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Consumer-operated mental
health services have received
increasing attention by recov-

ery-oriented researchers. Such pro-
grams have been defined as service
organizations in which the paid staff
and most of the governing board are
themselves users of mental health

services (1). Studies have shown that
consumer-run mental health services
promote personal and organizational
empowerment (2), increase hope (3),
enhance independence and compe-
tence (4), counteract typical feelings
of powerlessness (5), cocreate narra-
tives that support recovery (6,7), and

promote social support (4,8,9). How-
ever, the mechanisms by which these
outcomes occur remain unclear. De-
spite increased interest in the public
mental health arena, consumer-run
services are often stigmatized and de-
valued in the professional market-
place (10,11) or do not have an inter-
face with conventional existing servic-
es (12); in addition, the role of peer
providers often remains ambiguous
(13). Therefore, continued investiga-
tion is needed to establish how con-
sumer-operated services function and
the factors in any beneficial effects
that might be observed.

Located in a suburb of New York
City, Open Arms (a pseudonym) is a
consumer-run mental health center,
which is licensed by the New York
State Office of Mental Health.
Founded in 1988 by a group of men-
tal health consumers interested in
providing recovery alternatives, the
organization has grown into a multi-
service center. It offers assistance
with employment, housing, and advo-
cacy, in addition to clinical services
that are delivered through personal
recovery-oriented services, a service
model developed by the New York
State Office of Mental Health.

Our study had two major aims: to
document what is distinctive about
this version of consumer-run servic-
es—for example, how this model
might orchestrate occasions that
could strengthen capacity for social
integration (14)—and to explore how
the development of these capacities
promotes recovery. This inquiry is
theoretically driven by Amartya Sen’s
capabilities perspective (15–17). Re-
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Objective: Consumer-run mental health programs that include advoca-
cy, peer counseling, and mentoring are somewhat commonplace in com-
munity mental health services, yet fully peer-operated mental health
centers remain novel in the public mental health landscape. This ethno-
graphic study of a consumer-run mental health center had two major
aims: to learn what is distinctive about consumer-run services—for ex-
ample, how they might strengthen personal capacity for social integra-
tion—and to explore how the development of these capacities might
promote recovery. Methods: Data collection for this modified ethno-
graphic study consisted of ten months of participant observation, cou-
pled with semistructured interviews (N=25), a focus group (N=22), and
dramatic skits (N=17), to identify and define the distinctive features of
the program, both structurally and from the point of view of partici-
pants. Inquiry was framed theoretically by the capabilities approach.
Results: Participants in this consumer-run mental health program expe-
rienced themselves as accountable for and to their peers in what
amounts to a shared project of recovery. Conclusions: As part of a ca-
pacity-building approach in consumer-run services, programs should
aim to not only provide social support for participants but also foster a
culture in which service users are accountable for their peers. Such rec-
iprocity may help to strengthen socialization skills, which could better
prepare consumers for participation in the community at large. (Psy-
chiatric Services 63:61–65, 2012)



cently extended into public mental
health (14,17,18), the capabilities ap-
proach both links and recognizes a
tension between two dimensions of
quality of life: well-being and person-
al agency. The capabilities approach
explicitly draws attention to the social
determinants of disability (19).

Although the term “recovery” has
become ubiquitous in mental health,
its meaning remains vague and con-
tested. Hopper (18) suggested that
there are four key components of re-
covery: renewing a sense of possibili-
ty, regaining competencies, recon-
necting and finding a place in society,
and reconciliation work, or “the work
of rebuilding a functional self—a per-
son apart from the reality of illness”
(18). Open Arms has developed par-
ticular expertise in providing a con-
text for service users to reconnect
with others and potentially “[reclaim]
moral agency” (18). The capabilities
approach may be one way to put the
ideals of recovery into action. Rather
than measuring successful outcomes
in terms of treatment compliance or
reduced rehospitalization, a capabili-
ties approach asks to what extent indi-
viduals are able to lead the kinds of
lives they consider worth living—lives
of their own authorship. Ware and
colleagues (14), for example, argued
that successful outcomes should in-
clude consumers participating “as full
citizens in the social world beyond
treatment.” Successful participants
may take psychiatric medication, live
in supportive housing, and continue
to engage in services, but they are no
longer defined by their illness.

Although many studies on con-
sumer-run mental health programs
have focused on the empirical meas-
urement of social support and em-
powerment (2,4,8,20), researchers
lack good conceptual tools for de-
scribing how such benefits are or-
chestrated and implemented and
what role they may play in recovery.
Ware and colleagues (14) have argued
that growth and development—par-
ticularly in the interpersonal realm—
should be privileged aspects of out-
come assessment; in their view, re-
covery is distinctively a process of re-
claiming social agency. They identi-
fied a class of contrived challenges
(what they call “occasions”) that offer

protected opportunities for service
users to develop and exercise “moral
and social competencies.” Such prac-
tices go beyond the provision of social
support. They stressed the reciprocal
nature of such exchanges, emphasiz-
ing that full social participation and
the regard of others hang on one’s ca-
pacity for reliably “being there” for
someone, for giving in return, and for
taking responsibility for one’s conduct
in the microexchanges of everyday
life.

Methods
Using modified ethnographic meth-
ods, we conducted ten months of
fieldwork, from November 2008 to
August 2009. Generally, this meant
the first author spent roughly ten
hours on site each week, participating
in daily activities with the community.
Such embeddedness allowed us to
capitalize on the informality of un-
scheduled encounters and unscripted
interchange (21). Over an extended
course of fieldwork, she interacted
with virtually all active members of
Open Arms and gained an informed
sense of prevailing norms. In addition
to participant observation, we used
semistructured interviews (25 partici-
pants), a focus group (22 partici-
pants), and dramatic skits (17 partici-
pants) to identify and define the dis-
tinctive features of the program, both
structurally and from the point of
view of participants. After giving a
complete description of the study to
interview and group recruits, we ob-
tained their written informed con-
sent. The methods used in this study
were approved by the institutional re-
view board of the Nathan S. Kline In-
stitute for Psychiatric Research. The
impetus to conduct this study arose
from the Open Arms community; re-
search aims and study design were
developed collaboratively.

The study community included
Open Arms members—adults with
axis I mental disorders (generally psy-
chotic and bipolar disorders), many
with histories of multiple hospitaliza-
tions and co-occurring substance use
disorders—as well as Open Arms
peer staff, clinicians, administrators,
and on-site workers. Approximately
98% of Open Arms’ clinical staff, fa-
cilitators, and support staff also use

mental health services. Open Arms is
a diverse community in terms of age,
race-ethnicity, and sexual orientation.
All members were invited to partici-
pate in interviews, focus groups, and
skits; although there was no systemat-
ic recruitment, our sample contained
a cross-section of members in terms
of duration of membership with
Open Arms, age, gender, race-ethnic-
ity, and psychiatric diagnosis.

The dialectical nature of ethno-
graphic inquiry (22) adds depth and
texture that would be difficult to cap-
ture through other methods. Field-
work takes place in real time, unfold-
ing in natural environments. Ethnog-
raphy involves a continuous process
of taking part in and interpreting a
broad range of events, interpersonal
encounters, group activities, and the
usual customs of everyday life. Criti-
cal to the method is the premise that
the most effective way to learn what is
significant or important for commu-
nity members is not to ask them di-
rectly in interviews, but to document
how they construct meaning through
interactions in ordinary life (22).
Ethnography puts a large premium
on validity (23,24); with a tool kit of
practices, ethnographers create innu-
merable opportunities to formulate,
refine, and, if need be, reconstruct in-
terpretive accounts of how life is lived
in a given venue.

Participant observation in this proj-
ect meant engaging with people in
the small transactions of everyday
life—having coffee; participating in
classes; accompanying consumers to
advocacy, employment, and housing
offices; and relaxing in lounge areas.
The only excluded on-site venue was
individual therapy sites, which are
private and confidential spaces. Field
notes and analytic memos developed
throughout the study informed the
development of the interview and fo-
cus group guides.

Semistructured interviews were
conducted with 25 participants, facil-
itators (nonclinicians who ran thera-
peutic groups), clinicians, and staff.
The range of participants who volun-
teered for interviews was roughly
representative of ages, genders, and
number of years of membership in
Open Arms. Interviews explored
peer-run services, social support, and
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recovery, asking questions such as,
“Are there things about Open Arms
that seem different from other serv-
ices or mental health centers?” “How
does Open Arms help you in your
own recovery process?” “What do
you think when you notice another
participant hasn’t been around for a
while?” Interview schedules were de-
veloped with an eye toward learning
about not only individual experiences
but also the customary practices of
this community.

Building on what we learned in in-
terviews, we planned to conduct mul-
tiple focus groups, anticipating that
this would prompt an exchange of
views among participants. In practice,
the focus group dutifully reinforced
prevailing positive views about con-
sumer-run mental health care but did
so in a somewhat scripted and formu-
laic manner. Rather than conduct a
second focus group as planned, we in-
vited the next group to improvise dra-
matic skits as a way of potentially
gleaning more authentic responses.
Adapted from theater games used in
quasi-therapeutic undertakings (25,
26), this technique asks participants
to draw a slip of paper from a hat and
then act out with their peers the sce-
nario specified on the slip. Drawing
upon field notes, we worked up de-
scriptions of likely everyday predica-
ments that Open Arms members
might confront: “You come into Open
Arms and notice a fellow member
seems intoxicated. What do you do?”
Or “Your neighbor asks you for advice
about her teenage daughter who has
been cutting herself and may be sui-
cidal. How do you respond?” This ex-
ercise provided participants an op-
portunity to think out loud and on the
fly; Open Arms peers were invited to
comment, allowing us to observe how
members took stock of morally
freighted moments and made deci-
sions in contrived versions of real-life
situations.

Using modified grounded-theory
methods (27), the first author took
the lead in data analysis, with sub-
stantive input from her coauthors. An
open coding approach was used to fa-
cilitate identification of latent themes
across field notes and transcripts from
interviews, the focus group, and skits.
From this initial coding, theoretical

memos were developed, which
shaped our interpretive process. Our
analysis also included procedures for
triangulating data to expose discrep-
ancies or divergent findings. The re-
search process was iterative, forcing
us to formulate, refine, and revamp
our findings throughout the extended
period of data collection.

Results
At Open Arms, supporting one anoth-
er’s recovery, often in intimate ways,
has become part of the local culture
of the community, a crucial element
of what it means to belong there.
Many members share apartments,
spend holidays with one another, and
converse on the phone daily. If some-
one was missing, it was often another
member who checked on the individ-
ual, making it nearly impossible for
someone to drop out or relapse unno-
ticed. This reciprocal sense of ac-
countability that members have—
both to and for one another—was the
most striking finding with respect to
our study objectives.

The question of social integration
has always been a fundamental one
for psychiatric researchers. Most
mental health services strive to foster
community and social connectedness
among participants. But the artificial-
ity of many such efforts is concerning.
In a recent ethnography of a psychi-
atric unit in England, mental health
consumers tended to define “real
friends” as “people you know from
the outside.” Or as one informant
poignantly stated, “these [fellow pa-
tients] aren’t real friends; they’re just
people I hang around with” (28).
These sentiments clash notably with
those of members of consumer-run
services.

What seems to matter most at
Open Arms is that relationships
among peers are authentic. Open
Arms member “Rich” (all names
mentioned herein are pseudonyms)
praised a class on relationship issues
of importance to members of the
Queer community: “This is the first
time in my life I’ve really felt con-
nected. I have a boyfriend, I have
friends.” He explained that romantic
relationships at Open Arms are
viewed positively, something not
widely addressed in the literature.

Many members consider Open Arms
their primary social nexus. As Kelly
remarked, “I’m not usually here on
Fridays. I came today because I’m
having an ‘off day.’ There is just some-
thing about being here that makes me
feel better.” Rather than pointing to
specific services within the walls of
the center, what members describe is
how the culture of Open Arms seems
to help them in the recovery process.

Michelle, who has been a member
for over ten years, warned (with evi-
dent affection), “You better call ahead
if you are going to miss days at Open
Arms. Otherwise you are going to
have a bunch of people calling and
asking where you are.” Similarly, An-
gelica described how “people call
each other all the time to see what is
going on, just to check in. Open Arms
is a family, and that is how I want to
keep it.” The term “family” surfaces
repeatedly when participants and
staff describe Open Arms. It serves to
index not only how close members
are but also the degree of mutual ac-
countability they feel and the extent
to which they feel called upon to
speak honestly with one another.

Especially with respect to staying
sober or adhering to medication regi-
mens, participants mentioned not let-
ting down their peers. As James put
it, “I’ve been with Open Arms for a
long time. I’ve got a lot of years of re-
covery under my belt, so the last thing
I want to do is disappoint anyone,
most of all everyone at Open Arms.”
Or as Matthew explained, “Some-
times people are brutally honest,
which can be hard. But there is that
trust—I know they have my best in-
terest at heart. Otherwise I probably
couldn’t really hear what they are say-
ing. But it’s like a family.”

This “brutal honesty” often comes
in the form of openly discussing one
another’s symptoms. Take, for exam-
ple, Pablo, who exhibited manic
symptoms. Pablo’s peers openly mon-
itored his behavior, serving notice
when it threatened the bounds of
propriety in classes with “Pablo, slow
down!” Pablo acknowledged, “I
would interrupt people, and the
group would remind me not to do
this. Sometimes I will get really angry,
but then I remember we have an un-
derstanding. They are looking out for
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me. Outside of Open Arms you can’t
say nothing to people because you
gotta be polite. But here . . . you can
just come out and say it as long as you
are respectful. This is a peer-run pro-
gram, so this is how it works. . . . I am
equally as responsible for my peers as
I am for myself. So I actually owe it to
them to tell someone if they are us-
ing, or not taking their medication or
just having a rough time.”

There is a homespun elegance to
such accounts and a moral dimension
to their importance. Pablo and others
described how this accountability for
their peers gives them a sense of wor-
thiness, in that they feel trusted, ca-
pable, and needed by others.

Open Arms is structured on an ed-
ucational rather than on a clinical
model. Classes are aimed at support-
ing a variety of psychosocial goals that
members develop when they are ad-
mitted. One of the more popular
classes is called Learning About Your
Diagnosis, conducted by a psychia-
trist who regularly discusses recent
research findings with participants.
One student was Angelica: “As a
teenager I started getting racing
thoughts. I always thought that was
normal until I [required hospitaliza-
tion]. Now not only do I know all
about bipolar, but we learn what is
happening down to the level of neu-
rotransmitters. . . . [T]his helps me ex-
plain more to my family.” Members
are encouraged to learn about mental
illness and addiction as a way of gain-
ing mastery. As Matthew put it, “I’ve
learned a lot about my mental health,
coming to Open Arms. . . . [Before,] I
just felt bad. Now I can say exactly
what the symptoms are and whether
or not I’m in a relapse mode. It’s not
as scary when you have the book
knowledge. At other places, it was
just, like, the counselors had all the
knowledge. But here we all can tell
you every little scientific thing about
mental illness.” Learning what typi-
cally only clinicians know tips the bal-
ance of power by democratizing ex-
pert knowledge.

Many members claim that having
peers as providers gives them role
models. For Mike, “Hiring people
who are also in recovery is key. . . . It’s
inspiring. They are productive; they
want to be part of society. It makes

me feel like I can do it, too.” Peer
providers not only lead through ex-
ample; they also teach classes
throughout the day on topics such as
independent-living skills, intimate re-
lationships, and communication.
Rather than focusing primarily on
problems, members are coached in
strengthening their resources, tal-
ents, and capacities. Although mem-
bers participate enthusiastically in
their classes, when asked open-ended
questions about how Open Arms
helps with recovery, the most salient
responses were connected to rela-
tionships with peers and staff alike.

Discussion
Our study suggests that a local cul-
ture of reciprocal support—where
one is just as responsible for provid-
ing support as for receiving it—pro-
motes an ethic of accountability, a
factor we argue may enhance recov-
ery. Unlike more conventional serv-
ice settings in which users are asked
to remain militantly compliant (in-
deed, to “consume” services), Open
Arms community members are ex-
pected to contribute. Specifically, re-
ciprocal accountability both for and
to fellow members amounts to a pro-
grammatic commitment to a shared
process of recovery and encourages
what Ware and colleagues (29) called
“local citizenship.”

But like other contrived oases in a
mental health system not widely
known for them, Open Arms has its
metes and bounds. Members some-
times referred to community life as
“on the outside.” Such descriptions
often emerged when illustrating posi-
tive traits associated with the Open
Arms program and its members (for
example, “My friends here get what
I’m going through, unlike my friends
on the outside”), and this language
may reveal something important
about the transferability of such capa-
bilities. An important area of further
research may be to determine the ex-
tent to which consumer-run services
prepare members to establish rela-
tionships with nonconsumers outside
treatment centers. Further research
is also needed on mental health out-
comes to establish the demonstrable
effects of accountability and recipro-
cal support.

This study had a number of limita-
tions. Open, inclusive recruitment has
obvious benefits, but the convenience
sample that results may introduce se-
lection bias. Our on-site research time
was also limited to only ten hours per
week for ten months, which is brief
for ethnographic research.

Conclusions
Successful recovery or rehabilitation
is often linked to obtaining gainful
employment, housing, and psychi-
atric stability. We argue that the mu-
tual accountability garnered through
stable and authentic relationships
may act as capacity building toward
these broader goals. Enhancing the
capacity to support and relate to oth-
ers may have positive synergistic ef-
fects. Although social support that
merely moves in one direction (men-
tal health care consumers receiving
support) likely benefits mental health
care consumers, service models that
can occasion reciprocal relationships
that promote enhanced accountabili-
ty may indeed prove therapeutic be-
yond treatment as usual.
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�� Treatment patterns of children with ADHD: what
happens after a diagnosis?

�� Medications for ADHD in a large Medicaid sample:
trends in use and spending, 1996–2005

�� Prescribing for veterans with PTSD: concordant
with guideline recommendations?

�� From a focus on adherence to self-determination:
an evolving treatment paradigm
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