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The concept of recovery has a story of about forty years through the movements of users/former users and more than twenty years in the bibliography. Especially, over the last decade there has been a constant attempt to develop a unified conceptual model of recovery, which includes a functional and effective link of all the different perspectives. 
Nevertheless, there seem to be an implementation of new effective practices and programs that are based on research results and evaluations, resulting from a model that is not yet agreed. So, it seems that the practice is being advanced without appropriate support from the theory.
The application of recovery comes especially to fill in the gap of at least two areas that the psychosocial rehabilitation did not meet with success: the active involvement of users in the design, provision and evaluation of services and the empowerment of the users in such a way that they can ensure a good quality of life even outside of mental health services.
So, it is obvious that the emphasis in recovery models is on health rather than illness, which is why the person that has a mental health problem is no longer the “patient” or the “resident” of housing structures, but the “user” of the services. So, we have passed to a horizontal interaction, an interrelationship between the user and the professional.
But what really happens in practice? Have the references in bibliography actually been applied in clinical reality? 
Is recovery a new challenge or a threat to the therapist’s role, as we have known it so far? 
How can the major issue of pharmacotherapy be in line with the principles of recovery?

These are some of the questions I shall try to illuminate through my presentation.
First of all, the term “recovery”, has been gradually adopted with some hesitation among the mental health professionals, due to its literal meaning, as it is primarily related with the restoration of physical illness, usually not a chronic one, for example recovery from an accident, a surgery etc. (Babiniotis, 1998) 
So, it is necessary to clarify that recovery from a mental health problem does not refer in the process of full recovery in the way that this is possible to happen in a physical health problem. 

Therefore the concept of recovery in mental health is not identical to the content of the term "clinical recovery". It may better convey the meaning of the term "social recovery".
The most widely used definition of personal recovery is the following:
· It is a deeply personal, unique process of changing attitudes, values​,  feelings, goals, skills and roles. It's a way of life with satisfactory and hope even with the limitations caused by the disease. It includes the development of new meaning and purpose in one's life, as it grows beyond the catastrophic effects of mental disorder.

Anthony, 1993

P.Deegan some years earlier (1988) reported for the first time recovery:
     «As a journey rather than as a destination», pointing out that it is about the process and not necessarily the result. She described it as: 
    “Recovery is referred to the living or present experience of real life in people, as they accept the difficulty of their disability and they overcome it”. 
Recovery from the users’ point of view is referred to a personalized process, which is connected with the growth of future hope, the discovery of a new meaning in life, empowerment, development of personal skills and strategies, a safe economic and social base, supportive relationships and social integration.                                                     
                                                                                                   Repper & Perkins, 2006

This new content of recovery has been largely shaped by users to users in order to describe their personal experiences. However, it is strongly believed that if we want recovery to have the impact it deserves, its meaning and importance needed to be understood by professionals, too. (Shepherd et al, 2008).  
The relationship between the user and the professional is characterized by particular elements that influence the perception of recovery. Issues of control, authority, power, responsibility which are the pillars on which the concept of recovery is shaped (Schrank & Slade, 2007) are obvious in this relationship.

    In the first level, this relationship can be characterized consensus and supplementary, as the professional ideally struggles to restore the health of the user and protect him despite the asymmetry in the relationship, which comes mainly from the difference in power. A second approach argues that this relationship is confrontational and challenging. This concept exists in the research of bibliography and in everyday institutional and clinical experience. In any case, even if it is a consensual relationship, it is asymmetric, because of the authority of professionals, gained from their established validity (Lampaki al., 2008b).
In everyday clinical practice, the established relationship between the professional and the user falls mainly on the following models: 
· The paternalistic model: in which the mental health professional decides what to do 

· The cooperation-consensus model: in which the user decides, after having the proper information about his choices and 
· The shared responsibility model: a more advanced collaborative model in which the two parties jointly decide what action will follow. 
(Thornicroft & Tansella, 2010).
The recovery models support the model of “Shared Responsibility” as a key element in the relationship between the professional and the user, recognizing that the first step towards the consolidation of the therapeutic relationship is to develop a partnership, in which both parties will work together to identify the problems and to define the treatment plan (Haigh, 2000 ∙ Lester & Gask, 2006). 
According to this view, the context of a service is designed in such a way that the users can have meaningful participation and control in decisions about their treatment and care. 
In other words, it could be said that professionals offer a type of care they would like themselves to have, if ever, the roles are reversed (Bleker, 2000). 
Over the last decade there has been much discussion about the decisions that are made together by professionals and users in a collaborative framework. 
Users through the approach of Shared responsibility model are considered as negotiators in their treatment and in designing appropriate services. This negotiating position can be applied both in psychological and social therapies, such as the participation in a day centre or in the process for a job application. It can be also applied in the management of medication through some modifications of the model due to the particularities of the issue. This issue will be discussed further below.
The main aim of this collaborative relationship is to empower users, so that they can gradually make plans for their healing process while they are being prepared to deal with any difficulties and reversals, especially as far as the recognition of their early crises and relapses is concerned. 
During this process the role of caregivers is very important, as in addition to their contribution to the early recognition of a crisis, they are often a valuable source of broader data. 
At this point it is worth mentioning that recovery is a very personal process and the professional should work towards the realization of user’s personal goals, even if he has a different estimation. The first reason for that is related to the most widely held view that a person's needs and a professional’s opinion for the purposes of the same individual can vary greatly (Lasalvia al., 2005 • Thornicroft & Slade, 2002). In addition, the needs that have been assessed by the service users themselves are much better indicators for the assessment of quality of life compared with those reported by professionals (Slade, Leese, Cahill, Thornicroft, & Knipers, 2005). 

The second reason is related to the individual's right to make his own decisions, even if it is proved in the way that it was the wrong choice or that his decisions were harmful and risky. The right to take personal risks and regain the control of one’s own life, through free will, fits into the broader context of the concept of recovery and should be assigned, even if there is strong disagreement or concern for the results of this choice (Slade, 2009). 
Here lays the professional’s fear for his responsibility in case something bad happens to the user due to his choices. But above all, lays the prejudice that mentally ill persons can not make right decisions for themselves and the specialist should protect them from taking risks.
So very often professionals, as well as relatives, always with the best intentions, may be protective or overprotective for longer than it is necessary. One approach to this issue is to prevent the person from the pressing and stressful events of life, in order to minimize the chances of a relapse, an approach however that reduces the chances of a return to a normal life. Another approach, which is preferred by many users and advocacy groups, is self-management. According to this approach, a person takes risks, for example, he returns to work, but at the same time he has strong support from his family and the professionals (Chamberlin, 2005).

An important way of his support is the assurance that in a crisis there is the possibility for quick access to specialized help (Henderson et al., 2004 ∙ Thornicroft & Tansella, 2010).    
So, as it is obvious the approach of recovery considers that the professional is not only responsible for the clinical practice, but that he is mainly the instructor of the user in all the areas that are necessary for his personal recovery. 
But what happens when the user’s choices are related to the Pharmacotherapy?
This issue is often a field of intense discussions. Between the extreme positions of the omnipotence of the drug on the one side and its exclusion of the recovery process from the other side, there is an intermediate space in which it is highly recognized that the medication has a key role in the process of recovery. (Deegan & Drake, 2006·Deegan, 2007· Piat, Sabetti, & Bloom, 2009· Rethink, 2009· Slade, 2009). 
The role of the professional is to support the user to make his own choices about the taking and the management of the medication. (Copeland & Mead 2008· Slade, 2009). 
The personal responsibility is considered along with the belief that users can set priorities in relation to specific risks and benefits in a different way than the professionals might do and they may decide to refuse or discontinue a drug that has been proposed. 
At the same time, the explanations on the limitations of personal choices in relation to medicine should be put under serious consideration, particularly when there are concerns for public safety. 
In these sources of information people with experience of taking medication are also included. Self-help groups, user’s organizations or individuals who take or used to take medicine can provide substantial support (Deegan & Drake, 2006· Roe & Swarbrick, 2007). 
The main concerns are that medication undermines or prevents recovery, primarily because of side effects. 
The adoption of approaches that focus on the self-management and the personal responsibility is in line with the key principles of recovery. Basically they are approaches about empowerment, as the person has control of the treatments that may accept, reject or ignore (Corrigan, 2002).
But what happens when people experience mental instability or crisis and it is difficult to participate in collaborative decisions about medication, especially if they have lost the ability to judge? 
Even then, it is important to continue the effort to follow a procedure as compatible with the concept of recovery as possible. For better results individuals should be supported to complete crisis plans in advance and to nominate other people in their environment, who can advocate for them, by giving useful information about past crises, the effects of medication and by participating in decision-making plans (Emmanouilidou, 2010 • Henderson et al., 2004).
    Where compulsory hospitalization can not be avoided, professionals should maintain a dialogue on the exclusion of other strategies and the selection of involuntary hospitalization, with the assurance that the administration of medication will be discontinued as soon as the crisis passes and the person requires no longer hospitalization. In these situations it may not be able to respect the wishes of the person in relation to the drug, but it is important for that person to be treated with respect and have ongoing information about the treatment he will receive. (Noordsey al,2000).
    After the period of destabilization and as the person regains control of life and the ability to judge, his relationship with the professional should be reformed into the initially agreed framework of cooperation and shared responsibility. 

Through the various models of recovery becomes clear that the role of the therapist is being redefined. He is no longer the expert that gives solutions. He is the instructor that through specific steps and techniques collaborates with the user for his empowerment, self-representation and autonomy. 
In this effort, the practitioner should be prepared to provide the appropriate levels of care to the individual's needs and avoid the oversupply of care and treatment, as it poses the risk of long-term dependence and the progressive loss of autonomy.
Through this course disputes and concerns will arise, so the professional should be trained to undertake a new role and overcome his fears and hesitations, while at the same time to adopt an attitude that discourages the overprotection of the user.
The key for that is the increased recognition that the roles change or rather evolve. The force and power displaces from the professionals to the users and the users may potentially become independent from mental health systems. So, the common objectives are:
· Provision of the necessary information about networks and support sources in order the user to search for the proper care 
· Provision of appropriate levels of care according to the individual's needs                                                                                    
· Collaboration among users, carers and clinics.                                                                                                                                                           
· Access to paid work and parallel possibility of housing, education, interpersonal and wider community participation   
· Focus on overall health and wellness 
· Focus on opportunities rather than on deficits and weaknesses 
· Treating users as individuals with roles rather than as patients 
· Strengthening the users’ self-organization and self-representation 
In this context, part of the scientific community and a team of professionals, stands with greater flexibility and openness towards the users’ experience as a valuable source of knowledge in the application of recovery.
This is definitely not the attitude of all mental health professionals. The greater the involvement of users in mental health is and the more related to the process of strengthening their voice in matters of quality, choice, respect of rights and obligations are, the greater the resistance is. This resistance comes not only from the professionals, but also from the users’ perspective as they have to renegotiate their roles and their relationship with the professionals (Lampaki al., 2008b).

This contradictory attitude from the part of users should be seen in relation to the two streams in their movements: one that seeks to abolish psychiatry (former users / former patients / survivors of psychiatry) and the other that seeks to reform it (users / consumers).
     However, the users’ representation through collective bodies is crucial and especially during this period the movements of the users seem to be in a stage of maturity.

Summarizing, we would argue that is very important to create a broader and more solid network, which will include all the relevant organizations internationally, with particular attention in finding ways of representation and not only through the activism of a small number of people, who may or may not express the views and needs of the majority.     
In relation to recovery and its applications, in particular, it is essential for all the involved parties to broaden the dialogue and be concerned about the terms and conditions that will make this dialogue substantial and productive. On the basis of a common morality, it is highly important to discuss in a collective manner the relationship between illness and health, what is called personalized plan of care and treatment, a “life plan”.

PAGE  
1

