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Self management in the mental health system has profound implications, and requires 
widespread changes in attitudes and vested interests.  
 
For real change to occur, it has to address two levels of managing care: the individual 
and the systemic. Taking ownership of one’s own body and mind in the mental health 
system is revolutionary, as many people believe that mental patients are incapable of 
self care. And on a broader level, having control over one’s choices is only meaningful 
if there is a range of options from which to choose.  
 
Individual self management requires care to be directed by client self identified needs 
accompanied by the right of choice via informed consent. There must be real choices 
from which to choose. 
 
Systemic self managed care needs first a real voice for the "selves"- an independent  
group of people with lived experience that can represent this group’s self identifiied 
needs. And then, as this is not a mere feel good exercise, there must be governmental 
or organizational guidance by that voice. 
 
Self management takes empowerment. That power involves decision making, and the 
ability to implement those decisions. Ultimately, empowerment means changing power 
relations between people. The disempowered must have more power, which means 
the powerful must have less. Applying this definition to the current psychiatric system, 
it is apparent that while progress has been made within some mental health services, 
power is still largely withheld from psychiatric consumers and survivors, as individuals 
and as a group.  
 
Taking control of ones own body, mind and environment has been championed by the 
psychiatric consumer and survivor movement (and its allies) in order to counteract the 
powerlessness, hopelessness and learned helplessness the mental health system has 
often generated. Using personal experience and reference to well conducted research, 



consumers and survivors have demonstrated that people fare better who have control 
over their own lives, and that being told that you are, for example, "schizophrenic" does 
not in fact mean that you are fated to be mentally disturbed and in need of medication 
for the rest of your life (see the research of  Courtney Harding and Loren Mosher).  
 
It is important to recognize that while the individual is the one who must be in charge of 
their own recovery and empowerment, most of the forces preventing it do not originate 
from within that person, (although some may become internalized). It is these 
impediments that must change, for the empowerment of self management to have any 
meaning in the mental health system.  
 
What has to change? 
 
Many people believe that if you are or have been in a psychiatric hospital, if you seem 
mentally disturbed, you clearly are not capable of deciding what is best for you. (This 
belief is enshrined in law in British Columbia, where involuntary patients are all treated 
as if they are incapable of making treatment decisions.) 
 
The MacArthur Treatment Competence study1 found that most people considered to 
have serious mental illness had abilities to make treatment decisions similar to persons 
who were not considered to have mental illness. They concluded that their findings do 
not support policies that deny people the right to refuse or consent to treatment simply 
because people are in a psychiatric facility. They recommended screening to identify 
who needs help in making treatment decisions. This is an improvement over a global 
assumption of incapacity, but other sectors of the disability movement have come up 
with responses that are better than yes and no regarding capacity. Supported decision 
making focuses on extending the individual’s ability to make decisions rather than 
moving to exclude them. People needing mental health services should have the same 
right to independent living supports as do people with physical disabilities. If people 
were able to purchase their own attendant care it would still be less expensive than 
cost of a hospital bed and the difference in the amount of good attention would allow 
many more people to flourish. (As with people with physical disabilities, this is a plan 
that suits some people and doesn’t suit others.) 
 
On the individual level, people need to have their self identified needs met.  
 
The results of 2 studies over 8 years funded by the NIMH in the U.S. found that 
“Consumers perceptions that their needs were met are the best predictors of positive 
mental health outcomes.”2 And “Consumers’ perceptions of their level of service 
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empowerment (e.g. their involvement in treatment planning and decisions about 
services) was the variable most highly correlated with the degree to which they felt 
their needs were being met.” 3 
 
Within the mental health system, “consumers do not perceive themselves to be as 
empowered as they would like to be, with regard to their services and treatment”4 
Some people feel they have had help getting their needs met in the mhs, some do not. 
A considerable problem is people being told what they need or directed to one end, 
rather than assisted in reaching their own informed decision. The all too commonplace 
violation of the legal requirements for informed consent is an example. Rarely are 
people told what the law requires – the potential risks and alternatives as well as 
potential benefits to the proposed treatment (which is typically medication). Telling 
people that they may have no other assistance if they do not comply with medication is 
another frequent practice. Both of these attempts to manipulate or coerce people are 
not just ethically problematic (though that should be sufficient cause for concern), they 
are also ineffective, as the previous study indicates.  
 
A major impediment to the shifting of this attitude is the over reliance of the mental 
health system on the medical model, which lets the definition of the problem and the 
solution reside in an "expert". The attempt to correct this imbalance of power has 
motivated consumers and survivors to draw attention to the research indicating that 
much of what has been accepted as scientific fact in the mhs is in fact, not: psychiatric 
diagnoses are vulnerable in the areas of reliability and external validity; many features 
of "schizophrenia" are inconsistent with a brain disease, recovery is possible 
regardless of diagnosis and does not necessarily require medication…   (See Kirk and 
Kutchins, C. Harding, L. Mosher, D. Cohen, WHO study). 
 
Disempowering people through excessive restrictions is also counterproductive to 
people’s wellbeing. One example is a study by Harris and Rice of people in the 
forensic system: "for offenders at lowest risk, evidence suggests that supervision, 
detention, and treatment actually increase the risk of violence". 5  
 
On the systemic level, almost all mental health services are underdeveloped in their 
empowering of the voice of the people with lived experience. The (U.S.) National 
Council on Disability observed that "policy making based on input from experts, and 
that excludes participation from people labeled with psychiatric disabilities themselves, 
results in wasteful and ineffective one-size-fits-all public policy that doesn't efficiently 
meet the needs of those it is intended to serve."6 
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"The National Council on Disability has also concluded that one of the reasons public 
policy concerning psychiatric disability is so different from that concerning other 
disabilities is the systematic exclusion of people with psychiatric disabilities from policy 
making."7 
 
The underlying principle required is the same as it was on the individual level: the c/s 
voice needs to be heard, and self identified needs must be met. Following the Graham 
Commission 20 years ago, the subcommittee report recommended that at least a third 
of the boards of all mental health agencies should be people with lived experience of 
the mental health system. 
 
As Breton observes, empowerment requires a group to find and express its collective 
voice. Then this voice must be heard outside of the group.8 
 
Judi Chamberlain found that empowerment does not happen to clients by themselves, 
but as part of a group.9 
 
On a systemic level, the mental health system needs new management.  Through 
responsiveness to the directly expressed needs of the people it serves, it may recover 
its fundamental purpose as a place of healing, support and refuge. According to our 
consultations, if people were in charge of their own care there would be good 
therapists readily available for the survivors of abuse, relaxation training, social skills 
groups, education about rights… To reap the benefits of self managed care requires   
the collective voice of consumers and survivors at every decision making table.  
 
Jennifer Chambers 
Empowerment Council Coordinator 
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