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�Introduction

Schizophrenia is a persistent major mental illness 
that has been recognized in its current form for 
over 120 years. Throughout this period, a charac-
teristic feature of schizophrenia has been a 
declining course, albeit to variable degrees in dif-
ferent individuals. It is generally agreed that 
about 65% or more of persons suffering from 
schizophrenia show a decline in social and occu-
pational function. Despite much progress in phar-
macotherapy and psychosocial therapies, the 
unfortunate fact remains that persons suffering 
from schizophrenia continue to be disabled [1]. 
The challenge to professionals, patients, and 
advocates is not only to research the cause, symp-
toms, course, and therapeutics of schizophrenia, 
but more importantly, embrace and develop a 
comprehensive approach of interventions that 
recognizes the full extent of the devastation cre-
ated by schizophrenia. Adding insult to injury, in 
most societies, mental illnesses are severely stig-
matized. Thus, the person suffering from schizo-
phrenia is in triple jeopardy: from the illness, 
from lack of effective treatments, and from the 
stigma. The combined losses suffered as a result 
by the patient, and the range and severity of its 

full impact, beg a more meaningful and effective 
approach than is currently the standard.

Two major ingredients of such an approach 
have been recently labeled as clinical recovery 
and personal recovery [2]. Especially the recent 
development of concepts and interventions under 
the umbrella of personal recovery offer much 
promise in addressing this challenge. However, 
even this recognition may not be sufficient in and 
of itself, and a more comprehensive approach is 
needed. Such an approach is both desirable and 
possible. Most importantly, complete recovery 
may be the right of a person with schizophrenia.

�Lost in Schizophrenia

To lay the foundations of an effective approach 
toward complete recovery first requires a com-
prehensive understanding of what is lost and is to 
be recovered. Traditionally, in training and clini-
cal practice, it is recognized that the young per-
son experiencing psychosis suffers losses in at 
least three domains: increasing loss of contact 
with the real world or so-called symptoms and 
behaviors of the illness, alienation from family 
and friends, and loss of abilities to function in 
expected role. These may be referred to as clini-
cal losses. Families and professionals are quite 
aware of these losses. Less recognized in the sci-
entific and professional literature until recently 
are more vital losses such as sense of purpose, 
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direction, and meaning in life and loss of self-
esteem. Ultimately and tragically ones’ dignity 
and humanity itself may be lost. These losses 
have been better recognized in nonfictional and 
documentary literature [3]. First-person accounts 
by literate patients vividly capture the blow to 
one’s esteem and dignity that both schizophrenia 
and society’s reaction to it cause them to suffer. 
The recognition, understanding, and interven-
tions to recover both the clinical and personal 
losses constitute the complete recovery approach.

We list below the nature and range of these 
personal losses.

	1.	 Self-Reflectivity: While a distinction is made 
between clinical deficits and personal losses, 
indeed this is arbitrary and simplistic. For 
example, metacognitive self-reflectivity is 
likely impaired in schizophrenia, heavily con-
tributing to misperception and/or misinterpre-
tation and consequently adding to the personal 
losses in hope and self-esteem [4]. Also see 
item 6 under Challenges in Implementing a 
Program for CR for more on this.

	2.	 Empathic Ability: The individual’s own ability 
to empathize might get impaired. This is often 
described by patients as “feel numb” and “feel 
no emotions.” [5, 6] Awareness of this loss is 
most disturbing to the individual, leading to 
perpetuation of the “diminished” or “less than 
others” identity. For more on impaired empa-
thy, see item 5 below and in the section 
Approach to Complete Recovery, item9.

	3.	 Sense of Control: Does the person with schizo-
phrenia feel any degree of control over his or 
her life? Schneiderian First-Rank Symptoms 
often seen in schizophrenia emphasize loss of 
ownership of one’s thoughts and feelings. 
Psychological and somatic passivity are part 
of this experience. Adding to this subjective 
loss of control are the dry and technical nature 
of professional assessments, infantilizing 
responses, and societal fears and harsh regula-
tions (example: persons with schizophrenia 
are violent and be transported in hand cuffs); 
all conspire to reduce the individual to a help-
less and sick individual, someone with no will 
and autonomy.

	4.	 Hope and Faith: Yet another personal loss in 
schizophrenia is that of hope and faith. These 
are the very values that help us survive and 
drive us to excel. It appears that the combina-
tion of losses, both clinical and personal 
described above, make a severe dent in the 
ability to feel hope and have faith in oneself, 
one’s family, providers, community, and even 
a higher spirit [7]. Studies have indicated that 
persons with schizophrenia often experience a 
sense of not belonging or alienation and lack 
of parental or God’s love toward them, ulti-
mately leading to loss of faith [8, 9].

	5.	 Diminished Self: Persons with schizophrenia 
often see themselves as “diminished” com-
pared to their own previous self and less than 
others [10]. Perceived correctly or incorrectly, 
their ongoing experience validates this and 
further reinforces them. Even worse, an unfor-
tunate consequence of stigma is that it often 
gets internalized, resulting in shame making 
the individual his or her own victim. An addi-
tional complication arises when the result of 
shame is depression [11]. Ultimately, respect 
as an individual is not experienced, and the 
person’s dignity as a human being and mem-
ber of society is endangered. Once a unique 
individual with aspirations and vitality now 
becomes a shadow of oneself.

In laying a firm foundation to a successful 
recovery approach, all stakeholders would do 
well to appreciate the above losses, the complex-
ity and nuances of these losses, and the dynamic 
interplay between clinical and personal losses.

�Clinical Recovery

The targets of clinical recovery pertain to the 
well-recognized symptoms, behaviors, and defi-
cits of schizophrenia. This is understandable 
given the very disruptive nature of these symp-
toms and behaviors, the severely limited resources 
within the mental health-care delivery systems, 
and the absence of proven causes and pathology 
of schizophrenia. Most pharmacotherapies target 
hallucinations, delusions, and disorganized 
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behavior, and psychosocial therapies focus on 
ensuring basic survival supports. Only about 
65–70% of patients benefit from current medica-
tions in the reduction of positive symptoms. 
Sustainable outcomes with long-term antipsy-
chotic treatment is not fully established, and sub-
stantial questions remain about their role in full 
recovery [12]. In the last two decades, we have 
recognized other symptoms and behaviors, such 
as negative symptoms and cognitive impair-
ments, as relevant targets for therapy, although as 
of now no effective treatment exists for these 
domains. Within clinical recovery, the emphasis 
had been mostly on symptomatic recovery rather 
than functional recovery, until about early 2000. 
As cognitive impairments were recognized as 
barriers to functional recovery, projects such as 
MATRICS were developed to standardize tests 
and assessment methods, and better define these 
deficits, as well as suggest therapeutic targets. 
Research continues both in pharmacology (to 
develop newer compounds with newer mecha-
nisms of action such as glutamate modulation) 
and in psychosocial therapies such as cognitive 
mediation and cognitive behavior therapy to 
address these limitations. None of these well-
intentioned, well-studied interventions can cur-
rently claim to reverse or overcome the core 
deficits of schizophrenia and the ensuing disabili-
ties. Most importantly, such pharmacological and 
psychosocial therapies do not adequately address 
the personal losses described in the earlier 
section.

�Complete Recovery

We describe here the concept of complete recov-
ery (CR) to include clinical, functional, personal 
and material recovery, with subjective and objec-
tive dimensions as applicable, and based on a 
fundamental principle of acceptance of the per-
son with schizophrenia as a complete individual 
with dignity and respect.

A major challenge to studying the progress 
toward CR is that there is significant variation in 
terms and definitions used to describe outcomes. 
These terms include symptomatic response, 

symptom resolution, symptomatic and functional 
remission, recovery, clinical recovery, personal 
recovery, etc. The Remission in Schizophrenia 
Working Group (RSWG) reviewed the literature 
and published operationalized criteria which are 
heavily focused on symptomatic remission in 
2005 [13]. Even with narrower definitions of 
remission, rates of clinical recovery/remission 
vary widely, likely due to varying methods of 
assessment and patients moving in and out of 
remission. In one review, the range was as wide 
as 17–88% [14]. A 2013 meta-analyses of 50 
studies indicated the median remission rate to be 
13.5% [15]. Thus, it is evident that a substantial 
number of persons with schizophrenia do not 
experience full recovery [16]. However, this dis-
appointing statistic should not deter us from 
building a complete recovery program.

The CR definition proposed here may appear 
daunting to achieve. Can an individual, after hav-
ing suffered from schizophrenia and lost not only 
cognitive and emotional abilities but dignity and 
respect, hope to attain a state of CR? The recov-
ery movement differentiated clinical recovery, 
related to the disorder’s symptoms and behaviors, 
from personal recovery, consisting of a state of 
feeling well, feeling in control, and feeling hope-
ful. Based more on the latter concept of recovery, 
a process gathered momentum that has been 
termed the Recovery Movement. Many concepts 
best described as positive psychology were incor-
porated into this. Negative aspects such as hope-
lessness, lack of joy, and suicidal feelings were 
put into a wider perspective that included a more 
positive self-image and self-esteem and sense of 
control. Resilience emerged as something very 
possible for the person with schizophrenia, who 
now was seen as accepting and adapting to the 
illness and its impact rather than being passive 
and hopeless. More importantly, this approach 
created a sense of purpose and direction to work 
towards. This opens the possibilities of feeling 
happy, being satisfied, and being a full person. 
The emphasis shifts from dealing with symptoms 
and avoiding relapse to managing one’s life and 
setting goals and direction like every other human 
being [17]. A recent review of empirical evidence 
about recovery concluded that rather than frame a 
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person’s outcome in terms of symptoms and dis-
ability assessed by professionals, it is possible to 
adopt a positive framework and approach how to 
live well despite mental health problems, to de-
emphasize diagnosis as a constant label, and be 
flexible with regard to treatment, including the 
fact some people may not need formal medical 
treatment [18]. An important aspect of the com-
plete recovery state is the ability to experience 
happiness. There have been suggestions that peo-
ple with schizophrenia can experience an overall 
sense of happiness in their lives [19] and happi-
ness can be a goal of therapy. Likewise, subjec-
tive well-being is also very possible in persons 
with schizophrenia [20]. Thus, CR appears to be 
achievable.

The central core of recovery may be conceived 
of as a sustained state of mind wherein the person 
experiences acceptance, dignity, and respect. 
This aspect of recovery is similar to insight. It is 
understood that such a state is not absolute and 
can vary with circumstances, events, and people. 
However, models and treatment approaches that 
assess a person as being sick, or judge as being 
impaired, cannot be part of any recovery model. 
All therapies aiming at recovery should under-
stand and accept this fundamental principle. 
Most importantly, such subjective recovery is 
critical to proceeding toward recovery in the 
other more objective domains. Another analogy 
might be that of the victim with trauma, such as 
sexual trauma or torture. Can such a person ever 
feel like a complete human being again? In 
schizophrenia, while the trauma is not a single 
discrete event, the sheer persistence of the losses 
and society’s reaction constitute severe trauma. 
True CR under current conditions might not be 
achievable in most, but we will not know to what 
extent we can achieve it, unless a CR model is 
accepted and built, resources are allocated, train-
ing is accomplished, and therapies are developed, 
fine-tuned, and implemented. A note of caution 
regarding recovery and insight: CR does not 
require the person to develop complete insight, 
often considered a positive mental health attri-
bute and a target of therapies. The role of insight 
in recovery is controversial because of the 
dynamic interplay between insight and many 

attributes of recovery. Insight may have undesir-
able effects on self-esteem and motivation and 
could hinder recovery [21]. There may be unin-
tended consequence of insight, with a tragic out-
come such as suicide [22].

�Approach to Complete Recovery

We outline here 10 elements needed for a suc-
cessful complete recovery approach.

	 1.	 Developing the Model: An important initial 
step is the full development of the complete 
recovery model. Complete recovery has not 
been the target of any of the current 
approaches. While secondary and tertiary 
prevention as traditionally defined in 
Medicine focus on reducing morbidity 
through physical, vocational, and social 
rehabilitation, the recent recovery-based 
approaches focus on finer psychological 
aspects such as illness education (psychoed-
ucation), stress management, social skills, 
and fellowship, as well as encourage provid-
ers to be patient-centered and allow/encour-
age patient autonomy. However, none of the 
current approaches include acceptance and 
restoring dignity as the central goals. This is 
indeed hard to achieve in the current care 
delivery systems, especially in Western 
countries. These systems are reimbursement-
based, and payers do not ascribe any relative 
value units (RVU) to helping one feel human. 
The focus is often on diagnosis and treat-
ments to reduce symptoms and prevent hos-
pitalization. For example, a 30-minute walk 
in the park between the therapist and the 
“patient” as between friends is not reimburs-
able, yet such an activity is crucial to com-
plete recovery. To a limited extent, activity 
coaches are available and focus on specific 
daily activity; peer counselors aim to 
improve illness understanding and accep-
tance of treatment; therapists strive to 
enhance stress management and coping, cri-
ses management, adaptation to the illness, 
etc.; and doctors focus on reducing core 
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symptoms, achieving behavioral stability, 
and reducing hospitalization. Nowhere do 
we hear in lectures, classes, treatment algo-
rithms, or outcome measures the words dig-
nity, respect, esteem, and humanity. Only in 
patient satisfaction reviews and first-person 
accounts do we see these phrases: “I did not 
feel respected.” “I was judged.” “The police 
treated me like an animal.” “I was lost, who 
am I?” “I am a shadow, not a real person.” 
“Everyone was looking at me like I was an 
alien,” etc. Therefore, the complete recovery 
model needs to be embraced by the profes-
sion, researched, and promoted. Resources 
and reimbursements will need to be aligned 
with the model.

	 2.	 Development of Instruments: This is a key 
step in implementing the model. There are 
sufficient scales to assess clinical recovery, 
but very few for personal recovery. Thirteen 
instruments that include elements of per-
sonal recovery in the context of schizophre-
nia or schizoaffective disorder were 
reviewed in a study which concluded that 
the Recovery Assessment Scale (RAS) was 
thought to be the best currently available 
measure of personal recovery [23]. It has 38 
items covering personal confidence, hope, 
goals, mastering illness, being connected, 
and the sense of belonging [23]. There are 
also other instruments to assess recovery 
[24] that especially focus on subjective 
awareness of symptoms.

	 3.	 Identifying Basic QOL Needs: While we 
have focused on the personal losses and clin-
ical losses, not to be forgotten is the material 
losses. Many persons with schizophrenia just 
do not have the basic necessities of life, and 
any attempt at recovery that does not address 
these basic needs will fail. Numerous studies 
across the world have documented housing 
and employment needs of persons with 
schizophrenia. As many as 75% of such per-
sons go without social supports and/or access 
to employment. Monetary support, social 
engagement, and employment are the most 
important needs for people with psychotic 
illness, as well as good physical and mental 

health. These are to be the foundational ele-
ments of the CR approach [25–28].

	 4.	 Utilizing Current Knowledge and Evidence-
Based Therapies: There is no inherent con-
flict with biologically based knowledge of 
the illness and therapies and the principles of 
recovery. In fact, they can build on each 
other. It has been recommended that the lat-
est knowledge of the neuroscience of schizo-
phrenia be utilized in developing a new 
bio-psycho-socio-behavioral model for treat-
ment [29]. Such a model would recognize 
the limitations and gaps in current knowl-
edge, for example, a poor understanding of 
the biology of negative symptoms and lack 
of treatments for the same [29]. It is beyond 
the scope of this chapter to list effective bio-
logical or psychosocial therapies. Making 
such therapies accessible and available is 
also a required part of the CR model. We 
only mention here that cognitive remediation 
techniques in particular may help address the 
metacognitive impairments and allow better 
participation by the patient in all aspects of 
his/her care. Other psychosocial therapies 
currently with adequate evidence base and/or 
promising include assertive community 
treatment (ACT), cognitive behavior therapy 
(CBT), family psychoeducation, social skills 
training, cognitive adaptive therapy, and 
social skills training [30, 31].

	 5.	 Use of Patient-Centered Terminology/
Language: Before proceeding too far in 
developing the recovery approach, it is to be 
emphasized the art of appropriate communi-
cation is critical to this approach. No matter 
how good the intentions might be, if the per-
son with schizophrenia does not feel invited 
as a participant through the use of appropri-
ate, sensitive, and respectful language, our 
attempts are likely to fail. Sometimes, such 
language has been termed “person-first lan-
guage” [32].

	 6.	 Recovery Settings: The recovery approach 
needs to be practiced in all settings and not 
just the counselor’s office. This is especially 
important in inpatient settings. While engag-
ing the person when he/she is most unwell 
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seems challenging, however studies indicate 
it can be accomplished. The risk of not 
engaging the person actively in the recovery 
process during the acute stages of illness is 
that recovery-oriented dialogues will not 
have any credibility. Engaging with former 
inpatients, role-play, mentorship, and learn-
ing recovery processes go hand in hand with 
specific symptomatic treatments [33].

	 7.	 Consumer Perspective and Subjective 
Assessments: Assessments, scales, interven-
tions, and outcome measurements need to 
have a strong consumer perspective. Prior 
studies indicate consumers are more inter-
ested in personal well-being, social inclu-
siveness, and self-management and less in 
clinical recovery measures [34, 35]. 
However, it is likely that there are relations 
between subjective measures of personal 
wellness and objective elements relating to 
observable symptoms [36].

	 8.	 Role of Peers: While peer counseling has 
been accepted as a valuable tool in reaching 
the person with psychosis, it remains severely 
underutilized for various reasons, most 
importantly reimbursement. Both direct peer 
support and peer-led family education as 
well as peer-operated services should be 
integral parts of a recovery-based approach 
[37]. Peers can provide mutual support/self-
help and consumer-operated services. Also 
see item 7  in the section Implementing a 
Program for Complete Recovery for more on 
peer counseling.

	 9.	 Autonomy and Shared Decision-Making: 
Another key element of a successful recov-
ery approach is the practice of shared 
decision-making (SDM). We have referred 
to loss of control as a key loss in schizophre-
nia and its consequences. While many ill-
ness/therapy models acknowledge this, care 
delivery systems have largely ignored the 
process of SDM. In part, it is due to the nag-
ging concern that a person with schizophre-
nia is not capable of such decisions. However, 
such a concern is not empirically validated. 
Further, interventions exist such as metacog-
nitive training to enable the sufferer to over-

come cognitive impairments and actively 
participate in SDM [38]. In fact, psychoso-
cial programs have been developed with a 
curriculum to assist the patient with illness 
management [39]. Also see the section 
Implementing a Program for Complete 
Recovery for more on illness management.

	10.	 Recovery as a Right: Finally, in developing 
and implementing the complete recovery 
model, it should be recognized that recovery 
with all its individual elements is the right of 
the person with schizophrenia. This includes 
both recovering the clinical, functional, per-
sonal, and material losses.

�Challenges to Implementing 
a Complete Recovery Program

Implementation of the above CR model faces 
many challenges. These can be systematically 
overcome by a thoughtful plan with the participa-
tion of all the stakeholders. Several challenges 
have already been alluded to, such as the rigidity 
of the reimbursement systems and disincentives 
to personalizing care. Unfortunately, there are 
more ingrained challenges to overcome. Some 
are beyond the scope of this chapter, such as the 
historical roots and misunderstandings of the 
nature of mental illness. We list below 10 chal-
lenges that create barriers to complete recovery. 
This is a selective list and is not exhaustive.

	 1.	 Lack of Education: A lack of understanding 
of the basics of mental illness among health 
professionals and community stakeholders 
including leadership, and most importantly 
the person with schizophrenia, is a critical 
weakness. Ignorance or outdated knowledge 
among our own colleagues is painful and 
embarrassing. In health profession schools, 
mental illnesses and their treatment are either 
inadequately taught or stigmatized. Trainees 
may even be discouraged from choosing 
careers in the mental health field. A strong 
reorientation of the educational curriculum, 
and continuing education of the educators 
and school leadership, is needed. While 
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medical and other schools are incorporating 
human values in the curriculum, we have 
moved too far in the direction of laboratory 
and radiological studies, short hospital stays, 
high throughput, and defensive medical 
practices to seriously consider giving a cen-
tral place in our curriculum to human suffer-
ing and patient respect. As said above, these 
are not reimbursable. For this and other rea-
sons, personal losses are mostly ignored in 
medical school and other education. That 
chronic illness takes away something more 
than health and (material) productivity needs 
to be seriously recognized.

There is also a very significant lack of 
education within the community, including 
within the leadership, as to the nature and 
enormity of mental disorders and their con-
sequences to the individual and the family/
community. This knowledge deficit acts as a 
major barrier in making resources available 
to improve access, create an appropriate 
workforce, and provide a continuum of ser-
vices that address the losses mentioned in the 
earlier section. Mental health professionals 
need to join with patients and their families 
in understanding that schizophrenia is not a 
malignant disease that inevitably deterio-
rates over time but rather one from which 
most people can achieve a substantial degree 
of recovery [40].

While educating professionals and com-
munity is critical, such knowledge will lead 
to limited results unless the consumer is well 
informed of the nature of his/her own condi-
tion. Most persons with schizophrenia sim-
ply experience and suffer while not knowing 
the basics pertaining to their illness and its 
impact on their lives [41]. Stigmatizing per-
ceptions may be reduced by receiving infor-
mation about symptoms, diagnosis, 
medications, therapies, etc. Therapies like 
CBT serve both educational and therapeutic 
purposes [42, 43].

	 2.	 Stigma: Stigma puts a choke hold on recov-
ery. While stigma is a complex and multi-
level challenge, it has a direct negative effect 
on any attempt to recover the personal losses 

necessary for complete recovery. As long as 
society does not fully understand or believe 
that schizophrenia is a brain disease and no 
different from any other chronic major medi-
cal illness, the challenges to complete recov-
ery will remain. In a study of 16 countries, 
with regard to stigma concerns with child-
care, perceived potential for violence, fears 
of unpredictable behavior, reservations about 
marrying into the family, and children’s 
access to education emerged as common 
concerns resulting from stigma [11]. Stigma 
discourages from seeking care, impedes 
access, and enables noncompliance, but most 
importantly, the false basis of stigma begins 
to appear real to the afflicted person. This 
seriously challenges recovery. It is almost 
impossible to genuinely recover if family, 
friends, and/or the community at large 
believe that mental illness is a personal 
weakness; a made-up, imaginary, or fake 
condition; an attention-seeking manipula-
tion, etc. Under such beliefs, it is difficult to 
make a case for empathy or convince that the 
victim of schizophrenia is deserving of the 
same respect that all human beings deserve. 
Also see prior discussion on the toxic role of 
stigma in the section Lost in Schizophrenia, 
item 5.

	 3.	 Access: Any progress in understanding the 
nature of schizophrenia and the losses suf-
fered is negated if there is no access. Less 
than 50% of persons with a mental disorder 
seek help, less than 50% of those seeking 
help have access to such help, and less than 
50% of those having access get the full range 
of services needed. Without a warlike effort 
to improve access, our hopes for recovery 
will remain only that. Both stigma and shame 
hinder access. Shame discourages help seek-
ing and often leads to depression, isolation, 
and alienation. Guilt forms another dimen-
sion of this quadruple challenge. The quad of 
stigma, shame, guilt, and depression soon 
lead to loss of hope and further alienation 
and often end in suicide [44]. Sense of 
belonging and hope have been identified as 
vital for recovery [9].
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	 4.	 Human Resources: A very significant chal-
lenge with relevance to all other aspects 
discussed here is the absence of qualified 
workforce, both medical and nonmedical. 
For complete recovery to be realistic, access, 
support, and understanding are needed from 
providers. The notion that assessment, medi-
cation, and supportive therapy complete a 
quality program is seriously flawed. While 
these are certainly key ingredients of a qual-
ity service, they are but ultimately an inade-
quate answer to the challenges of 
schizophrenia. A workforce that is educated 
and trained in the full spectrum of losses suf-
fered in schizophrenia is needed. Each disci-
pline needs to transform its curriculum to 
adequately understand the trauma and loss 
inflicted by this mental illness. To achieve 
this requires significant resources and possi-
bly a reorientation of our health education 
priorities and curricula.

	 5.	 Media: We now live in a very different world 
than 50 years ago. The mentally ill person no 
longer lives hidden in a basement. However, 
the public at large is just as mystified and ter-
rified of schizophrenia as it was then. This is 
unfortunate, and the blame may be squarely 
laid at the foot of the various health profes-
sions and media for this. Review of media 
continues to show significant negative, dra-
matized, and ill-informed coverage. 
Understandably, this directly impacts on 
what/how the public, community, and lead-
ership understand mental illness to be. It 
negates any effort the professions may make 
in correctly informing the public about seri-
ous mental illnesses. There may be light at 
the end of this tunnel, and there is some indi-
cation that media articles now are becoming 
less stigmatizing [44].

The personal losses mentioned earlier are 
by themselves significant challenges and are 
discussed below. However, in order to restore 
them, the above listed more tangible chal-
lenges need to be addressed first.

	 6.	 Metacognitive Impairments: We have alluded 
to impaired metacognition in schizophrenia. 

Such impairment limits the ability to be self-
aware emotionally, cognitively, and socially 
and thus have a pervasive negative influence 
on attempts at recovery. Motivation is dulled. 
It is not uncommon to hear persons with 
schizophrenia say they do “nothing” with 
their time. Whether such a mental state itself 
perpetuates positive symptoms of hallucina-
tions or paranoia, or so-called internal stim-
uli, is a good question [6, 46, 47]. Also see 
prior discussion on this topic in the section 
Lost in Schizophrenia, item 1, and in the sec-
tion Challenges to Implementing a Complete 
Recovery Program, item 7.

	 7.	 Impaired Empathy: Impairment in the ability 
to empathize is a significant challenge. 
Among other things, this ability allows the 
individual to be connected, to be trusted, and 
to put in perspective one’s suffering with that 
of others. Studies indicate deficits in empa-
thy for persons with schizophrenia. For 
example, interpersonal reactivity index may 
be blunted, albeit less so in females with 
schizophrenia [5].

	 8.	 Loss of Control: Earlier, it was indicated that 
loss of control is one of the unfortunate end 
products of the consequences of schizophre-
nia. Loss of volitional control is a central 
feature of the Jasperian and Schneiderian cri-
teria for the psychotic experiences of schizo-
phrenia. However, over and above these 
fundamental experiences, lack of under-
standing of the nature of the disease, misun-
derstanding its impact, and maladaptation by 
patient, family, and society all contribute to 
the creation of loss of control in the individ-
ual. Persons with schizophrenia often iden-
tify an external locus of control. Both 
psychotherapeutic and psychosocial recov-
ery approaches are necessary to restore some 
degree of control within the individual. 
Adherence/compliance and recovery 
approaches are likely to fail if this loss is not 
adequately addressed [7].

	 9.	 Loss of Faith, Religion, and Spirituality: Yet 
another critical factors in ensuing progress 
toward complete recovery are faith, religion, 
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and spirituality. These provide a foundation 
for connecting with fellow beings, in having 
a sense of structure, and in creating a sense 
of higher purpose. Persons with schizophrenia 
often lose faith in fellow human beings and 
in God and may feel working toward a higher 
purpose in life is beyond them. They may 
feel cheated of the basic freedoms of life and 
conclude that their family does not love 
them, that God does not love them, that they 
are lesser beings who could not possibly 
aspire for higher goals in life, etc. Caregiver 
love, nurturance, and love of God are 
reported as very important in continuing to 
live and recover [8, 56].

	10.	 Maladaptive Coping: As unfortunate and 
challenging as the disease might be, it is the 
inability to cope with the impact of the dis-
ease that actually determines the outcome 
and eventually extent of recovery. Well-
intentioned but ineffective coping strategies 
result in frustration, disappointment, nega-
tive emotions, and burnout. Both culture and 
education and health-care organizations 
influence how people cope with schizophre-
nia and other major illnesses. It is likely that 
the finding from WHO studies that less 
developed and more rural countries have a 
better prognosis in schizophrenia may very 
well be a result of both acceptance and more 
natural coping styles [48].

�Implementing a Program 
for Complete Recovery

The future for implementing programs to achieve 
complete recovery is bright. This is despite the 
challenges and limitations listed above. In part, 
this optimistic view is made possible by increas-
ing knowledge in psychiatric neuroscience, neu-
ropsychology, and social psychology; by 
increasing awareness of recovery; and, most 
importantly, by increasing advocacy. We list 
below 10 elements of a successful recovery pro-
gram. This list is selective and not exhaustive or 
complete.

�Utilizing Advances in Neuroscience 
and Psychosocial Sciences 
for Education and Treatment 
Development

Our best opportunities are coming both from 
neurosciences and psychological sciences such 
as personal psychology, trauma psychology, etc. 
The former is shedding light on the pathophysiol-
ogy of hallucinations and delusions, on the neural 
basis of the chaos that the person with schizo-
phrenia has to endure and struggle through, and 
in the development of biological therapies, for 
example, new glutamatergic agents, theta burst 
magnetic stimulation, etc. The psychosocial sci-
ences help us understand impairments in working 
memory, social cognition, metacognition, etc. as 
well as the personal losses of self-esteem, hope, 
faith, respect, dignity, etc. that were listed in the 
earlier sections. These developments will enhance 
our knowledge of the challenges a person with 
schizophrenia faces and the treacherous road they 
are traveling on and offer some solutions. Rather 
than get lost in a black hole of symptoms and 
behaviors that appear odd and irrational, provid-
ers will be able to appreciate the underlying neu-
rophysiology and psychology of the symptoms 
and behaviors of psychosis and the personal 
struggles of the sufferer. Such understanding 
should serve as the foundation of a complete 
recovery program.

Other sciences that are contributing to a better 
understanding of what it takes for a complete 
recovery include personal psychology, trauma 
psychology, and human ethics. These are inform-
ing us of the uniqueness of each individual, styles 
of cognition, perception, interaction and behav-
ior, experience, and vulnerabilities of the trauma-
tized individual. Another source of learning will 
be through recent innovations in psychosocial 
approaches to serious mental illness including 
patient autonomy, patient centeredness, first-
person language, peer counseling, etc. These are 
compelling us to think beyond symptoms, diag-
nosis, and prescription or mere verbal support. 
(See prior discussion of this topic in the section 
Approach to Complete Recovery, item 4.)
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Ethical studies help us understand that every 
individual has a right to recovery and to be treated 
with respect and dignity. There will no doubt be a 
positive fallout on both societal leaders and com-
munity stakeholders from such new knowledge. 
This, it is hoped, will transform their views of 
mental illness and lead to better resources. More 
importantly, it is hoped this will change society’s 
reaction to the individual with schizophrenia. 
Increased awareness and better understanding 
within all stakeholders could translate into more 
resources, more research, better treatments, bet-
ter access, and less stigma, setting the stage for 
true and full recovery of the individual with 
schizophrenia.

�Creating Therapeutic Alliance

Another fundamental characteristic of a strong 
recovery program is the therapeutic alliance. 
While not a new concept by any means, creating 
therapeutic alliances, incorporating the approach 
of patient autonomy and patient centeredness can 
be challenging to traditional practitioners and 
systems. However, studies indicate that a greater 
degree of recovery orientation, reduced stigma, 
and more awareness of these on the part of the 
client and therapist help create better therapeutic 
alliances [49]. Strong therapeutic alliance allows 
the therapist to substitute his/her ego resources 
for the impairments of the person with schizo-
phrenia and creates the platform to effectively 
address the other personal losses.

�Treatment Setting

The terms recovery, approaches to recovery, and 
recovery programs seem to be more associated 
with outpatient/community care. While clearly 
the bulk of recovery should happen in such set-
tings, the seeds have to be sown in all settings, 
and especially in acute and step-down programs, 
crisis stabilization centers, partial hospitaliza-
tion, and other day programs. While this appears 
daunting because of the severity of the condition 
and perceived lack of readiness for recovery, as 

well as limitations of short length of stay, multi-
ple studies have demonstrated the feasibility and 
the value of implementing recovery approaches 
in such settings. Marked improvements in symp-
tom management, functioning, social connectiv-
ity, and self-confidence have been noted [50].

�Vocational Rehabilitation, 
Employment, and Housing

Another critical aspect of a complete recovery 
program is the attention and emphasis on voca-
tion. The material and psychological impacts of 
not having a vocation and job contribute heavily 
to personal loss, especially control and self-
esteem. Access to vocations is not simply a mat-
ter of providing a referral or performing an 
intake. Appropriate psychological and hands-
on  support is needed throughout the vocational 
process [51]. Clearly, vocational rehabilitation 
not only provides a job and income but also 
improves self-care, reduces social isolation, cre-
ates a sense of autonomy, and has a cascading 
positive effect on the ability to overcome other 
impairments such as in planning and budgeting. 
Mapping one’s time is another critical need for 
many persons with schizophrenia, and having a 
vocation is one way of achieving this [4]. There 
had been significant hindrance to recovery from 
the practice that one ought to be clinically stable 
before housing could be obtained/provided for a 
person with schizophrenia. Housing First initia-
tives have done away with such mistaken notions 
and are imperative in a successful CR program. 
Cross mapping of resources within a catchment 
area goes a long way in identifying all the avail-
able resources, helps decision-making in where 
to put resources, and avoids duplication.

�Technology

A major source of support for recovery is coming 
from developments in technology. Technological 
tools help in all aspects of recovery, from access 
(tele-psychiatry), compliance (smartphone 
reminders), self-help blogs and online support 
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groups, easy access to mental health videos and 
films, etc. Use of technology can be an integral 
part of illness education and management [52].

�Mobile Services

Meeting the patient where he/she is both literally 
and functionally is a central principle of recovery. 
From the older concept of house calls to the 
recent intensive or assertive community treat-
ment methods, mobile services can be helpful in 
improving access, treatment compliance, trans-
portation challenges, crisis intervention, relapse, 
and hospitalization prevention as well as address 
personal losses of isolation/alienation. Clinicians 
working with mobile services can also help cli-
ents manage their own illnesses better and 
develop healthier lifestyles [53].

�Peers

Reference has been made to the emerging role of 
peers in the recovery process. This appears to 
benefit both the index patient and the peer coun-
selor. It is now well established that peers add a 
unique new value toward engagement, adher-
ence, improvement, and recovery of a person 
with serious mental illness. We have not yet 
tapped the full potential of this resource. Both 
paid and volunteer peer services are now becom-
ing available. Several aspects of such services 
need continued study and refinement, such as 
confidentiality/privacy, conflicts of interest, indi-
vidual bias, supervision of the peer counselor, 
etc. Nevertheless, studies supporting the role and 
value of peer services are growing and indicate 
the value and benefits of such services [54]. (Also 
see prior discussion in the section Approach to 
Complete Recovery, item 8.)

�Self-Reflectivity

Impaired metacognition including self-
reflectivity poses significant challenge in achiev-
ing recovery goals. The ability to learn about 

oneself including past experiences is a critical 
element toward complete recovery. Techniques 
are being developed to improve or overcome this 
handicap. For example, both cognitive remedia-
tion techniques and manualized narrative psy-
chotherapy have been shown to produce specific 
improvements in persons with schizophrenia. 
(Also see prior discussion on this topic in the sec-
tion Lost in Schizophrenia, item 1, and Challenges 
to Implementing a Complete Recovery Program, 
item 6.)

�Illness Management

While traditionally clinicians have directed the 
management of psychiatric illness, it has become 
more evident that illness management by the 
patient with schizophrenia is both feasible and 
highly desirable and contributes significantly to 
progress toward more complete recovery. Such 
management is a joint effort between providers 
and patients. Patients are encouraged to learn to 
identify symptoms and behaviors, manage them, 
and learn techniques to cope with triggers, bene-
fits of compliance, relapse prevention, etc. Peer 
support and counseling are especially important 
in this regard [55]. (Also see the section Approach 
to Complete Recovery, item 9, for prior discus-
sion of this topic.)

�Spirituality

We have earlier described the role of spirituality 
in the recovery process. There is no single method 
of incorporating spirituality into a recovery pro-
gram. Faith- and religion-based services, nonde-
nominational services, yoga, and other meditation 
practices are all available. The critical element is 
not any one method but the realization that such 
practices instill a sense of hope, connectivity, and 
a higher sense of being—elements that are often 
severely hurt in schizophrenia. Clients  may 
regard spirituality as a source of giving and 
receiving love and care, and  professionals 
may regard it as a means of receiving support and 
managing symptoms [31, 56].  Such differeing 
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goals may easily be reconciled to optimize the 
benefits. 

In this chapter, we have provided a model for 
complete recovery and examples of evidence-
based methods of implementing such a model. 
However, it is acknowledged that many more sig-
nificant topics that impact recovery are not 
addressed here. These include, but are not limited 
to, the role of substance use, medical comorbidi-
ties, challenges around behaviors of aggression 
and violence, and self-injurious and suicidal 
behaviors. Also not addressed in the model build-
ing is legislative advocacy. Lastly, we have not 
included the burden on families and supports 
needed, which are also part of a total recovery 
program. A comprehensive model would cer-
tainly include these challenges and current rec-
ommendations and evidence-based interventions 
to address them.

�Conclusion

Schizophrenia is a devastating chronic disease 
afflicting at a young age and robbing the person 
of what every other person takes for granted—a 
healthy, productive, and satisfying human life. 
Attempts over the last 100+ years have been to 
understand the biology and psychopathology of 
this disease and mitigate its symptoms, reduce 
hospitalization, and improve function. Largely 
forgotten in these otherwise worthwhile and 
appropriate efforts is a range of personal losses 
suffered by the individual. The disease and soci-
ety together rob the individual of his/her dignity 
and humanity. Complete recovery involves the 
identification, understanding, and recovery of the 
full range of losses suffered by the person with 
schizophrenia, especially the personal losses. We 
have presented the range, scope, and nature of 
these losses, and challenges and opportunities in 
creating an approach and a model  to recover 
them, and outlines of a program with the goal of 
complete recovery. Continued research into the 
neuroscience of schizophrenia, major changes in 
our educational curricula and field training, war-
like effort against stigma, and a thorough under-
standing of the personal losses are needed to 

achieve this goal. All measures and targets of out-
come and all approaches to recovery need to con-
tinue vigorously, but always with the 
understanding that it is about our fellow human 
being, and not just a patient or client. It is just as 
important to foucs on who and what is recovered 
as on how much is recovered. Complete recovery 
is very possible if such transformative changes 
can be accepted and implemented.
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