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Mental health services have not
resulted in broad-based inclusion
of people with psychiatric disabil-
ities. Rather, many maintain their
community lives only through the
support of formal mental health
services, which is financially un-
sustainable given current fiscal
realities. Fundamental assump-
tions about sources of support for
everyday life need to be re-
assessed. The economic and so-
cial development of the mental
health recovery community pro-
vides an alternative approach to
helping people maintain success-
ful community lives and shifts
some of the supports from mental
health providers to business in-
frastructure within the mental
health recovery identity commu-
nity. Some projects that have uti-
lized this approach, such as busi-
ness incubators and work integra-
tion social enterprises, are de-
scribed, and community develop-
ment that builds on concepts of
recovery is discussed. (Psychiatric
Services 63:458–460, 2012; doi:
10.1176/appi.ps.201100367)

Inclusion, integration, normaliza-
tion, and related concepts that re-

fer to the full participation of people
with severe mental illnesses all re-
quire some level of active assent on

An alternative: 
community development
In the past, community in the United
States was idealized as one large soci-
ety in which all racial, ethnic, nation-
ality, religious, and ability groups con-
tributed their uniqueness, but every-
one was assimilated into the broad so-
ciety, as in a “melting pot.” This was
never the case. Many minority groups
maintain their own identities, com-
munities, and institutions, while also
participating in the broad community
and its institutions. These minority
communities are “identity communi-
ties,” and because people have multi-
ple identities (3,4) they may partici-
pate in more than one identity com-
munity. Some identity communities
are geographic, such as “Chinatown,”
while others, such as the deaf com-
munity, are not.

Today, community is more often
described as a “patchwork quilt” or a
“mosaic” than a melting pot. Most
contemporary mental health inter-
ventions are designed on the basis of
the older melting pot model of assim-
ilative inclusion. A patchwork quilt
model would focus on building social,
civic, and economic capacity and in-
frastructure within the identity com-
munity of people with severe mental
illnesses. In this approach, as in other
identity communities, individuals
could choose assimilative inclusion in
the broad community, or an active life
within the identity community, or
they could move back and forth be-
tween the identity community and
the broad community (5). These op-
tions, available only when identity
communities are developed, create
more ways for individuals to lead suc-
cessful community lives.
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the part of the broader community.
Yet the broad community has dem-
onstrated little willingness to active-
ly welcome and support them on any
but an individual scale. Efforts to al-
ter this status quo include legislation
that mandates inclusion, such as the
Americans With Disabilities Act; an-
tistigma campaigns; services that
support community activities, such
as supported employment, housing,
and education; and programs that
support the physical presence of
people in the community, such as as-
sertive community treatment. These
efforts have had modest success
when compared with the goal of full
inclusion (1).

Social inclusion is a two-way street
and requires those who are excluded
to want full participation in the
broader community. People who are
excluded want the opportunity for
full inclusion, which some will
choose and others will not. Forced
inclusion is not what excluded popu-
lations desire. The privilege of the so-
cially and economically excluded is
the choice to take advantage of inclu-
sion opportunities or other options
available to them (2). This leaves
planners, providers, and users of
mental health services with the task
of creating alternative ways to live
full community lives. One such op-
tion is to regard people in recovery
from the multiple impacts of mental
illnesses as their own community and
to develop that community’s social,
civil, cultural, and economic poten-
tial. This commentary describes
some efforts to develop that option
through building businesses owned
and operated by people in recovery
and their organizations.
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The recovery perspective in mental
health has led many service users to
think of themselves collectively, and
consumer-run organizations have in-
creased and diversified as a result.
Many consumer-run organizations
have changed from principally offer-
ing advocacy and mutual support to of-
fering peer-provided mental health
services. The next step for the recov-
ery identity community is to move be-
yond reactively organizing to change
mental health services and to focus on
daily life. This can be achieved from a
community development perspective
rather than a services delivery per-
spective. It requires acquiring skill sets
that are focused on the business, lead-
ership, civic, and community-organiz-
ing skills needed to develop and main-
tain functioning communities. It also
requires mental health staff to gain
these community development skills.

A community development ap-
proach has economic and inclusion
advantages. Currently, mental health
services are confounded with every-
day life. Support for the everyday
community lives of many service
users comes from paid mental health
staff. Ongoing public funding is thus
required to help people maintain
their everyday lives. Given current
economic realities, this approach is
economically unsustainable. In a
functioning identity community, the
foundation of support comes from
the identity community’s institutions
and activities and the social relation-
ships that develop, with funded men-
tal health services occupying the
same critical but more limited role
that other health services occupy in
people’s lives. Although some public
funding may be needed to support
the creation of community develop-
ment projects, once created such
projects can be largely self-support-
ing, making community development
economically sustainable.

In addition, community develop-
ment has an economic multiplier ef-
fect. Identity community–owned
stores, restaurants, housing, and en-
tertainment venues employ identity
community members. When commu-
nity members patronize those busi-
nesses, the money they spend pays
the salaries of the employees, who
also are customers of the same busi-

nesses. This is money that communi-
ty members currently spend in busi-
nesses outside the identity communi-
ty, losing this multiplier benefit.

What would a mental health 
identity community look like?
Recognizing the potential for interde-
pendence among people with psychi-
atric disabilities has been discouraged
in the mental health field (6). Inde-
pendence, integration, and reliance
on normal community supports con-
stitute an article of faith among men-
tal health service planners. Many
providers may be concerned that en-
couraging development of an identity
community will increase stigma, dis-
crimination, and social exclusion. Ex-
perience and research indicate other-
wise. Identity has been shown to
buffer the effects of discrimination
and stigma (7,8). In addition, social
inclusion is rarely achieved directly
but more often through fully devel-
oped identity communities (9).

Financial sustainability also plays a
role. Publically funded, individually
focused services are expensive when
they are the foundation of the support
system for people with psychiatric dis-
abilities. On the other hand, commu-
nities create collective supports, which
redound to individuals and reduce the
need to rely on individual supports. In
that way, the collective supports of
communities are more economically
sustainable, especially when they are
integrated into the infrastructure of
the community, such as in business
and civil society institutions. Business-
es are a foundation for successful iden-
tity communities. They build commu-
nity infrastructure, provide jobs, con-
tribute to the multiplier effect, devel-
op leadership capacity, and promote
skill building. Several projects have ex-
plored business development among
entrepreneurs within the mental
health recovery community.

Business incubators
Business incubators are formal organi-
zations that assist entrepreneurs by
providing one stop for business educa-
tion, supports, access to capital, and
space to initiate small businesses.
Originally developed to assist people
out of work to create their own self-
employment, business incubators have

also been used to assist minority, immi-
grant, women, and other entrepre-
neurs who are underrepresented
among small business owners. Busi-
ness incubators for entrepreneurs in
recovery were developed in New York
City and Madison, Wisconsin, in the
early 2000s (10,11). Currently, the Bur-
ton Blatt Institute at Syracuse Univer-
sity and the Rise Asset Development
program operated by Toronto’s Center
for Addiction and Mental Health
(CAMH) (riseassetdevelopment.com)
and the University of Toronto’s Rot-
man School of Management operate
self-employment development pro-
grams that include entrepreneurs with
psychiatric disabilities (12).

Social enterprises
At the collective level, the Italian social
cooperatives developed in the after-
math of the country’s deinstitutional-
ization policy have demonstrated the
effectiveness of that collective ap-
proach to business development
(13,14). CAMH in Toronto and other
mental health authorities have also ac-
tively helped consumer-run organiza-
tions to begin small businesses (15). In
addition, for many years mental health
programs have operated small busi-
nesses to employ service users as alter-
natives to sheltered workshops and
supported employment. These were
formerly called affirmative businesses
and social firms (13,14), but currently
they are referred to as work integra-
tion social enterprises, or WISEs.
These various approaches to business
development in the mental health
identity community demonstrate that
businesses can be successfully operat-
ed by people with psychiatric disabili-
ties and by consumer-run organiza-
tions and mental health programs. To-
gether, these approaches suggest ways
to shift some of the supports from
mental health providers to business in-
frastructure within the mental health
recovery identity community (16).

Of course, communities are more
than businesses. Businesses are fun-
damental to the life of the communi-
ty, however. For example, artists, mu-
sicians, comedians, and actors in the
recovery community often have diffi-
culty finding venues to display and
perform their work. As a result, men-
tal health providers often discourage
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these artists and performers from
thinking of their talent as anything
but a hobby. However, the coffee
shops and restaurants that function as
WISEs today, and the many more
that would be created as identity
community businesses, provide po-
tential display and performance space
for these artists and performers. Fur-
ther, a regional or national association
of these coffee shops and restaurants
could provide a way for these artists
and performers to get their work out
more broadly. This is just one exam-
ple of how a community development
approach creates opportunities for
successful community life that does
not depend on the often withheld as-
sent of the broader community.

Mental health credit unions
Many people with psychiatric disabili-
ties are “unbanked” because commer-
cial banks charge fees for depositors
with low balances, further depleting
any savings. This relegates those af-
fected to rely on informal economic
relationships and exploitive business-
es, such as check-cashing stores. With-
out savings accounts, they cannot
build assets and credit histories and
may not achieve financial competency.
This same situation often affects im-
migrant communities. Historically
many immigrant communities have
created community banks and loan so-
cieties to increase individual participa-
tion in the formal economy and to
build community assets. The collec-
tive small deposits of many create a
larger amount that can be leveraged to
build community infrastructure. For
example, community entrepreneurs
who may not qualify for traditional
business loans may meet the loan re-
quirements of a community bank. The
same benefits can accrue to the recov-
ery identity community. In addition to
offering personal benefits, such as the
opportunity to build assets and credit
histories, and community benefits,
such as by providing capital for busi-
nesses, a community institution such
as a bank or credit union can provide
financial education to its members
and provide amenities, such as repre-
sentative payee services for Social Se-
curity benefits and trustee services.
Mental health consumer–run organi-
zations in New York and New Jersey

are developing credit unions that offer
these advantages.

Conclusions
A community development ap-
proach adopts a set of assumptions
very different from those of tradi-
tional mental health services. It is
collectively rather than individually
based. It separates the supports
needed for daily life from those
needed to stabilize mental health
conditions. It bases supports on the
identity community of people in re-
covery rather than on mental health
professionals or the broad communi-
ty. It constructs a supportive com-
munity through business and civic
infrastructure, often creating a mul-
tiplier effect that cycles money
through the identity community and
builds individual and community as-
sets. It expands capacity-building
skills and knowledge within the re-
covery community, and infrastruc-
ture is created through use of com-
munity development resources, thus
preserving the limited public fund-
ing for mental health treatment and
rehabilitation services, including
services that are peer provided.

Financial constraints have often
forced a reassessment of mental
health services. It is important for all
stakeholders to be proactive and look
for ways to make supports and serv-
ices financially more sustainable,
given limited public resources. Ser-
vice design often gets trapped in
path-dependent ways: modifications
to existing services are made but fun-
damental assumptions are pre-
served. This commentary suggests a
different set of assumptions and pro-
vides some examples of how sup-
ports and services that are based on
these assumptions might look. This
approach is more financially sustain-
able. It opens doors for service users
to live in a community with various
ways of being successful and permits
social and economic inclusion to be-
come a reality.
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