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Ethno-Racial Variation in Recovery
from Severe Mental Illness:
A Qualitative Comparison

Variation ethno-raciale dans le rétablissement d’une maladie
mentale grave : une comparaison qualitative

Rob Whitley, PhD1

Abstract
Objective: Purpose-driven studies examining the relationship between ethnicity, culture, and recovery are absent from the
empirical literature. As such, the overall aim of this study was to examine ethno-racial variations in recovery perspectives.
Specific objectives consist of comparing and contrasting ethno-racial variations in 1) definitions of recovery, 2) barriers to
recovery, and 3) facilitators of recovery.

Methods: We recruited people with severe mental illness from 2 broad ethno-racial groups (Caribbean-Canadian and Euro-
Canadian) to partake in a qualitative interview on recovery (n ¼ 47). Participants were asked to give their own definitions of
recovery, as well as self-perceived barriers and facilitators. Interview transcripts were then subjected to thematic analysis. We
compared and contrasted the distribution and salience of emerging themes between the Euro-Canadian and Caribbean-
Canadian participants.

Results: Recovery was consistently defined as a gradual process involving progress in key life domains including employment,
social engagement, and community participation by both groups. This was underpinned by a growing future orientation.
Stigma, financial strain, and psychiatric hospitalization were considered major barriers to recovery in both groups. Participants
from both groups generally considered stated definitions of recovery to be simultaneous facilitators of recovery—employ-
ment and social engagement being the most frequently mentioned. God and religion were key facilitators for the Caribbean-
Canadian group but not for Euro-Canadians.

Conclusions: Definitions, barriers, and facilitators to recovery were generally shared among our sample, regardless of ethno-
racial status, with the exception of God and religion.

Abrégé
Objectif : Les études axées sur les buts qui examinent la relation entre ethnicité, culture et rétablissement sont absentes de la
littérature empirique. À ce titre, le but général de cette étude était d’examiner les variations ethno-raciales dans les per-
spectives de rétablissement. Les objectifs spécifiques consistent à comparer et à contraster les variations ethno-raciales dans
(i) les définitions du rétablissement; (ii) les obstacles au rétablissement; et (iii) les facilitateurs du rétablissement.

Méthodes : Nous avons recruté des personnes souffrant de maladie mentale grave dans deux larges groupes ethno-raciaux
(caribéen canadien et euro-canadien) pour participer à une entrevue qualitative sur le rétablissement (n¼ 47). On a demandé
aux participants de donner leurs propres définitions du rétablissement, ainsi que les obstacles et les facilitateurs auto-perçus.
Les transcriptions des entrevues ont ensuite fait l’objet d’une analyse thématique. Nous avons comparé et contrasté la dis-
tribution et l’importance des thèmes dégagés entre les participants euro-canadiens et caribéens canadiens.
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Résultats : Le rétablissement était régulièrement défini comme étant un processus graduel impliquant des progrès dans les
principaux domaines de vie dont l’emploi, l’engagement social, et la participation communautaire par les deux groupes. Ceci
était appuyé par une orientation future croissante. Les stigmates, les difficultés financières et l’hospitalisation psychiatrique
étaient vus comme étant des obstacles majeurs au rétablissement dans les deux groupes. Les participants des deux groupes
ont généralement considéré les définitions proposées du rétablissement, les plus souvent mentionnées étant les facilitateurs
simultanés du rétablissement, l’emploi et l’engagement social. Dieu et la religion étaient un facilitateur clé pour le groupe
caribéen-canadien, mais pas pour le groupe euro-canadien.

Conclusions : Les définitions, les obstacles et les facilitateurs du rétablissement étaient généralement partagés dans notre
échantillon, sans égard au statut ethno-racial, à l’exception de Dieu et de la religion.
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Clinical Implications

� Interventions and strategies that facilitate employ-

ment and reduce financial strain (for example, sup-

ported employment services) can foster recovery.

� The application of ‘‘religious competence’’ in the

clinical encounter may assist in recovery, especially

among Caribbean immigrants.

� Inpatient settings as currently configured are not per-

ceived to be recovery-oriented, implying more

research and action in this domain.

Limitations of the Study

� Only 1 immigrant group was sampled: Caribbean-

Canadians.

� Many of these were second-generation immigrants or

had lived in Canada for some time.

� Bias may have occurred inasmuch as this was a clin-

ical sample relying on staff to filter participants into

the study.

Introduction

There is a broad consensus across the English-speaking

world that mental health interventions for people with severe

mental illness should promote the renewed concept of

‘‘recovery.’’1 A small amount of largely theoretical scholar-

ship suggests that ethno-racial minorities may define, con-

ceptualize, and experience recovery differently.2-4 As part of

a comprehensive literature review, Leamy et al noted that

this small amount of literature suggests that recovery in

ethno-racial minorities may be defined similarly as for the

majority group, but with a greater emphasis on spirituality

and stigma.5 Other literature, mainly from the United King-

dom and the Netherlands, indicates that ethno-racial mino-

rities, especially those of Afro-Caribbean descent, suffer

from inequities within the mental health system and wider

society.6,7 These inequities may theoretically interact with

cultural factors to produce variations in recovery definitions,

barriers, and facilitators.

However, the empirical literature is lacking in purpose-

driven comparative studies examining the relationship

between ethno-racial status and recovery. This is especially

the case here in Canada. As such, the overall aim of this

study was to conduct purpose-driven research examining

ethno-racial variations in recovery perspectives. Specific

objectives consist of comparing and contrasting ethno-

racial variations in 1) definitions of recovery, 2) barriers to

recovery, and 3) facilitators of recovery.

Methods

Participants

We purposely recruited 47 people (23 women) living with a

diagnosis of severe mental illness to partake in a qualitative

in-depth interview about recovery. To provide a solid basis

for comparison, we purposely sampled individuals who self-

identified with one of two broad ethno-racial groups: Euro-

Canadian or Caribbean-Canadian. This resulted in 28 Euro-

Canadian participants (10 Anglophones, 18 Francophones).

This group consisted of Canadian-born individuals of Eur-

opean ancestry. It also resulted in 19 Caribbean-Canadian

participants (12 Anglophones, 7 Francophones). This group

contained 12 first-generation and 7 second-generation immi-

grants from various Caribbean countries and territories.

More detailed characteristics are reported in Table 1.

Procedures

We recruited participants, who self-identified as having

Euro-Canadian or Caribbean-Canadian ancestry, from sev-

eral Montreal psychiatric outpatient clinics. Further inclu-

sion criteria were 1) a diagnosis of schizophrenia, major

depression, schizoaffective disorder, or bipolar disorder dur-

ing the last 5 years; 2) this must have lasted at least 3 years;

3) must currently be using mental health or rehabilitative

services; 4) must be able to give informed consent; 5) must

speak either English or French; 6) must be 18 years or older.

Clinicians identified potential participants from their cli-

entele who fell into the study inclusion criteria. They then
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asked the potential participants if they would consider parti-

cipating in a research interview on recovery. Names of those

assenting were then passed to the research team, who con-

tacted the potential participants. After complete explanation

of the study to the participants, they were asked if they would

like to participate. Those answering yes gave written

informed consent. Consent forms and study protocol were

approved by the McGill University Faculty of Medicine

Research Ethics Board.

All participants partook in a semi-structured interview at

a time and place of their choosing, including their homes,

hospitals, and day treatment centres. Participants also chose

the preferred language of their interview (English or French).

Two bilingual graduate students conducted all of the inter-

views—one of European ancestry and the other Afro-

Caribbean ancestry. They used a short topic guide created

by the author. Core questions on this topic guide included,

‘‘What does the term recovery mean to you?’’ ‘‘What are the

main barriers to your recovery?’’ and ‘‘What is helping your

recovery?’’ The interviews built on these questions to

explore the whole topic of recovery, with the interviewers

probing participants for examples to general assertions

made. Interviews typically lasted from 60 to 120 minutes.

Participants were compensated $20 for their time. All inter-

views were audio-recorded and transcribed, with transcrip-

tions imported into Atlas-ti software. All data were collected

between 2011 and 2013.

Analysis

Analysis was propelled by the thematic analysis approach.8

This involves a series of steps starting with total immersion

in the data, followed by the creation of specific codes that

can then be collapsed into meaningful themes. As such, the

author listened to sound recordings of the interviews and

read the transcripts. In collaboration with the graduate stu-

dents, the author developed a grounded framework contain-

ing 3 superordinate codes: 1) definitions, 2) barriers, and 3)

facilitators. Focused subcodes were created within each

superordinate code. The graduate students then coded each

interview with this framework in Atlas-ti. At the end of this

process, the codes were examined for similarity, overlap,

difference, redundancy, and prominence. Related codes were

subsequently collapsed into broader themes representing key

definitions, barriers, and facilitators. We then compared and

contrasted the broad pattern of distribution and salience

between Caribbean-Canadians and European-Canadians,

paying attention to any subgroup differences between Fran-

cophones and Anglophones in both groups. Transcripts were

analyzed in their original language; French language data

presented in the results were translated by the author.

Standard procedure in qualitative research is to identify

broad patterns in the data rather than exact frequency

counts.8 Frequency counts would be misleading, as a few

individuals repeatedly mentioning the same factor can

inflate the code count for the said factor. As such, represen-

tative quotes, rather than frequency counts, are given to sup-

port assertions made.

Results

The results are divided into 3 sections. These sections

describe 1) definitions of recovery, 2) perceived barriers

toward recovery, and 3) perceived facilitators of recovery.

Within each section, commonalities across ethno-racial

groups are discussed, as are any divergences.

Definitions

Participants defined recovery in terms of conducting every-

day normative activities such as work, socializing, and being

active in the community. This was summed up by a 46-year-

old Anglo-European man who stated: ‘‘Recovery means get-

ting your ass out of bed and go do stuff . . . positive stuff, you

get out, have a life like everybody else. . . . Go to a job . . . be

happy with the road your life is going.’’ Such sentiments

were echoed by participants from all the ethno-racial groups

sampled. For example, a 40-year-old Franco-Caribbean

woman noted that ‘‘recovery means being able to lead a

productive life, being able to work, kind of being resilient.’’

Similarly, a 61-year-old Anglo-Caribbean woman noted that

‘‘recovery means getting out there and do things. . . . It could

be an exercise program. It could be working also. It could be

going to the library. It could be going swimming. It could be

talking to friends.’’ A 31-year-old Anglo-Caribbean woman

noted that ‘‘recovery . . . is just getting back to being who you

Table 1. Participants demographics.

Male Female Age Single Employed Canadian-Born

n n % n % Mean Range n % n % n %

Euro-Canadian Anglophone 10 5 50 5 50 45.8 27–69 5 50 2 20 9 90
Francophone 18 7 39 11 61 40.7 20–60 18 100 0 0 18 100
Total 28 12 43 16 57 42.5 20–69 23 82 2 7 27 96

Caribbean-Canadian Anglophone 12 6 50 6 50 41.7 22–62 9 75 2 17 6 50
Francophone 7 4 57 3 43 40.7 25–49 4 57 2 29 1 14
Total 19 10 53 9 47 41.3 22–62 13 68 4 21 7 37

Total 47 22 47 25 53 42 22–69 36 77 6 13 34 72
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usually are on your regular day-to-day basis. Getting back

into routine.’’ The importance of routine, regularity, and

everyday activities was stated across all ethno-racial groups,

with no between-group differences.

Another important commonality across the ethno-racial

groups was the belief that a strong future orientation was an

essential component of recovery. A 52-year-old Anglo-

European man defined recovery as ‘‘having plans and goals

that are gonna make them happy, that are going to make them

prosper and make them happier.’’ Such a sentiment was

repeated by other participants. For example, a 42-year-old

Anglo-Caribbean woman noted that recovery ‘‘means having

targets, goals and objectives. Achieving them. Having an

action plan, having priorities, directionality, short-term goals,

long-term goals . . . and being able to achieve them.’’ A

22-year-old Franco-European woman stated:

Recovery means that you had a period when you were not able

to function. . . . You couldn’t do very much. . . . And recovery is

very gradual . . . gradually getting back the life you want, to all

your dreams and goals, but very gradually, so you start a bit at

school, then you start working and stuff like that.

Indeed, the notion that recovery was a gradual process,

involving effort, action, momentum, and time, was also

shared across participants from the various ethno-racial

groups. A 57-year-old Anglo-European man noted that recov-

ery involved ‘‘going uphill, making progress. . . . Progress

may be hard at first, but you have to be proud of yourself.’’

This was echoed by a 25-year-old Anglo-Caribbean woman

who noted that ‘‘time helped me a lot. Time helped me get

from plan A to plan B. Oh Lord, how much praises I could do

for that! It takes patience to end up somewhere. . . . When you

really want something . . . it takes time.’’

Participants from all ethno-racial groups frequently

noted behaviors or attitudes that were considered inconsis-

tent with their notions of recovery. This included remaining

home all day or being psychologically withdrawn. For

example, a 25-year-old Franco-Caribbean man noted that

‘‘when I fell ill, I was very lazy and couldn’t do any-

thing. . . . I could not drive my car. I could not go the

gym. . . . But now I can do virtually anything, and that is a big

change.’’ This was echoed by a 60-year-old Franco-European

man who stated that recovery is ‘‘not feeling rejected or stay-

ing all alone in your cave, but leave your cave to go and speak

to and meet other people.’’ Likewise, a 37-year-old Anglo-

European man noted,

Rather than be home alone and in the hamster cage—the ham-

ster go. I just find it more interesting to get out of the house and

be around people and spend time. It’s an escape for a couple

hours every day when I go.

There were no obvious differences between the ethno-

racial groups in their definitions and conceptualizations of

recovery.

Barriers

Participants from both ethno-racial groups reported 1 over-

whelming barrier to recovery: stigma. Participants reported

that such stigma manifested itself in every layer of social

life, including in interactions with family, friends, clinicians,

potential employers, and the general public. Caribbean-

Canadian participants were acutely aware of the common

misunderstandings of mental illness. For example, a 25-

year-old Franco-Caribbean man noted:

People, they have fear. . . . They think, ‘‘That man there, he is

crazy. He could kill us!’’ They think, ‘‘He is not like us!’’ They

think you are lower than them. If I say to some, ‘‘Yes, I am

schizophrenic,’’ for sure they are going to have another idea of

me. I am scared of saying that to people. I do not want them to

judge me.

This was echoed by a 37-year-old Franco-Caribbean man

who stated that ‘‘you cannot say to anybody that you are

schizophrenic. There are many women who will have a lot

of fear. That was an obstacle [to recovery], not everybody

understands schizophrenia. They judge that illness.’’

Again, these sentiments were echoed across the ethno-

racial groups. A 45-year-old Anglo-Caribbean man noted

that ‘‘people said I never should have had kids. And I told

them, ‘Others have told me that.’’’ Importantly, stigma nega-

tively affected the quality and quantity of social interaction,

which, as outlined previously, was considered essential for

recovery. For example, a 34-year-old Anglo-Caribbean

woman noted:

Some of my friends, they stopped inviting me to go out. . . . I

have 2 girlfriends that I am really close with, and it would

always be the 3 of us. . . . They stopped inviting me to go

out . . . because I would hear from other people, ‘‘Hey, I saw

them out! I was wondering where you were?’’ and I was like,

‘‘Oh really?’’

Interestingly, such stigma was equally noted as the most

important barrier to recovery among Euro-Canadian partici-

pants. For example, a 46-year-old Anglo-European man

noted that ‘‘there is a lot of discrimination against mentally

ill people. I get on the bus, [and] people look at me strange

like I am some kind of weirdo!’’ A 52-year-old Anglo-

European man stated:

People do judge you. They say. ‘‘Look at that nut! Look at him!

Injections! Shock therapy! This and that! He’s a fucking nut. He

belongs, wherever!’’ Because you are a schizophrenic, they

think you are a lunatic . . . somebody that’s locked up in a hos-

pital or something, or you should be locked up or something.

Such stigma was seen as a particular barrier to employ-

ment, again negatively affecting what was widely considered

by participants as an essential component of recovery. For

example, a 20-year-old Franco European woman noted:
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Mental illness is very, very badly viewed. . . . If someone knows

you have a mental illness, it is like, ‘‘Stay away! Stay in your

little corner!’’ Ninety percent of people with a mental health

problem have a lot of difficulty finding employment. . . . If you

say to people you have a mental illness, forget it. You will lose

everything.

A 58-year-old Franco-European woman talked about her

unwillingness to disclose the fact that she has a mental ill-

ness, a common thread throughout the data set, stating:

I would not say it to people I do not know. Above all, I would

not say it to an employer during an interview—never! Because I

know the general opinion out there. . . . People, they look at you

differently all of a sudden. . . . There is still a lot of stigma. There

is a way to go.

Others stated that clinicians and even family members

often manifested stigmatizing attitudes and behavior. A

29-year-old Franco-European woman talked about mental

health services received: ‘‘I wish people would stop talking

to me like I am a baby! That would be good. Some people

talk to me like I am 15 years old!’’ A 61-year-old Anglo-

Caribbean woman noted:

My daughter views mental illness as something she should keep

away from and avoid. . . . She is ashamed . . . so when she sees

me, she will see me in places that are very, very remote—places

where her friends wouldn’t come.

That being said, other participants reported that clinicians

and family were very helpful and a source of social support

and community integration. Indeed, family was a factor with

considerable heterogeneity. As such, the complexities sur-

rounding family have been discussed in another article.9

Another common (although less prominent) barrier to

recovery frequently mentioned by participants across the

ethno-racial groups related to financial strain, perhaps due

to the fact that almost 90% of the sample were on welfare.

Lack of financial resources prevented participation in some

of the valued recovery-promoting activities discussed in the

introduction. For example, a 42-year-old Franco-European

woman noted:

The biggest barrier [to recovery] is poverty. You have to pay

your rent. You have to buy your food. You eat spaghetti 3 times

a day. You try to survive. It’s not easy. How are you going to

pay for a bus ticket to do something? Or take a course or any-

thing? We want to socialise, but how often can we do that living

like this?

A 29-year-old Franco-European woman shared these sen-

timents, noting that ‘‘I would like to be richer, then you have

less misery. You are not obliged to wait till the 1st of the

month to have your welfare cheque. You have it during the

week, in place!’’

Such financial strain was also acutely felt in the

Caribbean-Canadian participants. For example, a 41-year-

old Anglo-Caribbean man noted that ‘‘I would like to come

out the house a little bit, function, socialize with people,

interact. . . . I went to a rehabilitation program once. I liked

it. I got to see people. But I don’t have the bus fare.’’ A 46-

year-old Anglo-Caribbean man noted:

There ain’t no black person from the Caribbean who has money

here. With money you would get shit done! You are here by

yourself, you get it? Once you got power in that, everything goes

smooth for you. . . . The more rich you get, the more respect you

get.

A final barrier that emerged from the data related to hos-

pitalization. Perhaps surprisingly, many participants from

across the sample stated that they thought hospitalization

had a negative effect on their recovery and overall mental

health. For example, a 52-year-old Anglo-European man

noted how being on a locked ward negatively affected him,

stating that ‘‘it kind of depressed me even heavier to find that

I’m at the door all day long and I’m not able to go beyond the

door. . . . It’s very depressing.’’ A 42-year-old Franco-

European woman, when asked about her experience in hos-

pital, noted:

I would rather not talk about it; it’s too negative. They are

memories that torture me and traumatise me. . . . What hurt my

recovery? I will repeat again. Keeping me enclosed in that hos-

pital! Instead of letting me take a walk!

Such attitudes were shared by participants in the Carib-

bean subsample. A 37-year-old Anglo-Caribbean man stated

that ‘‘I just started getting bored. I just wanted to head for

home. I was getting tired of the place, just walking about,

just drove me crazy. . . . So anyone with a mental illness . . . -

try your best . . . and try to keep away from hospitals.’’

Another Anglo-Caribbean man, 45 years old, put it more

harshly, stating:

The first time I was hospitalized, I was scared out of my mind. I

was like, ‘‘Oh my God!’’ You lie in there at night and hear

screaming, people yelling. I thought I was in hell. And I was

hospitalized to get help! Each time I said, ‘‘I will never go back.

I will never go back. I will never go back.’’ It was scary. Very

scary.

Facilitators

Reported facilitators of recovery considerably overlapped

with the conceptualizations described in the first part of the

results. In other words, participants generally considered

stated indicators of recovery to simultaneously be facilitators

of recovery—mutually reinforcing the recovery process. For

example, employment and social engagement were 2 of the

most frequently mentioned facilitators. Again, this was

mentioned across the ethno-racial groups with no obvious
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differences. For example, a 46-year-old Anglo-European

man noted that recovery was facilitated by ‘‘getting out

there, going to a job. It makes you feel good about your-

self . . . instead of just going day by day sleeping in your

bedroom looking at the 4 walls.’’ Similarly, a 46-year-old

Franco-European man noted that ‘‘I worked for one and a

half years. . . . It gave me a kind of stability. . . . You can eat

better, pay your rent, all that stuff.’’ Likewise, a 37-year-old

Anglo-Caribbean man noted, ‘‘Don’t stay at home. That is

no good. It just rocks the mind, doing nothing all day.’’

God and religiosity were frequently mentioned as

important facilitators in the Caribbean-Canadian group

but was rarely mentioned by the Euro-Canadian group.

For example, a 25-year-old Anglo-Caribbean woman

noted that ‘‘prayers help, because you put your belief in

something and you look forward for it to work. So right

there is already putting a footstep forward, and you end

up somewhere.’’ Another Anglo-Caribbean woman, 34

years old, noted:

I will always be praying, like almost every night. I will read

my bible and whatever. I have a lot of friends from church that

I talk to. But he always sees me through . . . so most definitely

I would have to say that God has helped see me through many a

times.

A 40-year-old Franco-Caribbean man noted, ‘‘My reli-

gion keeps me in constant contact with God, and does not

allow me to go and do bad things on the street. I must pay

attention to what I do, what I eat. If you pay attention to those

things, you win!’’ Similarly, a 25-year-old Franco-Caribbean

man noted:

I returned to the church after I fell ill. That gave me an interior

peace. People came to pray with me. I think that truly helped me

in my recovery. It is God that helps me day after day. It is him

who gives me the strength when I am discouraged or when I am

sad. . . . I pray, and then I feel good. I feel free. I no longer have a

weight on me.

Discussion

This study reveals numerous commonalities regarding con-

ceptualizations, barriers, and facilitators of recovery. Parti-

cipants from across the groups defined recovery as attaining

a level of everyday routine and normalcy associated with the

general population. This centered on working, getting ‘‘out

and about,’’ as well as making and executing plans for the

future. There was an acknowledgement across both groups

studied that recovery was a long and sometimes slow process

involving considerable effort. These perspectives overlap

considerably with ones reported elsewhere in the litera-

ture.1,10,11 Certain theoretical literature discussed in the

introduction suggests that conceptualizations of recovery

among minority and immigrant populations may be different

from European ancestry populations.2-4 However, a key

finding of this study is that core definitions and conceptua-

lizations of recovery were shared in this diverse sample.

The overwhelming barrier toward recovery reported in

this sample was stigma, a well-studied and well-known

impediment to recovery.12-14 This appeared to negatively

influence factors deemed essential for recovery progress

by participants, including finding employment and social

activity. Leamy et al report that stigma may be more marked

in minority populations.5 However, the results from the pres-

ent study suggest that stigma was equally severe and debil-

itating across the ethno-racial groups.

Financial strain was considered a barrier by individuals

from both the ethno-racial groups sampled. This is consistent

with previous quantitative research that indicates that finan-

cial strain is predictive of worse recovery outcomes.15

Again, lack of financial resources prevented participation

in activities deemed essential to recovery, such as attending

rehabilitation services.

Another common barrier was hospitalization, perhaps

surprising given that hospitals are by definition intended to

be places of healing and recovery. Many participants

believed that hospitalization hindered their recovery. This

may be related to the fact that the average length of stay in

a Quebec psychiatric hospital is significantly higher than in

other Canadian provinces.16 Relatedly, a recent review indi-

cated that there is little action or research regarding recovery

in inpatient settings.17 This is an important area for further

action and research.

The only prominent factors that showed considerable var-

iance were God and religion. These were considered very

influential facilitators in the Caribbean-Canadian group but

were absent from the Euro-Canadian group. This finding is

consistent with literature suggesting that spirituality is often

an important factor for recovery among ethno-racial mino-

rities.5 Such a finding is also consistent with other studies

suggesting that Caribbean immigrants with mental illness

often deploy religiosity as a social and functional resource.18

Interestingly, factors such as racism, cultural competence, or

linguistic issues did not emerge as significant themes within

the Caribbean-Canadian groups. The facilitating effects of

God and religion were the only major differences to emerge

from the data set.

Clinical and Public Health Implications

The results have numerous clinical and public health

implications. Interventions and strategies that facilitate

employment and reduce financial strain (for example, sup-

ported employment services) can assist recovery and

should be made more readily available and accessible.19,20

Addressing macro-level factors such as stigma may be

critical to facilitating recovery. The Mental Health Com-

mission of Canada is currently sponsoring numerous

evidence-based anti-stigma initiatives, which may need

to be expanded.21 The finding that hospitalization is per-

ceived as a barrier to recovery reinforces recent calls for
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the urgent development and implementation of recovery-

oriented practice in inpatient settings.17 It also suggests

that the common practice of lengthy hospital stays in Que-

bec is incommensurable with the recovery paradigm.

Finally, the findings indicate that recent calls for more

‘‘religious competence’’ in the clinic may assist in recov-

ery among Caribbean immigrants.22

Limitations of the Study

There are numerous limitations to this study. We sampled

from only 1 minority group: Caribbean-Canadians. Immi-

grants from other parts of the world may have given different

results. Relatedly, a number of the participants were second-

generation immigrants, thus growing up in Canada. Other

participants had lived in Canada for an extensive period of

time. More recent immigrants may have given different

results. Also, we relied on staff to filter participants into the

study. This may have introduced a bias inasmuch as staff

may have missed or excluded certain types of patients (for

example, more disenfranchised ones) who may have given

different perspectives. Moreover, this was a clinical sample.

Factors such as racism, cultural competence, or linguistic

issues may have been reported differently by people who

had dropped out of services. As a qualitative study, repre-

sentative quotations are given to support assertions made,

rather than frequency counts. New quantitative research with

a larger sample could examine the differential distribution of

barriers and facilitators through comparing responses by

ethno-racial status to a purpose-built questionnaire. Such

rigorous enumeration would build on the findings of the

present study, which indicate broad patterns rather than pre-

cise frequencies.

Conclusion

There is a general consensus across the English-speaking

world that mental health services must focus on the renewed

concept of recovery.1 The present study is one of the first to

deliberately compare and contrast recovery perspectives by

ethno-racial status. It found much more commonalities than

differences, suggesting that barriers and facilitators to recov-

ery were generally shared among the sample, despite diver-

sity in ethno-racial status. This suggests that the common

and all-pervading experience of severe stigmatization and

serious financial strain has a levelling effect on the recovery

experience of people living with a severe mental illness in

Montreal, regardless of ethnicity. Common responses

include a quest for employment, meaningful daytime activ-

ity, and social engagement. Mental health services that are

truly recovery oriented must address these barriers and foster

these facilitators.
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