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Research on personal experi-
ence with severe mental ill-
ness has received increasing

emphasis in recent years. Concepts
such as quality of life and self-esteem
have been explored with growing reg-
ularity in qualitative research (1) and
have been included as outcomes in
quantitative research (2) as a way of
understanding correlates of mental
illness and factors that affect the effi-

cacy of treatment. Most recently, the
concept of recovery has become es-
pecially prominent (3).

As used in the literature, the term
“recovery” has two meanings. The
first, as in conventional usage, relates
to an objective outcome, a point at
which there is a lack of evidence of ill-
ness. The second, more recent,
meaning relates to a subjective atti-
tude or orientation asserting that re-

gardless of their state of illness or
health, people can have hope, feel ca-
pable of expanding their personal
abilities, and make their own choices.
The first definition of “recovery,” as
an outcome, is straightforward, al-
though somewhat variable—for ex-
ample, the absence of or significant
decrease in symptoms and full voca-
tional or social functioning—and has
been demonstrated in several large
studies (4–7). However, few empirical
studies have been conducted of the
second, broader definition of recov-
ery as an attitude or life orientation.

In a recent literature review,
Liberman and colleagues (8) identi-
fied several factors that have been
hypothesized as being associated
with a recovery orientation, includ-
ing family support, treatment com-
pliance, a strong working alliance
with a treater, and access to compre-
hensive services. However, the rela-
tionship of client characteristics,
clinical status, and service use to a
recovery orientation has not been
empirically explored.

The study reported here was an ini-
tial effort to develop an empirically
based model of factors associated
with a recovery orientation by using
an exploratory approach. We used
multiple regression analysis to exam-
ine the associations of client sociode-
mographic characteristics, clinical
status, and service use with a previ-
ously derived multidimensional
measure of recovery orientation (9).

Methods
Participants
The data for the study were derived
from two sources: the original Schizo-
phrenia Patient Outcomes Research
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tually reinforcing. (Psychiatric Services 55:540–547, 2004)



Team (PORT) study, which examined
usual care in a random sample of per-
sons with schizophrenia in Ohio and
Georgia (10), and a Department of
Veterans Affairs (VA) PORT exten-
sion, which followed a parallel sam-
pling strategy to provide an expanded
VA-specific comparison group to the
original study (11), for a total sample
of 1,076 (10,11).

Client interviews were conducted
from December 1994 through March
1996. All participants were aged 18
years or older, were legally compe-
tent, spoke English, had a working
clinical diagnosis of schizophrenia,
and provided written informed con-
sent as approved by the applicable in-
stitutional review boards. A total of
825 persons were included in the
analyses: 577 (70 percent) from the
original PORT study and 248 (30 per-
cent) from the VA extension; 251 par-
ticipants were excluded from the
analyses because of missing data on
one of the main dependent variables.
As can be seen from Table 1, several
significant differences were found
between the participants for whom
data were missing and the other par-
ticipants. The participants with com-
plete data were more likely to be
male, to have current drug problems,
to be younger, to have more educa-
tion, and to be receiving VA services.
The two groups also differed in hous-
ing status and income.

Sociodemographic 
and clinical measures
Information about demographic
characteristics (age, gender, ethnicity,
education, income, and employment
status), history of mental health treat-
ment, and housing instability (num-
ber of times the participant had
moved in the previous year) were
self-reported through interview. 

Symptoms of mental illness were
measured with a shortened version
(30 items) of the Symptom Checklist
90 (12). Two subscales—depression
and psychotic symptoms—were cre-
ated by averaging the appropriate
items; thus subscale scores ranged
from 1, not at all, to 5, extremely. In-
ternal consistency (Cronbach’s alpha)
was good at .90 for the depression
subscale and .86 for the psychotic
symptoms subscale.

We used the four-item CAGE (13)
as well as an analogue to the CAGE
as dichotomous measures of current
alcohol and drug problems. Each
CAGE item is rated as absent or
present; thus scores for each scale
range from a low of zero to a high of
4. We used the standard cutoff of 2 to
indicate the presence of current
problems (14).

Several questions assessed partici-
pants’ perceptions of side effects of
psychotropic medications and were
averaged to create a total score rang-
ing from 1 to 3. Cronbach’s alpha for
this scale was .72.

We also included questions about
the use of various mental health, le-
gal, and rehabilitation services in the
year before the assessment.

The recovery orientation domains
that served as dependent variables in
our analyses are based on a previous-
ly derived empirical conceptualiza-
tion of recovery orientation (9). To
create this measure, we first selected
items from the PORT client survey
that met two criteria. First, the item
reflected a theme that is prominent-
ly used in the existing recovery liter-
ature (3,15,16). Second, the item
was a self-reported measure of a per-
sonal attitude or disposition. We

then randomly divided the PORT
participants into two separate and
distinct samples. We conducted a se-
ries of principal-components and
confirmatory-factor analyses, using
the first sample for hypothesis gen-
eration and the second for model
confirmation, and ultimately derived
a four-factor model.

The fit indexes were good in both
samples: sample 2 yielded a compara-
tive fit index of .92, and a root mean
square residual of .054; the confirma-
tory analyses repeated on the first
data set yielded a comparative fit in-
dex of .94 and a root mean square
residual of .066 (9). The four dimen-
sions of recovery orientation identi-
fied through this procedure were life
satisfaction, hope and optimism, per-
ceived knowledge about mental ill-
ness and services, and empowerment.
The individual items from each do-
main and their means are listed in
Table 2. Details of these analyses are
presented elsewhere (9).

We created recovery orientation do-
main scores by converting item scores
to Z scores and averaging the Z scores
within each domain. Thus the do-
mains all had a mean of 0 and a stan-
dard deviation of 1. Intercorrelations
between the domains were small (r
values ranging from .10 to .37) but sig-
nificant (p<.01), which suggests that
these dimensions are approximately
orthogonal. Internal consistency was
good, with a Cronbach’s alpha of .92
for life satisfaction, .75 for hope and
optimism, .86 for knowledge, and .90
for empowerment.

Data analysis
First, data for participants with no
missing values for any of the depend-
ent variables (recovery orientation di-
mensions) were selected for analysis
(N=825). The number of missing val-
ues for the independent variables was
then calculated. For the 14 variables
for which fewer than 10 percent of
the values were missing, each missing
data point was replaced with a value
imputed by linear regression (17).
For the one variable for which more
than 10 percent of the values were
missing (total income in the past
month), we created three dummy
variables to represent medium in-
come ($301 to $900), high income
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(more than $900), and missing in-
come data, using the low-income
group (up to $300) as the reference
group. Multiple regression analysis
was used to explore the relationship

between the recovery orientation do-
mains and background characteris-
tics, psychiatric service use, psychi-
atric symptoms, and use of other
(nonpsychiatric) services.

Results
Four separate multiple regression
analyses were conducted to identify
associations between the four recov-
ery orientation dimensions and
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Background and mental health characteristics of a sample of 1,076 persons with schizophrenia from the Schizophrenia Pa-
tient Outcomes Research Team (PORT) survey and a subsample of 825 assessed in a study of recovery orientation

Subsample Excluded because of 
assessed (N=825) missing data (N=251)

Test
Variable N % N % statistic df p

Gender (N=1,075) χ2=7.6 1 .006
Male 591 71.6 201 80.4
Female 234 28.4 49 19.6

Ethnicity (N=1,070) χ2=5.65 2 ns
White 461 56.1 160 64.5
Black 324 39.4 78 31.5
Other 37 4.5 10 4.0

Marital status (N=1,072) χ2=1.76 2 ns
Currently married 153 18.6 43 17.3
Previously married 270 32.8 93 37.4
Never married 400 48.6 113 45.4

Housing status χ2=23.6 3 <.001
Independent housing 445 53.9 130 51.8
Living with family or friends 197 23.9 36 14.3
Supervised in the community 149 18.1 60 23.9
Institution or other 34 4.1 25 10.0

Income from all sources in the past month χ2=10.2 3 .02
0 to $300 119 14.4 47 18.7
$301 to $900 414 50.2 111 44.2
More than $900 234 28.4 63 25.1
Data missing 58 7.0 30 12.0

Working for pay χ2=1.1 1 ns
No 694 84.1 218 86.9
Yes 131 15.9 33 13.2

Attended any drug or alcohol treatment in the past 
year, including Narcotics Anonymous or Alcoholics 
Anonymous (N=1,074) χ2=.42 1 ns

No 671 81.3 207 83.1
Yes 154 18.7 42 16.9

Current alcohol problems as determined by the CAGE χ2=2.38 1 ns
No 731 88.6 231 92.0
Yes 94 11.4 20 8.0

Current drug problems as determined by the CAGE χ2=4.62 1 .03
No 718 87.0 231 92.0
Yes 107 13.0 20 8.0

Admitted to the hospital for emotional problems in 
the past year (N=1,017) χ2=1.2 1 ns

No 359 45.6 95 41.5
Yes 429 54.4 134 58.5

Receiving mental health services from the VA χ2=11.6 1 <.001
No 466 56.5 111 44.2
Yes 359 43.5 140 55.8

Age (mean±SD years) (N=1,075) 44.6±12 48.9±14.2 t=4.37 364 <.001
Mean±SD number of years of school 11.8±2.4 11.1±2.4 t=3.02 1,074 .003
Mean±SD number of times moved in the past 

year (N=1,060) .6±1.1 .7±1.5 t=1.6 329 ns
Side effects of medications (mean±SD score)a 1.7±.4 1.7±.4 t=–.5 1,074 ns
Depression subscale of the Symptom Checklist

(mean±SD score)b (N=1,075) 2.2±.9 2.1±1 t=.6 1,073 ns
Psychoticism subscale of the Symptom Checklist

(mean±SD score)b (N=1,075) 2±.9 2±.9 t=0 1,073 ns

a Possible scores range from 1 to 3, with higher scores indicating more severe side effects.
b Possible scores range from 1 to 5, with higher scores indicating more severe symptoms.
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Mean scores on measures of recovery orientation in a sample of 825 patients with schizophrenia

Item Mean SD

Beliefs about current mental health, on a scale of 1 to 5
In general, at the present time, would you say your mental or emotional health is . . . 3.04 1.10
Compared with 12 months ago, would you say your mental or emotional health is . . . 2.21 1.03
Compared with five years ago, would you say your mental or emotional health is . . . 2.07 1.17

Optimism, on a scale of 1 to 5
Thinking ahead to 12 months from now, do you expect your mental or emotional health to be . . . 2.14 .96
Thinking about five years from now, do you expect your mental or emotional health to be . . . 2.01 1.01

Satisfaction with family; on a scale of 1 to 7, how do you feel about:
your family in general? 5.11 1.52
how often you have contact with your family? 4.81 1.62
the way you and your family act toward each other? 4.78 1.66
the way things are in general between you and your family? 4.82 1.57

Satisfaction with social network; on a scale of 1 to 7, how do you feel about:
the things you do with other people? 4.91 1.44
the amount of time you spend with other people? 4.72 1.53
the people you see socially? 4.88 1.48
how you get along with other people in general? 5.07 1.45
the chance you have to know people with whom you really feel comfortable? 4.86 1.55

Satisfaction with living arrangements; on a scale of 1 to 7, how do you feel about:
the living arrangements where you live? 5.10 1.57
the rules there? 5.20 1.52
the privacy you have there? 5.17 1.65
the amount of freedom you have? 5.56 1.49
staying on where you currently live for a long period of time? 4.79 1.85

Satisfaction with community; on a scale of 1 to 7, how do you feel about:
the people who live in the houses or apartments near yours? 4.99 1.51
people who live in this community? 5.00 1.48
the outdoor space there is for you to use outside your home? 5.23 1.52
the particular neighborhood as a place to live? 5.00 1.61
this community as a place to live? 5.07 1.61

Satisfaction with safety; on a scale of 1 to 7, how do you feel about:
your personal safety? 4.91 1.49
how safe you are on the streets in your neighborhood? 4.73 1.56
how safe you are where you live? 5.14 1.43
the protection you have against being robbed or attacked? 4.76 1.56
your chance of finding a police officer if you need one? 4.66 1.67

Knowledge about mental health and mental health services; on a scale of 1 to 4, how much 
do you know about:

schizophrenia, including symptoms and illness management? 2.56 1.05
providers of mental health care in your area? 2.42 1.03
the best and worst providers of care in your area? 2.07 1.03
emergency and crisis services in your area? 2.29 1.09
social and recreational activities in your area for people with mental illness? 1.92 1.04
support groups or meetings where you can talk with other people with mental illness? 1.91 1.03
organizations in your area for family members of people with mental illness? 1.64 0.91

Knowledge about procedural assistance; on a scale of 1 to 4, how much do you know about:
how to find help with housing? 2.04 1.06
how to find help with employment or job training? 2.12 1.07
how to find help with applying for benefits like SSDI or Medicaid? 2.23 1.08

Empowerment—self agency, on a scale of 1 to 4
How much do your opinions and ideas count in which services you get? 1.97 0.96
How much responsibility do you feel you have for the services you get? 1.88 0.88
How much input do you have into your rehabilitation plan and personal goals? 1.95 0.92
How much do these services help you learn to make your own decisions about your life? 1.96 0.93
How much do you rely on these services to help you through difficult times? 1.77 0.90

Empowerment—mental health services, on a scale of 1 to 4
Do the people at these services care about you? 1.73 .84
How much do you have the feeling of being cared about at these services? 1.76 .85
How much does your overall service plan fit what you want? 2.03 .88
How much do you feel your therapists or counselors really know what you need? 1.94 .88
How much do these services give you a sense of competence, that you have skills you can use? 2.03 .95
How much do you think people providing these services want to see you get better? 1.52 .78



client background, health status, and
service use measures. The results are
presented in Table 3. In all four re-
gression models, the strongest rela-
tionship was observed between re-
covery orientation and lower severity
of depressive symptoms, and these
associations were highly significant.
Medication side effects were nega-
tively and significantly associated with
three of the four dimensions. Receipt

of family psychoeducation was also
strongly and positively associated
with three dimensions.

General life satisfaction was signifi-
cantly associated with less housing in-
stability, fewer side effects of medica-
tions, lower severity of psychotic
symptoms, attendance at a day hospi-
tal, absence of reported help with
housing issues, and nonblack race or
ethnicity.

Hope was significantly and posi-
tively associated with younger age,
housing instability, absence of receipt
of crisis intervention services, fewer
side effects of medications, receipt of
family psychoeducation, and female
gender.

Knowledge was significantly associ-
ated with younger age, medium or
high income, attendance at a day hos-
pital, presence of a social worker or a
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Correlates of the four recovery domains in a sample of 825 patients with schizophrenia

Satisfaction with life Hope Knowledge Empowerment

Variable Beta t† p Beta t† p Beta t† p Beta t† p

Background characteristics
Age .03 .84 ns –.13 –3.49 <.001 –.09 –2.35 .02 .07 1.83 ns
Sex, female .04 1 ns .15 4.04 <.001 –.04 –.98 ns .07 1.81 ns
Race or ethnicity

Black –.13 –3.96 <.001 –.03 –.92 ns –.11 –3.17 .002 –.01 –.33 ns
Hispanic –.02 –.75 ns .02 .48 ns .02 .6 ns –.04 –1.19 ns

Highest grade completed
in school –.02 –.62 ns –.06 –1.79 ns .04 1.27 ns –.05 –1.49 ns

Income in the past month
$301 to $900 –.02 –.34 ns .02 .43 ns .11 2.46 .01 .1 2.08 .04
More than $901 .03 .86 ns –.01 –.16 ns .1 2.2 .03 .08 1.59 ns
Missing –.08 –2.51 .01 –.03 –.82 ns .01 .41 ns –.06 –1.8 ns
Currently working for pay –.01 –.35 ns .06 1.77 ns .03 1 ns .09 2.62 .009

Number of moves in the past
year –.09 –2.67 .008 .07 2.03 .04 –.05 –1.37 ns –.03 –.77 ns

Psychiatric services
Receives VA mental health

care .08 1.87 ns –.06 –1.36 ns –.09 –2.17 .03 –.01 –.21 ns
Psychiatric hospitalization in

the past year –.02 –.53 ns .02 .64 ns –.04 –1.07 ns –.05 –1.39 ns
Attended a day hospital in

the past year .07 2.06 .04 .05 1.34 ns .13 3.94 <.001 .02 .64 ns
Saw a psychiatrist in the past

year –.05 –1.55 ns .03 .86 ns 0 .04 ns .05 1.3 ns
Has a social worker or case

manager .01 .2 ns .03 .91 ns .11 2.9 .004 .07 1.84 ns
Has a therapist .02 .72 ns .02 .53 ns .09 2.68 .008 .04 1.25 ns
Received crisis intervention

services in the past year –.01 –.38 ns –.07 –2.04 .04 .09 2.58 .01 .05 1.43 ns
Patient’s family received

psychoeducation in the past
year .06 1.71 ns .07 2.06 .04 .16 4.61 <.001 .15 4.19 <.001

Symptoms
Psychotic symptomsa –.14 –2.57 .01 –.04 –.73 ns .02 .3 ns .01 .26 ns
Depressive symptomsa –.22 –4.29 <.001 –.26 –4.82 <.001 –.14 –2.5 .01 –.2 –3.54 <.001
Current alcohol problemsb –.03 –.82 ns –.07 –2.06 .04 –.01 –.43 ns –.02 –.65 ns
Current drug problemsb 0 .02 ns .01 .36 ns –.01 –.39 ns –.02 –.47 ns
Side effects of medication –.09 –2.58 .01 –.09 –2.45 .01 .03 –.82 ns –.13 –3.42 <.001

Other services
Received help with a legal

problem from a lawyer .01 .22 ns .03 –.93 ns .07 2.1 .04 .04 1.14 ns
Attended 12-step meetings –.03 –.81 ns .02 .52 ns .06 1.59 ns .05 1.23 ns
Received help with food

stamps or benefits 0 .07 ns .05 1.45 ns .05 1.38 ns –.01 –.21 ns
Received help with housing –.05 –1.49 ns –.04 –1.16 ns .01 .23 ns –.05 –1.34 ns

a As assessed with the 90-item Symptom Checklist
b As assessed with the CAGE
† df=1



case manager, visits to a therapist, re-
ceipt of crisis intervention services,
receipt of help from a lawyer, and
nonblack race or ethnicity.

Empowerment was associated with
current paid employment, income of
$301 to $900 in the previous month,
fewer side effects of medications, and
receipt of family psychoeducation.

Receipt of mental health services
from the VA was significantly and
negatively associated with only one
measure: knowledge of mental illness
and services.

Discussion
These results serve as an initial mod-
el of factors associated with a recov-
ery orientation and as a starting point
for generation of further hypotheses.
Each of the four domains was associ-
ated with a somewhat different con-
stellation of client, clinical, and serv-
ice use factors, which reinforces the
complexity of recovery orientation.

Perhaps the most important finding
of this study was that severity of
symptoms, especially depressive
symptoms, was strongly and negative-
ly related to all four components of
recovery orientation. The literature
on the psychopathology of schizo-
phrenia suggests that there is an
“open linked” system of domains—
that is, that symptoms are independ-
ent from functional domains (7,18).
Similarly, some proponents of the re-
covery movement have emphasized
that recovery can occur despite the
presence of psychiatric symptoms.
For example, Jacobson and Greenley
(15) asserted that “the recovery mod-
el questions some of the assumptions
of the biomedical model, and, in so
doing, challenges its hegemony,” in
particular, the emphasis on disease
states and symptoms. Our findings in-
stead suggest that the severity of psy-
chiatric symptoms, which is most
commonly associated with a biomed-
ical perspective of mental illness, may
be significantly and negatively related
to recovery orientation.

Another factor that was negatively
and significantly associated with sev-
eral of the recovery domains was side
effects of medications. Side effects of
psychotropic medications are often
extremely uncomfortable and, as
such, have been implicated in non-

compliance and thus poorer treat-
ment outcomes (19). Consistent with
our findings, Ritsner and colleagues
(20) found that side effects of antipsy-
chotic medications were inversely as-
sociated with quality of life. These
findings suggest that aggressive treat-
ment of both symptoms and side ef-
fects is important in the promotion of
a recovery orientation.

Although our results should not at
all diminish the importance of con-
sumer-oriented rehabilitative services
that promote the goals of the recovery
movement, they do suggest that the
process of recovery for persons with
mental illness may be more challeng-
ing for persons who have more severe

symptoms, especially those with
symptoms of depression, and that fa-
cilitating remission of symptoms may
be an important aspect of fostering a
recovery orientation that should not
be neglected. Approaches that mini-
mize the importance of the symptoms
of severe mental illness in the recov-
ery process may be unjustified and
counterproductive (21).

Mead and Copeland (22) described
a consumer vision of a treatment sys-
tem that integrates biomedical and
recovery models rather than placing

them in opposition. Although they
depicted a “recovery-based environ-
ment” in which consumers have the
right to request or refuse various psy-
chopharmacologic interventions, they
agree that treatment of psychiatric
symptoms is an important element of
recovery. The data presented here are
consistent with their perspective.

The final factor associated with sev-
eral recovery domains in our study
was provision of education about
mental illness to patients’ family
members. Although the mechanism
for this relationship is unclear, there
is strong evidence for the efficacy of
family psychoeducation, which has
consistently been shown to improve
outcomes for both consumers and
caregivers (23).

Life satisfaction
Our first dimension (life satisfaction)
was strongly and negatively associated
with the severity of depressive symp-
toms. One of the most robust findings
reported in the literature on life satis-
faction is the inverse relationship be-
tween subjective well-being and neg-
ative moods (24) and depressive
symptoms (25), a relationship that is
somewhat tautological.

Life satisfaction was also signifi-
cantly and negatively associated with
the severity of psychotic symptoms, a
finding that has been reported by oth-
er researchers (26). The relationship
between symptoms and quality of life
has been observed to be much
stronger than that between quality of
life and other psychosocial variables,
such as social functioning (27).

Hope and optimism
The recovery literature places great
value on hope for persons with severe
mental illness. Hopelessness has been
associated with increased risk of sui-
cide (28), poorer outcomes of voca-
tional rehabilitation (29), and de-
creased global quality of life (30). Con-
sistent with our findings, at least two
other studies did not show a significant
relationship between hope and severi-
ty of psychotic symptoms (30,31).

Knowledge about mental 
illness and services
The third recovery dimension (know-
ledge of mental illness and services)
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was significantly and positively associ-
ated with receipt of multiple types of
conventional services, including tra-
ditional mental health services (crisis
intervention services, visits to a thera-
pist, and attendance at a day hospital)
as well as procedural assistance with
problems in living (receipt of legal
services and having a social worker or
a case manager). Thus persons who
received traditional mental health
services also believed that they were
knowledgeable about mental illness
and about the services available to
them.

Poorer knowledge about mental
health services was also related to be-
ing black. This finding is consistent
with the results of other studies that
have suggested that African Ameri-
cans are more likely to seek treatment
through general medical services
than through mental health services
(32) and reinforces the importance of
providing culturally sensitive services
to persons with schizophrenia (33).

Empowerment
Empowerment is perhaps the newest
recovery concept to appear in the lit-
erature, and few quantitative studies
of its correlates have been conducted.
Empowerment was associated with
five factors, including participation in
paid employment. Previous studies
have demonstrated relationships be-
tween employment and positive sub-
jective experience. For example, both
Mueser and colleagues (34) and Bond
and colleagues (35) reported an asso-
ciation between competitive employ-
ment and higher self-esteem, a con-
cept somewhat similar to empower-
ment. However, we know of no previ-
ous studies that directly tested this re-
lationship.

Interestingly, none of the measures
of alcohol abuse, drug abuse, or ad-
dictions treatment in our study were
related to any of the recovery meas-
ures. Many studies have shown signif-
icant relationships between substance
abuse and negative outcomes for per-
sons with severe mental illness
(36,37). However, the instrument we
used (the CAGE) is a screening in-
strument, which although adequate
in identifying the presence or ab-
sence of current addiction problems,
was not designed to measure the

severity of these problems (13). A
more comprehensive instrument
might be more sensitive in detecting
relationships between alcohol and
drug use and a recovery orientation.

Limitations
Because our data were cross-section-
al, we could not unambiguously de-
termine the causal direction of the re-
lationships observed between the
client, clinical, and service use factors
we studied and our conceptualization
of recovery orientation. It is unclear
whether enhancements in domains
such as housing status, service use,
and employment will foster a recov-
ery orientation or whether greater
feelings of recovery in turn help pa-
tients to improve these external as-
pects of their lives. One study that ad-
dressed this question by using struc-
tural equation modeling showed that
changes in objective life circum-
stances precede changes in subjective
well-being (38), a finding that war-
rants further investigation. In addi-
tion, we did not have data on neu-
rocognitive impairment, a variable
that has been suggested to be a medi-
ator between functional status and
subjective experience (31,39).

Future empirical explorations of
recovery orientation are needed to
validate and modify this conceptual-
ization. Because the survey on which
our study was based was not original-
ly designed to be an investigation of
the recovery process, we were limited
in the domains that we could include.
Issues such as spirituality, sense of
identity (8,40), feelings of independ-
ence, involvement in meaningful ac-
tivity (3), and self-advocacy (22) were
not addressed in this study, but it will
be important to include them in fu-
ture studies of recovery orientation.

Conclusions
Recovery orientation is an important
component of personal experience.
The results presented here suggest
that recovery is a complex concept
that has multiple factors and corre-
lates. However, three factors were as-
sociated with several recovery do-
mains, which suggests that reduced
symptoms and side effects of medica-
tion and participation in family psy-
choeducation are especially impor-

tant correlates of recovery orientation
among persons with schizophrenia.
The polarity between biomedical and
recovery models may thus be un-
founded, and biomedical and recov-
ery-oriented treatment may be found
to be mutually reinforcing. ♦
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