
Published in a revised version in:  Gagne, C. A., White, W., & Anthony, W. 
A. (2007). Recovery: A common vision for the fields of mental health 
and addictions. Psychiatric Rehabilitation Journal, 32(10), 32-37. 

 
Recovery:  

A Common Vision for the Fields of Mental Health and Addictions. 
 
 

ABSTRACT  
 
 

The vision of recovery is reshaping the fields of mental health and 
addiction services.  This paper reviews how this broad vision is 
shaping common goals, principles, values and strategies across the 
two fields.  We further examine how a common vision of recovery 
can positively impact the treatment of co-occurring disorders and 
speculate on how this vision can bridge the seeming differences 
between these two fields and reshape a mutual understanding of the 
essentials of recovery from severe mental illness and addiction.   

 
Concept of Recovery in Mental Health: Current Perspective 
 
In the field of mental health the recovery vision was introduced and most 
often discussed in the writings of people with psychiatric disabilities (e.g., 
Anonymous, 1989; Deegan 1988; McDermott, 1990; Ralph, 2000, 2004; 
Unzicker, 1989). Empirical support for the promulgation of the recovery 
vision in mental health has been by means of the synthesis and 
dissemination of numerous long-term outcome studies (Harding & Zahniser, 
1994; Harding, in press), which suggested that a significant percentage of 
people with severe mental illnesses were dramatically improving over time. 
Currently, there are 10 national and international longitudinal studies of 20 
to 30 years demonstrating that recovery is possible for at least one-half of 
people with schizophrenia and other severe mental illnesses (Bleuler, 1972; 
Ciompi & Muller, 1976; Desisto, Harding et al., 1995 a and b; Harding, 
Brooks et al., 1987, a, b; Hinterhuber, 1973; Huber, Gross & Schuttler, 
1979; Kreditor, 1977; Marinow, 1974; Ogawa et al., 1987; Tsuang, Woolson 
& Fleming, 1979). Furthermore, a review of systems-level literature and 
mental health policy statements suggests that even though heretofore there 
has been no explicit consensus about the meaning of the term recovery, the 
vision of recovery is now guiding policies and practice in many state mental 
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health systems (see for example, Onken, et al., 2002; Jacobson & Curtis, 
2000; Legislative Summer Study Committee of the Vermont Division of 
Mental Health, 1996; State of Nebraska Recovery Work Team, 1997; State 
of Wisconsin Blue Ribbon Commission on Mental Health, 1997), as well as 
in entire countries like New Zealand (Lapsley et al., 2002) and the U.S. 
(Presidents’ New Freedom Commission on Mental Health, 2003). 
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Concept of Recovery in Addictions: Current Perspective 
 
In the addictions field, the use of the concept of recovery as an organizing 
construct for transformative change pre-dates the rise of formal addiction 
treatment (White, 1998). The field’s conceptual center has subsequently 
evolved through a focus on pathology (the study of AOD problems as 
medical diseases) to treatment (medical, psychiatric, and psychological 
interventions into AOD problems) to a re-emerging focus on recovery 
(prospects and processes for long-term resolution of AOD problems) (White, 
2004a; White, in press). There is growing interest in the multiple pathways 
and styles of long-term recovery and in the international diversification and 
growth of addiction recovery mutual aid societies (Humphreys, 2004; White, 
2004b). A new addiction recovery advocacy movement (see 
www.facesandvoicesofrecovery.org) led by recovering people and their 
families is calling for a reconnection of addiction treatment to the larger and 
more enduring process of personal and family recovery (Elsie, 1999; White, 
2000). Frontier issues within this re-emerging recovery focus include 
struggles to define recovery and its conceptual and linguistic boundaries 
(White 2002), efforts to measure the prevalence of addiction recovery in 
America (Road to Recovery, 1998), calls for a recovery research agenda 
(White, 2000), a shift from the current acute models of problem intervention 
to models of sustained recovery management (McLellan, et al, 2000; White, 
et al., 2003) and the growth in peer-based models of recovery support 
services (Jason, et al, 2001; White, 2004c). This renewed recovery focus is 
evident in the White House initiated Access to Recovery program, the 
Center for Substance Abuse Treatment’s Recovery Community Support 
Program, and in state efforts to develop more recovery-oriented systems of 
care (see http://www.dmhas.state.ct.us/policies/policy83.htm). 
 
Common Characteristics between the Two Fields 
 

The fields of mental health and addiction share a dark past in which 
people experiencing the psychiatric and/or addiction disorders endured 
institutions that offered ineffective, if any, treatment. Each disorder was 
considered to be intractable and stories of recovery were rare. People living 
with either disorder were expected to end up in the least favorable places in 
society, the gutter, prisons, asylums, or morgues. Throughout history, both 
systems of care have been distracted by debates about the causes and nature 
of the disorders, troubled by widespread prejudice and discrimination, and 
undermined by the criminalization of behaviors associated with the 
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disorders. Even today, addiction and mental illness occupy a common space 
of disgrace in society.  

Examining the characteristics influencing recovery from addiction and 
recovery from mental illness, it is astonishing that the two fields have not 
collaborated to organize services under a common vision of recovery. (See 
Table A). People living with psychiatric and/or addiction disorders want to 
eliminate or manage their symptoms, increase their capacity to participate in 
valued roles, and embrace purpose and meaning in their lives, in other 
words, experience recovery. People in recovery from mental illness and/or 
addiction disorders are leading the call to change the current service systems 
of care to become recovery-oriented. 

The principles of a common recovery vision begin with the notion that 
for both disorders, recovery is a personal and individualized process of 
growth that unfolds along a continuum and that there are multiple pathways 
to recovery. First person accounts of people in recovery from addiction or 
mental illness have described recovery as a transformational process and an 
incremental process, and recovery stories are often filled with elements of 
both styles of change. First-person narratives of recovery from addiction and 
mental illness reveal the individualized nature of recovery processes. Also 
made clear within these stories is that people in recovery are active agents of 
change in their lives and not passive recipients of services. People in 
recovery from mental illness and/or addition disorders also often note the 
role of family and peer support in making the difference in their recovery. 

The values of recovery-oriented mental health and addiction systems 
are based on the recognition that each person is the agent of his/her own 
recovery and all services can be organized to support recovery. Person-
centered services that offer choice, honor each person’s potential for growth, 
focus on a person’s strengths, and attend to the overall health and wellness 
of a person with mental illness and/or addiction have a place in a recovery-
oriented system. These values can be operational in all services for people in 
recovery from mental illness and/or addiction, regardless of the service type 
(i.e. treatment, peer support, family education etc.).  

Differences that have existed in the recovery visions of the mental 
health and addictions fields could provide opportunities for synergistic 
growth in both fields. For example, the addictions field has had a well-
developed concept of full recovery but has lacked a legitimized concept of 
partial recovery, while the mental health field has long-promoted the goal of 
partial recovery but has, until recently, lacked a viable concept of full 
recovery (Fisher & Ahern, 1999; White, Boyle & Loveland, 2004). 
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Integrating the concepts of full and partial recovery within the emerging 
recovery visions of both fields holds great promise.  
 
Reshaping the Future of both fields under a Recovery Vision 

 
Presently neither the mental health nor addiction treatment system is 

designed to assist people in their recovery from mental illness and/or 
addiction. Both fields have had to acknowledge the limitations of the 
institutionally based “acute model” of treatment to bring about lasting 
recovery. Over the past 30 years, mental health system has reorganized to 
offer support services in the community, while the addiction field continues 
to deliver primarily a model of acute care with little on-going community 
support. Guided by a vision of recovery, the mental health and addiction 
fields could organize their services to address the often long-term and 
complex needs of people living with mental illness and/or addiction, 
including people severely disabled by co-occurring disorders. People who 
are living with co-occurring psychiatric and addiction disorders could be 
well served in service systems united under a common vision of recovery. 
Much has been written about the failures of the mental health system and the 
addiction system to provide people with co-occurring disorders with the 
long-term services and supports often needed to promote recovery (Drake et 
al., 2001, Minkoff, 1989, Mueser et al., 1998). The vision of recovery would 
compel both systems to provide outreach to engage people in a process of 
recovery, motivational services to help people develop readiness for 
treatment and/or rehabilitation, and provision of on-going recovery support 
services to assist people to reach their recovery goals. Recovery support 
services would be located in communities, in specific environments of need, 
and be provided by professionals, family members, and peers. 
 A unified recovery vision communicates realistic hope, emphasizes 
the role and responsibility of the person in recovery, and recognizes the 
many pathways to healing and wholeness that people with mental illness 
and/or addiction take in their recovery. The recovery vision might influence 
the research agenda to shifts its focus from acute pathology to the prevalence 
and processes (stages and styles) of long-term recovery from mental illness 
and addiction. The vision of recovery will require the mental health and 
addiction systems to work together with people in recovery as individuals 
and communities to develop effective services, strategies, and supports. 
Finally the recovery vision encourages the development of a culture of 
recovery and recovery communities to assist all people who are affected by 
mental illness and/or addiction, in other words, most of us. 
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Table A: Common characteristics under a Recovery Vision 
 

 Mental Illness Addiction 
 

Goals 
To assist people affected by 
mental illnesses reduce the 
impairment and disability, and 
improve quality of life 

To assist people affected by 
addiction disorders reduce the 
impairment and disability, and 
improve quality of life 

Role of 
person 

with 
disability 

Person is agent of recovery. 
Active involvement is 
necessary for recovery 

Person is agent of recovery. 
Active involvement is 
necessary for recovery. 

Principle
s 

 Broad heterogeneity of 
population and outcomes 

 Focus on person and 
environment 

 Long-term perspective 
 Recovery is a process and a 

continuum 
 Non linear process of 

recovery 
 Family involvement is 

helpful 
 Peer support is crucial 
 Spirituality may be critical 

component of recovery 
 Multiple pathways to 

recovery 

 Broad heterogeneity of 
population and outcomes 

 Focus on person and 
environment 

 Long-term perspective 
 Recovery is a process and a 

continuum 
 Non linear process of 

recovery 
 Family involvement is 

helpful 
 Peer support is crucial 
 Spirituality may be critical 

component of recovery 
 Multiple pathways to 

recovery 
Values   Person-centered 

 Partnership (person 
involvement) 

 Growth 
 Choice 
 Strengths perspective 
 Focus on wellness and 

health 

 Person-centered 
 Partnership (person 

involvement) 
 Growth 
 Choice 
 Strengths perspective 
 Focus on wellness and 

health 
Strategie

s to 
Facilitate 
Recovery 

 Treatment i.e.: Crisis 
intervention, medication, 
therapy, illness 
management education 

 Community support 

 Treatment i.e.: post-
treatment monitoring, early 
re-intervention, medication, 
therapy 

 Community support 
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 Skills for valued roles 
 On-going, flexible 

recovery-enhancing 
services 

 Advocacy 

 Skills for valued roles 
 On-going, flexible 

recovery-enhancing 
services 

 Advocacy 
Essential 
ingredien

ts of 
Recovery
-oriented 
System 

 Treatment  
 Rehabilitation 
 Peer support 
 Community Support 
 Legal Aid 
 Enrichment 
 Basic Support 
 Family education and 

support 

 Treatment  
 Rehabilitation 
 Peer support 
 Community Support 
 Legal Aid 
 Enrichment 
 Basic Support 
 Family education and 

support 
Societal 

Attitudes 
 Historically, prognosis was 

considered hopeless 
 Debates about cause(s) and 

nature of illness 
 Criminalization of illness 
 Prejudice and 

discrimination 

 Historically, prognosis was 
considered hopeless 

 Debates about cause(s) and 
nature of illness 

 Criminalization of illness 
 Prejudice and 

discrimination 
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