness—
that is, gradual or acute. Participants
in the moderately impaired group
were more likely not to have complet-
ed high school than those in the mild-
ly impaired and minimally impaired
groups. This finding may indicate that
the moderately impaired participants
had been in the early stages of a psy-
chiatric disorder with a gradual onset
when they left school. Gradual onset
of a psychiatric disorder has been
found to be an important predictor of
poor outcome (26), but it was not di-
rectly studied in this investigation.
Future investigations should incorpo-
rate appropriate measures to assess
the relationship between type of on -
set and psychological variables.

The relationship between the psy-
chosocial variables and community
adjustment was evident even when
the analysis controlled for premorbid
characteristics. This finding provides
tentative support for the view that
psychosocial factors may facilitate
good community adjustment for indi-
viduals with serious mental illness. 

The quantitative findings in this
study were complemented by infor-
mation obtained from the exploratory
question at the end of the interview,

which asked participants to identify
factors related to their improvement.
Eight, or 47 percent, of the partici-
pants who may be considered to have
recovered—that is, who are in the
minimally impaired range of social
functioning—identified a psychologi-
cal factor as the most important factor
in their overall improvement. In con-
trast, only one, or 7 percent, of those
functioning in the moderately im-
paired category identified a psycho-
logical factor. Psychological factors
discussed included the importance of
using coping strategies to deal with
symptoms and personal realizations
that fueled subsequent efforts to deal
with disability. One recovered partic-
ipant’s statements are particularly il-
luminating: “I think the one thing that
has helped my recovery above any-
thing else is the philosophy that I
have to take responsibility for my own
recovery, that I have to take the reins.
I have to take 95 percent of the re -
sponsibility.”

Our findings support the view that
mental health services that aim to
help people learn how to cope effec-
tively with symptoms, become more
hopeful, and gain a greater sense of
self-efficacy may increase an individ-
ual’s chances of obtaining a positive
outcome. There is a growing body of
evidence from controlled studies
demonstrating that psychotherapeu-
tic treatments that pursue these or
related aims lead to significant gains
in social functioning (41,42). Howev-
er, these treatments have yet to be-
come widely adopted in mental
health practice (43). Similarly, al-
though the number of consumer-run
services has grown rapidly in recent
years (44), considerable skepticism
still exists among many in the mental
health field about whether such serv-
ices should continue to be publicly
funded.

This study represents only a first
step in the difficult task of examining
the connection between involvement
in consumer-run services and recov-
ery from serious mental illness. The
study had several limitations. First, its
sample size was relatively small, limit-
ing generalizability and restricting the
statistical power of the analyses. This
type of study needs to be replicated
with a larger and more representative

sample. Furthermore, the inconsis-
tent manner in which participants
were selected from the two sample
sources is problematic—one group
was chosen randomly and the other
drawn from volunteers. Although de-
mographic data indicated that the
samples did not differ significantly, it
is possible that the samples differed
in other, unmeasured ways. Symptom
severity, insight, and neurocognitive
functioning (45) are important vari-
ables that may affect social function-
ing, and they were not directly as-
sessed in this study. 

Future research should seek to
measure additional factors that may
be related to self-selection, and the
investigators should enter into coop-
erative relationships with consumer-
run agencies so that participants can
be selected randomly. Finally, it
should be reiterated that attempts to
draw causal inferences from cross-
sectional designs such as that used in
this study are tentative at best and
that prospective designs are required
to address these issues. ©
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