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Relaled Recoaau; Redourced Leader's Guide—The Recovery Workbook: A guide for leaders who are
using The Recovery Workbook with groups.

Recuperando la Esperanza—Libro Practico: Spanish version of the
The Recovery Workbook. The accompanying leader’s guide is avail-
able as a free download on the Center’s website.

The Recovery Workbook 2: Connectedness: The next step for leaders
and students who have experience with the first The Recovery
Workbook. Explores the relationship between connectedness (with
oneself, others, environments, and a larger meaning or purpose in
life) and personal growth in the recovery process for people with
psychiatric disabilities.

Leader’s Guide—The Recovery Workbook 2: A guide for leaders who
are using The Recovery Workbook 2: Connectedness with groups.

Powerpoint® Presentation—The Recovery Workbook 2: Supplements
and reinforces teaching points from The Recovery Workbook 2:
Connectedness is available for purchase on CD.

Voices of Recovery: Recommended as a stand alone text or for use
with The Recovery Workbook 1 and The Recovery Workbook 2, this
compilation of personal accounts and Photovoice projects by persons
with psychiatric disabilities is intended to stimulate hope and provide
models for recovery.

The Experience of Recovery: Recommended as a stand alone text or
for use with The Recovery Workbook 1 and The Recovery Workbook
2, this compilation of personal accounts and poems by persons with
psychiatric disabilities is intended to stimulate hope and provide
models for recovery.

Toward a Vision of Recovery — DVD & Book of Readings: An informa-
tive and inspiring, 30-minute presentation on recovery by Dr.
William Anthony, produced by the California affiliate of the Nation-
al Alliance on Mental Illness, and an accompanying book of readings
on recovery. A valuable tool for stimulating group discussion for
mental health service providers, students, researchers, administrators,
families, consumers/survivors, and board members.

Ordering information is available on the Center for Psychiatric
Rehabilitation website at www.bu.edu/cpr/products.
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Since its first printing, nearly 15,000 copies of The Recovery Workbook:
Practical Coping and Empowerment Strategies for People with Psychiatric
Disabilities have been sold or distributed throughout the world. Users
report that it is both an effective and easy-to-use resource for recovery
groups and self-study, and a recent research study concluded that The
Recovery Workbook program was effective in increasing individuals’
perceived sense of hope, empowerment, and recovery (Barbic, Krupa &
Armstrong (2009).

In this revised edition of The Recovery Workbook, we took the
opportunity to update the “Physical Wellness and Recovery” section to
reflect changes in the field of health and wellness. We updated the bibli-
ography to include recent recovery-related writings and added a list of
companion resources developed at the Center designed to further the
exploration of recovery for people with psychiatric disabilities.

The Center has published a number of companion recovery-related
resources since the first printing of The Recovery Workbook. They
include:

® Recuperando la Esperanza— Libro Prdctico, a Spanish translation of
The Recovery Workbook (and an accompanying leader’s guide) is now
available.

®  The Recovery Workbook 2: Connectedness (Spaniol, Bellingham,
Cohen & Spaniol, 2003) was written with the understanding that as
people become more aware of their recovery and its possibilities, they
are more likely to feel an interest in, and the need for, “connected-
ness” in their lives—connectedness to themselves, to others, to vari-
ous environments, and to meaning and purpose in life. This Connect-
edness workbook is designed to be a second step after the completion
of The Recovery Workbook and deliberately repeats some of the exer-
cises from the first workbook in order to provide continuity and
practice for the knowledge, skills, and attitudes learned in the first
workbook. An accompanying leader’s guide and PowerPoint presen-
tation are available for use with groups.

® The Experience of Recovery (Spaniol & Koehler, 1994), a collection of
personal accounts and poems written by people who have been
through the recovery process, is recommended for use with both of
the recovery workbooks or as a stand-alone book of readings.

e Voices of Recovery (McNamara, 2009), a second and more recent
book of readings, includes personal accounts interspersed with Pho-
tovoice projects—projects by individuals with psychiatric disabilities
that include a photograph with a short narrative explaining the per-



sonal meaning behind the photograph. Voices of Recovery also is
recommended for use with of both of the recovery workbooks,
or it can be read independently to inspire hope that recovery is
not only possible—it is real!

We hope that these books are helpful to you, your loved ones,
and/or the people you serve on the journey of recovery.
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CHAPTER

| sustuctn

R ecovery is a common human experience. We all experience recov-

ery at some point in our lives from injury, from illness, or from trauma.
Psychiatric disability has a devastating impact on the lives of people who
experience it. It is devastating because people with psychiatric disability
are left profoundly disconnected from themselves, from others, from
their environments, and from meaning or purpose in life. While the ill-
ness itself causes people to feel disconnected, stigma (negative personal,
professional, and societal values, attitudes, and practices) further discon-
nects people and represents a serious barrier to building new connections.

Recovery is the process by which people with psychiatric disability
rebuild and further develop these important personal, social, environ-
mental, and spiritual connections, and confront the devastating effects of
stigma through personal empowerment. Recovery is a process of adjust-
ing one’s attitudes, feelings, perceptions, beliefs, roles, and goals in life. It
is a process of self-discovery, self-renewal, and transformation. Recovery
is a deeply emotional process. Recovery involves creating a new personal
vision for oneself. Recovering from the illness and from stigma can be
very stressful. We have written this workbook as a resource for individu-
als with psychiatric disabilities, to help them in their recovery process
and to help them to prevent, eliminate, or cope with the stressors in their
lives. We believe that it is never too late to begin the recovery process.
Understanding the recovery process and your own recovery experience
are important first steps in returning to a life that is fulfilling for yourself
and contributing to others.

The coping and empowerment strategies presented in this workbook
relate to this process we call “recovery.” Recovery is not a concept that is
commonly applied to understanding the impact of severe mental illness.
It has had far greater acceptance in the field of physical illness. People
with physical disability have long advocated to be seen as people first—
people who happen to have a disability. While a serious physical disabili-
ty, such as paraplegia, may result in a person being confined to a wheel-
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chair for the remainder of his/her life—the person can change dramat-
ically over the course of time. He/she can come to terms with the dis-
ability and its chronicity and still have a life for himself/herself. This
is called recovery. The disability does not go away but the person
recovers. For people with psychiatric disability, the focus typically
has been more on the illness than on the person with the illness. The
focus has been on symptoms rather than on how to increase function-
ing. People with psychiatric disability rarely have been taught about
the possibility of recovery. Unfortunately, neither professionals nor
family members have been taught about recovery. The acknowledg-
ment of the recovery process, and the contribution a person can make
toward his/her own recovery, only recently has been recognized. The
recovery process is described in Chapter 2.

Tensions within the mental health system and among those who
collaborate with people with psychiatric disability in their recovery
process (i.e., the family, other people with psychiatric disability, pro-
fessionals, etc.) result from a lack of clarity of and support for the
process of recovery, the means to make it more effective, and the roles
that each one plays in this process. Tensions are increased further by
the profound feelings and emotions aroused by this lack of clarity and
support.

Diversity within the mental health system and among those who
collaborate with people with psychiatric disabilities in their recovery
process results from the strengths and limitations each individual
brings to the process of clarifying and supporting the process of
recovery, the means to make it more effective, and the roles that each
one plays in this process. Diversity can be a source of tension, or it
can be a source of enormous creativity if it is acknowledged and
respected.

Collaboration can be built within the mental health system and
among those who assist individuals with psychiatric disabilities in
their recovery process by actively working together to clarify and
support the process of recovery, the means to make it more effective,
and the roles that each person plays in this process. A commitment to
working through the tensions, resulting from lack of clarity and sup-
port, and a commitment to respecting the diversity of strengths and
limitations people bring to this process, will enhance collaboration
and the building of new connections for people with psychiatric dis-
abilities.

This workbook offers the potential of building your life again—
of picking up the threads of personal, social, and vocational growth
that were interrupted so profoundly by the psychiatric disability. The
authors hope that this workbook will provide the information and the
skills needed to strengthen the recovery process, to cope more cre-
atively, and to live life more fully.



Goals of the Workbook

ECuvidence-Based Practice

g [t' )
for Getting Started

Introduction & 3

The specific goals of the workbook are:

1. To become aware of the recovery process.

To increase knowledge and control.

To become aware of the importance and nature of stress.
To enhance personal meaning.

To build personal support.

oV HwN

To develop goals and a plan of action.

The material has been developed to allow the workbook to be used as
part of a training workshop, course, or seminar conducted by a consumer
leader(s); or to be used by individuals for their own self-study.

The Recovery Workbook is derived from several evidence-based practices,
which are packaged together; and incorporates controlled research on
skills training, psychoeducation, and recovery-oriented interventions.
Research related to these practices can be found in Anthony, Cohen,
Farkas & Gagne (2002); other scholarly articles focus on the concepts
underlying the entire Recovery Workbook package, as well as a random-
ized clinical trial (Barbic, Krupa & Armstrong, 2009; Spaniol, Gagne &
Koehler, 1999).

Step 1: Make a decision to start changing your life and to assume respon-
sibility for your recovery process. Decide that you are worth it. Give
yourself a generous amount of time to change—and then add some more
time. We tend to change in stages or percentages rather than all at once.
And we frequently find ourselves continuing behaviors we are trying to
change. Simply acknowledge that you still have a way to go and do not be
critical of yourself. Change, even when we want it, takes time and patience.

Step 2: Make a commitment to action; to taking the necessary steps to
bring about the changes you want, e.g., decide now that you will com-
plete the whole workbook.

Step 3: Build some immediate satisfiers into your life. Plan to do some-
thing that takes care of you every day, e.g. taking a walk, listening to
music, spending time with a friend. This will begin to break the cycle of
stress in your life. Build some special satistiers into your life on a weekly
basis, e.g., a trip to the library or to the beach. Focusing on enriching
your life while you deal with recovery issues will help you to move your
new energy into positive directions for yourself.

Step 4: Start with someone. Choose someone with whom you can share
your decision and change process. Someone who is willing to progress
through the workbook with you. Choose someone you can trust; some-
one who will be willing to give you honest feedback. It is helpful if the
person also has made a decision to change.

Selecting someone to share the process with sometimes can be stress-
ful in itself. If you do not feel ready to find or choose a partner, begin the
process by yourself. You are worth it.
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Step 5: If you are not working with a group, set aside time to work
through the workbook. Select a day of the week. Choose 30 to 60
minutes on this day. Having a regularly scheduled time is important.
Knowing that a special time is available will help to motivate you. Be
possessive of this time and do zot let anything intrude on it. Finally,
make sure the setting is quiet and comfortable, and that you will not
be disturbed.

If you have a partner, you can use him or her for sharing, support,
and encouragement as you work through this workbook. Agree not
to assume responsibility for each other’s issues. Simply be an active
listener who provides a “mirror” for the other person as he or she
confronts his or her own fears and possibilities. Structured time set
aside each week is especially useful for this. If issues or problems arise
that you cannot handle or that cause excessive anxiety, seek assistance
from another consumer/survivor, a friend, minister, priest, physician,
counselor, or therapist. Feedback can be extremely useful in helping
you to move ahead and avoid getting stuck. Also, it is okay to seek
out assistance at even low levels of distress.

Step 6: As you work through the workbook, you will increase your
understanding of your recovery process, of your symptoms and
sources of stress, as well as your options for dealing with them. When
you feel ready, choose a specific problem or issue you want to work
on. For some people the best place to start is with something that is
fun or safe.

Others may decide to start with an issue that is causing them
some pain. Whatever your choice, be specific. Give yourself permis-
sion to deal with one issue at a time.

Step 7: Choose a specific strategy for achieving your goal. Be clear
about the steps you must take to deal with the issue you have chosen.
If the strategy requires new knowledge or skills, identify where they
can be acquired, from whom, and how. Think about the kind of sup-
port you will need from people around you and how you can build
extra support into your life.

Step 8: Visualize your goal and the steps you plan to take to reach it.
Be as detailed as possible. Visualize your plan from beginning to end.
Imagine what it will be like for you when you have achieved your
goal. Visualization is a very affirming and empowering process.

Step 9: Take action on the steps to reach your goal. Practice. See how
it works. Keep at it. Persevere. Remember that it takes a while to
change. Find a way to reward yourself for your successes. Remember,
success builds on success.

BMZWMWW



Practice Exercite 1.7

Introduction & 5

ou will begin exploring and understanding your recovery process
with a relaxation exercise. Focusing on your body can be very relaxing. It
may even have important physical effects for you, such as lowering your
heart rate. Stress can cause shallow breathing. Taking a few deep breaths
can prepare you for the stresses you may experience while completing this
workbook. Relaxation also helps you to let go of what you have been
doing during the day and to focus you on the current task.

Find a comfortable position and close your eyes. Begin breathing
slowly and deeply —slowly and deeply —all the way into your
abdomen—and with each exhalation of your breath let all tension flow
out of your body. Continue breathing slowly and deeply —relaxing more
and more with each breath.. :a Repeat the following phrases to yourself: I
am relaxed, I am calm, I am at peace. I am whole—1 am whole.. ¢ Now
focus your attention on your left foot—tense the muscles in your left
foot—then relax your left foot. @ Now focus your awareness on your
right foot—tense the muscles in your right foot—then relax your right
foot. :& Now focus on your left calf—tense the muscles in your left calf—
then relax your left calf. & Now focus on your right calf —tense the mus-
cles in your right calf —then relax the muscles in your right calf. :a Now
focus on your left thigh—tense the muscles in your left thigh—then relax
your left thigh. ¢ Now focus on your right thigh—tense the muscles in
your right thigh—then relax the muscles in your right thigh. :a Now
focus your attention on your pelvis—tense all the muscles in your
pelvis—now relax all the muscles in your pelvis. @& Now focus your
awareness on your abdomen—tense the muscles in your abdomen—then
relax your abdomen. @ Now focus on your chest—tense the muscles in
your chest—now relax the muscles in your chest. ¢ Now focus on your
back —tense the muscles in your back —then relax the muscles in your
back. : Now switch to your left upper arm—tense the muscles in your
left upper arm—then relax your left upper arm. @ Now focus on your
right upper arm —tense the muscles in your right upper arm—then relax
your right upper arm. @ Now focus on your left hand —make a fist and
tense the muscles in your left hand —then relax the muscles in your left
hand. @ Now focus on your right hand —make a fist and tense the mus-
cles in your right hand —then relax your right hand. :a Now focus on
your neck and shoulders—tense the muscles in your neck and shoulder—
then relax your neck and shoulders. ¢ Now focus on your scalp —tense
the muscles in your scalp—then relax the muscles in your scalp. :a Now
focus on your forehead and eyes—tense the muscles in your forehead and
eyes—then relax your forehead and eyes. s Now focus on your jaw and
mouth—tense the muscles in your jaw and mouth —then relax your jaw
and mouth so that all your body is in a state of deep relaxation.

Enjoy the warmth and comfort of deep relaxation. Know that this
is an exercise you can come back to at any time by yourself.
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Practice Exercite 1.2
ake a few minutes and complete the following exercise. Think
about your responses first, then write them down. When you are fin-
ished, go to the next page, and respond to the questions about the
exercise.

1. What are three things you did for yourself during the previous
week?

2. What are three things you can do for yourself during the coming
week?



Introduction & 7

RM{JOW? lo Praclice 1. What are your own feelings and reactions to Praclice Exencite 1.1

Erencited 1.1 and 1.2

2.

and 1.2°?

Authors’ comments on Practice Exencite 1.7 and 1.2:

When we are feeling overly stressed, we tend to forget doing the
things that ordinarily take care of us; things that we enjoy and find
relaxing. Self-care is often the first thing to go.

Doing things for yourself breaks the cycle of your stress. Interrupting
the cycle of your stress is an important stress management strategy.

Doing something different than you are currently doing that is stress-
ful, breaks the cycle of our stress. Even a small interruption, such as
going to the bathroom, taking a brief walk, or sitting back and doing
a breathing exercise, can break our stress cycle.

Simply eliminating stress can create a vacuum. Fill the vacuum with
something enriching. Something you enjoy doing.

Doing things for yourself on a daily basis is a way of gradually build-
ing up your stress hardiness. If you feel taken care of, you are in a
better position to manage the normal stresses of your life, to take care
of other people, or to respond to the demands of your work.

One common result of stress is to feel disconnected from yourself,
i.e., from your own needs, wants, feelings, ambitions, and desires.
Doing things for yourself helps you to reconnect with yourself; to
pay attention to yourself; to listen to what is happening.
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Practice Exercite 1.3
hat do you want to get out of this workbook? What would you
like to be able to do or to feel after you have completed the work-
book? Think about your responses first, then write them down.
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Personal JouwrnaliNoles
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Personal Jowrnal/Noles



CHAPTER

2 Reccen

ecovery is a process of readjusting our attitudes, feelings,

perceptions, and beliefs about ourselves, others, and life in general. Tt is
a process of self-discovery, self-renewal, and transformation. Recovery
is deeply emotional. It transcends the particular trauma itself.

Recovery is a process everyone experiences at some level. The more
threatening the precipitating event, the more it shakes the roots of who
we are and how we live, the more it breaks the connections we took for
granted, and the more it shatters the dreams and fantasies we hoped for;
the deeper and more profound the required recovery process.

Recovery is painful and difficult. It is not something that is usually
invited, or even welcomed. It often appears when we are least prepared to
deal with it. Yet its outcome can be the emergence of a new sense of self —
more real, more vital, more connected to who we really are, more con-
nected to others—and to a greater sense of meaning and purpose in life.

The process of recovery is not linear. It is complex. We move forward
and we move backward. We think we have made some gains, and then we
find we are repeating the same old behaviors. There is a natural resistance
to any change process, including the recovery process. The way we are is
very persistent. There are few great leaps. People change incrementally.
This can be very frustrating. Knowing what the recovery process entails
can bring some relief as we experience it.

The process of recovery takes time. Initially, we may feel that time is
not on our side, that we always will be where we are now, in a distressing
and painful place (Deegan, 1988). Knowing that a major recovery process
can take years, while shocking at first, can be a relief. Maybe time is really
on our side. There is an end in sight, even if the illness continues. There is a
personal outcome that transcends the illness.
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We do not know completely how individuals with psychiatric
disabilities experience the recovery process. We are beginning to
understand the course of mental illness over time and some of the fac-
tors involved in a person’s remaining in one phase or moving on to
another (Strauss, Hafez, Lieberman & Harding, 1985), and we are
beginning to understand the development of the sense of self in recov-
ery from mental illness (Davidson & Strauss, 1992). While this new
awareness has given more hope to people with psychiatric disabilities,
we do not yet know the relationship of the course of the illness to the
personal recovery process. However, there are some suggestions of
phases of the recovery process (not necessarily linear) that people
report experiencing. In addition, there are a number of aspects of the
personal recovery process that are emerging from the self-help litera-
ture that describe how a person’s awareness of himself/herself changes
over time. Because we are still learning about this process of recovery,
both “phases” and “aspects” will be discussed.

Shock

The onset of mental illness can be gradual or quite sudden. We may
not know what is happening to us. The experience often is confusing
and disorganizing. The implications of the illness are devastating to
our life, hopes, and dreams. They are too much to grasp.

Denial

It is natural to be unable to accept what is happening. We have lived
through crises before. We believe we will weather this one also. It will
go away and our life will be normal again. Denial is often the first
response to the onset of mental illness. It is a necessary and impor-
tant, though time-limited, response. Denial serves to cushion the
shock of the illness. The illness may be too overwhelming to deal
with. Denial gradually gives way to the unrelenting experience of the
reality and the persistence of the illness.

There is another type of denial that is often more deliberate. This
is the denial that comes from fear of stigma. Fear of the responses of
friends, the helping system, or society. We know that stigma is real,
and we may not be ready or willing to confront it directly. So we keep
our experience to ourselves. This is a way of coping.

Depression/Despair/Grieving

Depression is a common reaction to the experience of mental illness.
Whether the depression is a direct symptom of the illness or a reactive
symptom, it can be dangerous. People who experience serious depres-
sion should have an expert health care professional as part of their
support system. Depression often leads to despair, i.e., a feeling of
hopelessness. If we are supported in our despair by other consumers,
friends, and professionals; we can open the door to the grieving
process, to the healing of our loss, and to the development of hope.
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Depression can continue for a long time. We can get stuck in depres-
sion, as in any phase of the recovery process, and feel unable to go on.
Getting unstuck is a process of acquiring the support, the information,
and the skills we need to deal with what is keeping us stuck. When we are
stuck, the tendency of others is to try to move us ahead (Strauss et al.,
1985). Like pulling a car out of the mud. Professionals and people close to
us are especially threatened by our being stuck because it can make them
feel inadequate. What we really need is help in knowing what is happen-
ing to us currently and what is getting in our way of moving on. For
example, we may simply need time to rest, or to integrate what we have
been learning and experiencing. Or we may lack the knowledge, skills, or
supports we need to take the next step. When we address these needs, we
will move ahead again naturally.

As we move away from depression, we may move into despair and
grieving. Since this mourning process is very deeply felt and frightening,
depression may feel like a better solution. It is hard to tolerate such
strong emotions. This is when the relationship with a helpful person can
be especially important: to help us move through the despair and griev-
ing; to fully experience our emotions in a safe way; and to experience the
transformation this experience brings about. Despair and grieving will
run their course— particularly if we get the personal support we need to
sustain ourselves during the process.

It’s hard for others to hear our despair and grieving. It’s often too
painful. It’s hard to tolerate our pain. Just to be with it and to witness it.
To know how awful it is for us. And not to try to take it away. Also, peo-
ple are so conditioned to act, to do things, that it’s hard to just listen and
respond and simply be with us. Yet, this is often what we need. To para-
phrase the old saying, we may find ourselves saying, “Don’t just do
something, stand there.”

Anger

Anger follows on the footsteps of despair and grieving: anger at the illness
that has so devastated us, anger at the helping system that may have failed
and even bruised us at times, anger at society and its attitudes, anger at
God for not taking better care of us, anger at parents and friends for not
being more helpful, anger at ourselves for not being able to manage our
illness.

Our anger is a necessary and important part of the process. Anger is a
stimulus to recovery. It is normal and natural. We slowly begin to realize
that our anger comes from our strength, our sense of what is right and
wrong, our sense of what we need to change, and not from our illness.
Our anger is not a “problem” we have, rather it is an asset. It can be
frightening, both to ourselves and to others. It can be as hard for others
to deal with our anger as it is for them to deal with our pain. It can be
hard to just hear it, to accept it, to acknowledge its validity, to take it seri-
ously, and not to retaliate. What we need is the support, knowledge, and
skills necessary to cope with our anger and to confront whatever sources
of our anger we wish to deal with.
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Acceptance/Hope/Helpfulness

Acceptance, which is an outcome of our despair and grieving, is
helped along by the presence of at least one supportive person.
Acceptance by others helps us to accept ourselves. It is a process that
builds gradually, and that is often fragile. Behind our hopelessness is
often helplessness. Doing things that are helpful to yourself creates
hopefulness, often in small ways that are nevertheless very important,
e.g., exercising, reading something you like, spending time with a
friend, completing a task you value. These small steps build your con-
fidence and help to establish a new sense of who you are and what
your world is all about. They gradually build a new identity and new
meanings. These steps also build an important relationship with
another person—someone who believes you count. This gives you the
mirroring, feedback, and validation you need.

Coping

Coping is needed when the demands and constraints of your life
exceed your resources. So you cope. Coping is learning to live with
who you are and what you have to offer the world. Coping is built on
acceptance. On seeing yourself directly, without illusions. Coping
implies that you know your foundation. What you are building on?
Your strengths, your limitations? Your successes, your bruises? Your
values and your failures to live up to them? Acceptance relieves some
of the pressure of coping. It is OK not to have all the resources. This is
normal suffering. It replaces the terror, anguish, and pain we experi-
ence when there is no hope and no acceptance—when it is not OK not
to have all the resources (Deegan, 1988). Acceptance means that there
is nothing that we need to do or should do. Only what we want to do
and are able to do—in the best way that we can.

Advocacy/Empowerment

As our new identity and meanings emerge, we support them with
increased effort and energy. We become advocates for ourselves. This
process is exciting and energizing. We experience ourselves different-
ly. We are no longer the same person. The illness may continue, but
we have changed. While we may experience our familiar distress with
the same old intensity, it does not last as long or happen as frequently.
We begin to think, feel, and act in our own interest. We feel more con-
fident and competent.

Our personal advocacy naturally extends to other people who
have had experiences similar to ourselves. In fact, this is a natural
extension of our own healing, i.e., the awareness of our connectedness
to others (Bellingham, Cohen, Jones & Spaniol, 1989). Our mutual
connectedness. We are not alone in experiencing the effects of our
lives—nor are others. We experience them in common. We need oth-
ers and they need us.
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4 B
o/ avidson and Strauss (1992) suggest several key aspects of the recov-

ery process based on their longitudinal research with people with psychi-
atric disabilities. Their contribution to our understanding of the recovery
process has to do with the importance of the sense of self in the recovery
process. A sense of self is important to coping and mastery in the living,
learning, and working areas of our lives. Because one’s sense of self is so
devastated by mental illness and by stigma, developing a sense of self
becomes an important task in the recovery process.

The aspects of a sense of self that Davidson and Strauss (1992)
discuss include self-efficacy, self-esteem, and internal locus of control.
Key aspects of the recovery of a sense of self are described in the follow-
Ing ways.

Discovering a More Active Self

This is a process of gradually realizing that you can act in your own inter-
est. That you can do things that work, that make your life work, that
influence your life. This is a critical awareness in the recovery process.
How you do this can seem quite minimal to others (e.g., get up on time,
keep an appointment, cook a meal), but the discovery that you can influ-
ence your life through your own actions can have profound impact on
your sense of self. This initial awareness will recur at different times and
build up momentum. It is a fragile awareness and may be bruised easily
by negative experiences. It is clear that others can be helpful by acknowl-
edging and supporting this process.

Taking Stock of Self

Through additional positive experiences of acting in your own interest,
you begin to feel more grounded in your new sense of self. While it may
continue to feel fragile, you deliberately test out your new found
strengths. Confidence builds that your new sense of self exists and is
available when you need it. Feedback from others is important during
this testing period.

Putting the Self into Action

As your level of confidence in your new sense of self grows, you continue
to build your sense of self through personal action and feedback. This is a
process of gradually enhancing and further grounding your new sense of
self. It is felt as real and available. You can “put your self into action” and
further build your sense of self by gradually reclaiming your living, learn-
ing, and working life; and confronting negative personal, professional,
and societal values, attitudes, and practices.

Appealing to the Self
As our level of confidence grows, we begin to acknowledge more deeply
the presence of this stronger sense of self that we can call upon as needed.
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It becomes a readily available resource for us. While vulnerabilities
may continue to exist, we are not bruised so easily by negative life
experiences. We feel empowered.

The following exercises will help you to better understand your
recovery process, the obstacles to your recovery, and what would be
helpful in further promoting your recovery process.
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Practice Exencide 2.7 1. What does recovery mean to you?

2. What has your recovery process been like for you?

3. What has made the difference for you at various points in your
recovery process? What has given you hope?



18 8 The Recovery Worleboote

Practice Exencite 2.2
hat are some of the obstacles you are dealing with in your
recovery process?

Reason:

Reason:

Reason:

Reason:
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Practice Exerncite 2.3

hat would be helpful to you in improving your recovery process?
When you are finished, turn the page and respond to the questions about
the exercises.

How?

How?

How?

How?
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Responding lo Practice 1.

Erercited 2.7, 2.2, and 2.3

2.

What are your own feelings and reactions to Praclice Exencites
2.1, 2.2, and 2.3?

Authors’ comments on Praclice Exencites 2.7, 2.2, and 2.3:

It may be hard to experience yourself as being in a process when
you seem to be moving so slowly.

Understanding recovery as a process helps you to cope more
effectively with specific stressful events in your life. We know
that they will not last forever.

As you grow in your personal recovery, you identify less with the
mental illness and more with other aspects of yourself.

Our typical reactions to stress are reinforced over time and
become very persistent— even if they are no longer wanted.

Because recovery is not necessarily a linear process, you may be
in different phases of your recovery at the same time.
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erious mental illness has a devastating impact on the people who
experience it. The language used to describe this impact is important
because it has implications for how we view the sources of serious mental
illness as well as its impact. Anthony (1993) discusses four major areas of
impact on the person (impairment, dysfunction, disability, disadvantage).
All four are important in understanding serious mental illness. Serious
mental illness is the result of the unique interaction of combinations of all
of these areas, none of which alone provides the complete answer
(Strauss, 1992). These four areas of impact are discussed below, not neces-
sarily in order of occurrence, and presented in Table 3.1 (page 25).

Impairment

The first area of impact is on the physical and psychological level. While
we do not know a great deal about the physical aspects of the illness,
there is mounting evidence that there is a neurobiological aspect to severe
mental illness. The word “impairment” is used to refer to this neurobio-
logical aspect. We know very little about the source of this impairment,
whether it is genetic, viral, or some combination of multiple causes.
However, the impairment results in the physical and psychological symp-
toms of the illness, such as hallucinations, delusions, depression, or para-
noia. It is important to remember that the occurrence of these symptoms
also is influenced by the areas of impact of serious mental illness dis-
cussed below. The unique expression of these symptoms is influenced by
the psychological structure of the person. As the impairment and its
symptoms improve, there is a positive impact on the areas of dysfunction,
disability, and disadvantage. The impairment and its symptoms are man-
aged typically by medications and therapy.

The personal experience of the impairment and its symptoms often is
referred to by people who are experiencing it as a “loss of self” or a “dis-
ruption in the self” (Davidson & Strauss, 1992). We lose our sense of who
we are. We feel disconnected from ourselves. We do not feel grounded.
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While there has been limited success in managing the impairment and
its symptoms, we know less about how to help rebuild a disrupted
sense of self. Because the assault on the self is the most fundamental
impact of mental illness; recovery requires building a functional sense
of self that supports our needs, wants, and aspirations and confronts
the assaults of stigma (Blanch et al., 1993). Other interventions that
have been successful in improving the impairment, as well

as our functional sense of self, include coping strategies (Cohen &
Berk, 1985; Wiedl & Schottner, 1991), satisfying social relationships
(Breier & Strauss, 1984), and self-control of symptoms (Breier &
Strauss, 1983).

Dysfunction

The second area of impact is on our ability to carry out the normal
activities or tasks of life. The word “dysfunction” is used to describe
our inability to perform an activity or task considered normal for a
human being. A task might be walking, thinking, talking, making a
meal, or going to the beach. The cause of the dysfunction may be the
impairment and its symptoms, the side effects of medication, a lack of
confidence resulting from a disrupted sense of self, or the effects of
stigma. It is important to note that the impairment and its symptoms
are not the only potential sources of a dysfunction, and may not be
the primary sources. As the dysfunction improves, there is a positive
impact on the impairment, the disability, and the disadvantage. As one
domain of impact changes, the others appear to change in the same
direction. The primary interventions for a dysfunction are assessment,
skill training, support, and rehabilitation.

Disability

The third area of impact is on our ability to perform the roles people
ordinarily have in life. The word “disability” is used to describe our
inability to perform these roles in a manner considered normal for a
human being. A disability might be the inability to work, to have a
family, to maintain a house or apartment. A disability is a broader
concept than a dysfunction because a disability limits our ability to
perform larger roles in life. The causes of the disability may be the
impairment and its symptoms, a dysfunction, the side effects of med-
ication, a lack of confidence resulting from a disrupted sense of self,
or the effects of stigma. As with a dysfunction, it is important to note
that the impairment and its symptoms are not the only potential
sources of a disability, and may not be the primary sources. The
disability impacts negatively on the impairment, the dysfunction,

and the disadvantage. It also follows that successful rehabilitation
can positively impact on the impairment, the dysfunction, and the
disadvantage (Strauss, 1986). The primary intervention for a disability
is rehabilitation.
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Stages

1. Impairment

2. Dysfunction

3. Disability

4. Disadvantage

Definitions Examples
Any loss or abnormality of psychologi- Hallucinations, delusions,
cal, physiological, or anatomical struc- depression

ture or function.

Any restriction or lack of ability to per- Lack of: work adjustment
form an activity or task in the manner, or  skills, social skills, ADL
within the range considered normal, fora  skills

human being.

Any restriction or lack of ability to per- Unemployment,

form a role in the manner, or within the homelessness

range considered normal, for a human

being.

A lack of opportunity for an individual Discrimination and poverty

that limits or prevents the performance
of an activity or the fulfillment of a role
that is normal (depending on age, sex,
social, cultural factors) for that individual.

From: Anthony, 1993.

Disadvantage

The fourth area of impact is the lack of opportunity to make a life for
ourselves. The word disadvantage is used to describe our lack of opportu-
nity, which limits or prevents our performing an activity or task or carry-
ing out our role. The cause of the disadvantage is stigma, discrimination,
and poverty. The primary means for confronting disadvantage is personal
and group advocacy that influence feelings, beliefs, policy, and legislation.
It is important to note that the disadvantage does not simply result from
the impairment and its symptoms, from a dysfunction or disability, from
the side effects of medication, or from a disrupted sense of self. The disad-
vantage comes primarily from outside the person, from a society that is
unwelcoming because of its biases and prejudices.

Disadvantage can impact negatively on the impairment, the dysfunc-
tion, and the disability. As opportunities become available for the person,
there is a positive impact on the impairment, the dysfunction, and the dis-
ability. Because all of these areas of impact affect our sense of self, as the
areas of impact change for the better or for the worse, our sense of self is
influenced for the better or for the worse. As our sense of self becomes
stronger, it is less influenced negatively by the impairment, the dysfunc-
tion, the disability, and the disadvantage. The primary means for con-
fronting disadvantage is personal and group advocacy that influence feel-
ings, beliefs, policy, and legislation.
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The Serviced af G
Recovery-Onienled
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ﬂ recovery-oriented mental health system has a wide range of ser-
vices that help people to deal effectively with the impact (impairment,
dysfunction, disability, and disadvantage) of a serious mental illness
and to build a fulfilling and contributing life for themselves (Table 3.2,
page 27). While the various services tend to focus on a particular area
of impact, there is an interaction effect on other areas. As we change
one area of impact, the others are affected in a similar direction.

Treatment. The focus of treatment is on the impairment. The purpose
of treatment is to reduce symptoms and to explore and understand
feelings, thoughts, values, goals, and roles that enhance recovery. It is
important to note that treatment can assist with the direct symptoms
of a serious mental illness (hallucinations, delusions, depression, para-
noia) as well as with disruption in the sense of self. However, the
focus historically has been on reducing symptoms. Hospitalization,
medication, and therapy have been the primary treatments.

Rehabilitation. Rehabilitation focuses on the dysfunction and the dis-
ability experienced by the people with mental illness. The purpose of
rehabilitation is to help people with serious mental illness function in
the living, learning, working, and social roles of their lives with the
least amount of ongoing professional assistance. Rehabilitation helps
with roles, such as getting a job or developing a career direction.
Rehabilitation also assists people to reduce dysfunctions by becoming
more skillful at activities and tasks that are important in their roles.

As we have stated in the section on areas of impact, there is evi-
dence that rehabilitation also impacts on the impairment, both physi-
cally and psychologically (Strauss, 1986). The mind and the body are
one. If our lives improve, we will begin to feel better. This state of
well-being has deep implications for our improved physical and psy-
chological functioning. As we become more effective in our roles, our
identity is further shaped and our personal meanings become devel-
oped and expanded. Our sense of self becomes more integrated and
complete. Because serious mental illness impacts so fundamentally on
the self, recovery from mental illness requires a rebuilding of the self.
Rehabilitation has broad implications for the recovery of the person
with serious mental illness.

Crises Intervention. The focus of crises intervention is on problems or
barriers to recovery that threaten the person’s life or functioning in a
dangerous way. The purpose of crises intervention is to help people
with serious mental illness survive and get through a dangerous expe-
rience in their life.

It is important to note that people with serious mental illness pre-
fer to have control over how their crises are handled. This can be
done by having the person with a serious mental illness identify in
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Table 3.2—The Goals

0/ a RM'@W To reduce symptoms and to explore and understand

Mendal Health ngifem
and the Serviced
/eeWecha/l//eef Them

Goals
feelings, thoughts, values, goals, and roles that
enhance recovery.

To assist people to be successful and satisfied in
chosen roles and settings with the least amount of
ongoing intervention by providers.

To deal with dangerous situations that interfere
with recovery.

To access services that facilitate recovery.

To advocate for improved services and to eliminate
barriers that inhibit recovery.

To promote and support one’s own recovery and
that of peers with mental illness.

To meet survival needs basic to recovery.

To enhance quality of life.

To improve and enhance one’s own physical health.

Services

Treatment

Rehabilitation

Crises Intervention

Case Management

Rights Protection/
Advocacy

Self-help

Basic Support
Enrichment

Health/Wellness

Adapted from: Cohen et al., 1988; Anthony, 1993.

advance and in writing how they want a crises to be handled; for example,
who they want notified, how they want to be treated or medicated, where
they want the crises treatment to occur, and who they want to treat them.
People with serious mental illness want to be dealt with sensitively and
consistent with their wishes, even when they are in crises.

Case Management. The focus of case management is on helping people
with serious mental illness identify, access, and use the resources they
need for their recovery process. Case management should be a collabora-
tive process between the case manager and the person with the mental ill-
ness. Client involvement is empowering and furthers the recovery

process.

Rights Protection/Advocacy. Rights protection/advocacy focuses on the
disadvantages people with serious mental illness experience because of
stigma, discrimination, and prejudice. The purpose of rights protec-
tion/advocacy is to eliminate barriers and to provide equal opportunities
to perform the activities and roles that are normal to human beings.
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Self-Help. The focus of self-help is on voluntary mutual aid by peers.
The purpose of the self-help might be personal support or it might be
focused on social change. Self-help is a growing resource for people
with mental illness. Self-help enables people to use their own
resources to gain control over their lives. Self-help supports recovery
and leads to empowerment.

Basic Support. The focus of basic support is providing the food,
clothing, housing, and personal relationships necessary for recovery.
Basic support is necessary before people with mental illness can deal
effectively with their impairment, dysfunction, disability, and disad-
vantage. This is seen most clearly when recovery is attempted by
someone who is homeless. For example, without basic supports it is
hard to deal with our symptoms or getting a job.

Enrichment. The focus of enrichment is on enhancing the quality of
life. Enrichment goes beyond meeting basic needs. The purpose of
enrichment is to promote creative and enjoyable opportunities for
people with mental illness. Enrichment promotes the interests, abili-
ties, and capacities of people with mental illness.

Health/Wellness. The focus on health/wellness is to improve and
enhance one’s own physical health. Building a foundation of physical
health is a very important part of the recovery process. Eating well,
moving more, smoking less or not at all, and seeking health screenings
are important areas where we can make positive choices that will sup-
port our recovery.

Walues are the motivating force of a recovery-oriented mental
health system. They are its foundation and its purpose for existing as
a system. The values drive the system and all its components (Table
3.3, page 29).

Empowerment. Coping refers to a person’s efforts to manage internal
and external demands and constraints that exceed his/her resources.
Empowerment is an important outcome of a successful coping
process. Even small successes at coping can lead to this feeling of
empowerment. Empowerment is the realization that you have the
right, the ability, and the resources to determine what your needs and
wants are and to pursue them. Feeling empowered means feeling that
you are worthwhile and that you count; that you are real, have choic-
es, can make decisions, can trust your feelings, respect your strengths
and limitations, can call on others for assistance —that there is more to
you than your illness.
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Table 3.3—The Values

Value Description

Empowerment Creating a personal vision and having the
confidence to move toward it.

Client choice People can make their own decisions about how
to lead their life.

Client involvement Participating in the processes by which decisions
are made that affect one’s life.

Community-focus Building on existing connections.

Client strengths Watering the flowers and not the weeds.

Adapted from: Anthony, 1993.

Empowerment is an attitude and a feeling that often is difficult to
maintain. It is vulnerable to disappointments and to setbacks. Yet, it
grows with our successes and with the support of others.

Awareness of our own worth and value. Individuals are important. We
count. We can have an impact on our own life and the lives of others. Our
potential for impact in our work and personal life increases as our
acknowledgment of our own worth and value increases. Personal crises
often confront long-held beliefs and values. The resulting crises in mean-
ing, when worked through, can lead to a deepening of our values and

beliefs.

Examples from the self-help literature:
o Acknowledging how far I have come.
*  Don’t compare myself with others.
e Life always offers me another chance.

o Speaking about my illness only when I am asked. Not volunteering
information.

*  Attending classes, while difficult at times, forced me to think about
something other than myself.

*  Learned about “boundaries” and their importance in all relationships,
and how to set them and change them when needed.

o Gave up the grandiose ideas that I could “save society,” and concen-
trated on seeking inner peace and harmony by being a constructive
influence with my significant others, peers, and professional colleagues.

®  Chose to consciously replace fears with “faith,” knowing that the mind
cannot hold two simultaneous thoughts. Whenever fears come up I
now acknowledge them, experience them, talk about them, take
action, if necessary, and create an affirmation of faith.
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® [ have learned not to talk to myself or to my voices when others are
near by.

Client Choice. Client choice means that people with mental illness
have the right to choose the direction and the means of their own
recovery. It means that at every point in the process the person with
the mental illness has the right to make the decision. Because people
at times may be unable to make the decision needed, it is helpful to
have a mutually negotiated agreement in advance that points out how
they want to be helped when they are unable to decide for themselves.
Rushing people to a decision or taking over their lives without their
approval damages the recovery process.

Client choice supports client responsibility. Asking people to be
responsible without giving them the choice to be responsible, may
promote surface agreement and hidden rebellion.

Client Involvement. Client involvement means that people have the
right to be involved in decisions that affect their lives. People with
mental illness should be involved in the planning, implementation,
and evaluation of their own recovery process. Involvement is empow-
ering. It puts the person with the mental illness in charge of his or her

owin recovery.

Community-Focus. Community-focus means that there is an emphasis
on building and using existing connections. The purpose of this focus
is to have the person with the mental illness connect with resources
and supports that are familiar and available. Uprooting people from
their natural resources and supports adds another layer of adjustment
to what is already a very distressing experience.

Client Strengths. While the experience of serious mental illness can be
debilitating, a person frequently retains many active strengths, as well
as hidden strengths, that can be called upon with adequate knowl-
edge, skill training, and support. Mental health treatment has focused
traditionally on the illness and reducing symptoms of the illness. The
many strengths of people have been ignored frequently. Recovery is
supported by acknowledging and building on strengths.
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tress is a common human experience. We all experience stress
every day in our lives. At times, stress may be helpful because it motivates
us in some important ways. It may help us to complete a task or to rise
above and beyond our usual capacities. However, when our stress
becomes distressful, it interferes with our ability to manage our lives and
to promote our recovery process. Then, we begin to experience our stress
as a burden.

People with psychiatric disabilities experience stress in the living,
learning, working, and socializing areas of their lives. While these sources
of stress are common to all people, the presence of direct and reactive
symptoms of mental illness (often referred to as positive and negative
symptoms in the mental health literature) can make stress more difficult
to cope with. Direct symptoms come from the illness itself and may
include anxiety, hallucinations, delusions, and depression. Reactive symp-
toms are side effects of the illness, its treatment, or the environment; and
may include apathy, alienation, demoralization, low energy, and low self-
esteem. For example, reactive symptoms may result from experiences of
discrimination and stigma. Coping with these direct and reactive symp-
toms, and with the normal stresses of life, is a task that confronts people
with psychiatric disabilities in their recovery process.

Lazarus and Folkman (1984) have stated that people’s reactions
to potential stressors are a function of their conscious and unconscious
appraisal of how threatening a particular internal or external stressor is to
them. This appraisal is affected by the information, skills, and supports
we possess to deal with stressful situations. If we perceive that a stressor
will exceed our resources, we will begin to experience physical and emo-
tional stress reactions. The length and intensity of these reactions will
depend on how serious we perceive the threat to be. Increasing the range
of options for dealing with potentially stressful situations can increase the
ability of people with psychiatric disabilities to cope with internal and
external stressors.
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We have written this section of the workbook as a resource for
individuals with psychiatric disabilities to help them prevent, elimi-
nate, or cope with the stressors in their lives that interfere with their
recovery process. We believe that it is never too late to turn our lives
around. Looking at how we currently experience and cope with
stressful situations can be an important first step. For example, we can
begin to understand some of the connections between our distress
and its causes. Distress does not just appear from nowhere. It has
identifiable internal and external causes. We may find it difficult and
painful to explore the connection between how we are feeling and
functioning now, and what has led up to it. Yet there are connections;
whether recent or remote, simple or complex. Once we become aware
of these connections, we can begin the process of exploring, under-
standing, and acting in order to prevent, interrupt, or manage stressful
situations. This is what coping is all about: acknowledging symptoms
of stress, exploring their causes and meanings, and intervening to
relieve them.

States of well-being also have causes. This knowledge can open up
the exciting possibility of promoting and increasing our own well-
being. The process of identifying and building on positive internal
and external resources can help us to build a fulfilling, meaningful,
and contributing lives that goes beyond merely managing stressful sit-
uations. The field of psychology is beginning to explore what leads to
personal empowerment, higher levels of functioning, peak perfor-
mance, and well-being, and what we can do to begin promoting that
shift in our own life. Although we never may be able to leave the cop-
ing process completely, simply coping with our lives can become dull
and boring. The exercises in this chapter will help us to promote our
own well-being and to enhance our recovery process.

Levels of Stress

All people have a typical general physical and emotional response to
stress (Table 4.1, page 37). However, no one person has all of the
symptoms, nor do people experience the same symptom in the same
way. Stress can be viewed as having three levels:

First Degree: At this level the symptoms are mild. They may be
occasional and short-lived. What we ordinarily do to take care of our-
selves removes the symptom. We may distract ourselves, rest for a
while, take a break from our work, or simply relax. Whatever we do
is usually successtul, and we can return to what we need to do.

Second Degree: When this level occurs our symptoms are more
regular, last longer, and are more difficult to eliminate. What we ordi-
narily do to manage our stress does not work as well. After a night’s
sleep, we still may be tired. Even a weekend may not be enough to
eliminate our symptoms. We find that it takes extra effort to take care
of ourselves.
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Third Degree: At this level our symptoms are continuous.

We may develop physical or psychological problems, such as ulcers or
depression. What we ordinarily do to take care of ourselves seems useless
for dealing with our symptoms. Even medical and/or psychological assis-
tance may not bring quick relief. Existential and philosophical concerns
may arise. We may question the value of our work, relationships, or even
life itself.

Our symptoms are often our first sign that something is not going
well for us. Acknowledging and accepting responsibility for our symp-
toms is a first step in managing stress in our lives. Acknowledgment
involves recognition and acceptance of the content, feelings, and mean-
ings of our experiences, as well as our role and that of our environment in
producing these experiences. Achieving this awareness may be difficult at
times. If we have been denying our symptoms or their impact on our
lives, we may find ourselves resisting this new awareness.

The earlier we can acknowledge our symptoms, the easier it is to
interrupt them and to begin to understand and deal with their causes.
Awareness of symptoms provides us with an early warning signal for
interrupting the process that leads to excessive stress. The process that
leads to stress is often more disruptive than the content of our stress. The
content of our stress frequently changes, whereas the process that leads to
stress remains the same. Understanding how we become stressed, will
prepare us to interrupt or prevent it.

Ignoring our symptoms, “toughing it out,” or waiting until the
symptoms build up and force us to deal with them, are all ways we keep
doing what hasn’t worked. Denial can be pervasive. The earlier we can
interrupt our stress process, the easier it is to try something else. Identify-
ing and coping with symptoms at earlier and earlier levels of intensity is
an important step toward managing stress. As we get good at identifying
our symptoms, we can begin to interrupt our cycle of stress. We even can
begin to anticipate it and prevent it. We become “wise” about ourselves.

Symptoms that are persistent often have an important role to play in
our lives. We have come to need them, either in our awareness or out of
our awareness. Trying to remove a symptom that we are invested in for
some reason brings about a great deal of resistance. The harder we work
to eliminate them, the stronger they seem to become. Understanding how
our symptoms serve our interests may be an important step in managing
our stress. This level of self-awareness is often very painful because of
the feelings it brings with it. Special support from a friend or therapist is
especially helpful in this situation. It isn’t necessary to do this all by

ourselves.
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Why Managing Life’s Stresses Is Important

1.

Stress can be physically and psychologically harmful. Susceptibil-
ity to intense negative feelings, illness, and accidents increase
when stress increases. We cannot maintain ourselves indefinitely
under high levels of stress. The accumulation of unresolved
stresses tends to wear down our bodies and our minds. It inter-
feres with our recovery process.

Odur stress is potentially harmful to others. We may become more
critical of them. We may show them less concern. We even may
physically or emotionally abuse them because we are so frustrated
or angry.

Stress reduces the amount of energy available for constructive
problem solving, creative and innovative work, sharing and coop-
erating with others, and enjoying life. We have a fixed amount of
energy. If our energy is being used up by excessive stress, we are
short-changing ourselves and others.

Benefits of Managing Life’s Stresses

1.

The release of surprising personal capacities to create, produce,
and recover. The energy we have been putting into coping can be

transformed into a creative force.

Increased confidence in changing ourselves and our world.

Increased ability to manage our lives and our environments.

Through personal example we may encourage our friends, fami-
lies, and others to promote their abilities and utilize their full
capacities.

General Stress Response
Stress: Stress is a normal part of a healthy life. It is a non-specific

response of the body to a demand or constraint. It does not matter

whether the demand or constraint is pleasant or unpleasant. If it is

intense or prolonged, it may become distressful.

Stimulus: Anything that may result in stress.

Internal: Physical, emotional, intellectual, or spiritual aspects of
ourselves, e.g., illness, disability, conflicts, attitudes, memories,
beliefs, expectations, meaning, purpose.

External: Positive or negative events
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Stimulus
Internal/
External
Appraisal
C(?r?scious/ Non-Threatening
U . || Stress Response Stops
nconscious
Threatening
Alarm Stage
Complex Physical Response Complex Emotional Response
Increased Blood Flow Panic
to Muscles and Brain Agitation
Increased Clotting Worry
Shallow Breathing Anxiety
Muscular Tension Irritability
Increased Heart Rate Anger
Increased Stomach Acid Distractibility
Coping Behavior
Ineffective Effective
Resistance Stage Stress Response
Exhaustion Stage Reduces or Stops

Adapted from: Lazarus, 1976; Selye, 1974; Shaffer, 1982; Spaniol, 1993.

Appraisal:

Our continuous re-evaluations of the demands and constraints of our
internal and external environment and of our options and resources
for managing them.

The degree to which we experience psychological stress is determined
by our evaluation of what is at stake and our coping resources and
options.

A stimulus becomes a stressor only when our mind identifies it as
such and as long as our mind continues to identify it as such. Thus,
our perception of threat can change over time and influence the course
of our stress reaction. It is the meanings we place on our internal and
external experiences from moment to moment that determine our
physical and psychological reactions.
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®  Our mind is the trigger to the stress response. Understanding the
relationship between our mind and our stress response is funda-
mental to managing stress.

® The appraisal process may be conscious or unconscious. If our
perceptions of threat represents an unconscious fear, then the
stress reaction of the alarm stage may be especially frightening
and out of control. We may be less likely to know why we are
reacting and what we are reacting to. However, when the
appraisal process is conscious, we are better able to identify the
source of the stress and to react appropriately.

Alarm Reaction: If our appraisal concludes that the stressor is
threatening, a complex series of physical and emotional reactions
occur. The intensity and duration of these reactions relate to the level
of threat we perceive. As long as we perceive a threat, we will contin-
ue to experience increased tension. The alarm reaction may even
become a conditioned response to situations we perceive as threaten-
ing, either consciously or unconsciously. As we change our appraisal
of the stressor, there may be a lag in the change in our reaction. Our
tendency to remain the way we are is very strong. This may require
living with some distress or discomfort while we are changing. We can
reduce the frequency and duration of the alarm reaction, but not
eliminate it entirely. We maintain a vulnerability to internal and exter-
nal events we once appraised as threatening.

In addition to the immediate physical and emotional reactions to
stress, there are intellectual and spiritual reactions that may occur if
the stress continues. The intellectual reactions can include complain-
ing, rationalizing, “awfulizing,” and exaggerating the event. The spiri-
tual reactions relate to loss of meaning or purpose, and a sense of dis-
connectedness and alienation.

Coping: Coping reflects our efforts to manage internal and external
demands and constraints that exceed our resources. There are four
basic and often overlapping approaches to coping. The extent to
which we are skillful in using these approaches determines the extent
to which we can mediate both our appraisal of the situation and our
coping with it. Our level of coping skills reflects our stress hardiness.

®  Physical: Fitness, exercise, relaxation techniques, nutrition, diet.

* Emotional: Acknowledging feelings and resolving conflicts, feel-
ing good about ourselves, making a commitment, feeling chal-
lenged, feeling in charge, having a supportive relationship.

e Intellectual: Being open to new ideas; problem-solving and deci-
sion-making activity; focusing thoughts; redefining problems in
more useful terms, e.g., acknowledging that we cannot or need
not control all situations; developing resources; planning.



e Spiritual: Finding meaning or a larger purpose in ourselves, others, or
our environment.

Resistance: We mobilize to fight the stressor through coping. If mobi-
lization is inadequate the resistance stage begins. If the resistance stage
lasts too long, we may begin to feel depleted. Long-term resistance
implies that we are not able to solve the problem or to cope effectively.
Physical, emotional, intellectual, and spiritual symptoms may increase
during this stage. It is the accumulation of stressors rather than a single
major stressor that tends to wear us down. With a major stressor, it may
be easier to focus our coping responses and to recover.

Exhaustion: When our resources are depleted, we will experience
exhaustion. Exhaustion is commonly known as “burn-out.” As we reach
higher levels of burn-out, we become vulnerable to physical, emotional,
intellectual, and spiritual breakdown. On the other hand, if the coping
response is effective, the alarm reaction will reduce or cease.
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Practice Exercite 4.1

hat are three of your symptoms of stress. What happens to you
when you feel under stress. Include at least one physical symptom.
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Praclice Exencite 4.2

ow do you currently deal with your stress symptoms?

Ineffective strategies

Effective strategies
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R%ﬁoruﬂm lo Praclice 1. What are your own feelings and reactions to Praclice Exenrcides

Ererncites 4.1 and 4.2

4.1 and 4.2?

2. Authors’ comments on Praclice Exercited 4.7 and 4.2:

Symptoms are messengers. They are clues that tell us when we
need to stop what we are doing, to interrupt our typical stress-
inducing process, and to try something else. If we have been
ignoring our symptoms, we may need to practice refocusing our
attention on how we feel when we are stressed.

Symptoms are also guides that can lead us to understanding how
we become stressed. Identifying how we become stressed is
important in managing our stress.

Our symptoms are also our solutions. They develop from our
first attempts to mobilize our bodies and our minds to combat a
stressor. They often are not very helpful solutions to what we are
facing, but they have been our best way up to now to deal with
the sources of our stress.

Acknowledging that symptoms have been solutions also acknowl-
edges that we have tried to deal with our stressors. While it is
painfully true that “If something doesn’t work, we keep doing it,”
we can learn to try something else. We don’t have to accept the
current solution because we can learn to develop more helpful
solutions.

The way we are is our best solution to life as we have experienced
1t up to now.



Sources of Shess

Zere are many sources of stress for people with a psychiatric disability
(Table 4.2, below). Some of these sources are within individuals and some
are within the environment. For example, the illness itself is a major
source of stress. Learning to accept and to cope with the illness and its
symptoms takes a great deal of energy. Other common sources of stress
are the negative attitudes and practices individuals with psychiatric dis-
abilities encounter in their living, learning, and working lives (Deegan,
1992). Negative attitudes and practices are intrusive. They provoke many
feelings, including shame and anger.

The accumulation of small stressors is often more distressing than a
large stressor. This may seem contrary to popular belief, but it is true.
Large stressors are difficult to avoid and demand our immediate atten-
tion. Small stressors can be put off easily or ignored until they build up
and overwhelm us.

Non-judgmental awareness is important in dealing with stressors.
Identify how you are. Don’t judge or compare yourself to others. Dis-
counting ourselves for “not doing it right” is not helpful. It is important
not to be hard on ourselves. This only adds to our stress. Sometimes find-
ing out what we gain by our stress or what we have to give up to let go of
our stress can be helpful. Eliminating stressors actually may increase our
stress temporarily because we no longer can ignore what the stressor had
allowed us to avoid. It is important to build some supports into our lives
while we actively eliminate stressors.

The purpose of this section is to look at some of your own personal
and environmental sources of stress and how you currently cope with
them.

Table 4.2—
jn«l‘e/utd/ Erdernal
Souwrced of Shess

1. Changes in our lives

2. Losses in our lives

Stigma (negative attitudes, beliefs, and practices)
Personal beliefs

W

Unresolved conflicts

.O\U'I

Loss of control over our lives
Personal lifestyle

~

Innate biological vulnerability
Lack of fitness

e ®

10. Unwillingness to make a commitment
11. Lack of connectedness
12. Lack of meaning or purpose
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Practice Exercite—4.3

ist three things that are causing you stress.
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Practice Exercite—4.4

ow do you currently cope with your sources of stress?

Ineffective strategies

Effective strategies
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Practice Exercide—4.5 ,
hat are three key ways that you contribute to your own stress?
What do you do (or not do) that leads you to feel stressed?
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Practice Exercitle—4.6

ow do you currently cope with how you contribute to your own
stress?

Ineffective strategies

Effective strategies
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R@MM lo Practice 1. What are your own feelings and reactions to fPraclice Exercides
Exencited 4.3l 4.6 436 4.6

2. Authors’ comments on Praclice Exercites 4.3 o 4.6:

We are not alone in how we experience our lives. Others have

similar experiences. We can learn from one another.

Having a disability is not a problem. It is a given. Problems arise
in how we cope with that disability and how we cope with the
many social and interpersonal barriers we have to deal with daily.

If something doesn’t work, we often keep doing it anyway. Why
not try something else instead? The more options we have for
managing stress, the more successful we are likely to be.



@opinq SW Slowing Down and Relaxing

There are three “slowing down and relaxing” coping strategies that we
will present in this section. They are “pacing,” “learning to feel and sense
rather than think about a problem,” and “learning to say no and to set
limits on our commitments.”

1. Pacing. Learn to pace yourself. Become aware of your daily and
monthly rhythms. Acknowledge to yourself when your energy is low and
when it is high. Structure your activities in ways that acknowledge your
energy flow. Brief breaks help to restore your energy. Learn to focus
attention on what you currently are doing from moment to moment.
Energy focused on a specific task can slow the body and the mind,
increase creativity, and save energy. Rushing from task to task or allowing
yourself to become “scattered” in your life and work will increase your
stress levels and use up your resources. Focused attention is enhanced
when you are able to let go of even thinking about past or future activities.

“Pacing your mind” means acknowledging how your mind tends to
wander out of the present. You can learn to gently refocus your mind
back to your current activity. An unfocused mind or one that is busy with
a lot of unwanted or unnecessary thoughts is a major source of energy
drain. Daily meditation or other focusing exercises build your capacity to
focus your attention on the present. You can train your mind to focus on
what you want it to focus on.

You also can train your mind to resist negative or intrusive thoughts.
Negative and intrusive thoughts are distortions in thinking. A distortion
in thinking is a misperception. You may not see the misperception
because you have come to believe it as real. Whatever the source of our
distortions, the distortions often are accompanied by distressing feelings
and emotions. These distressing feelings and emotions are one way by
which we can identify our distortions. We can learn to challenge our dis-
tortions in a number of ways. One way is by substituting them with more
helpful and hopeful thoughts (Practice Exercise 4.8). Another way is

by developing positive affirmations that acknowledge our many strengths

(Practice Exencite 4.9).

Further strategies for managing negative and intrusive thoughts:
a. Quieting the mind.

*  Medication: Many people find medication helpful in quieting the
mind. In some cases, medication by itself does not fully quiet the
mind and additional strategies are needed.

e Focusing on sensation rather than thinking: Music, exercise, yoga,
and other activities that focus on sensations in the body can quiet
the mind. Some people find activity more relaxing than slowing-
down exercises, such as meditation.
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®  Meditation: Many people find meditation helpful. Meditation
quiets the mind by focusing our attention on the sensation of
air as it enters and leaves our nostrils or by focusing on a par-
ticular object or sound.

b. Stopping the thoughts before they take over. You can become
skillful at stopping thoughts before they take over your mind. Some
people find simply saying “no” to the thoughts and focusing on some
other activity helpful in stopping them. Other people find that by
pulling on a rubber band on their wrist, they can stop the thought.
The earlier you say “no,” the easier it is to stop the thoughts. Once
the thought gathers momentum, it is harder to stop.

c. Interrupting the thoughts before they become overwhelming.

If the thoughts already have begun to take over your mind, you can
still interrupt them. In order to manage them, you must break the
cycle of their energy. You can tell yourself that if you are anxious or
obsessive, this must be a distortion. You can check out the thoughts
with another person. You can distract yourself by focusing on anoth-
er activity. Do not “kick” yourself for getting caught up in a negative
thought again. “Kicking yourself” is another way of building up neg-
ative energy. Be gentle on yourself. Simply refocus your energy on
something else.

d. Setting aside time for the thoughts. Some people find it helpful to
have a special time for their thoughts. Having ten minutes a day to
have your thoughts allows you to more easily set them aside outside
of that time. You know you have a time for them. This special time
should be a time when you have energy. It should not be a time when
you tend to be tired because you are more vulnerable at that time.
You should not lie down during this time, but sit up erect—with
attention. Some people prefer to pace. It should not be before a meal
or after a meal. It should not be when you first get up in the morning
or before you go to bed. The time should be strictly limited to ten
minutes per day. You can move to every other day, every third day,
etc., as you get better at this.

e. Accepting that the thoughts are there and focusing on other
activities. At times, you cannot completely get rid of the thoughts.
However, you can still distract yourself even though the thoughts
may still remain. They can be very persistent. Just acknowledge their
presence and move on to something else.
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Examples from the self-help literature:

*  Not brooding—finding a way to get away from it. Changing my pace
or refocusing my energy. By achieving small goals, I increase my self-
confidence.

*  Establishing a reasonable routine, a slower pace, and a calm atmos-
phere. Setting up a schedule for myself provided a structure for every-
day living.

o Scheduling “down time” at the end of the day—about 30 minutes to
an hour of quiet before bedtime to read, write in my diary, lounge in a
tub of hot water.

*  Keeping a notebook with a calendar and addresses and phone num-
bers, and a running list of tasks to be accomplished—reminded me of
what was important.

o When I have been tested emotionally or stretched beyond my limits, I
write a letter focusing on all that’s good in my life. Writing seems to
empty my mind of information that interferes with action and helps to
organize me.

o IfI have a great deal to accomplish in a short period of time, I write
down the tasks that need to be accomplished and list them from most
important to least important.

®  Learned to monitor my energies and not overdo or over tire.

* [ have had to plan the use of my time. The structure of a predictable
daily schedule makes life easier.

*  Making lists organizes my thoughts.

The following exercises will help you to further understand and to prac-
tice “pacing” yourself.

Praclice Exencise 4.7 will help you to see how you currently organize
your day. You will look at how you might organize your day differently
to make better use of your energy.

Practice Exencite 4.8 will help you to identify the negative thoughts
that are using up your energy. You will learn how to rephrase these nega-
tive thoughts in a positive way. Negative thoughts drain your energy.
Positive thoughts give you more energy.

Practice Exencite 4.9 will help you to identify positive aspects of your-
self. You can come to believe in these positive aspects of yourself, and

remind yourself of them when you are feeling down. Each of these exer-
cises will help you to “pace” your body and your mind more effectively.
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Practice Exencide 4.7 1. List your activities for an ordinary day.

Morning

Afternoon

Evening

2. How can you organize your day differently to make better use of
your energy?



Praclice Exencite 4.8
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Identifying Negative Thoughts Rephrasing Thoughts in a Positive Way

1.

Negative thought:

Feelings associated with
the negative thought:

Negative thought:

Feelings associated with
the negative thought:

Negative thought:

Feelings associated with
the negative thought:

Positive thought:

Feelings associated with
the positive thought:

Positive thought:

Feelings associated with
the positive thought:

Positive thought:

Feelings associated with
the positive thought:
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Practice Exercite 4.9 Affirmations
1. List positive things about yourself. Both things you believe about
yourself and positive things others have said about you.

2. Carry this list with you. When you are feeling besieged by
negative or intrusive thoughts, read the list to yourself.
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2. Learn to feel and to sense rather than to think about a problem.
Thinking is often the only solution we use to problem-solve. It often
takes the form of worrying—a thinking solution. Thinking triggers think-
ing. It also tends to ward off feelings and emotions. Experiencing emo-
tions is helpful in resolving problems. The more we can experience the
emotions, the more we can change. The process of emotional experienc-
ing results in feeling resolved about a problem.

Instead of thinking, try feeling and sensing an issue or concern with-
out thinking about it. Feeling means getting in touch with your emotions.
Sensing means getting in touch with the emotional and physical tensions
in your body. Your emotional and physical tensions are important clues
to what is happening within you. Thinking can switch your attention
from these important processes. Take a half hour in a quiet place to expe-
rience feelings and sensations without thinking. See what images emerge
that give clues to your current concerns. Imagery is a helpful way to tap
the emotions. This “focusing effort” can be a scary and draining process
when first experienced. With time, you will become more comfortable
with the process and will trust the wisdom of your emotions and body.

It is important to recognize that you can experience and express your
feelings without acting on them. It is often more difficult, and more
courageous, to express your feelings than to act on them. You may be
frightened by your feelings because you believe they will get out of con-
trol if you express them. Yet you can experience and express affection
without acting on it. You can experience and express anger without acting
on it. Practicing experiencing and expressing your emotions in a safe
environment can help you to feel more confident in yourself.

Examples from the self-help literature:

e Learning to recognize and express my feelings. Finding useful ways to

vent my feelings. Don’t let the feelings build up.
®  Learning to cry when I feel sad. To express my emotions naturally.
*  Learning how to say no, I can’t, I don’t want to.

o Interviewed and sought out paid professionals who were willing to
hear and process pain, anger, and grief as many times as were neces-
sary in a shame-free environment.

®  Learning to laugh about my experiences.
*  Refining my ambitions.

o Used creative materials, such as clay, colored pens and paper,
art materials, fabrics, etc., to express feelings that I could not
verbalize.

o Used therapeutic hobbies, such as swimming and gardening, to relieve
tension.

*  Mowed out of destructive relationships and avoided non-nurturing
places and events. I can be over stimulated by too much sensory input,
so I stay out of places like shopping malls. I choose to be with nurtur-
ing, non-shaming people in healthy environments.
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I have come to accept that taking medication is important to my
staying out of the hospital.

Becoming more in touch with feelings of anger and rage, and my
aggression in general, and being more in the present, helped me to
deal with my sensory overload.

I had the courage to face up to my problems, to come to terms with
my thoughts and feelings, to do what I needed to do, even when I
wasn’t feeling well.

Mourning the dreams I had that I wasn’t able to realize. I’ve seen
friends pass me by in their careers and in the growth of their fami-
lies.

I will check my paranoid thoughts out with someone I trust to get
feedback and to calm myself down.

My support group has been a very practical resource in accepting
and dealing with my mental illness.

I make a list of the names of all the emotions I can think of. This
helps me to focus my attention on feelings and gives me some con-
trol over them.

If I am fearful, I sing or chant mantras or songs to myself: a
prayer, a song, anything that I am very familiar with, to keep my
mind from being distracted by fear.

I empowered myself by registering to vote. This gave me an iden-
tiry as a citizen and some measure of control over my own fate.
Involvement with the arts, either passive (e.g., reading a poem) or
active (e.g., painting a scene) helps to ground my feelings.

I work with anger, not against it. Anger, like any other negative
emotion (lust, resentment, envy, covetousness, fear, anxiety,
hatred, rage, frustration) cannot “belong” to anyone, any more
than the rain belongs to someone. I know that these emotions are
simply part of the ambience, and if allowed to run their course,
will change into something else. So as the voice teacher says, I
work on my break.

My apathy comes simply from the refusal to feel my negative feel-
ings. When I block my negative feelings, I block my positive feel-
ings, and stagnation, followed by exhaustion, is the result.

Once my positive and negative emotions start to flow, the manic
energy can become so potent that magic is possible. I must decide
for myself whether or not to use these magical powers. I remind
myself that yogis are enjoined not to exercise the siddbis, as these
powers are called, in order to go beyond them to a higher, purer
state.
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Practice Exercide #.70 1. What is something you are glad about?

2. What is something you are angry about?

3. What is something you are sad about?

4. What is something you are scared of?

5. Who is someone you could express the above feelings to?
Name that person or persons.
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3. Learn to say “no” and to set limits on your commitments.
Think of your current activities and commitments. Decide which
ones are really not necessary and possibly not even consistent with
your own values and interests. Begin to eliminate them from your
personal and work life. Take some time to acknowledge your own
values and interests. Do not accept any new commitments, unless
they are absolutely necessary. Refocus your energies in directions that
take better care of you.

Process for Setting Limits:

1. Finding support for yourself as you set the limits.
Being firm about what you do not like.
Being clear about what you do like.

Helping others to be clear about what they want.

A T

Being clear to others concerning what you are able or willing
to do.

6. Acknowledging your competencies and not going beyond them.

7. Knowing your limits and not waiting to be pushed over the

edge.
8. Knowing that structure can communicate caring.

9. Caring enough not to let others do something that is harmful to
themselves or to others and encouraging them to do things that

are in their own best interest.
10. Negotiating what you will and will not do.
11. Living with the upset your limits cause and getting through it.

12. Having someone you trust point out when you are going
beyond your limits.
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Practice Exencite 4.77 1. Describe a situation in which you want to say “no” or to set

some limits.

2. What would you like to do differently? Be clear about what you
want and don’t want.

3. What is most likely to go wrong? How can you deal with this?

4. What is likely to go right?
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Physical Wellness and Recovery

People with serious mental illnesses have a right to optimal health.
Physical wellness is an optimal state of health that is self-determined
and is a personal resource for our recovery from psychiatric disability.
Achieving a high level of functional health means having enough health
and stamina to live the way we want to without the disruption and
interference of illness. Experiencing psychiatric symptoms or disabili-
ty does not preclude experiencing wellness (Swarbrick, 1997). In 2004,
the National Wellness Institute (http://www.nationalwellness.org)
defined wellness as “a process of becoming aware of and making
choices towards a more successful existence.” Wellness calls upon

us to strategize how we can change our behaviors and patterns to
achieve long-lasting health so we can work, love, learn, and be all
that we desire to be.

Physical wellness never has been more important as a cornerstone
of recovery. People with a diagnosis of a serious mental illness die, on
average, 25 years earlier than people without mental illness from
medical conditions that are affected by lifestyle choices including
heart disease, obesity, diabetes, and hypertension. This staggering
loss of lived years underscores the critical importance of health as a
wellness tool in our recovery. Many people with serious mental ill-
nesses also live with serious adverse health conditions, including obe-
sity, diabetes, the metabolic syndrome, osteoporosis, peridontic dis-
ease, and sexual dysfunction that erode one’s overall wellness and
compound the disability experience.

At the core of wellness is the principle of self-responsibility. We
are primarily responsible for our health, and we must take personal
responsibility for our choices that we make in regards to our health.
While we don’t “choose” to live with a chronic disease or illness, we
can choose our attitude and how we meet the challenge of living well
with an illness. We can have a major impact on our health by becom-
ing better informed about our health choices and behaviors. We then
can pursue and maintain a healthier lifestyle that is self-directed and
self-affirming.

Increasing our physical activity, eating well, avoiding nicotine,
and getting enough sleep can increase our resilience towards the daily
stress of life. Improved physical health can be a personal support in
our efforts to heal from the many consequences of a psychiatric dis-
ability. When we feel better, we can be more hopeful, we can be more
willing to take risks to grow and change, and we can feel more
empowered to maximize our potential as workers, students, parents,

partners, and citizens.
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Building a Foundation of Physical Health

An important part of recovery is acknowledging that we are worth taking
good care of ourselves. Changing lifestyles to promote optimal health can
feel overwhelming and unsustainable. A key strategy in seeking optimal
physical health is to take small steps to improve our health and lifestyles.
Small steps in our lifestyle can add up to big changes in our health. Eating
well, moving more, smoking less or not at all, and seeking health screen-
ings are important areas where we can make positive choices that will
SuUpport our recovery.

Moving More

We need to move our bodies more to live long, healthy lives. Increased
physical activity is an important way we can improve our health. It is rec-
ommended that adults are active for at least 2% hours a week.

Try to be active for at least 10 minutes at a time. Set your goal to move
for a total of 30 minutes a day. Collect your minutes in small ways, such as
walking up and down the stairs and refusing to use the elevator. Walking
is a great way to increase your activity levels, and it can be done most
anywhere and is free. Decrease your screen time by watching less televi-
sion and less time on the computer. Consider purchasing a pedometer
and track your daily steps instead. Set your goal to walk 2,000 steps
(about a mile) a day.

Physical activity is an important tool in helping us maintain a healthy
heart, blood pressure, glucose levels, and weight. Physical activity also is
a natural tool to assist us to improve our energy levels, our mood, reduce
feelings of stress, anxiety and depression, and improve our self-esteem.

Eating for Health

Eating a variety of healthy foods is a powerful way we can influence onr
health to support our recovery. There are many myths about food and eat-
ing well that we take on as truths. These limiting beliefs then create a
sense of powerlessness that we cannot prevent the inevitable. It is
empowering to become aware of our myths about food so we can create
different health possibilities for ourselves. One such myth is that that we
can’t afford to eat well. It is expensive to buy healthy foods, but it also is
possible to eat well despite limited resources. Another myth is that we
can’t do anything about the side effects of our medications. We can learn
to take small steps to improve our nutrition so it supports our overall
health. We can partner with our health care providers and nutritionists to
find alternative strategies that promote our health. We can self-determine
what is most beneficial for our overall health. These small steps add up to
important changes that when combined with our other health habits, such
as increased physical activity, will have a profound impact on our lives.
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The Basics of Healthy Nutrition

e Eat a variety of fruits, vegetables, whole grains, low fat milk prod-
ucts, fish, poultry, lean meats, eggs, beans, and nuts. Value your
health by eating less sugar, less salt, less fat, and less caffeine.

® Eat three meals a day or five small meals to help control your crav-
ings, hunger and weight. Skipping meals is detrimental to our
health, and people who eat breakfast are more likely to have a
healthy weight. Plan ahead and eat meals at home. Invite a friend to
share a meal with you.

® Read the labels when you buy products at the store and try to pur-
chase food that has lower sugar and little or no trans fats in them.

 Eat smaller portions. Say no to “supersize” and say yes to “smart
size.” The bottom line in order to maintain a healthy weight is eat-
ing the same number of calories that we burn. Calories in = calories
out is a helpful way to remind ourselves to move more and eat

smaller portions!

e Eat your colors! Add colors with fruits and vegetables to your meals
and snacks each day. Try for a spectrum of colors—red, yellow,
orange, green, and purple—every day.

* Enjoy your food. Take the time to taste and savor your food. Plan
your indulgences and enjoy them in moderation.

® Stay hydrated, but avoid sugared drinks. These drinks offer us no
nutritional value, and we consume more calories than we need.

A Tobacco-Free Life

Eliminating tobacco use and/or cigarette smoking is the single most
preventable cause of premature death in the United States. No other
health intervention has as much impact on our overall wellness than
changing this lifestyle. People with serious mental illness and addic-
tion disorders consume 44% of all cigarettes smoked in the United
States. Choosing to reduce and eliminate tobacco in our lives is a criti-
cal way we can improve the quality of our lives. There have been
myths perpetuated about tobacco and recovery as well. Tobacco
research was written to lead people to believe that quitting was dan-
gerous for people’s mental health and that people with schizophrenia
needed to smoke to alleviate symptoms.

Nicotine has an intense effect upon our brains. It creates pleasure,
elevates our mood, enhances our memory, and suppresses our
appetite. It is highly addictive and extremely costly. The costs are not
only to our finances, but to our health. Tobacco use is highly linked
to heart disease, cancer, lung diseases, wrinkles, impotence, and ulcers.



Withdrawal from nicotine is challenging, but it can be accomplished, and
people in recovery are living smoke-free lives.

Partner with your health care provider to develop a smoke-free well-
ness plan. A multi-prong approach over a longer period of time that
includes individual counseling and groups that assist you in problem
solving techniques will increase your chances of success. Consider treat-
ment in conjunction with behavior change. There are currently six FDA
approved nicotine reduction therapies (NRT) on the market. Discuss the
pros and cons of each treatment with your provider to determine if NRT
is the right strategy for you.

Seek out peer tobacco treatment specialists. Mutual support is a very
powerful tool in wellness. Living a smoke-free life is an affirming lifestyle
that will help build a foundation of optimal health for our recovery.

Self-Determined Health Care

® Become better informed. You can have a major impact on your health
simply by making the decision to become better informed about your
health risks, our health choices, and behaviors. The best prescription of
disease prevention and health promotion is informed self-care. Estab-
lishing a relationship with a primary care provider with whom you can
feel safe with and trust is paramount to actualizing optimal health. Take
the time to determine what is important to you in a healthcare relation-
ship. These healthcare values can help you choose the best provider for
your needs.

e Seek regular annual screenings to prevent disease. Work with your
provider to determine which screenings are a priority for you given
your individual lifestyle and health history. Have your cholesterol,
blood pressure, glucose, vision, and hearing screened annually. Seek
cancer (breast, colon, cervical, and testical) screenings on a regular basis.
Get screened for HIV and sexually transmitted diseases. See a dentist at
least once a year. These tests can save lives when they detect illness
early.

® Seek treatment and support for addiction issues. Many of us in recovery
live with dual issues of mental health and addiction.

® Take back responsibility for your health. Recovery is a personal process
of healing that includes taking back responsibility for your health. You
not only have the right to health, but you are responsible for your
choices and lifestyle. Your physical health is such an important corner-
stone of building a life that is full of promise and meaning. Your health

matters.
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Talble 4.3— Proactive Proactive health behaviors that promote health:
Health Behavions Eata variety of foods

Eat 3-5 servings of fruits and vegetables a day
Limit sugar, fat, and salt intake

Ingest moderate amounts of caffeine

Eat regular meals (3-5) a day

Live a substance-free lifestyle

Live a tobacco-free lifestyle

Schedule and attend annual physicals

Practice calories in = calories out

Limit screen time

Wear sunscreen and sunglasses

Practice physical activity for a total of 30 minutes a day
Get adequate sleep (7-8 hours a night)

Take short naps to rejuvenate

Own a pet

Use peer support

Practice a hobby

Develop and maintain supportive friendships/relationships
Practice safe intimacy

Practice spirituality

Listen to music and move

Practice mindfulness techniques, such as breathing

Refer to the website: http://www.smallstep.gov
Improving the health and well-being of America



Practice Exencite 4.72 1. What would you like to change about your physical health? How do
you think your life would change when you improve your health?

2. Describe what you do to be well and feel well.
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Pracltice Exercide #.72 3. Describe your health challenges that you are currently

experiencing?

4. What do you do in your life that brings you happiness or joy?
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Praclice Exercide #.72 5. What gets in the way of you doing what brings you happiness and
helps you be physically healthy?

6. List what would be helpful to you in improving your physical health
and overall wellness?
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R ing fo Praclice 1. What are your own feelings and reactions to Praclice Exercided
xencided 4.7 lo 4.12 4.7 fo 4.12?7



2. Authors’ comments on Praclice Exencites 4.7 Lo 4.12:

Life doesn’t end with stress management. Managing our stresses is an
important step toward releasing our personal capacity to create, to
produce, to enjoy, and to contribute.

Join or create a peer support group for emotional support, direct
problem solving, and advocacy. The group process can help us to deal
directly with sources of stress, both internal and external. The group
process can help us to face the fear and the pain in our life, rather than
deny it or feel victimized by it. Regular meetings can assist us in
debriefing experiences and looking for solutions.

When you look closely at your day, you realize that you already have
structure. You just haven’t noticed.

Our negative thoughts have their own history. It may not be neces-
sary to know their history, but it is important to know that our nega-
tive thoughts have been learned by us. We now can unlearn them and
learn more positive, and more accurate thoughts.

We often have more personal permission for some feelings and less
personal permission for other feelings. We can increase our personal
permission for all of our feelings.

Alcohol, drugs, smoking, overwork, hyperactivity, and certain foods
can increase our feeling of stress. Also, these coping mechanisms
(which may become addictions) can cause us to deny problems and
ignore healthier solutions.

Recovery is about personal wellness and attending to physical,
spiritual, social, and mental health.
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Personal Jowrnal/Noles



CHAPTER 5

Achnsuedying. Yous

anzancim; Perdonal

Awareness of Your Own Recovery Process

hange involves loss, and loss involves recovery. The more change
shakes the foundations of who we are, the more it breaks the connections
we take for granted, the more it shatters our dreams and fantasies; the
deeper and more profound the recovery process. Shock, denial, depres-
sion, anger, and acceptance are the recovery processes we experience. The
recovery process is complex and not necessarily linear. We move forward;
we move backward. Yet, each phase has its own natural challenges and
solutions that need to be worked through to move on to the next phases.
There are few great leaps in this process. There is only the wrestling, the
struggling, the failing and trying again (hopefully without self-blame),
and the small successes. The outcomes of the recovery process are greater
autonomy and a renewed sense of identity.

Examples from the self-help literature:
®  Learning more about myself, my limits, and weaknesses and strengths.

*  Not letting my symptoms build up. It is easier to interrupt them and
get some relief when they are at lower levels.

*  Deciding to begin my life over again, to adopt a new healthier style of
living. Through meditation and introspection I have probed for my
life’s purpose and developed short-term and long-term goals to serve
that purpose.

*  Medication and therapy were not the only factors that made me feel
well. I had to create a life that gave me the structure, support, and
meaning I needed.

o [ learned that I could become my own therapist, that I have learned
to help myself.

e [ had to change my priorities and take better care of myself.
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I modified my attitudes, becoming more accepting and nonjudg-
mental of others.

I make a deliberate effort to reduce noise and distractions as much
as possible. They tend to confuse me.

I have made an extensive study of my illness and have found edu-
cation invaluable in understanding my illness, coming to terms
with it, and dealing with it.

I don’t fight with myself over my vices, such as smoking. I have
taken a serious look at the costs and benefits of my vices, and
decided, once and for all, to take it or to leave it. Thus, I have
saved the energy wasted on ambivalence.



Enhancing Personal Meaning & 73

Pracltice Exercite 5.7 Self-Care

1. Make a list of things that you enjoy doing. They may be things you
enjoy doing alone or with others. Include some things you enjoyed
when you were five to ten years old.

2. How can you include these things in your daily life?
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Personal Enrniclmeni Build a Fulfilling Life for Yourself

ou are not doing yourself or others a favor by discounting your-
sell. It is important to have some challenges and exciting things to do
that you enjoy naturally. Focusing on important tasks, directions, and
people in your life can be an important source of energy and satisfac-
tion. You cannot take good care of others if you are not taking good
care of yourself. Many people find it hard to do things for themselves.
Yet when you do not act in our own best interest, you are not model-
ing “how to make it” to others.

Examples from the self-help literature:
*  Finding meaningful work.
*  Setting reasonable and attainable goals.

*  Doing simple, non-taxing, emotionally fulfilling work that needs
doing. This creates greater confidence and strength and may lead
to a position of higher responsibility and greater financial rewards.

* A paying job gives me something to look forward to each day, and
a skill to learn and improve.

* My work increases my self-image and self-confidence.

Give Yourself the Time to Make the Changes You Want and Need

If you have not been coping successfully or have been feeling espe-
cially stressed, it may require two to three years of personal effort to
turn your life around. This may seem excessive, but you probably
have spent many more years than that learning to be the way you are
now. You must believe that you are worth the time and effort you
invest in yourself —because you are. Change involves a decision, but
it also involves learning new behaviors, much practice, and substantial
support. Change that you do not chose personally is almost impossi-
ble. Change that you do chose is merely very difficult.

Examples from the self-help literature:

o [ give myself a lot of time to make decisions. I am very ambiva-
lent, and pressure to come to a quick decision can immobilize me.

e Not pushing myself or allowing others to push me too fast.

* Learning to make a move when it is helpful—to a new living situ-
ation to a new job.

® [ had to learn that I could not “wish” away the illness. I could not
will it not to be so.

* [ was able to go to several therapists who were really helpful to me
and supported me. The weekly meetings were a high point in my

life.
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Praclice Exercite 5.2  Personal Enrichment

1. Make a list of things that would be enriching to you. They may be
things you could do alone or with others.

2. How can you include these things in your daily life?
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Develop a More Useful Philosophy of Life

e"eate a philosophy that involves personal meaning that supports
your efforts, and that understands and forgives your limitations. This
might involve spiritual as well as philosophical aspects. It may con-
tain beliefs that enhance your own feeling of worth and your belief in
the worth of others. Rethinking your personal philosophy also can
increase your awareness of, and openness to, what is real. Your per-
ceptions often are clouded by past and current attitudes and beliefs
that may need to be challenged. What you perceive as real actually
may be your opinion. The awareness that your perceptions are limit-
ed can be distressing, but it also can loosen your rigidity and open
you up to develop new experiences and interactions. A helpful per-
sonal philosophy also can help you to meet life and its challenges
with more flexibility. It can encourage you to look for options when
something doesn’t work instead of feeling stuck.

Examples from the self-help literature:

e [ have learned to accept myself as a highly creative person. Every
creative person pays a price for non-conformity, seeking “new
edges” to peer over. Being creative does not always bring comfort.
The ups and downs of the roller coaster ride of creativiry are nor-
mal. I had to learn that to choose creativity meant taking what
the territory offered.

®  Only after I had accepted my illness as a long-term one could 1
really do something about improving my life.

o Accepting that this is a process that takes time and many struggles.

®  Perfectionism is my enemy. I don’t look for the perfect self, or for
the perfect mate. Maturity means accepting flaws in myself and
others.
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Pracltice Exencide 5.3 1. What has been the most meaningful experience in your life?

2. What is the most courageous thing you ever did?

3. What are the personal qualities you like most about yourself?
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Acknowledge Your Own Wants

wnts are important to people. Knowing what you want, seeking
what you want, getting what you want, and enjoying what you want
helps you feel more in charge of your life. At times, simply meeting
your needs may be all that you can handle. Soon you will begin to
recognize that you do not need to limit yourself to what you need.
Having and satisfying your wants adds a qualitative boost to your
life.

Some people actually may have been told that they only can want
what qualifies as a valid need. This is a very limiting position to take.
It forces us to justify our wants (e.g., the reason I want the ice cream
is because it is good for me). Another version of this position is that
we are taught that we only can want what is possible or what is rea-
sonable. Again this requires us to justify our wants in terms of some
standard or value outside of ourselves. A final version of this position
is that we only can want what others approve.

Wanting need not be justified. Wanting need not be rational.
Wanting is just there. It does not have to be limited by any pre-
conditions. You can want anything, and you can’t have everything
you want. Wanting is a natural phenomenon that often is trained out
of us by the people and environments we live with. We are trained to
limit our wanting, inhibiting the natural flow of a very healthy and
creative process. You can trust your judgment and experience as use-
ful guides to yourself. Your judgment will be honed and sharpened
using it with a full range of wants. Rather than limiting your wants
before you have explored the possibilities fully, you should return to
your natural state of wanting.
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Praclice Exercide 5.4 Wants

1. List as many of your personal wants as possible. Do not consider
their reasonableness.

2. Review your list. How can you begin to build some of your wants
into your life?
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R

ing do Praclice
Erencites 5.1 lo 5.4

1.

2.

What are you own feelings and reactions to Praelice Exercises
5.7% 5.4

Authors’ comments on Praclice Exencited 5.1 lo 5.4:

Focusing on strengths builds a sense of empowerment.

Self-care is important. You need to take good care of yourself in
order to have the energy to take care of others. You need to keep
your cup full.

Taking care of yourself models important behaviors and attitudes
to others.

Activities that are enriching also help to reduce your stress and

increase your self-esteem.
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Personal JouwrnaliNoles
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Personal Jowrnal/Noles



CHAPTER

Connecling

B . .
pexuawlgwad

e are not alone in experiencing the effects of our life experi-
ences. This is evidenced clearly in the growth of the self-help and advoca-
cy movements among a wide variety of constituencies over the past
decade. We are able to reach out for support and advocacy from others
who have had similar life experiences. The learnings from those who have
sought this type of support and advocacy can be especially valuable in
coping with daily stresses, problem-solving potential solutions, and
recommending specific reforms.

Feeling confident about connecting and finding ways to connect with
others often is difficult. Yet, connections to valued activities and people
are very important to the recovery process (Blanch, et al., 1993). It helps
to let people know we like them and want their company. We know how
good that feels to us. Also, it helps to let people know how you want
them to react, especially when you have strong feelings. Let people know
how you want them to act when you are angry, scared, sad, or happy.
Often we get frustrated because people do not give us the support we
want. Often this happens because we have not told them how they can
support us.

Being clear about what we want from others and what others want
from us, can help to limit our tendency to “rescue.” We rescue others
because we assume we know what people want before they ask. Or we
assume they are too dumb to know the answer, and we must come up
with it for them. Or we assume we know how to lead people’s lives better
than they do. Helping people to ask for what they want, or to clarify
what they want in order to ask for it, helps them to take charge of their
own lives. When we avoid rescuing, we are recognizing and encouraging
the other person’s ability to think and solve problems. We also avoid
expending our energy needlessly and are less likely to become stressed.
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Basic Commumnication Skills

Examples from the self-help literature:
®  Learning new social skills.
e Knowing when to closet myself and when to open my closet door.

o [ took weekend workshops to develop my self-esteem, and
increase my assertiveness, learning new communication skills so I
could sayy what I mean and mean what I say, rather than using
old ways of manipulating others in the hope that some of my needs
would be met.

o Joined a 12-step program for adult children of dysfunctional parents.

o [joined a self-help project, writing a manual for consumers, that
gave me reason to get out of my apartment two or three mornings
a week. It also brought me into contact with other consumers and
some professionals. This made me feel I was back in society and
had something to contribute.

e [ began to get to know, in a casual way, people in my neighbor-
hood. The small talk, the “good morning,” and “hellos” provide a

sense of belonging, and acceptance.
»  Arntending religious services gave structure to my Sunday mornings.

* [ saw the community as a valuable resource, and I was creative in
finding ways to interact with it.

e If I become overwhelmed in a social situation, I may temporarily
withdraw by going into another room or even the bathroom.

o [ make it a habit to be polite and respectful to service people: bus-
drivers, cashiers, etc. This helps my self-esteem and improves the

quality of life for all.

e [ try not to push people, especially my family, any harder than
they want to be pushed. I consider not what they can give me, but
what I can contribute to their well-being.

%ere are a series of communication skills that are basic to all satis-
tying relationships. Learning how to improve our communication
skills is critical in our recovery because it allows us to connect more
fully to our support systems. Good communication skills also make it
easier for us to articulate our needs and wants in life in a manner that
has positive outcomes for us.

Usually people learn a style of communicating by experience or
observing others in relationships. Often we discover that the commu-
nication skills we have are ineffective, leaving us lacking in confidence
and self-esteem in our own relationships.

The four essential skills involved in effective communication are
attending, listening, responding, and initiating. These skills have been
developed and researched by many people in the human services
field. The skills presented in this workbook are based primarily on
the work of Carkhuff (1983) and Anthony, Cohen, and Farkas (1990).
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Attending: This skill involves looking at people directly, facing them
squarely, making eye contact, observing them.

Listening: This skill includes ignoring internal distractions, listening to
content, listening to meaning of what someone has said.

Responding: This skill means acknowledging what we have heard,
sharing our perspectives, and self-disclosing.

Initiating: This skill involves asking for what we want, planning
what we need to do to get what we want, and then taking the steps to
achieve it.
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Practice Exercite 6.1

Listening: Listening well requires excellent concentration. In order to
concentrate you must rid your mind of any distractions that might
interfere with your listening. The following is an exercise to help
improve listening skills.

1.

Write down a statement of (10-15) words about your life or some
aspect of yourself.

A group leader will lead group through deep breathing/relaxation
exercise to rid the mind of distractions. (One type might include
taking 4 or 5 deep breaths with eyes closed and exhaling slowly,
releasing tensions and disruptive thoughts.)

Each group member takes a turn reading his or her personal state-
ment two times. Other group members then try to write down
verbatim what they heard. People read back their statement and
match its accuracy to the original.

Responding to Content: A good response to the content of what was
said means paraphrasing the meaning without parroting all the details,
and being as concise as possible.

1.

Example: “I’m so tired. I don’t know what to do. I try to keep up
with everything: work, home, classes. But each day seems so long,
by noon I’'m already too tired to cope.”

Response: You’re saying there is so much to do that you don’t
have the energy to do it all.

Example: “Well, she’s finally talking to me again. It’s not the
same, but at least we’re talking. I still feel awful about the things
she thinks I said about her. I would never do or say anything to
hurt her. I think too much of her.”

Response: You’re saying that you are slowly getting the misunder-
standing straightened out and you’re talking to each other again.

Practice: Practice responding to the content. Paraphrase the original
expression by using different words to express the same content.

1.

Example: “Thanks for all the help you’ve given me this semester. I
was pretty mixed up when I got here, but now I really feel I've
got it together. I'm passing all my courses for the first time.”

Response:
“YOUT€ SAYING LDAL ..o

Example: “I can’t believe it, I blew it again! I just don’t seem to
be able ro think before I open my big mouth. This job was going
so smoothly until I got mad and told off my supervisor.”

Response:
“YOUFE SAYING LPAL.....coeeesesesse e



Responding to Feelings
Responding to feelings involves having a vocabulary of feeling words that
you can interchange with the feeling word expressed by the person you

are listening to.
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Below is a list of feeling words organized by category and intensity. You
may add to the list.

High Medium Low
Excited delirious animated alive
intoxicated charged great
exhilarated thrilled stirred
Surprised astonished amazed overcome
staggered awed rocked
stupefied jolted startled
Happy ecstatic exalted great
exuberant fantastic lively
triumphant tickled super
Satisfied delighted charmed agreeable
enchanted gratified glad
satiated full nice
Affectionate cherish adore admire
revere esteem regard
treasure prize value
Calm pacified collected bland
sedated mellow quiet
serene restful undisturbed

(continued)
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Responding to Feelings (continued)

High Medium Low
Distressed agony afflicted bad
crushed pained ill at ease
tormented troubled upset
Frightened frantic aghast cautious
terrified dread hesitant
petrified threatened shaky
Anxious baffled blocked careful
perplexed confounded muddled
tangled stressed uncertain
Sad despair awful down
devasted gloomy low
pitiful sullen unhappy
Angry enraged bristle annoyed
infuriated fuming crabby
livid indignant sore
Ashamed humiliated chagrined contrite
mortified criminal regretful
sinful derelict shame
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Praclice Exercite 6.2 Responding to Feelings: Increasing Your Feeling Word Vocabulary

Directions: Take each of the stimulus words given and complete the sen-
tence with another feeling word. Use the new word as your next stimulus
and repeat the process.

Example

When I feel angry, 1 feel furious,
When I feel furious, 1 feel burned,
When I feel burned, 1 teel cheated,
When I feel cheated, 1 feel hurt,
When I feel hurt, 1 feel sad.

Practice 1

When I feel happy, Teel ..., ,
When T feel..oooiniiiiicieceeeeeen ST eel oo, ,
When I feel....oieiieeeeieieeeeeeeeerenas sIfeel e, ,
When T feel....oovicnnicricinccienee s Tfeel e ,
When I fee .. sTfeel oo
Practice 2

When I feel overwhelmed, T feel........oueeeeeeeeeeeeeeeeeeeeeeeeenns ,
When T feel....coneennicricinecieenee s Ifeel e ,
When T feel..oovviniiiiieiieeeee, ST eel oo, ,
When Ifeel....ooioeieeeeeieeeeeceeeeeieans sIfeel e, ,
When T feel ..o s Tfeel e
Practice 3

When I feel afraid, Tfeel ..o ,
When Ifeel ..o sIfeel e, ,
When T feel....ocnicnnicircnccienee s Tfeel i ,
When T feel..oniiiiiiiieeeecieeee ST eel o ,

When Ifeel....oiveveieeeeieceeeeeeerenee sTfeel e
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Practice Exercide 6.3 Responding to Feelings: Empathy

Directions: This exercise will help you learn to listen to other people’s
feelings and respond to them. Imagine you are listening to the people
below. Try to respond to the feelings expressed. Use your feeling
word chart. A helpful hint when listening empathetically is to ask
yourself, “How would I feel if I were this person?” not “How would
I feel in that situation?”

Example: “Things are all straightened out with my daughter now. I
explained to her about my drinking problem and why I
have to go to these long meetings. It’s still hard for her
*cause she’s so young, but she understands a little berrer
what Mommy does.”

Response: You feel relieved.
You feel hopeful.
Practice
1. “Well, here I am again. It’s mid-semester and I'm way behind in all
my work, just barely passing a couple of conrses. It’s like I can’t
think abead. I do the same thing every semester. What’s wrong
with me—can’t I learn from my past?”
Response:  You feel.......cccvviivinininicinicicin,
You feel..oonnniiieierrrcccceen
2. “I’m just a three-quarters man. I’ve had so many opportunities in
my life and ’ve thrown them all away.”
Response:  You feel........cccviviciniciniiiccinicicn,
You feel..iciccrciecn,
3. “I’mreally excited about this new job. I’'m starting out at the bot-
tom and the work is pretry dull right now, but there’s so much to
learn! The potential for advancement is really good.”

Response:  You feel......oovveecccinnnnnncccccnne,

YOou feelueueeeeeeeeeeeeeeeeeeeeeeeeeeenn
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Initiating
Initiating means acting to change or improve a personal experience.

Learning how to initiate is a crucial skill in your recovery because it

allows you to take action in the areas of your life that you want to

improve or change. (Initiating will be covered in detail in Chapter 7.)

Initiating involves

1.

Operationalizing your goal: writing your goal so that it is observable
and measurable.

Initiating steps to the goal: Figuring out the steps it will take to reach
the goal.

Developing a schedule for completing the steps: Writing a plan or pro-
gram that sequences the steps you need to take to reach your goal.

Reinforcing yourself for the achievement of your goals: Planning
rewards for each step you achieve as a way to motivate yourself to
pursue your goals.

Example
Personalized problem

I feel frustrated because I don’t know how to go about looking for a job

and I want to learn how.

Goal

I will attend the Career Education Program three times per week to

develop a career plan.

Steps

1.

Call Career Education Program for information. (remnforcer: buy a
new CD)

Fill out application to Career Education Program. (reinforcer: have

coffee with a friend)

Attend interview for Career Education Program. (reinforcer: buy new
earrings)

Attend classes. (reinforcer: share my accomplishment with my parents.)
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ﬂdkm /04 SW Steps in Seeking Support

Be clear with yourself about what you want (listening, advice,
stroking, feedback, etc.)

2. Be clear with the other person about what you want from

him/her.
3. Ask whether he/she is willing to give it to you.

4. If he/she is not willing to give it to you now, ask when will he/she
be willing?
5. If he/she is not willing to give it to you at all, what is he/she

willing to do or give.

6. If you cannot get the support you need from him/her, try
someone else.
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Practice Exercide 6.4 Building Social Support

1. Name three people you do or can use for support/activities.

2. How do you like to be supported when you are angry? What do you

want people around you to do? Be specific.

3. How do you like to be supported when you are scared? What do you
want people around you to do? Be specific.

4. How do you like to be supported when you are sad? What do you
want people around you to do. Be specific.

5. How do you like to be supported when you are happy? What do you
want people around you to do? Be specific.
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Practice Exercite 6.5 Getting Personal Support

1. Think of an issue around which you want some support.
Write the issue down.

2. What kind of support do you want around this issue?
Be as specific as possible?

3. Who do you want this support from?

4. What do you want from this person? Be as specific as possible.
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Ze process of learning to set boundaries on your relationships is diffi-
cult. One example of setting boundaries is learning to manage situations
you cannot or need not assume responsibility for. The judgment involved
in deciding what to respond to and how to respond can be influenced by
your family, friends, and knowledgeable professionals. The benefit of
learning to set boundaries is the possibility of refocusing your energy in
more useful directions. You will be surprised at what you can walk away
from. The ability to set boundaries allows you to gain a new perspective
and a new resolve to engage your life in more valued ways.

Sometimes we find ourselves rescuing others when we really don’t
want to. Rescuing is a very draining activity. Rescuing means:

*  Doing something for others that they can do reasonably for
themselves.

* Assuming we know what the other person wants or needs.

e Not doing something because of its assumed effect, such as not say-
ing something because we assume the other person cannot handle it.

* Doing something for someone that we really don’t want to do.

Rescuing is a way of helping others that really discounts them and
you. It denies your own boundaries, your feelings and wants, and it does
not acknowledge what the other person wants. Rescuing frequently
leaves you feeling hurt because your helping does not really meet the
need of the person. You then become angry at the person you have res-
cued because they are not grateful. It can be a dangerous triangle.

How to Help Without Rescuing

1. Ask the person what he/she wants and doesn’t want.

2. Be clear about what you want to do and what you don’t want to do.
Be clear about what you are capable of and what you are not capable of.

Negotiate with the other person what we will and what we will not do.

oW

Acknowledge that you may have an investment in rescuing others—
and find out why.
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Practice Exercide 6.6 1. Describe a situation in which you tend to rescue another person.

2. What would you like to do differently? Be clear about what you
want or don’t want to do.

3. What is most likely to go wrong? How can you deal with this?

4. What is most likely to go right?
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/ealfwncqu lo raclice 1. What are your own feelings and reactions to Praclice Exercited 6.1
Exencites 6.1 1o 6.6 f 6.6?

2. Authors’ comments on Praclice Exercited 6.1 1o 6.6:

People with mental illness do not have a “problem.” They have a
disability. Negative personal and societal attitudes and beliefs create
the “problem.”

We often assume what people want when they have strong feelings
(e.g., anger, fear, sadness, happiness). We assume people want what we
want. This may not be accurate. It is more helpful to ask people what
they want.
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CHAPTER

A Sten-by-S wide
o ot o e

7 Selting Personal Goals

he previous chapters have given us an opportunity to assess our
symptoms and sources of stress. We have been able to explore the content
of our stress and some of the sources that give rise to our symptoms.
This chapter will help us to further personalize several key stress
issues/problems, to understand their meaning to us, to identify behaviors
that prevent us from dealing effectively with the issues/problems, and to
help us to translate the issues/problems into personal stress management
goals. In effect, we will be given a process that is independent of the spe-
cific content of our issues/problems. This process will make us better
problem solvers. This process is based on the work of Carkhuff (1983)
and Anthony, Cohen, and Farkas (1990).

A further clarification of the concept “issue/problem” may be useful
to the reader. It is helpful to view stress related issues/problems, whether
their source is internal or external to us; as information, skill, or support
deficits. Having issues or problems often is interpreted as having some-
thing wrong with us. This can leave us feeling badly or discounted. More
important, this approach does not provide any direction or even hope for
solutions to the issues or problems. Viewing our issues/problems as
knowledge, skill, or support deficits removes the image of “badness or
wrongness” and provides a concrete direction for what to do. If we are
unable or unwilling to do something, it is because we lack the knowledge,
skills, or supports to be effective. We can learn the necessary knowledge
and skills, and we can get more useful support to deal effectively with
our sources of stress. This developmental perspective removes blaming
and helps people to become more knowledgeable, skillful, and better
supported.
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Practice Exercide 7.7 1. What are some of the major stress issues/problems that you
identified in the previous chapters?

Examples: Stigma
Too many demands on my time

2. Share your responses with the group.
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Practice Exencite 7.2 1. Choose one stress management issue/problem from Practice

Exencite 7.7 that you want to work on during the remaining
sessions. Your choice may be based upon the urgency of the
issue/problem, how easily you can resolve it, or your level of
motivation to resolve it. Restate the stress management issue/
problem in terms of how it affects you. What is its impact on you?
Identify a key feeling/symptom associated with it.

Example: I feel angry becanse I am worn out by the demands people
make on me.

2. Develop and share your responses with the group.
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Practice Exencite 7.3 1. Restate the issue/problem statement in Practice Exercite 7.2 in
terms of something you are not doing or cannot do. Describe
specific behaviors.

Example: I feel angry because I am not setting limits on or saying
“no” to, the demands people make on me.

2. Develop and share your responses with the group.
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1. Restate the issue/problem statement in fPractice Exercite 7.3 in
terms of a goal for yourself. The goal should be the opposite of what
you cannot do or are not doing. Be as specific and as behavioral as
possible. Do not introduce any new behavior not mentioned in

Praclice Exercite 7.3.

Example: I want to set limits on or say “no” to the demands people make

on me.

2. Develop and share your responses with the group.
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Practice Exencite 7.5 1. Identify the information, skills, or support required to reach your
stress management goal statement. Do not be concerned at this
point about whether you have the information, skills, or support.
Simply list what is needed.

Example: Support from my friends; learning how to say “no,” setting
priorities on what I want to do, acknowledging that I do not have to

solve everyone’s problems, accepting my own limitations.

Goal: Needed information/skills/support

Information

Skills

Support

2. Develop and share your responses with the group.
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he purpose of this section is to help us develop systematic plans for
achieving personal goals. This section may be too detailed and specific for
some people. Also, certain more easily identified and achievable stress
management goals may not require this level of planning. However, in the
authors’ opinions, the point at which the change process is most vulnera-
ble is in the implementation and maintenance phases. This is where the
lack of knowledge, skills, or support begins to show up. And without
adequate knowledge, skills, and support our best laid plans may not work
out. A well thought-out plan increases the likelihood that our goals will
be achieved, and that we will weather the inevitable frustrations and fail-
ures that accompany any significant change process. A good plan does
not necessarily make the change process any easier, but it may make it
more likely.

Developing a plan for a personal goal includes: identifying the
steps/activities required to reach the goal; sequencing the steps/activities;
setting time lines for each step; identifying the person responsible for car-
rying out each step; developing a format for monitoring the achievement
of each step; and identifying resources for achieving the goals and steps/
activities.
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Practice Exercide 7.6 1. In this exercise you will be listing the steps/activities necessary to
accomplish your goal. You will be using your goal statement in
Practice Exencite 7.4 and the information in Practice Exercite

7.5 in developing the steps/activities.

Example Goal Statement: I want to set limits on, or say “no” to, the
demands people make on me.

Steps/Activities in Order of Importance Potential Resources
1st  Spend time thinking about what Myself
I want to do; what are my priorities.  Friend
2nd Talk about my need to rescue Friend
other people. Therapist
3rd Talk about my decision to set Friend
better limits; to validate my own Therapist

needs and wants; to accept my
own strengths and limitations.

4th  Practice saying no to people in Friends
general.

5th Keep a record of how I actually Myself
set better limits on my time; when
I say no.

2. Write down goal statement from Practice Exencite 7.4.
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List the steps/activities needed to reach your goal statement. Use the
information from Practice Exercite 7.5 to develop the

steps/activities. List as many as possible. Do not be concerned about
their order at this time. Develop and share your responses with your

partner.

Steps/Activities Potential Resources

Put the steps/activities in the order you want to accomplish them by
placing the appropriate number in front of each step/activity.

For each step/activity, identify potential resources for accomplishing it.

Write the goal statement and steps/activities in the form on the
following page.

Identify the person responsible for each step/activity.

Identify expected dates of completion for each step/activity.
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Praclice Exencite 7.6 Personal Goal Plan and Monitoring Form
continued

Goal Statement:
Beginning Date:
Steps/ Person Expected Date
Activities Responsible of Completion

9. Develop and discuss your responses with the group.
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7 xercide 7. 1. What are some things you learned about yourself as a result of this
g8y y
chapter and discussion?

2. Share your responses with the group.
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R

ing lo Practice 1.

Erencited 7.7 1o 7.7

2.

What are your own feelings and reactions to Praclice Exencites
7.747.7?

Authors’ comments on Praclice Exencited 7.7 1o 7.7:

People with mental illness do not have a “problem.” They have a
disability. Negative personal and societal attitudes and beliefs cre-
ate the “problem.”

We often assume what people want when they have strong feel-
ings (e.g., anger, fear, sadness, happiness). We assume people want
what we want. This may not be accurate. It is more helpful to ask
people what they want.
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