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ABSTRACT

NIMBY STRIKES A CLUBHOUSE: A CASE STUDY OF HOW A SETTING
FACILITATED AN EMPOWERING EXPERIENCE

By
Tiffeny Reyleen Jimenez

This study sought to understand the impact of a Not in My Backyard (NIMBY)
response on the personal recovery processes of members of a clubhouse for people with
mental illnesses. Qualitative methods were used to gain an in depth understanding of the
experiences of clubhouse members. The sample included two different types of members:
1) members who were actively involved in the NIMBY response, and 2) members who
were involved routinely in the clubhouse at that time but not actively involved in the
NIMBY response. Inductive content analysis was used to identify themes and patterns
across and within participants’ stories. Results show that members who were actively
involved in the NIMBY response had very personal connections to the clubhouse and
were quite negatively impacted by the initial NIMBY response. NIMBY active members
demonstrated feelings of empowerment in the end. NIMBY active members identified
five contextual elements facilitated by the clubhouse that contributed to their empowering
experiences over time. These elements included: 1) taking action in response to NIMBY,
2) feeling support: knowing they were not alone, 3) keeping informed about NIMBY, 4)
maintaining business as usual, and 5) staying focused on positives. Members who were
not actively involved in the NIMBY response did not have similar experiences as those
who were actively involved. Findings discuss the importance of settings that build

strength, foster understanding, and facilitate leadership for people with mental illness.
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INTRODUCTION

The impact of stigma on people with Severe Mental Illness (SMI) is becoming
increasingly recognized as a pervasive and significant social problem (Corrigan, 2002,
2005; Hinshaw and Cicchetti, 2000; Matorin, 2002; Perlick, Rosenheck, Clarkin, Sirey,
Salahi, Streuning, and Link, 2001; U.S. Department of Health and Human Services,
1999). It has been demonstrated repeatedly over the years that stigmatizing attitudes can
have a damaging effect on the social functioning and recovery of people with SMI
(Corrigan, 1998; Corrigan & Penn, 1999; Fink and Tasman, 1992; Markowitz, 1998;
Ralph and Corrigan, 2005; Struening et al., 1995; Wahl, 1999). The rise of community-
based rehabilitation programs has been based on the expectation that the recovery of
people with SMI would be supported by local communities, yet stigmatizing attitudes
towards psychiatric symptoms within the United States persist (Link, 1987; Phelan and
Link, 1998; Rabkin, 1974; Roman & Floyd, 1981), and in some cases are on the rise
(Phelan, Link, Stueve, & Pescosolio, 2000), leading to various venues of protest and
social discrimination.

Service providers and mental health consumers have increasingly been
acknowledging and emphasizing the importance of consumer empowerment and self
determination in promoting recovery and community integration (Chamberlin, 1978;
Corrigan, 2002; Frese and Davis, 1997; Hinshaw and Cicchetti, 2000). This knowledge
has contributed greatly to an understanding of how best to structure and provide services.
Recovery from mental illness is not only about learning to deal with symptoms of a
disorder, but also entails learning to work with the effects of social and self-stigma

(Corrigan, 2002). In order to combat some of the social issues surrounding having a



mental illness, and sometimes due to certification requirements, mental health services
are moving away from traditional mental health provider sites and branching out into
communities where consumers can work towards full community integration by learning
within social environments (MDCH/MSU, 2000).

In response to negative public attitudes, stigma, discrimination and other barriers
to attaining a satisfying community lifestyle, consumers of mental health services began
creating consumer-driven services to meet their individual needs (Frese & Davis, 1997).
In these settings they can become involved in a number of opportunities such as gaining
vocational assistance, skill building, feeling a sense of belonging, feeling accepted, and
gaining a sense of personal power (Beard, 1982; Murphy, 1998). With the benefits
emphasized by the empowerment of people with SMI (Corrigan, 2002), and the positive
responses provided by consumers of those services (Murphy, 1998), these consumer-
driven services appear to be some of the more beneficial services available today. Yet
even today, these organizations are being protested and discriminated against by local
community members.

A recent trend in the delivery of community mental health services has been the
expansion of sites to more accessible locations in order to be more convenient for
consumers, and to create a more natural experience of rehabilitation (MDCH/MSU,
2000). This involves placing services in more social and residential neighborhoods. There
then becomes a problem between the mental health facility and the neighborhood they’re
moving into when that community endorses the stigma of mental illness (Corrigan,

2002). When a mental health facility is placed in their ideal location, the community may



respond with resistance. This resistance is often called the “Not In My Backyard
(NIMBY) Syndrome” (Dear, 1992; Gilman, 1985).

The NIMBY syndrome is steeped in varying stages of prejudice and
discrimination. Much of the literature on NIMBY and social services has focused on the
affects of NIMBY on the organization or public agency involved. The literature reports
that some facilities have been closed due to the withdrawal of tax dollars, and that
organizations can experience various ramifications due to lawsuits against facilities
(Dear, 1976; Dear, 1986; Dear, 1992; Enos, 1991). These organizational problems lead to
a lack of available services for consumers, which means they may be inconvenienced in
order to reach services or even completely out of options for needed services. For these
reasons, cases of NIMBY concerning human service facilities can have detrimental
effects on client well-being (Dear, 1992). An aspect of client well-being that has not been
addressed by the literature on NIMBY and human services is the affect that NIMBY can
have on the individuals who are members of organizations that are consumer-run.

The recent shifts in the ideological focus of human services have gone from
professionals serving clients to consumers serving themselves in organizations
considered consumer-run services (Frese and Davis, 1997). Human services fall
somewhere on a continuum between these two extremes and clubhouses are considered to
be consumer-driven because of the critical role that staff play in their services. The
purpose of this type of an organization is that members come to feel a sense of
empowerment. Members of these organizations experience a special type of relationship
with the organization. They ideally feel a sense of ownership in the organization, and a

sense of power over the services available to them. In a consumer-driven organization,



members help design the services their facility makes available to them and others
depending on their personal needs for recovery. This synthesis between consumer needs
and organizational services is creating a more personal and empowering environment for
consumers. There is a possibility, however, that a NIMBY response' from a community
could be impacting members more personally when those organizations are attacked;
possibly creating a more intense negative or positive impact on a person’s process of
recovery if and when stigma and discrimination strikes. The extent to which members are
actively involved in a NIMBY case’ could also play a role on the impact of NIMBY on
their recovery.

Over the last 30 years we have come to recognize the NIMBY syndrome with
regard to people with SMI (Dear, 1992), and although we know that there are a few
studies in the literature that has qualitatively examined community responses of NIMBY
on human services designed for people with SMI, they have chosen to focus on
community attitudes (Robert Wood Johnson Foundation, 1990; Solomon and Davis,
1984; Piat, 2000). Currently, there is no literature that seeks to understand the effects of
the NIMBY phenomenon on the recovery of organizational members experiencing these
discriminatory responses.

In order to fully understand the impact of NIMBY on members of consumer-run
organizations it is important to then look towards the subjective experience of the stigma
and discrimination that people with SMI experience. Members of consumer-driven

organizations utilize those services in order to assist them through the process of

! The use of the term “NIMBY response” is used to describe the initial reactions that a community or group
has in response to the placement of something that they do not want in their neighborhood.

2 The use of the term “NIMBY case” is used very generally to describe the ongoing discussions, actions,
and legal proceedings that continue on after an initial response occurs. A case can very from situation to
situation.



recovery, and recovery from SMI entails dealing with the affects of stigma. How
members have responded to this community issue may say something for how clubhouses
can deal with these types of community responses in the future.

The focus of this study is to understanding more about the direct effects of
stigmatizing attitudes and discrimination people with SMI are faced with in organizations
they may personally identify with and their responses to it. This study explores: 1) how
the NIMBY response impacted persons in the process of recovery from SMI and 2) how
the clubhouse assisted members in dealing with the NIMBY response and throughout the
NIMBY case over time.

LITERATURE REVIEW

To understand why examining the experience of stigma and discrimination of a
NIMBY situation for consumer-driven organizations is important; we must first
understand the role that consumer-driven organizations play in the lives of their
consumers. In order to gain this knowledge, this literature review will explore: the effects
of stigma and discrimination on recovery, the potential effects of active citizen
participation on recovery, the role of Psychosocial Rehabilitation clubhouses in the
recovery of people with SMI, and what we currently know about the NIMBY
phenomenon. This review will lead us to better comprehend why it is important that we
bring to light the experience of discrimination in a NIMBY protest against a Psychosocial
Rehabilitation clubhouse.

Effects of Stigma and Discrimination on Recovery
Over the last decade and through the consumer movement there has been a

paradigm shift in the way mental health service providers perceive, treat, and design their



services for people with serious mental illness. One of the major changes is the increased
concentration on a more consumer focused understanding of the mental health consumer
and identifying their needs for recovery within the community. Even the Unites States
Surgeon General’s report on mental health made recovery a guiding principle in it’s
initiatives in 1999 (U.S. Department of Health and Human Services, 1999). Not too long
ago it was thought that recovery from a mental illness was not possible. We have come to
understand the concept of recovery in more depth because people with serious psychiatric
disorders are coming forward to educate professionals and others of the fact that recovery
is possible for a person with a mental illness (Ralph and Corrigan, 2004).
Defining Recovery

For people recovering from mental illness, recovery focuses more on the process
of self acceptance and learning to live with their illness (Deegan, 1993; Ralph and
Corrigan, 2004, Corrigan, 2005; Frese and Davis, 1997; Davidson et al., 2005; Matorin,
2002). This is different from the more traditional, and professionally defined, sense of
recovery where the emphasis is placed more on particular outcomes where a person
might expect to return to some premorbid state (Deegan, 1993; Ralph and Corrigan,
2004). The outcome of recovery from SMI cannot be perceived in the same manner as
being cured (Liberman and Kopelowicz, 2005). In fact, some consumer-survivors feel
that the experience of a mental illness and the stigma attached to it makes it impossible
for them to ‘recover’ in the more traditional sense (Walsh, 1996). When attempting to
define recovery from SMI, it is difficult to separate the ideas of process and outcome
because “they are always in dynamic interaction with one another” (Liberman et al.,

2005, p. 106).



In an article written by two psychologists who are recognized as professionals and
consumer-survivors, Frese and Davis (1997) tell us that, “Recovery is best understood as
a process, not an outcome.” (p. 244) To get other perspectives, in another article
examining qualitative studies of recovery from the perspective of people with SMI,
Davidson, Sells, Sangster, and O’Connell (2005) found through thematic analysis that:

Recovery involves a redefinition of one’s illness as only one aspect of a

multidimensional sense of self that is capable of identifying, choosing, and

pursuing personally meaningful goals and aspirations even when continuing to

experience the effects and side effects of mental illness. (p. 150)

These definitions of recovery from the perspectives of people with SMI help us begin to
gain a deeper understanding of the multifaceted nature of recovery from SMI. In efforts
to demystify the process of recovery from SMI we can turn to the literature to identify
some of its more salient dimensions.

Understanding the Process of Recovery

Much of our understanding about the recovery process for people with SMI
comes from the writings of consumers and much of the early literature in this area
focuses on individual case reports of recovery experiences (Ralph and Corrigan, 2005).
The increased interest in the process of recovery in the literature is pulling those pieces
together. This has lead to more overarching efforts to empirically understand the process
of recovery which has lead to literature reviews and more formal qualitative analyses.

With the goal of defining recovery for future measurement purposes, the Center
for Mental Health Services formed a group of consumer leaders called The Recovery
Advisory Group (Ralph & Recovery Advisory Group, 1999). This group met every

month for a year through teleconferencing to discuss their personal experiences with

recovery, while also considering the literature on recovery. The end result of their efforts



was a recovery model that describes the model of recovery. This model displayed the
point that recovery could be thought of like a spiral continuum that spanned eight stages:
1) anguish, 2) awakening, 3) insight, 4) action plan, 5) determination to be well, 6) well-
being, ;7) empowerment, and 8) recO\;ery. They thought that the spiral was most
appropriate in representing the process because they could find themselves slipping in
and out of any stage at any day. They also felt that this process was experienced both
internally and externally. Their internal experience of recovery could be at any stage
depending on what was happening with them cognitively, emotionally, spiritually, and
physically. Their external experience depended on what was happening in their
interactions with others: activities, self-care, social relationships, and social supports. It
was also emphasized in a discussion of this study that external influences should be
considered highly in ones process of recovery, because negative outside influences (such
as discrimination, prejudice, and stigma) can severely deter recovery (Ralph and
Corrigan, 2005). Given this point, it is possible that negative social interaction within
communities, such as a NIMBY experience, can impede on one’s process of recovery.
Consistent with this work, in a literature review of the recovery literature done for
the U. S. Department of Health and Human services, Ralph (1999) reviewed personal
accounts of recovery. The authors identified four dimensions of recovery (Ralph, 2000):
1) Internal factors, 2) Self-managed care, 3) External factors, and 4) Empowerment.
Internal factors included experiences felt within the consumer, self-managed care
included how consumers coped with barriers in managing mental health, external factors
included the absence of people in their lives adhering to stigmatizing beliefs, and

empowerment included an interconnectedness of all the above dimensions that



contributes to an increase in their desire to care for themselves. What is similar about the
conclusions of these two inquiries, and is the key point, is that throughout the delicate
process of recovery there is a reciprocal relationship between a person’s internal mental
health and their social environment (Jacobson and Greenly, 2001). This is what leads to
the consideration of the impact of stigma and discrimination on a person’s mental health
while undergoing a process of recovery.

In a very rich qualitative analysis of personal accounts of recovery from four
women with psychiatric disability, Ridgeway (2001) identified eight themes from their
narratives that included: 1) recovery is the awakening of hope after despair, 2) recovery is
breaking through denial and achieving understanding and acceptance, 3) recovery is
moving from withdrawal to engagement and active participation in life, 4) recovery is
active coping rather than passive adjustment, 5) recovery means no longer viewing
oneself primarily as a person with a psychiatric disorder and reclaiming a positive sense
of self, 6) recovery is a journey from alienation to a sense of meaning and purpose, 7)
recovery is a complex and nonlinear journey, and 8) recovery is not accomplished alone;
the journey involves support and partnership. Not surprisingly, this analysis comes to
similar conclusions as the two pfeviously cited works, in that internal mental health is
directly related to our social environments, but it provides a more descriptive account of
how our social networks and negative environments can affect our very personalized
notions of mental health and sense of self.

Randall (2000) conducted a qualitative study of people with schizophrenia where
she interviewed 46 members of a mutual-help group. She identified four phases of the

recovery process: 1) mourning and grief, 2) recognition and awareness, 3) redefinition



and transformation, and 4) enhanced well-being and quality of life. Phase 1 entails stages
of despair, anger, and denial; phase 2 entails the understanding of schizophrenia and how
it can affect ones life; phase 3 entails a change in beliefs about schizophrenia, the
managing of symptoms, the redevelopment of goals and focusing on strengths; and phase
4 entails valuing oneself, approaching life in a positive way, accomplishing goals, and
finding meaning and purpose in everyday life. The process of recovery identified in this
study displays nicely how the process can be thought of as a shedding of negative images
and beliefs about schizophrenia. This study demonstrates how a more positive and
strengths-based perspective on the part of the member is necessary in order to be able to
fully transform into later stages of recovery. This study also brings to light the fact that
this can be a very delicate process where the reinforcement of negative beliefs and
attitudes about SMI could severely impact a person in the process of recovery.

The studies cited here detail the process of recovery in very similar ways and
quite clearly point out that recovery from SMI is a very delicate process. Each study pays
particular attention to the reciprocal relationship between one’s recovery and their social
environment, identifying the need for positive social “spaces” where a person with SMI
can learn to become comfortable with one-self and others. Human services designed for
people with SMI are beginning to acknowledge the need for supportive and positive
social environments in the process of recovery, and they are designing services to be like
“safe spaces” so that members can feel comfortable and in control of their own personal
process of recovery. The idea of needing a safe space then brings us to acknowledge the
fact that there are unsafe spaces where people with SMI in the process of recovery may

feel threatened. Unfortunately this is a reality, and if members’ safe spaces are
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threatened, as in the case of a NIMBY situation, it must follow that these negative social
forces are likely to negatively impact members in the process of recovery.

Effects of Stigma on Recovery

In the many unsafe spaces in our society, people with SMI are faced with stigma
and discrimination in various ways and in various places. Overcoming the affects of
stigma, both self-stigma and social stigma, are only two of the many facets dealt with in
recovery from SMI (Davidson, 2005; Matorin, 2002). Stigma is a very old concept
created by the ancient Greeks and has been defined by Goffman (1963) as “an attribute
that is deeply discrediting.” (p. 3) To better understand the affects of stigma on recovery
it is important to define both social stigma and self-stigma. Social stigma is different
from self-stigma in that social stigma takes into account the reactions of the general
public towards a stigmatized group (Corrigan, 2005).

Social stigma has been defined by Jones (1984) as: “...a person whose social
identity or membership in some social category, calls into question his or her full
humanity- the person is devalued, spoiled or flawed in the eyes of others” (Jones et al.,
1984). It is widely recognized that people with mental illness experience more negative
effects from social stigma than many other groups (Corrigan, 2004) and this fact is
reflected in the many ways in which their opportunities in life are restricted or withheld
by others. People with SMI experience many social and economic disadvantages due to
social stigma such as, being prevented from acquiring adequate housing, given little to no
opportunities for independent employment, and many are restricted from experiencing
satisfying relationships with family, friends, and significant others. It is difficult to

imagine a life so steeped in discrimination in the United States where all people have the
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right to these very essential life opportunities. The experience of social stigma can best be
described by a person with a mental illness. In an article written by a consumer about her
experiences around hopes for recovery, Murphy (1998) tells us how social stigma
impacted her life:

Looking back, my biggest struggle was not with the illness itself, but with being

tossed aside by the normally functioning world and made an outcast of society.

Being treated as less than human because of mental illness sent me into the

darkest depression. (p. 185)

What is so very interesting about social stigma is that it is deeply imbedded in our
culture. One very useful framework for which to think about the origins and cycle of
social stigma is one presented by Rappaport (1999), which describes “dominant cultural
narratives”. Rappaport uses a narrative approach to explain dominant cultural narratives
to be common “community representations of life that are known by most people within a
culture” (p. 4). Rappaport states that these narratives are “over-learned stories
communicated through mass media or other large social and cultural institutions and
social networks.” (p. 4) In regards to people with SMI, these dominant cultural narratives
can be thought of as the more common and salient beliefs and judgments that people in
communities have, and communicate about, people with SMI. These dominant cultural
narratives are quite negative and influence people in the community to have certain
beliefs and to make certain negative judgments about people with SMI, often times based
on exaggerated and presumptuous accusations. These beliefs and judgments play out in
their everyday encounters with people with SMI and thus recreate and sustain the social
stigmatization, and discrimination, of people with SMI in our culture. These dominant

cultural narratives are reinforced over time through the media and casual conversation,

making it almost inevitable that when a person is diagnosed with a mental illness later in

12



life, they then may also experience the debilitating effects of another type of stigma; self-
stigma.

Self-stigma is the internalization of the negative stereotypes and social stigma that
exists within the dominant cultural narratives of a certain culture. Living in a society that
promotes independence and monetary achievement, such as the United States, is difficult
when you have SMI because it also promotes and encourages negative views of life with
a mental illness (ie., they are dangerous, child-like). Independent living and job security
is scant for people with SMI because they experience daily discrimination in every area
of their lives, so it’s no surprise that people with mental illness would internalize these
social beliefs without some alternative. Once again, it is difficult to imagine they ways in
which self-stigma can affect a person, and only a person with a mental illness can explain
to us what this feeling must be like:

1 tortured myself with the persistent and repetitive thought that people I would

encounter, even total strangers, did not like me and wished that mentally ill

people like me did not exist. Thus, I would do things such as standing away from

others at bus stops and hiding and cringing in the far corners of subway cars.

Thinking of myself as garbage, I would even leave the sidewalk in what I thought

of as exhibiting the proper deference to those above me in social class. The latter

group, of course, included all other human beings. (Gallo, 1994, pp. 407-408)

It becomes quite difficult to resist internalizing the negative cultural narratives
when every person and place in a person’s life adheres to the dominant cultural
narratives. Organizations and resources for mental health that are set up to assist people
with SMI through recovery are places where you would think that negative dominant
cultural narratives would not have permeated or be permitted. Many of these places are

designed within the traditional medical model philosophy and are thus plagued with the

negative assumptions and expectations of people with SMI. Despite their efforts, these
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organizations and services have a tendency to promote hopeless and stigmatizing
“community narratives”. Community narratives are best described as common stories
shared by a group of people that tell them things about themselves as being a part of that
group.

Self-stigma does not always affect everyone within a stigmatized group (Crocker
& Major, 1989; Hayward & Bright, 1997). It used to be thought that self-stigma was an
automatic reaction to being a part-of a stigmatized group (Allport, 1954/1979; Erickson,
1956, Jones et al., 1984), but self-stigma only occurs when a person agrees with and
internalizes the stereotypes associated with the dominant cultural narratives of the group
that they are a part of (Crocker & Major, 1989).

The degree to which a person might agree with the stereotypes of their group
depends in part on their level of personal identification with that group (Corrigan, 2004).
Depending on a person’s level of identification with a stigmatized group, the experience
of being stigmatized can vary, bringing some to oppose negative images of people with
SMI and cause them to create more positive self-images (Brehm, 1996) and others to not
identify with the stigmatized group at all where they may feel and do nothing (Corrigan,
2004). Several studies in the literature support that despite having a psychiatric disorder
many people have positive self-images (Brehm, 1966) and react to stigma with energy
and righteous anger (Corrigan et al., 1999; Chamberlin, Ellison, & Crean, 1997). This
literature demonstrates the various affects that stigma can have on each person’s recovery
process.

One possible explanation as to why some people with SMI do not internalize the

dominant cultural narratives of this stigmatized group is that they are identifying more
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with an organization that adheres to an “alternative community narrative” (Rappaport,
1993; Mankowski and Rappaport, 1995, Rappaport, 1995). Rappaport (1993) describes
an alternative community narrative as “a story repeatedly told among many members of a
setting” that provides an alternative way of thinking about oneself that is quite different
from the dominant community narrative. Rappaport demonstrates this idea by describing
how self-help organizations are just one type of place where alternative community
narratives are thought to be useful:

...self-help organizations can be viewed as a special class of communities in

which an alternative identity is provided and that those who become embedded

members do so by transforming their personal life stories so as to conform to the

community narrative. (p. 249)
Organizations such as these seek to liberate their members and strive to provide for their
members a community narrative and safe space in their community where they can use an
alternative world view to create their own personal stories of who they are. In essence,
these types of organizations are questioning the dominant stories in existence for people
with SMI, and they are creating new ways for their members to understand the world that
is more conducive to their mental and physical well-being. Depending on the degree to
which members personally identify with or have internalized the organization’s
community narrative, there is then a possibility that these organizations are acting as a
buffer between the mass amounts of existing stigma and discrimination, and persons in
the process of recovery from SMI.

With a more detailed understanding of stigma, and its affects on recovery from

SMI, we can now attempt to understand how members’ involvement in organizations that

encourage recovery provides a safe social forum and promote active citizen participation
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are important resources and safe spaces needed in order for members to thrive and
survive in a very negative and stigmatizing world.
The Potential Affects of Active Citizen Participation on Recovery

In the processes of recovery identified from the literature above, many of the later
stages of recovery for people with SMI include elements of engagement, active
participation, and empowerment. This review will not go into the details of all of these
elements, but it is important to understand how active citizen participation can play a role
in the recovery of people with SMI, how it has the potential to promote empowerment,
and its role in clubhouses. It is particularly important to understand its potential effects on
recovery in this study due to the fact that there were some members who were active
participants in the NIMBY response and some that were not.
Defining Active Citizen Participation

Active citizen participation is “a process in which individuals take part in decision
making in the institutions, programs, and environments that affect them” (Heller, Price,
Reinharz, Riger, & Wandersman, 1984, p.339). Research shows that becoming an active
participant in ones community and life issues can bring many benefits to both the active
person and to the organization or group of which they may be associated with (Pretsby,
Wandersman, Florin, Rich, and Chavis, 1990; Zimmerman, 1990). Active participation
can evoke new understandings and contribute to the acquisition of certain knowledge that
can only be learned through experience (Kieffer, 1984). Becoming an active participant
can also lead to an increase in a person’s sense of community (Chavis & Wandersman,
1990), which can also then lead to a sense of empowerment and control over ones life

(Kieffer, 1984; Zimmerman, 1990; Zimmerman and Rappaport, 1988). In fact,
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Wandersman and Florin (2000) found that becoming an active participant in any
dimension of a person’s life can lead to “individual impacts, such as changes in attitudes,
beliefs, and skills” (p. 264). All of these findings have implications for the numerous
potential positive effects that active citizen participation can have on the processes of
recovery experienced by people with SMI.
Active Citizen Participation Can Promote Empowerment

Empowerment is a term that has become increasingly incorporated into practice
models associated with people with mental illness (Clark & Krupa, 2002) and mental
health advocacy associations such as the National Empowerment Center (Chamberlin,
1996). The concept of empowerment is often difficult to define (Barnes & Bowl, 2001),
and can be thought of as an outcome, an ideology, and as a process (Clark & Krupa,
2002; Fitzsimons & Fuller, 2002; Zimmerman & Warschausky, 1998). In applying the
concept of empowerment to people with SMI, Linhorst (2006) views it as a process and
defines it as “the meaningful participation of people with severe mental illness in
decision making activities that give them increased power and control, or influence over
important areas of their lives” (p. 9). As this definition implies, empowerment as an
outcome, is a result of becoming actively involved in processes that are empowering.
Processes that are empowering might include becoming an active participant in activities
that increase knowledge of resources, improve social skills, increase confidence, or
exercise power and influence over ones life (Linhorst, 2006). Psychosocial Clubhouses
are examples of settings where people with SMI can become actively involved in such
empowering processes.

Active Citizen Participation in Clubhouses
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It is possible that becoming an active participant in any meaningful area of a
person’s life can promote recovery and empowerment. Clubhouses are consumer-driven
services where their members’ active participation in the clubhouse is a crucial element.
It is important for clubhouses to promote active participation among its members because
without their participation, they could not serve the individual needs of their members.
The effects of active participation are also consistent with the goals of clubhouses to
promote empowerment, competency, and recovery within their members (MDCH/MSU,
2001; Herman, Onaga, Pernice-Duca, & Oh, 2005). Since people with SMI can become
empowered through action, actively responding to opposition, such as a NIMBY
response, can be an empowering experience. Overall, the findings of this literature on
active citizen participation suggest that active involvement can potentially affect the
impact that a NIMBY response has on the recovery of clubhouse members.

The Role of Clubhouses

Negative public attitudes, stigma, discrimination and other barriers in daily
functioning gave rise to the consumer movement where consumers of mental health
services began creating consumer-operated services to meet their individual needs (Frese
& Davis, 1997; Peckoff, 1992). With the focus on consumer power and the evolution of
community mental health, it soon became recognized that people with SMI needed
various resources to function in the world, and this gave rise to psychosocial
rehabilitation services. One such consumer-driven service, of which is technically
considered to be a member-driven service, is the psychosocial rehabilitation clubhouse
model. It is important to note here that psychosocial rehabilitation clubhouses should not

be confused with consumer-run services because they are not run by consumers; they are
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driven by consumers with the assistance of professional staff. Psychosocial rehabilitation
clubhouses fall somewhere in the middle on a continuum of services with consumer-run
services at one extreme and professionally run services at the other.

Psychosocial rehabilitation clubhouses can be thought of as safe space that seek to
break down the barriers of stigma, dependency, and isolation that prevent people with
SMI from experiencing full participation in their communities (Propst, 1997). Within a
psychosocial rehabilitation clubhouse, clubhouse members are engaged in operating all
aspects of the club with staff assistance. All clubhouses are considered to be following
the criteria of psychosocial rehabilitation programs but only some clubhouses follow the
guidelines and philosophy of the Fountain House Model of psychiatric rehabilitation in
full. In this section, the relevance and purpose of psychosocial rehabilitation programs
will be explained, followed by a thorough description of the unique philosophy and
values that underlie the Fountain House Model and clubhouse community narrative.
Purposes of Psychosocial Rehabilitation Programs

Psychosocial rehabilitation (PSR) programs for people with SMI have historically
lacked a clear definition, and due to the various agencies that have claimed to practice
PSR, certification continues to be a necessity (Cnaan, Blankertz, Messinger, 1990;
Mueser, Drake, Bond, 1997; Corrigan, 2003). PSR includes services aimed at long-term
recovery and maximizing self-sufficiency separate from the stabilization of psychiatric
symptoms (Anthony, 1993; Barton, 1998; Barton, 1999). Psychosocial rehabilitation
services are focused on an individual level of change and are generally designed to meet
six programmatic goals: inclusion, opportunity, independence, empowerment, recovery,

and quality life (Anthony, 1993; Barton, 1999; Corrigan, 2003; Ralph, 2000). In order to
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meet these goals, PSR focuses on six service strategies: skill training, instrumental
support, goal setting, transfer training, cognitive rehabilitation therapy, and family
education and support (Barton, 1999; Corrigan, 2003). Although there are various
services available under the umbrella of PSR, it is among these services that clubhouses
are included.

In a meta-analysis of outcome studies in the literature, Barton (1999) sought to
assess the empirical status of psychosocial rehabilitation within community support
systems and found that the literature strongly supports the use of these services. PSR
services have proven to reduce hospital utilization, positively affect employment
opportunities, increase skill development, increase client satisfaction and increase the
amount of time spent in the community (Arana, Hastings & Herron, 1991; Beard,
Malamud and Rossman, 1978; Becker and Bayer, 1975; Bond, Dincin, Setze &
Witheridge, 1984; Bond, Miller, Krumwied, & Ward 1988; Bond & Resnick 2000; Dion
& Anthony, 1987; Stein and Test, 1980; Witheridge et al, 1982; Wolkon, Karmen and
Tanaka, 1971). In particular, psychosocial clubhouses have proven to be an effective
venue where people with SMI can establish and maintain better work habits, enriched
social skills, and a more hopeful view of the future (Beard, Propst, & Malamud, 1982;
MDCH/MSU, 2001).

All PSR services can be considered to be of the more cost-effective community
resources available to people with SMI (Barton, 1999) that provide varying levels of
assistance to their members on an as needed basis. In fact, according to longitudinal
outcome research studies conducted in Maine and Vermont (Harding, Brooks, Ashikaga,

1987(a); Harding, Brooks, Ashikaga, 1987(b); DeSisto, Harding, McCormack, 1995), due
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to the developmental aspects of having a psychiatric disability and the nature of recovery
from SM], it was found that long-term rehabilitative interventions can have cumulative
effects on individuals over time (Mueser, Drake, Bond, 1997). The findings of these
studies suggest that the utilization of PSR services by people with SMI over extended
periods of time may also decrease the amount of needs and demands required of more
acute and costly mental health services (Barton, 1999; World Health Organization, 1996).
Many PSR clubhouses differ from other PSR services because they are trained within a
specific clubhouse community narrative called the Fountain House model.
The Fountain House Clubhouse Model

Many PSR clubhouses around the world are based on the Fountain House
Clubhouse model. The Fountain House model is a model of community rehabilitation
specifically designed for people with SMI that was started by a self-help organization for
people with SMI called “We Are Not Alone” (WANA) in New York City in 1948. Due
to its popularity among people with SMI, and the success of the model internationally,
this model gave rise to the International Center for Clubhouse Development (ICCD) in
1994. The ICCD functions to facilitate and support the development of clubhouses and
advocate for the rights of people with SMI around the globe. Many PSR clubhouses are
trained by the ICCD but only some actually maintain the standards inherent in the
Fountain House model due to local funding restrictions. Beard, Propst, and Malamud
(1982) provide the following description of the Fountain House model:

Fountain House itself is an intentional community designed to create a restorative

environment within which individuals who have been socially and vocationally

disabled by mental illness can be helped to achieve or regain the confidence and
skills necessary to lead vocationally productive and socially satisfying lives. (p. 7)
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Clubhouses can be considered alternative settings within the community that
provide opportunities for their members to gain a sense of empowerment and to explore
their possible selves throughout their process of recovery. With voluntary membership
into clubhouses, members are free to make personal choices as they see fit for
themselves, but all of the operations and standards of clubhouses are designed to maintain
this unique safe space that is the clubhouse community. Daily operations of a clubhouse
all function within the philosophy of the Fountain House model and could not function
appropriately without it.

The “Heart” of the Fountain House Model

In order to retain and maintain the restorative environment of clubhouses, the
Fountain House model is based on a fundamental belief system that includes four
essential parts: 1) the belief that all people with SMI have the potential to be productive,
2) the belief that work and employment is “a deeply generative and re-integrative force in
the life of every human being” (p. 7), 3) the belief that men and women should have a
place to socialize together and to provide support and encouragement for one another at
all days and times, and 4) the belief that everyone is entitled to pleasant, affordable, and
adequate housing.

Not only does the Fountain House model have a firm belief system, they also
have four essential criteria that must be conveyed to each person as they choose to
become involved in the clubhouse. It is imperative that these four criteria must be
sustained throughout membership as these four criteria maintain the “heart” of the
Fountain House model. The four criteria include: 1) the clubhouse belongs to all

members who choose to participate in the clubhouse and that their membership is crucial,
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2) the presence of all members is expected each day and their presence makes a
difference to everyone in the clubhouse, 3) each member should feel like they contribute
to the clubhouse where they also feel that their presence is wanted by other members and
staff, and 4) that each member feel that they are needed in the program; that the
clubhouse could not function without them.

The Fountain House Model as a “Shared Community Narrative”

The most unique aspect of the Fountain House clubhouse model is that it follows
and functions within this very comprehensive “shared community narrative” that is the
heart of the Fountain House model. Again, it is helpful to use Rappaport’s (2000)
application of the narrative approach as a framework for understanding the Fountain
House model as a shared community narrative:

Shared narratives are the currents in which our individual lives move down the

river of time. They are the resources that empower or impede. They give our lives

direction and meaning. Who we end up being is to some extent determined by the
currents we are riding, i.e., those narratives we appropriate into our own

personal life stories. (p. 6)

It is believed that over time as a member of the clubhouse, members will
experience a shift in self-awareness where they will feel that their life is more rewarding,
less disabling, and less financially dependent (Beard, Porpst, Malamud, 1982). If we
think about clubhouses as being conducive to the Fountain House model’s shared
community narrative, designed to empower their members, we can begin to understand
how members can experience a more positive shift in self-awareness. The more
experiences people have within the safe space of the shared community narrative the less

they may be inclined to identify with the dominant cultural narratives offered to them

within their local communities. The clubhouse community narrative is reinforced not
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only through its verbal and written philosophies but through its daily activities and
operations, where the heart of the Fountain House model can be supported, confirmed,
and challenged in the behavioral applications of it with other members and staff.
Daily Operations & Standards of Clubhouses

Clubhouses operations are based on five distinct and unique clubhouse standards.
Clubhouse standards include the following: 1) independent space requirements, 2) the
Work-Ordered Day, 3) independent employment, 4) equal staff and member
relationships, and 5) membership. The independent space requirements are in place to
ensure that each clubhouse has its own unique identity that includes its name, its address,
its phone number, and a comfortable welcoming location near public transportation and
away from mental health centers. The independence of a clubhouse from other mental
health centers is essential in order for the philosophy of the clubhouse model to function
completely independent of the formal mental health system.
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