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with serious mental illnesses. Nonetheless, despite almost 
two decades of recovery efforts in the United States and 
elsewhere, there is concern that recovery-oriented systems 
change remains embedded in traditional paradigms, 
despite the well-intentioned efforts of many (1). People 
with serious mental illnesses continue to be marginalized 
in society and often struggle to enjoy the benefits of full 
participation in community life. 

Community integration is a distinct concept that has 
only been sporadically discussed in mental health policy 
and practice (2-4). Community integration has been more 
widely embraced in the broader disability community 
than in mental health systems and is rooted in deep philo-
sophical and legal underpinnings. The concept emerged 
out of the “Normalization Movement” for persons with 
intellectual and developmental disabilities in Denmark 
in the 1950s and was expanded upon in the social role 
valorization framework espoused by Wolfensberger (5,6) 
that emphasized the creation of environments that enable 
all persons to engage in social roles valued by society. 
In the U.S., a powerful and persuasive disability rights 
movement successfully advocated for the Americans with 
Disabilities Act (7) that emphasizes community integra-
tion, including the requirement that governments “…give 
people with disabilities an equal opportunity to benefit 
from all programs, services, and activities (e.g., education, 
employment, voting, transportation, recreation, etc.)” 
(Title II). The 1999 ruling of the U.S. Supreme Court 
(8) ensured that the ADA applied to individuals with 
serious mental illnesses and resulted in the “Integration 
Regulation,” which required that “services, programs, 
and activities must be delivered in a way that enables 
individuals with disabilities to interact with non-disabled 
people to the fullest extent possible (p. 3)” (9). 

The result of this legislative act and judicial ruling has 
been the establishment of community integration as an 
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ABSTRACT
Background: Recovery and quality of life are key 
outcomes emphasized in mental health systems around 
the world.  This study explores the extent to which efforts 
to facilitate community participation may enhance these 
outcomes. 

Methods: Six hundred and six individuals with serious 
mental illnesses completed measures of participation, 
recovery and quality of life. 

Results: Small, but statistically significant positive 
relationships between community participation and 
recovery and quality of life were found. Additional 
analyses identified specific participation areas that, 
if they are important and done sufficiently from the 
perspective of the respondent, resulted in higher levels 
of recovery and quality of life. 

Limitations: Correlational analyses do not allow for causal 
explanations.

Conclusions: Results suggest that a greater emphasis on 
community participation, especially in specific areas that 
are important to the person and done sufficiently, may 
facilitate recovery and quality of life in community mental 
health systems. Implications and possible directions for 
policies and practices, especially within the context of 
Psychiatric Rehabilitation services, are offered.
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inherent right for all people who experience disabilities, 
expanding their right to live, study, work, and recreate 
alongside and in the same manner as people without 
disabilities (10). From these previous rights frameworks 
and legislative and judicial acts emerges a definition of 
community integration as “the opportunity to live in 
the community, and be valued for one’s uniquenesses 
and abilities, like everyone else (p. 1)” (11). The oppor-
tunities emerging from community integration policies, 
programs, and practices have been hypothesized to result 
in enhanced community participation (e.g., work, leisure, 
social participation) that ultimately facilitates greater 
levels of well-being and recovery (11). This community 
integration framework also suggests that the relationship 
is multidirectional where opportunities for participation 
increase well-being and recovery and increased well-being 
and recovery influence participation.

Recovery is defined in many sources as a process and 
an individual journey that involves the rekindling of 
hope and the support of others; belief in one’s self and 
self-determination; and finding meaning and purpose 
in one’s life through participation in valued roles in the 
community (12). These ideas mesh with Anthony’s com-
monly cited definition of recovery as living a satisfying 
and fulfilling life (13). Recovery and well-being are intri-
cately linked as well-being has been described as one’s 
appraisal of their quality of life including satisfaction 
and the presence of positive moods (14). Community 
participation is the empowered, self-determined choice 
and action that individuals make to be active in valued 
roles in the communities of their choice, across a variety 
of domains in their life. Participation is seen as the active 
embodiment of the definitions that one has for well-being 
and recovery for their life. Individuals live a satisfying 
and fulfilling life through their participation.

There are numerous longstanding examples demon-
strating a relationship between participation and con-
structs related to recovery and wellbeing. For example, 
research has shown that individuals with serious mental 
illnesses who are employed have higher levels of social-
ization, self-esteem, and ability to manage symptoms; 
lower levels of psychiatric symptoms and better global 
functioning; increased meaning in and higher quality of 
life compared to their non-working peers (15-19). Those 
engaged in educational pursuits have higher rates of 
employment, and increases in self-esteem, empowerment 
and meaning in life, as well as decreased hospitalizations 
(20-22). More friendships, especially close friendships, 
are associated with greater quality of life and ability to 

cope with life stressors, and general life satisfaction, while 
marital status is also associated with higher general life 
satisfaction (23-25). Further, research finds that reli-
gious participation and spirituality support psychological 
wellbeing and can inhibit symptoms related to mental 
illness, increase feelings of empowerment and social 
inclusion, and provide a sense of hope and meaning and 
purpose in life (26-28). Women with a serious mental 
illness report numerous benefits of having children and 
being a parent (29), and the benefits of increased physical 
activity included higher quality of life and well-being 
and a reduction of mental health symptoms (30). While 
correlational – one cannot randomly assign someone to 
work, marriage, etc. – these consistent results are highly 
suggestive of a relationship between participation and 
various positive outcomes.

Recent research has also found some evidence in favor 
of this framework (31). Using data from 1,800 people 
enrolled in the Consumer-Operated Services Program, a 
multisite study of the effectiveness of consumer-operated 
programs conducted in the U.S. between 1998-2003, 
these authors found that three participation areas, civic 
engagement, friendship and spirituality, were associated 
with recovery, quality of life and meaning in life, and 
being a member of a group or in an intimate relation-
ship predicted recovery and quality of life. Employment 
was only predictive of quality of life. This study had 
some limitations, however. The indicators of community 
participation were taken from various measures rather 
than a single instrument in the data collection protocol. 
Community participation was assessed as a dichotomous 
(i.e., participated or did not participate) rather than as 
a continuous variable assessing the extent of participa-
tion. Finally, the breadth of participation areas assessed 
was limited. 

 The proposed study further explores the relationship 
between community participation, recovery and quality 
of life, using a new dataset of more than 600 individuals 
where community participation was assessed using the 
Temple University Community Participation measure. 
This is an important step in this area of inquiry, con-
necting a broad range of existing literature across a host 
of participation domains (identified above) within the 
larger context of the community integration framework. 
Demonstrating a relationship between community par-
ticipation based on individual choice and self-direction 
with recovery and quality of life indicators could have 
implications for future program and policy decisions that 
lead to the development of supports that truly meet the 
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expressed hopes, dreams and desires of participants. 
This measure was specifically constructed to assess the 

extent to which respondents participate in a broad-range 
of areas, whether each area of participation is important to 
them, and the degree to which they felt their participation 
was sufficient. The breadth of this measure also allows 
us to utilize an empirically-derived multidimensional 
framework of participation that identifies three dimen-
sions: productive, social and leisure participation (32) 
in our analyses. These three dimensions, proposed in 
Chang and Coster (33), are based on the World Health 
Organization’s International Classification of Functioning, 
Disability and Health (ICF), and provide a clear defini-
tion of the content areas of participation. The specific 
hypotheses under test are:
1. There will be a positive relationship between recovery 

and quality of life and total number of participation 
days across all domains (i.e., intensity of participa-
tion), as well as total number of participation areas 
(i.e., breadth of participation).

2. There will be a positive relationship between recovery 
and quality of life and participation days in each of the 
productive, social and leisure participation dimensions. 

3. Respondents who report that their participation was 
sufficient in each area that they also indicated was 
important to them will have higher recovery and qual-
ity of life scores than those individuals with insufficient 
participation in areas identified as important.

METHODS

DATA
A data set involving 632 individuals was created by 
appending data from individuals with mental illnesses 
who participated in six research studies conducted by 
the investigators between 2008 and 2013. The individu-
als in these studies were all over the age of 18, had a 
primary diagnosis (clinician or self-reported diagnoses) 
of schizophrenia-spectrum (DSM 295.xx) or major affec-
tive disorder (DSM 296.xx), and were fluent in English. 
The specific studies, and samples, were as follows: 1) 
Participants from two community mental health centers 
were recruited to assess the test-retest reliability of the 
Temple University Community Participation measure 
(TUCP) (N=119; baseline data); 2) Participants from two 
different community mental health centers were recruited 
to assess the inter-method reliability of the TUCP (N=120; 
baseline data); 3) Individuals who had been incarcerated 

in the Philadelphia jail system for a study examining 
community participation needs and supports obtained 
(N=42; six-months post-release data); 4) Individuals 
recruited from two community mental health centers for 
a randomized, controlled trial examining the effectiveness 
of supports provided by a Center for Independent Living 
(CIL) (N=100; baseline data); 5) Mothers with a serious 
mental illness recruited throughout the U.S. primarily 
from Internet study posting who had primary or shared 
custody and were serving as the caretaker of at least one 
child second intervention to participate in a randomized, 
controlled trial to examine the effectiveness of an online, 
parent support intervention (N=131; baseline data); and 
6) Individuals with serious mental illnesses who received 
public mental health services and were in the 50%-90% 
in terms of expenditures for mental health services in 
a county in Southeastern Pennsylvania (U.S.A.) for a 
randomized, controlled trial of the effectiveness of a 
self-directed care intervention (N=120; baseline data).

Out of the 632, data from 10 individuals were excluded 
because they had missing data for the TUCP measure 
and an additional 16 individuals were excluded because 
they reported a highly extreme amount of participation 
on the measure (i.e., greater than 500 participation days) 
which was viewed as unlikely to be reliable because it 
would indicate that they engaged in each activity an 
average of twenty days. Instead, we believe that these 
responses were evidence of acquiescence whereby they 
provided the same response (e.g., wrote down “25” or 
“30”) across all 26 domains without reflection. Therefore, 
the final sample for the study was 606 participants. Each 
of the studies received approval from the Institutional 
Review Board of the authors’ academic institution and, 
where necessary, the Institutional Review Board of the 
local municipality.

MEASURES
Temple University Community Participation (TUCP) 
measure. TUCP (34) queries respondents about the num-
ber of days of participation in the past 30 days in 26 areas 
without a staff person going with them. The measure also 
inquires about the importance of each participation area 
(yes/no) and the perceived sufficiency of participation in 
each area (enough, not enough, too much). TUCP has 
good test-retest and inter-method reliability (34,35) and 
in the current study the Cronbach’s alpha is 0.72. Several 
scales were calculated for this study: 
• Total number of participation days, calculated as the 

sum of participation days across all 26 items. Possible 
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scores on this construct range between 0 and 780 (30 
days x 26 participation areas). 

• Total number of participation areas with at least one 
day of participation in the past 30 days. Because the 
number of different participation areas included in the 
measure is 26, the possible scores on this construct 
range between 0 and 26.

• Number of participation days in social, productive, 
and leisure areas, based on the framework outlined 
in Chang et al. (32). Items in each domain are as fol-
lows: Social participation (going to or participating in 
civic or political activities or organizations; going to 
a social group in the community; getting together in 
the community or attending an event with family or 
friends; going to a community fair, community event or 
activity; and entertaining family or friends at home or 
visiting family or friends; scores range between 0 and 
150); Productive participation (going to school to earn 
a degree or certificate; taking a class for leisure or life 
skills; working for pay; and participating in volunteer 
activities; scores range between 0 and 120); Leisure 
participation (going to a zoo, botanical garden, or 
museum; going to a gym, going to a theater or cultural 
event; going to a movie; going to a library; going to 
watch a sport event; going to a church, synagogue or 
place of worship; going to a park or recreating center; 
going to a barber shop, beauty salon, nail salon, or spa; 
and going to a restaurant or coffee shop; scores range 
between 0 and 300). 
Recovery Assessment Scale (RAS). The perceived 

recovery from mental illness was measured with the 
20-item version of the Recovery Assessment Scale (RAS) 
that is based on a factor analysis reported by Corrigan 
et al. (36). The items on the scale assess life goals and 
purpose, general outlook and attitudes, hope, not being 
dominated by symptoms, and asking for help. Each of 
the 20 items is rated on a five-point Likert scale (1 = 
strongly disagree; 5 = strongly agree). A composite RAS 
score ranges from 20 to 100 and is calculated by summing 
the 20 constituent items. Higher scores correspond to 
greater recovery. A comprehensive review of psychometric 
findings has found the RAS to have strong evidence of 
reliability and validity, including use by researchers in 
Israel (37). In the current study, the Cronbach’s alpha 
for the RAS is 0.89.

Quality of Life (QOL) Interview. The 10-item Lehman’s 
Quality of Life (QOL) measure is adapted from a longer 
interview used to assess how individuals felt about various 
aspects of their lives (38). This instrument was developed 

specifically for individuals with serious mental illness, 
with the possible answers to each of the 10 items on 
the scale ranging from 1 (terrible) to 7 (delighted). The 
composite score was calculated by averaging the scores 
on all the items, with higher scores indicative of greater 
overall quality of life. The Lehman QOL questionnaire 
has demonstrated good validity and reliability (38). In the 
current study, the Cronbach’s alpha for the QOL is 0.83.

Demographics. Each of the studies also included infor-
mation on a number of demographic characteristics, 
including gender, age, race and ethnicity, marital and 
relationship status, presence of children, education, and 
indicators of whether the individual was living indepen-
dently (defined as living alone in his or her own apartment 
or home, in a shared apartment with family members, 
or in a shared apartment with roommates) and whether 
the individual had ever been homeless. 

ANALYSES
To test the first hypothesis, we computed Pearson correla-
tions to examine the association between RAS and QOL 
and the number of participation days and the number 
of participation areas. Pearson correlations were also 
used to examine whether there were significant positive 
associations between RAS and QOL and the number 
of participation days in social, productive and leisure 
areas (hypothesis 2). For these analyses, the tests for 
the difference between two dependent correlations were 
conducted using the method suggested by Steiger (39). 
The tests were run with the applet for comparing over-
lapping correlations from a single sample on the Simple 
Interactive Statistical Analysis (SISA) website (http://
www.quantitativeskills.com/sisa/statistics/corrhlp.htm). 
To test the third hypothesis, a series of independent 
samples t-tests was run to compare average QOL and 
RAS scores for those individuals who found each par-
ticipation area important and participated in it enough, 
and those who found each participation area important 
and participated in it less than enough. 

RESULTS

SAMPLE DESCRIPTION 
Of the 606 individuals in the final sample, 209 (34.5%) 
were male, 396 (65.3%) were female, and 1 (0.2%) was 
transgender. Two hundred and twelve (35.6%) indicated 
they were white, 356 (60.7%) were black, 8 (1.4%) were 
Asian, 36 (6.2%) were Native American, 5 (0.9%) were 
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Native Hawaiian or Pacific Islanders, and 21 (3.6%) chose 
their race to be “other.” Twenty-six (4.5%) said they were 
of Latino or Hispanic ethnicity. The average age of the 
sample was 44.8 years (s.d. = 10.3). Two hundred and 
sixty-nine (44.5%) were married, in a domestic partner-
ship, or had a significant other. Just over two-thirds of 
the sample (67.5%) had natural, adopted, or stepchildren. 
One hundred and fifty-eight (26.1%) had not completed 
high school, 204 (33.7%) had a high school diploma or 
a GED, and 244 (40.3%) had more than a high school 
education. Three hundred and ninety-eight (70.1%) of the 
individuals in the sample were living independently, and 
326 (54.1%) had been homeless at one point in their lives. 

The average number of participation days for the 
sample was 71.9 (s.d. = 51.8), and the average number 
of different areas in which individuals participated at least 
once was 9.3 (s.d. = 4.5). The mean number of participa-
tion days in social areas was 8.2 (s.d. = 11.2), productive 
areas was 8.2 (s.d., = 11.5), and in leisure areas was 16.6 
(s.d. = 18.8). The total number of participation areas 
considered important by respondents was 17.4 (s.d. = 5.7) 
and the total number of participation areas considered 
important with at least one day of participation was 8.5 
(s.d. = 4.4). On average across respondents, 51.6% (s.d. 
= 23.8%) of the participation areas that they considered 
to be important had at least one day of participation. The 
average RAS and QOL scores were 78.1 (s.d. = 10.6), 
and 4.5 (s.d. = 1.0), respectively. The Pearson correlation 
between RAS and QOL measures in this sample was r 
(d.f.=601) = 0.55, p < 0.0001. The correlation suggests 
some overlap on the measures, but also a fair degree of 
distinctiveness. 

Relationship Between Participation Days and Areas 
and Recovery and Quality of Life (Hypothesis 1) 

The correlations between the total number of partici-
pation days and RAS and QOL were r(602) = 0.24, p < 
0.0001 and r(601) = 0.17, p < 0.0001, respectively. The 
difference between these correlations was not statistically 
significant (difference = 0.07, Steiger’s z = 1.85, two-sided 
p-value = 0.064). The respective correlations between 
the total number of participation areas the respondents 
engaged in and RAS and QOL were r = 0.27(602), p < 
0.0001 and r (601) = 0.26, p < 0.0001. Again, the difference 
between these correlations was not statistically significant 
(difference = 0.01, z = 0.27, p = 0.79).

Relationship Between Participation Domains and 
Recovery and Quality of Life (Hypothesis 2) 

The correlation between RAS and the number of 
participation days in social areas was r(602) = 0.23, p < 

0.0001, which was significantly higher than the correla-
tion between RAS and the number of participation days 
in productive areas (r(602) = 0.12, p < 0.0027; difference 
= 0.11, z = 2.90, p = 0.0038) but not significantly higher 
than the correlation between RAS and the number of 
participation days in leisure areas (r(602) = 0.18, p < 
0.0001; difference = 0.05, z = 1.33, p = 0.185). Similarly, the 
correlation between QOL and the number of participation 
days in social areas was r(601) = 0.19, p < 0.0001 was 
significantly higher than the correlation between QOL 
and the number of participation days in productive areas 
(r(601) = 0.11, p < 0.0057; difference = 0.08, z = 2.10, p = 
0.362), but not significantly higher than the correlation 
between QOL and the number of participation days in 
leisure areas (r(601) = 0.14, p < 0.0006; difference = 0.05, 
z = 1.31, p = 0.1892).

Sufficient Participation in Important Areas and 
Recovery and Quality of Life (Hypothesis 3)

T-tests comparing the average RAS and QOL scores 
for individuals who had sufficient versus insufficient 
participation in each participation area that is important 
to them are presented in Table 1. The results show that 
those who reported sufficient participation in each area 
that was important to them had significantly higher QOL 
scores than those who did not have sufficient participation 
in all 26 participation areas. A more mixed set of find-
ings was found on the RAS. Specifically, no differences 
between the groups based on sufficiency were found in the 
following areas: going shopping; going to a library; going 
to watch a sports event; going to a gym; going to a barber 
shop, beauty salon, nail salon or spa; going to a 12-step 
group for substance use problems; going to another type 
of support group; working for pay; going to school to 
earn a degree or certificate; and going to or participating 
in civic or political activities or organizations.

DISCUSSION
Overall, the results from this study offer some support 
for each of the three hypotheses and the overarching 
hypothesis that community participation contributes to 
individuals’ recovery and quality of life. First, we found 
a modest but statistically significant association between 
overall days of participation (i.e., intensity of participa-
tion) and levels of recovery and quality of life. Engagement 
in a broader range of participation areas (e.g., breadth 
of participation) was also found to be associated with 
higher levels of recovery and quality of life. 

Second, in an attempt to delve into the types of partici-
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Table 1. T-tests comparing the average RAS and QOL scores for individuals who had sufficient and insufficient participation in 
each of the important participation areas.

Important & Not Done 
Enough

Important & Done Enough T-Test

TUCP Item N Mean S.D. N Mean S.D. t-Value DF P-Value

1. Go shopping at grocery store?

RAS 157 77.48 10.15 326 78.70 10.70 -1.22 323.1 0.2243

QOL 157 4.26 1.06 326 4.61 0.94 -3.52 279.2 0.0005

2. Go to a restaurant or coffee shop?

RAS 192 76.32 10.61 201 80.69 9.25 -4.34 378.5 <.0001

QOL 192 4.11 0.99 201 4.87 0.85 -8.13 377.2 <.0001

3. Go to a church, synagogue, or place of worship?

RAS 316 78.43 10.25 151 80.51 8.98 -2.24 333.4 0.026

QOL 316 4.44 0.98 151 4.71 0.92 -2.82 311.7 0.0051

4. Go to a movie?

RAS 263 77.68 10.85 82 81.46 8.00 -3.42 182.1 0.0008

QOL 263 4.37 1.07 82 4.93 0.79 -5.17 180.7 <.0001

5. Go to a park or recreation center?

RAS 289 77.50 10.74 142 80.28 9.84 -2.67 303.5 0.0079

QOL 289 4.35 1.03 142 4.78 0.91 -4.49 312.7 <.0001

6. Go to a theater of cultural event?

RAS 291 77.97 10.31 77 81.00 10.16 -2.32 120.7 0.0219

QOL 291 4.40 1.01 77 4.82 0.84 -3.77 139.7 0.0002

7. Go to a zoo, botanical garden, or museum?

RAS 304 77.74 10.97 56 79.95 9.31 -1.58 85.72 0.117

QOL 304 4.32 1.02 56 4.91 0.93 -4.3 81.38 <.0001

8. Go to run errands?

RAS 107 77.11 11.86 318 79.68 9.40 -2.04 153.3 0.0434

QOL 107 4.17 1.20 318 4.72 0.87 -4.34 144.8 <.0001

9. Go to a library?

RAS 287 78.19 10.60 129 79.64 10.05 -1.33 259 0.1832

QOL 287 4.41 0.99 129 4.64 0.93 -2.27 261.6 0.0242

10. Go to watch a sports event?

RAS 192 77.88 10.83 78 79.28 9.73 -1.03 157.9 0.304

QOL 192 4.31 1.06 78 4.77 0.88 -3.59 170.2 0.0004

11. Go to a gym?

RAS 361 77.89 10.88 80 80.01 8.47 -1.91 143.1 0.0583

QOL 361 4.39 0.96 80 4.81 0.93 -3.62 119.1 0.0004

12. Go to a barber shop, beauty salon, nail salon, spa?

RAS 272 77.55 10.50 179 79.45 10.21 -1.92 388.4 0.0562

QOL 272 4.33 1.02 179 4.68 0.89 -3.95 416 <.0001

13. Use public transportation?

RAS 86 76.92 10.00 254 79.57 10.16 -2.12 148.8 0.0359

QOL 86 4.28 1.13 254 4.66 0.97 -2.74 130.3 0.0069
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Important & Not Done 
Enough

Important & Done Enough T-Test

TUCP Item N Mean S.D. N Mean S.D. t-Value DF P-Value

14. Go to a 12-step group for mental health issues?

RAS 186 76.75 10.13 180 79.36 10.00 -2.48 363.8 0.0137

QOL 186 4.21 0.98 180 4.72 0.92 -5.12 363.7 <.0001

15. Go to a 12-step group for substance use problems?

RAS 129 78.70 9.58 127 79.13 9.79 -0.36 253.6 0.7215

QOL 129 4.41 0.92 127 4.64 0.91 -2.01 254 0.0454

16. Go to another type of support group?

RAS 150 78.10 9.78 112 79.81 10.51 -1.34 229.5 0.1802

QOL 150 4.31 0.96 112 4.78 0.98 -3.84 236.3 0.0002

17. Go to a consumer-run organization?

RAS 168 76.69 9.98 166 80.63 9.74 -3.65 332 0.0003

QOL 168 4.23 0.98 166 4.72 0.93 -4.64 331.5 <.0001

18. Go to a social group in the community?

RAS 219 77.71 11.30 107 80.27 9.55 -2.14 244.9 0.0333

QOL 219 4.30 1.02 107 4.78 0.87 -4.41 243.4 <.0001

19. Work for pay?

RAS 296 77.91 10.96 140 78.73 11.02 -0.73 271.5 0.4687

QOL 296 4.30 1.00 140 4.71 0.96 -4.12 283.7 <.0001

20. Go to school to earn a degree or certificate?

RAS 297 78.08 10.72 116 80.10 9.32 -1.89 239.7 0.0596

QOL 297 4.33 0.99 116 4.67 0.91 -3.27 226.1 0.0012

21. Take a class for leisure or life skills?

RAS 300 77.83 10.83 76 81.34 8.62 -3 141.3 0.0032

QOL 300 4.27 0.95 76 4.92 0.98 -5.24 113.5 <.0001

22. Participate in volunteer activities?

RAS 278 77.38 11.06 154 80.36 9.61 -2.92 354.5 0.0037

QOL 278 4.35 1.01 154 4.77 0.82 -4.7 372 <.0001

23. Get together in the community or attend an event with family or friends?

RAS 259 77.12 10.46 192 79.95 9.59 -2.98 429.3 0.0031

QOL 259 4.31 1.03 192 4.73 0.86 -4.77 442.8 <.0001

24. Entertain family or friends in your home or visit family or friends?

RAS 255 76.53 11.24 238 80.42 9.36 -4.19 484.8 <.0001

QOL 255 4.23 1.03 238 4.80 0.84 -6.72 482.1 <.0001

25. Go to a community fair, community event or activity?

RAS 229 78.15 10.57 116 80.55 9.74 -2.1 248.4 0.0367

QOL 229 4.32 1.01 116 4.81 0.88 -4.66 261.6 <.0001

26. Go to or participate in civic or political activities or organizations?

RAS 177 78.53 9.51 98 80.57 10.68 -1.58 181.6 0.1169

QOL 177 4.34 0.91 98 4.72 0.97 -3.2 189.6 0.0016
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pation that might be most meaningful we gauged whether 
different domains of participation contributed more 
or less to recovery and quality of life. Higher amounts 
of productive, social and leisure participation all had 
small, but statistically significant positive relationships 
with recovery and quality of life. Social participation 
had the highest correlations in both areas. Surprisingly, 
the correlations between recovery, quality of life and 
participation in productive activities, such as working, 
going to school, or volunteering, was the lowest of the 
three areas. This finding may simply reflect that both 
the RAS and the Lehman Quality of Life Interview may 
lean more heavily on social participation constructs than 
productivity constructs, thereby accounting for the higher 
scores. For example, eight of the ten items on the QOL 
measure pertain to leisure and social factors. The RAS 
also contains factors that emphasize social relationships. 
As can be seen in Table 1 by looking at the total number 
of individuals in each participation area who indicated 
that the area was important to them, the productive 
participation areas are among the most important areas 
to our sample, making this finding worthy of additional 
exploration. 

Third, the results presented in Table 1 offer a number 
of interesting findings. By adding together the total N’s for 
both groups it can be concluded that every participation 
area was rated as important by at least 50% of the respon-
dents except for watching sports, participating in a civic 
or political group, or attending 12-step groups. Moreover, 
more than 50% indicated that their participation was 
insufficient in all areas except four: going shopping at a 
grocery store, going to a restaurant or coffee shop, running 
errands, and using public transportation. In some areas 
the extent of insufficient participation was approximately 
80%, such as going to a gym, going to a movie, or taking 
a class for leisure or life skills. Overall, it is clear that the 
broad-spectrum of participation areas that are being 
measured are important to people with serious mental 
illnesses and they are generally not participating in these 
area to the degree that they would like to. 

It was hypothesized that insufficient participation in 
each area would be associated with lower levels of recovery 
and quality of life. Such a relationship was found between 
all 26 participation areas and our measure of quality of 
life, and most of these were highly statistically significant 
(e.g., p<.001). It appears that sufficient participation in 
areas important to individuals may facilitate quality of 
life. A statistically significant relationship at p<.05 was 
only found in 15 out of the 26 participation areas and 

the measure of recovery. The participation areas where 
a relationship between sufficiency and recovery was 
found included those where a clear connection could be 
made to hope and asking for help, including going to a 
church, synagogue, or place of worship, going to a 12-step 
group for mental health issues or joining a consumer-
run organization, as well as social participation, such as 
going to a movie, a park and recreation center, theater 
or cultural activity, or a social group in the community. 
Areas such as shopping, going to the library, watching a 
sporting event, going to a gym or barbershop were some 
of the areas where there was not a relationship between 
sufficiently participating and recovery. It is plausible that 
these types of participation may be too mundane (e.g., 
shopping), infrequent (e.g., going to the library), or not 
important enough (e.g., watching a sporting event) to 
impact one’s recovery. But it is not clear why perceived 
sufficiency in other key areas that bring purpose and 
meaning in people’s lives, such as working for pay, going 
to school to earn a certificate or degree, or participating 
in civic or political activities or organizations, are not 
related to recovery. One possible explanation may be 
that individuals may have such low expectations for 
participation in these areas that any participation, even 
one or two days, may be viewed as sufficient and enhance 
quality of life, but may not be enough to affect recovery. 

The findings from this study have a number of implica-
tions for community mental health service providers as 
they continue their efforts to create recovery-oriented 
systems. Our results suggest that more community partici-
pation is associated with greater levels of quality of life and 
recovery, especially when it is in areas that are important 
to individuals and done to the extent that people desire. 
One basic implication is that greater attention should be 
paid to measuring community participation of individuals 
with serious mental illnesses to obtain a better picture 
of the areas of greatest interest for participation and 
where there is the greatest gap in terms of sufficiency of 
participation from the consumers’ perspective. 

With the inclusion of community participation assess-
ments as a standard component of mental health services, 
the need for interventions to support increased commu-
nity participation will become clear. For example, to date, 
evidence-based practices have been developed to pro-
mote participation in areas such as housing, employment, 
and education, but less attention has been paid to devel-
oping interventions to enhance participation in other 
areas that are important to people, especially leisure and 
recreational participation and religious/spiritual partici-
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pation. Interventions to support more robust community 
participation could utilize the “supports technologies” 
that have proven successful in increasing competitive 
employment outcomes (Supported Employment) (40-
45), educational achievements (Supported Education) 
(46,47), and independent housing (Supported Housing) 
(48,49). Each of these intervention models share these 
features: 1) supports begin as soon as an individual 
expresses interest in greater participation in a particular 
area; 2) placement – into competitive jobs, mainstream 
educational programs, or non-congregate independent 
housing, for example – is rapidly achieved, with no 
readiness requirements or pre-placement training or 
preparation; 3) each individual is given a choice, and 
options, with regard to what they do and where they 
do it; 4) participation occurs in normalized settings 
with similar expectations as anyone else engaged in that 
activity; 5) supports occur in community settings rather 
than in separate mental health facilities; 6) supports 
are offered as long as they are needed and desired to 
sustain participation; and 7) supports are integrated into 
other services to the degree desired by the individual. 
Care must be taken to develop services and supports 
that promote increased opportunities for individual 
service users to participate more robustly in the larger 
community to maximize opportunities for interacting 
with those who do not experience disabilities rather 
than participation that occurs in segregated settings. 
Moreover, these interventions should facilitate self-
determination and choice for participation in areas that 
are important to the individual, rather than that which 
is most expedient for programs or providers, and that 
is done to the extent desired by the person. 

A major limitation of this study is that it is correlational 
and caution must be taken not to assume causality. That 
is, recovery and quality of life could facilitate community 
participation as much as community participation may 
facilitate recovery and quality of life. Further research 
is needed to tease out the direction of the relationship. 
Moreover, while the relationships are statistically sig-
nificant and consistent, they are relatively small. There 
is clearly more to facilitating recovery and quality of life 
than community participation. Nonetheless, the enhanced 
opportunities for community participation that would be 
brought about by the adoption of a community integra-
tion framework may represent the second-order change, 
or transformative change, that is necessary to achieve 
the creation of robust, recovery-oriented mental health 
systems around the world (1). 
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