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ABSTRACT 

Aim 

The aim of this study is to examine how contemporary scholarship conceptualizes 

meaning-making among individuals with serious mental illness (SMI), with particular attention 

to schizophrenia. The study seeks to identify how meaning-making is described, facilitated, and 

operationalized within therapeutic frameworks, and to analyze gaps in the literature that hold 

implications for recovery-oriented systems of care and public policy in the United States. 

Background 

Recovery has become the central organizing framework in U.S. mental health policy, formalized 

through SAMHSA’s Ten Principles of Recovery and its Four Dimensions of Recovery. Despite 

similar recovery models across high-income countries, meaning-making remains inconsistently 

defined across clinical and academic literature. Historical shifts in mental health care, including 

deinstitutionalization and neoliberal policy reforms, further shape the structural context in which 

meaning-making occurs. 

Methods 

A systematic review was conducted following PRISMA 2020 guidelines. Searches were 

performed through the University of Washington Libraries using the terms “schizophrenia and 

meaning making”, and filtered for peer-reviewed English-language articles published between 

2016 and 2026. Fifty-three articles were identified; after applying inclusion and exclusion 

criteria, focusing on studies involving insight into illness, existential distress, and therapeutic 

engagement, and ten articles were retained for full review. Articles from low-income countries 

were excluded to maintain policy comparability across high-income nations with established 

disability systems. 
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Results 

Four central themes emerged. 1) therapeutic approaches such as Dignity Therapy, Humanistic 

Psychiatry, and Open Dialogue Therapy support meaning-making by centering narrative identity, 

existential reflection, and relational dialogue; 2) meaning-making is nonlinear and deeply shaped 

by extrinsic supports; familial connection consistently facilitated recovery, while loneliness, 

stigma, and economic precarity hindered it; 3) studies rarely incorporated recovery policy or 

structural determinants such as poverty or downward economic mobility despite their 

documented influence on recovery trajectories; and 4) post-traumatic growth and identity 

reconstruction were common outcomes, with hospitalization and psychosis often described as 

traumatic events that disrupted but also reshaped self-understanding. Across studies, recovery 

was characterized not as symptom reduction but as an existential, social, and narrative process 

requiring dignity, agency, and opportunities for meaning-making. Policy recommendations rest 

on best practices for a holistic, integrated study and view of intrinsic and extrinsic support, 

alongside standardized definitions for what characterizes and facilitates recovery for a more 

comparable view and for pathways towards policy advocacy.  
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CHAPTER 1 – PURPOSE OF THE STUDY 

Over the past several decades, recovery has emerged as the central organizing framework 

in U.S. mental health policy. With the publication of the Substance Abuse and Mental Health 

Services Administration’s (SAMHSA) Ten Principles of Recovery in 2010, the field gained a 

formalized definition anchored in concepts such as hope, person-driven change, multiple 

pathways, holistic care, peer support, relational connection, cultural awareness, trauma 

responsiveness, strengths, responsibility, and respect (About Recovery, 2024). SAMHSA 

positions these guiding principles as the foundational values and conditions that shape recovery-

oriented practice, while its Four Dimensions of Recovery (health, home, purpose, and 

community) serve as the structural pillars that describe the core elements necessary for 

sustaining a life in recovery. Both the principles and pillars SAMHSA has adopted encapsulate 

overlapping components and definitions of recovery found in a recent systematic review done by 

Ellison et al. (2018). These 4 critical components are “individualized/person centered”, 

“empowerment”, “purpose” and “hope”.  

Like the concept of recovery, meaning-making itself is multifaceted and cannot be 

reduced to a single construct. Across the literature, it is variously described as a process of 

reformulating identity, reestablishing personhood, cultivating purpose, mitigating existential 

distress, and identifying psychosocial markers that support recovery. It is inherently subjective 

and shaped by lived experience, particularly given for instance the heterogeneity of SMI; 

consequently, no singular definition captures its full complexity. Qualitative studies that center 

around lived experience are therefore essential for understanding the psychosocial factors that 

facilitate recovery and for illuminating commonalities across diagnostic categories.  

Commonality of experience and recovery can help ground public policy in a way that 

supports a larger subset of the population than the absence of such a grouping. SAMHSA’s 
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reference to “meaningful daily activities” further clarifies the role of purpose within recovery, 

defining it as “engagement in activities such as employment, education, volunteerism, 

caregiving, or creative pursuits, alongside the independence, income, and resources necessary for 

full participation in society” (About Recovery, 2024). In this paper, meaning-making is defined 

as the process of mitigating stressors and existential distress in ways that reduce vulnerability, 

support psychological stability, and strengthen the pursuit of purpose within recovery.  

Investigating the process by which practitioners and patients formulate what facilitates 

meaning-making, even if it is a non-linear process helps to create a holistic view of the concept 

and in turn forms the basis of better rounded public policy and supports in the field of mental 

health services. There are many forms of (SMI), ranging from mood and anxiety disorders to 

psychotic and personality disorders. Research across clinical, policy, and academic fields 

demonstrates that although the term SMI is widely used, it is not consistently or uniformly 

defined (Gonzales et al., 2022). For the purposes of this paper, I use SMI or serious mental 

illness with psychotic features (SMIWPF) to refer to mental health conditions that significantly 

disrupt functioning, interfere with major life plans, and require substantial support and resources 

to maintain stability and quality of life. SMI exists on a spectrum, and the term severe and 

persistent mental illness is sometimes used in the literature to capture the chronic, severe, and 

episodic nature of these conditions. 

Whenever possible, this paper focuses on schizophrenia because it exemplifies an illness 

that is often episodic, initiates a severe traumatic event requiring recovery-oriented intervention 

such as first-episode psychosis care, and confers a chronic vulnerability that necessitates robust 

foundational and psychosocial supports and overlaps with other SMI such as schizoaffective 

disorder, major depression with or without psychotic features and bipolar disorder. Schizophrenia 
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illustrates the precarious material and emotional journey particularly around meaning and 

purpose that many individuals with SMI experience, making it a useful case example for 

discussing recovery. Many studies include mixed samples of individuals with various SMI 

(including those in the subsequent systematic review in this paper) diagnoses rather than 

schizophrenia alone, both because other SMI conditions can involve psychotic features and 

because broader inclusion criteria increase sample size, especially in qualitative research where 

perceived stability is essential for capturing lived experience through first-person interviews. 

The purpose and structure of this paper is 1) to understand how contemporary scholarship 

conceptualizes meaning-making among individuals with SMI, and as mentioned, with particular 

attention to schizophrenia whenever possible (the study of SMI across research often includes 

related disorders with mania or psychosis); 2) to recognize meaning-making as a varied construct 

and leverage a comparative view of recovery discourse (history, critiques and common 

frameworks) over the last 50 years; 3) analyze contemporary formulations of how 

meaning-making is described, facilitated, and operationalized within therapeutic frameworks; 

and 4) consider gaps in research and the implications of these findings for policymakers working 

within recovery-oriented systems of care. In order to accomplish the aims of this paper, the paper 

is organized into 5 chapters: Chapter 1 is to describe the purpose of the study; Chapter 2 is to 

review the literature focused on mean-making and SMI; Chapter 3 documents the methodology 

employed to complete a systematic review; Chapter 4 documents the results of the systematic 

review and re-occurrent themes; and Chapter 5 discusses the results in the context of the paper’s 

aim to inform public policy. Chapters 2 through 5 document the historical context in which lived 

experience comes to inform empathy in the fields of psychiatry and is the basis for referencing 
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lived experience as a valid and valuable reference point and critical aspects to understand the 

deep dive of meaning-making as a part of recovery and therapeutic approaches.  
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CHAPTER 2 – REVIEW OF LITERATURE 

The foundations for listening to patients: the establishment of lived experience as meaningful 

data. 

In the early 20th century, Karl Jaspers, a German-Swiss psychiatrist and philosopher 

adopted the term phenomenology to advocate for an empathetic understanding of a patient’s 

perspective and the coherence of their experience in the context of patient’s lives and in the face 

of perceived mental illness (Beaumont, 1992). The discourse of empathy, consciousness of 

experience and personal distress permeate modern psychiatry, public policy and social 

movements around mental health today. The early thinkers in the fields of psychiatry, philosophy 

and sociology in the 20th century such as Jaspers, Eugine Minkowski and Michael Foucault 

helped deviate from preoccupations with the somatic causes of “mental illness” and laid the 

foundation for mental health practitioners, critics and advocates to look at the intersectional, 

personal and social realities of those deemed mentally ill.  

Mental illness diagnoses have evolved over time. The Diagnostic and Statistical Manual 

of Mental Disorders (DSM) has historically added, modified and retracted diagnoses and their 

diagnostic criteria since its inception in the 1950s. It is not uncommon for those with SMI to 

experience co-morbid diagnosis as the exact biological mechanisms underlying distress and 

disease overlap and are not entirely known and evolving. The brain health of patients can also 

shift and move from improvement to deterioration. Mental health critics stress the relevance of 

disease reframed as distress given the structural barriers people with SMI face (Hay et al., 2026). 

Mental illness and distress exist on a spectrum with varying degrees of impairment. The 

reference and study of identity in reference to mental illness helps to emphasize that formulations 

of personal identity are as complex and the influences on them are multi-factorial just as they are 

in the general population and distinct from mental illness even when illness is present. Therefore, 
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the distinction between disease and distress is an important one, in that, it is person-centered. 

One artist with schizoaffective disorder illustrates the intersection between trauma, identity, 

distress and meaning-making in his autobiographical drawing in Figure 1 (Andrewfield48, 

2026). The illustration shows the distress experienced with schizoaffective disorder and how 

meaning-making is a non-linear and extended process with no particular end and is continually 

contested as life circumstances evolve and trauma is identified and named.   

Figure 1: Autobiographical view of meaning-making, trauma and struggle while living with 

schizoaffective disorder.  
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Historical overview of how we arrived at community care.  

The Community Mental Health Act of 1963 (CMHA), also called the Mental Retardation 

and Community Mental Health Centers Construction Act Pub. L. No. 88-164, 77 Stat. 290 

(1963) set the stage for how mental health care in the United States looks today. The goal of the 

law was to move people out of large psychiatric hospitals and instead provide treatment in 

community-based mental health centers. This shift, known as “de-institutionalization”, happened 

during the civil rights era, when the public was becoming more aware of the mistreatment of 

psychiatric patients and the ways in which mental illness had been racialized. The CMHA is 

often described as both a hopeful step toward more humane care and a major failure in providing 

the basic supports needed for people with SMI to live safely in the community (Lost Patients, 

2024).  As such, public policy in its implementation has been ineffective in providing reliable 

and accessible structural support pathways into stability, medical care and recovery for people 

with SMI.  

At the time, the legislation had strong support from medical professionals, Congress, and 

mental health advocates. New psychiatric medications were showing promise in treating 



13 
 

psychosis, creating optimism that people with SMI could live and work more independently 

(Erickson, 2021). President John F. Kennedy Jr. championed the law in part because of his 

personal experience: His sister had undergone a lobotomy in a psychiatric institution, leaving her 

significantly more impaired than prior to the procedure. Although diagnoses and treatment 

options have expanded since then, including more effective medications; psychosocial supports, 

housing programs, a continuum of care and disability benefits have not kept pace with these 

advancements (Erickson, 2021). Kennedy’s assassination in 1963, soon after signing the act into 

law meant the loss of a key advocate for building a strong community-based mental health 

system. As a result, the vision for community mental health centers was never fully realized. 

Only about half of the 1,500 centers promised under the CMHA were ever built (Erickson, 

2021).  

While the number of people in state psychiatric hospitals dropped by 90% by the 2000s, 

compared to a peak of more than 558,000 patients in 1955 progress was disorganized and 

continues to be disjointed (Erickson, 2021). No single agency took responsibility for 

implementing the law, leaving many people without guaranteed access to basic needs or 

coordinated care. Many individuals also did not qualify for Medicaid or Medicare after those 

programs were created in 1965, due to financial and bureaucratic barriers. Families and friends 

became the default support system, and people without such networks or problematic family 

systems often cycled through emergency rooms, jails, prisons, and forensic hospitals (Erickson, 

2021). 

The prevalence and features of schizophrenia and SMIWPF.  

A meta-analysis study estimates that SMI or psychotic spectrum disorders, such as 

schizophrenia affect about 1 in 150 people worldwide, although rates vary depending on 
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diagnostic criteria (Moreno-Küstner et al., 2018). A second meta-analysis study found that 

psychosis is far more common among people experiencing homelessness: About 21% of 

homeless individuals met criteria for psychosis, compared to earlier estimates of around 12% in 

Western countries (Ayano et al., 2019). Psychotic disorders often occur alongside other 

psychiatric and medical conditions, are often episodic in nature and there can be significant side 

effects with antipsychotic medications: See Figure 2 (Stevens, 2020) for a brief overview of 

these illnesses and symptoms, an occupational view of impairment and chronic struggle. The 

often prolonged timeframe for receiving support, limited extent of services and bureaucratic 

challenges in acquiring foundational supports impact the ability of people impacted by these 

illnesses to stabilize (Lost Patients, 2024).   

Figure 2 – A brief overview of SMI, features, impairment and functional impact. 
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Interrupted lives: the unique struggles and health outcomes of schizophrenia.  

Yadav et al. (2025) highlight schizophrenia usually begins early in life, most often in the 

late teens or early twenties. Many people experience their first symptoms before age 25. About 

one percent of people worldwide live with schizophrenia, and it is one of the leading causes of 
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disability. It also shortens life expectancy by roughly 15 to 20 years. People with long-term, 

severe mental health conditions tend to live significantly shorter lives than the general 

population. For schizophrenia specifically, research shows that people lose an average of more 

than a decade of potential life, with men losing slightly more years than women. In addition, 

Yadav et al. (2025) document large studies also show that people with schizophrenia face a much 

higher risk of dying early compared to those without the illness. Younger people with 

schizophrenia are especially vulnerable, and their deaths are more often linked to physical health 

problems, especially heart disease rather than to suicide. 

Medication is essential for treating schizophrenia and is effective for symptoms like 

hallucinations and delusions, but it is less helpful for problems such as lack of motivation or 

cognitive difficulties. Several factors contribute to early death in schizophrenia, including 

lifestyle patterns, limited access to medical care, other chronic health conditions, and 

inconsistent use of prescribed medication. Although it is well known that schizophrenia increases 

the risk of early death, researchers still do not fully understand how this risk changes between 

people who are newly diagnosed and those who have lived with the illness for many years 

(Yadav et al., 2025). 

In addition to shortened life span and comorbidity, other quality of life factors include 

material standing and how it is impacted. The private economy of people with schizophrenia and 

SMI is most commonly severely compromised at any age with the onset of illness (Topor et al., 

2016)). Being shut out of stable employment or constantly pushed to its edges, and relying on 

public assistance is closely tied to living in poverty. This pattern appears not only in high-income 

countries but also in nations known for strong social welfare systems introducing additional life 

stressors in the management and care of schizophrenia spectrum disorders (Topor et al., 2016). 
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Ways to think about recovery and recovery policy, including disability movements and other 

critiques of recovery models.  

There is no standardized definition of recovery governing the literature on SMI and 

meaning-making or identity. There are, however, a few central themes and some outlying 

observations that organize subjective experiences into potential objective pillars of recovery. I 

believe a comprehensive review of these “pillars” can help to establish a cross-reference 

checklist to round out studies more completely and make them more comparable. Asbo et al. 

(2025) make an important dialogical choice when they decide to distinguish between 

“characteristics” and “facilitators of recovery”. This distinction allows a more specific way to 

locate what aids recovery and what is meaningful to recovery itself. They apply this distinction 

in their discourse when qualitatively interviewing study participants with SMI. In their study, the 

primary indicator of what aided or facilitated recovery was participants themselves over 

therapeutic interventions. This implies the relational shift in language helped to emphasize 

agency in narratives about recovery. Generally, the literature identifies the key determinants of 

recovery in schizophrenia as familial structures (and the associated resources, intrinsic and 

extrinsic provided by family networks) and peer support. Because the definitions of recovery and 

SMI both are disparately used, this does not mean the evaluation of SMI versus schizophrenia 

would not result in a different emphasis in what aids meaning-making or recovery.   

Alternatively, Harper & Speed (2012) reframe the discussion of recovery as a struggle for 

recognition rooted in identity politics that shifts attention away from the social, political, and 

economic changes needed to address the deeper causes of emotional distress. They argue that 

genuine recovery can only occur when the collective and structural realities of inequality and 

injustice are directly connected to the ways emotional distress develops and is experienced.  
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A central theme across the literature reviewed, is that modern recovery frameworks 

throughout high income countries are built on the assumption that individuals must take 

responsibility for their own distress. Harper and Speed (2012) argue that contemporary recovery 

discourse individualizes social problems, shifting attention away from poverty, discrimination, 

trauma, and structural injustice. They indicate that definitions of recovery are framed as a deeply 

personal, unique process of changing one’s attitudes, values, feelings, goals, skills and/or roles.  

This shift reflects what Harper and Speed (2012) call “responsibilization”: placing the onus of 

personal well-being and advancement on individuals, according to them, a hallmark of neoliberal 

governance. Neoliberalism encourages people to see social harm, such as unemployment, 

housing insecurity, racism, and trauma as personal challenges requiring self-management. In this 

model, the role of the state shrinks, and individuals are expected to take responsibility for their 

own well-being. They argue that SAMHSA’s principles of “person-driven” recovery, “many 

pathways,” and “strengths/responsibility” fit neatly into this logic, encouraging individuals to 

adopt a mindset of self-improvement even when their suffering is made bigger by structural 

forces beyond their control.  

Braslow (2013) provides historical context for this shift. He argues that recovery emerged 

during the same period as neoliberal welfare reform in the United States. Recovery advocates 

harmfully argued that the mental health system created hopelessness and dependency, echoing 

Reagan-era rhetoric about welfare recipients. In this context, recovery became a way to 

“transform” dependent patients into independent citizens, aligning psychiatric policy with 

broader political efforts to reduce public spending and promote individual responsibility. 

SAMHSA’s earlier definitions of recovery emphasized the right to community inclusion and the 

need for social supports. But the 2010 definition reframed recovery as a process of change 
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through which individuals improve their health and wellness, live a self-directed life, and strive 

to reach their full potential. As Davidson and colleagues note (2021), this definition appears to 

apply to those with a mental illness or substance use disorder, making recovery a universal 

individualized self-help journey rather than a collectivistic response to oppression or injustice. 

Together, these authors argue that SAMHSA’s principles reflect a worldview in which 

individuals must adapt to harmful conditions and bolster their intrinsic resources rather than 

society changing to reduce harm (a paradigm advocated by early disability rights movements).  

Davidson et al. (2021) highlight how SAMHSA’s shift from a disability-rights framing to 

a “self-actualization” model removes the recognition that people are recovering from a broad 

range of social harms. Furthermore, they argue without acknowledging what people are 

recovering from, recovery becomes a personal project rather than a response to structural 

deficiencies. This shift has political consequences: it reduces pressure on governments to address 

inequality, diminishes the political will to push on public policy that funnels grants and funds, 

shapes research design and shifts responsibility onto individuals. 
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CHAPTER 3 – METHODOLOGY  

Information Source and PRISMA Methods 

A systematic review was chosen to review articles studying meaning-making and 

schizophrenia. A systematic review helps to illuminate current scientific trends in understanding 

the intersection of meaning making (recovery) and psychosocial supports and provides a 

snapshot of the challenges, gaps and outcomes associated with these supports in the context of 

the literature review. Study identification, screening, and reporting followed the PRISMA 2020 

framework, and the PRISMA flow diagram (see Figure 3) was used to document the selection 

process (Page MJ, 2020). 

Figure 3: Prisma workflow for identifying, screening and including research criteria.  
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Electronic Search Strategy 

The following steps were taken to conduct an online search: University of Washington Libraries 

databases was conducted with the search terms "schizophrenia and 'meaning making'" on June 

22, 2026 which yielded 53 articles total; this search was also filtered for "available online", "peer 

SCOPE OF RESEARCH QUESTION
Analyze contemporary formulations of how 

meaning-making is described, facilitated, and 
operationalized within therapeutic frameworks, with 

consideration of gaps in research and implications for 
policymakers working within recovery-oriented systems of 

care.

IDENTIFICATION
Federated database search with University of Washington 
Libraries (690 databases, such as PubMed Central, DOAJ 

Directory of Open Access Journals, ROAD Directory of 
Open Access Scholarly Resources) with the search terms 

""schizophrenia AND "meaning making".

SCREENING (Electronic Search Strategy)
Narrowed key word serach terms to restrict articles to in 

English, Peer Reviewed, available online, and article 
format with a date range of 2016 - 2026.  Search yielded 53 

articles. 

ELIGIBILITY (text based exclusion)
39 articles were excluded if central themes centered 

around art, music, medical adherence, lack of insight into 
illness and spiritual or religious components of recovery 
were mentoned in the title or abstract. Four additional 

articles were excluded through an in-depth reading if they 
empahsized age specific experienes in addition to the 

aforementoned criteria.  

INCLUDED (text based inclusion criteria)
10 articles were included based a full read through of 
studies where study participants had insight into their 

illness, and were considered stable and existential 
distress were explored and a therapeutic approach 

accompanied the studied cohort whenever possible.
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reviewed journals", "English", and "articles" format with the date range, "2016 - 2026"; the 

electronic search conducted yielded articles on psychotic spectrum illnesses or SMIWPF and 

meaning making and was included given the overlapping symptomatology between these 

illnesses and schizophrenia; the date range of 2016 – 2026 was chosen to capture a recent 

analysis of trends in the field regarding the research topic and question.  

Eligibility - Text based inclusion and exclusion criteria and limitations. 

Of the 53 articles found, article titles and abstracts were read and excluded if central 

themes centered around art, music, medical adherence, lack of insight into illness and spiritual or 

religious components of recovery based on this preliminary textual analysis. A full read through 

was conducted of 14 remaining studies where study participants had insight into their illness, and 

were considered stable, existential distress were explored and a therapeutic approach 

accompanied whenever possible the studied cohort. This process led to the exclusion of 4 

additional articles in that they emphasized medication usage, insight into illness and personal 

identity among youth to the exclusion of a broad spectrum cohort or 43 articles in total excluded 

of the initial 53 reviewed.  Although there are correlations to concepts of the self, therapeutic 

frameworks and purpose and meaning found in the association with art, music, age of onset, 

youth identity and spirituality, these explorations were too specific in their concentration to be 

broadly applied against the literature reviewed for overall reconciliation of existential distress.   

 Articles from “low” income nations were not included to allow for greater analogy 

between countries that offer disability insurances, services and allowances in the space of public 

policy.  

Electronic Tools:  
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The Zotero application was utilized to organize and store articles online. This web library 

is not published publicly and is stored privately.  
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CHAPTER 4 – RESULTS AND DISCUSSION 

A thematic analysis of systematically reviewed articles yielded several central themes.  

These themes include 1) therapeutic approaches to mean-making and recovery as approaches to 

reclaim personhood; 2) the non-linear and subjective experience of mean-making and associated 

supports; 3) connection between recovery public policy definitions and recovery frameworks; 

and 4) connection between personhood and post-traumatic growth (PTG). Below is an 

explanation of these themes and how they appeared in the literature.  

Theme 1 - Therapeutic approaches focused on open-ended questions to focus on the 

reconciliation of meaning-making and purpose and help reclaim personhood with those meeting 

loosely defined criteria for functional recovery and are considered essential for recovery. 

Dignity Therapy is grounded in palliative care practices that support patients as they 

engage in existential reflection, seek reconciliation, and articulate meaning at critical points in 

their lives (Grassi et al., 2022). PTG refers to the inward shift in perspective and personal 

development that can emerge after trauma or other profoundly difficult experiences (Bergström 

et al., 2019). Humanistic psychiatry centers holistic healing by emphasizing self-actualization, 

subjective experience, and an understanding of the person as an integrated whole (Eneman et al., 

2019). Flow Theory, drawn from occupational therapy, helps individuals identify attainable goals 

and activities that allow them to enter an immersive state in which distressing symptoms recede 

into the background (Tepavicharov et al., 2022). Open Dialogue Therapy approaches 

psychological crises as relational and socially embedded experiences, prioritizing open, 

collaborative conversations with the person in distress and their support network rather than 

immediate diagnostic labeling or medication. It also underscores transparency in the therapeutic 

process, encouraging patients to inquire about and understand the reasoning behind clinical 



25 
 

decisions. Another strategy involved including people with SMI as contributors in a research 

project from its inception and conducting a qualitative analysis of their experiences sharing lived 

expertise (Thai et al., 2021). Although not framed as a therapeutic intervention, this participatory 

approach fostered a sense of inclusion that participants affirmed in qualitative surveys. Across all 

studies, the central shift in approaching psychosis lies in creating space for meaning-making 

through narrative identity, a process that appears most feasible when patients or participants meet 

criteria for functional recovery, broadly defined as having insight into their illness. The emphasis 

of these approaches together is a relational dialogue that allows for personhood, the core aim of 

all therapeutic approaches found in the review. A potential therapeutic insight that emerged from 

the qualitative analysis was the concept of “intentional solitude,” a deliberate practice of 

spending time alone to soften or counter the effects of social isolation (Grunfeld, 2026). The 

authors note that empirical research on this approach remains limited. 

Theme 2 – Narrative identity and meaning-making is not a linear path, is a highly subjective and 

highly influenced by extrinsic supports.  

 Familial support consistently emerged as the most influential factor in fostering social 

inclusion and helping individuals regain a sense of self, meaning, and purpose. Peer support also 

emerged as a central component of “recovery” specifically and was not as nuanced in its 

meaning, that is if it specifically contributed to a return to self, versus as a counter measure to 

social exclusion.  Across all studies, a persistent combination of loneliness, social exclusion, 

self-stigma, and social stigma appeared as deeply painful experiences that complicated the 

recovery process. In a longitudinal study in which participants were interviewed 20 years after 

their first episode of psychosis (FEP), several individuals described economic barriers that 

limited their ability to pursue recovery goals, and desires and dreams rooted in pre-illness such as 
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forming relationships or achieving a sense of accomplishment (O’Keeffe et al., 2021). 

Researchers acknowledged personal economic constraints as relevant to recovery, though they 

did not identify them as a primary barrier. Reconciliation as an ongoing process appeared 

consistently across longitudinal studies, underscoring that working through trauma, making 

meaning, and confronting barriers such as stigma and social exclusion remain lifelong realities 

for people living with SMI. Although qualitative surveys suggest that participants with greater 

resources, such as strong family support or financial stability tend to articulate more cohesive 

narratives of recovery, the research designs across all studies did not explicitly include for 

instance economic factors as part of their survey criteria. This absence is notable, given that most 

studies acknowledge in their concluding sections the need for future research that incorporates 

the economic dimensions of recovery. Contemporarily, studies continue to exclude economic 

dimensions of recovery as a part of recovery studies unless economy or poverty are the primary 

focus of the study. The primary benefit of localizing research terms like meaning-making has 

been in the discovery of therapeutic interventions that center themselves around identity, trauma 

and personal narratives. There has not been a shift towards blending studies more intrinsically 

with material and correlated emotional conditions as a best practice.  

Theme 3 – Studies did not consistently reference recovery policy as a key influence on study 

design and recovery discourse.  

 Together, the systematic review in this paper drew primarily from high-income countries 

that operate recovery-centered systems of care and provide foundational disability supports, such 

as housing assistance and food stipends (Berstrom et al., 2019; Eneman et al., 2016; Grassi et al., 

2022; Grunfeld et. al, 2026; Jordan et al., 2020; Mazor et al, 2017; O’Keeffe et al., 2021, 

Tepavicharov et al., 2022, Thai et al, 2021 & van Sambeek et al., 2023). However, these studies 
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did not examine in depth or with consistency the limitations embedded in formal 

recovery-oriented definitions posited by key governance bodies globally or within home 

countries of each study. Notably absent was critical attention to the individualized framing of 

recovery described by activists and researchers, as well as the downward economic mobility 

shaped by public policy that people with SMI are widely documented to experience. 

Theme 4 - PTG and meaning-making helps people reclaim personhood.  

Many individuals describe psychotic related illnesses and their associated traumas as shattering 

core beliefs about themselves and the world. For instance, hospitalization after a first-episode 

psychosis often surfaced as a traumatic experience. Yet this disruption can also create space for a 

renewed sense of identity, often characterized by greater self-knowledge or a recognition of 

personal strength, noting that identity change is not merely a consequence of psychosis but 

sometimes a meaningful reorientation that people value. Research implies this may be 

particularly true for onset of psychosis early in age. The studies reviewed did not investigate how 

age or more established lives and identities as a consistent variable impact the process of 

meaning-making and reconciliation of identity. Findings challenge psychosis limits insight and 

that trauma exploration is unsafe or can bring on psychosis and facilitates positive re-framing 

(Jordan et al, 2020)  

Although the studies identified in the systematic review used different methods, 

specifically, qualitative interviews, narrative analysis, surveys, clinical notes and integrative 

reviews, they consistently highlighted key themes, namely that meaning-making, relationships, 

dignity, opportunity and agency to discuss meaning and purpose are central to recovery. Findings 

challenge traditional biomedical assumptions that psychosis limits insight or that trauma 

exploration is unsafe (can bring on psychosis).  All studies acknowledge the limited opportunity 
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for patients to find services and opportunities to explore meaning-making in relation to trauma 

and existential crisis and meaning.  

Connection repeatedly emerged as a protective factor and a source of meaning. Study 

participants described romantic and significant relationships as key sources of purpose. Across 

studies, connection with others, community, and supported recovery and reduced alienation. The 

majority of studies relied on functional recovery cohorts and very few recognized that stability is 

critically promoted by material resources and positionality that allowed support and medical 

resources early on while all studies recognized the material and social inequalities of those with 

SMI as a footnote for further research.  

Study participants described recovery as reclaiming identity, dignity, and control over 

their lives. Dignity therapy helped people with SMI reflect on legacy, personhood, and stigma, 

highlighting that dignity is often threatened by psychiatric labeling (Grassi et al., 2022). Study 

participants described reclaiming power, repairing reputation, and “relinquishing the sick role” as 

essential steps (O’Keeffe et al., 2022). Study participants emphasized being seen as whole 

people, not problems to be solved, and valued environments that allowed trial and error without 

judgment (Tepavicharov et al., 2022). Recovery was described as a dynamic process of 

rebuilding agency, not simply managing symptoms. 

Recovery extends far beyond the reduction of symptoms; it is an existential, social, and 

narrative process shaped by time, relationships, dignity, and personal agency. Clinical systems 

that center these deeper dimensions rather than narrowly emphasizing pathology are more 

closely aligned with how people actually heal. Much of the literature highlights how individuals 

cultivate inner resources to endure periods of existential or phenomenological distress. Yet no 

study, including those using Open Dialogue as a foundation for connection and support, 
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incorporated a baseline of globally recognized psychoeducation on the meaning of recovery to 

help guide reflection. Introducing such a framework could strengthen participants’ ability to 

imagine what recovery might entail. Similarly, the absence of discussion about the impact of 

depressed personal economies risks constraining what individuals perceive as possible and may 

limit opportunities to foster advocacy and awareness for more equitable public policy and 

relevant, robust mental health services, supports, access to disability services and medical needs 

that extend life-span and quality of life and body.  

Eneman et al. (2016) findings are a degree apart because they argue that the effort to 

make sense of events that wound or destabilize us lies at the heart of human life. The authors 

argue that demoralization is a useful way to understand the existential suffering that can arise for 

people, especially those living with schizophrenia. Feelings such as doubt, discouragement, or 

even despair and the search to understand what is happening should not be treated as symptoms 

of illness or as psychiatric disorders. Instead, they reflect the healthy, striving part of a person 

attempting to orient themselves in the face of overwhelming experiences. They also present an 

opportunity to validate what was and some parts that might still be. Recovery, they suggest, 

requires balanced attention to several domains: staying engaged with treatment and preventing 

relapse, strengthening coping abilities, supporting rehabilitation, and allowing space for 

mourning and demoralization. At the center of all of this is the individual’s ongoing work of 

creating meaning, which should guide the entire therapeutic process. This approach recognizes 

the whole person, the person who suffers from the condition and the person who suffers from 

knowing they have the condition. The demoralization sometimes seen in people with 

schizophrenia deserves thoughtful and sustained attention from clinicians and researchers. This 

attention is not meant to treat a pathology but to honor the person’s struggle to build a 
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meaningful life, a struggle that is part of what it means to be human. In accepting the 

universalism of this argument and the experience of mean-making in the face of traumatic events 

and even hopelessness, the idea of economic and quality of life parity become potential 

important extrinsic pillars for the recovery model and perhaps a dialogue for public education 

and relational understanding to combat stigma.  

One treatment approach often used with people experiencing severe mental health 

challenges is Dialectical Behavior Therapy (DBT), created by Marsha Linehan. DBT includes 

the idea of “building a life worth living,” which focuses on skills for emotional regulation, 

managing chronic suicidal thoughts, achieving life goals and outcomes and improving 

relationships (Linehan, 2018). Although DBT is a clinical model, its core idea of building a life 

worth living could also guide public policy. DBT is a treatment modality that could benefit by 

developing a relationship to structural realities and barriers since it is increasingly being used for 

an array of “disorders”. Given its prolific use and foundational principal of a “life worth living”, 

it has the potential to be an organizing principle and to offer in a more robust way for advocates, 

patients and practitioners to think about what people with SMI need to improve their quality of 

life and how systems can support their recovery and meaning-making. The idea of intentional 

solitude as a therapeutic reality also begs the question of adequate material supports where the 

social contract with society at large reflects dignified living conditions and transformation in and 

out of intentional solitude of so desired and deserves additional study.  
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CHAPTER 5 – CONCLUSIONS 

The findings of this systematic review demonstrate that meaning-making is not a 

peripheral or optional component of recovery from serious mental illness (SMI), but rather a 

central psychological, social, and existential process that shapes how individuals reclaim 

identity, dignity, and purpose. As described in the literature, meaning-making encompasses 

reformulating identity, reestablishing personhood, cultivating purpose, mitigating existential 

distress, and identifying psychosocial markers that support recovery. Gaps uncovered by the 

systematic review point to problematic research designs that exclude psychoeducation and 

relationship to extrinsic supports that compromise the range of reflections that inform a 

potentially more holistic and relational view of meaning-making. Meaning-making is inherently 

subjective and deeply influenced by lived experience, particularly given the heterogeneity of 

SMI and the episodic, disruptive nature of illnesses such as schizophrenia. This complexity 

underscores the need for recovery-oriented systems of care to adopt frameworks that honor 

narrative identity, and existential inquiry connection as core therapeutic elements rather than 

adjunctive supports. 

Across the reviewed studies, therapeutic approaches that emphasize open-ended dialogue, 

existential reflection, and narrative reconstruction consistently supported participants in 

reclaiming personhood. Approaches such as Dignity Therapy, Humanistic Psychiatry and Open 

Dialogue Therapy all share a commitment to centering the individual’s lived experience, 

fostering agency, and creating space for meaning-making within the therapeutic encounter. The 

emergence of “intentional solitude” as a potential therapeutic insight further illustrates the 

diverse ways individuals seek to mitigate distress and cultivate coherence in their lives.  
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Familial support emerged as the most influential factor in fostering social inclusion, 

strengthening identity, and supporting meaning-making. Conversely, loneliness, social exclusion, 

self-stigma, and public stigma were consistently described as painful barriers that complicated 

recovery trajectories. Longitudinal studies revealed that reconciliation of trauma, identity 

disruption, and existential distress is an ongoing, lifelong process. Despite the clear influence of 

social and material supports, most studies did not explicitly incorporate economic stability or 

resource access into their research design, even though participants and/or researchers described 

economic precarity as a barrier to achieving recovery goals. This gap reflects a broader pattern 

identified in the review: the limited integration of recovery policy and structural determinants of 

health into empirical research on meaning-making as a standard practice.  

Although the studies were conducted in high-income countries with established disability 

systems, they did not examine in depth or with consistency the limitations embedded in formal 

recovery-oriented definitions. The absence of policy analysis misses an opportunity to engage 

with notable critique that recovery discourse has become individualized, responsibilizing, and 

aligned with neoliberal governance in high income countries and a global phenomenon. 

Contemporary recovery frameworks often place the burden of change on individuals while 

minimizing the structural conditions poverty, housing insecurity, disability application processes, 

discrimination, and trauma that shape distress and constrain recovery. This disconnect between 

policy and lived experience limits the ability of recovery models to fully support 

meaning-making transitioning from a thought and intrinsic exercise, particularly for individuals 

whose economic and social marginalization is chronic and severe, into one of more holistic 

recovery. 
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Demoralization, doubt, and despair should not be pathologized but understood as 

expressions of the healthy part of the person striving to make sense of overwhelming 

experiences. This framing reinforces the need for recovery-oriented systems to treat 

meaning-making not as a symptom or risk factor but as a core human process deserving clinical 

attention, time, and relational support. It also suggests that recovery frameworks must expand 

beyond symptom reduction to include mourning, demoralization, identity reconstruction, and 

existential inquiry as legitimate therapeutic goals and frameworks. 

Taken together, the findings of this review point to several implications for policy and practice. 

First, recovery-oriented systems must integrate meaning-making as a foundational component of 

care, not an optional or secondary element. This includes expanding access to therapeutic 

modalities that center narrative identity, existential reflection, and relational dialogue to 

acknowledge personhood. Second, recovery research must more consistently incorporate 

economic stability, material resources, and quality-of-life parity as essential extrinsic pillars of 

recovery. Ignoring the depressed and compromised personal economies of those with SMI risks 

constraining what individuals perceive as possible in their recovery journeys. Third, 

policymakers should revisit recovery definitions and frameworks to ensure they reflect both the 

structural determinants of distress and the existential dimensions of healing. Recovery cannot be 

fully understood or supported without acknowledging what individuals are recovering from, 

including social harm, economic marginalization, and systemic inequities. Finally, this review 

affirms that recovery is not merely the reduction of symptoms but a dynamic, lifelong process of 

rebuilding agency, dignity, and meaning. We must ask ourselves what does our social contract 

with those who identify as disabled mean in terms of parity for a life well lived? Given the 

shortened life expectancy of many SMI conditions, this question becomes even more pressing. 
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Recognizing these truths requires a shift in both clinical practice and public policy toward 

systems that honor the full humanity of individuals with SMI, support their material needs, and 

create environments where meaning-making is a widely discussed act that informs dignity and 

identity as a whole and as an act of solidarity among disabled and non-disabled populations and 

does not wait for the alleviation of social stigma for individuals and communities with SMI to 

plug into society as a whole, but gives them the means to live and thrive in alternative and 

selective spaces if required. 

Limitations 

 Several limitations of this review should be acknowledged. First, the selection criteria 

may have limited the breadth of perspectives captured in the analysis. Although the review 

focused on meaning-making and recovery in schizophrenia, it did not comprehensively include 

studies examining the influence of age-related identities, or the contributions of music, artistic 

expression, and spiritual or religious practices. I recognize these factors as important 

mechanisms through which individuals reconstruct identity, develop purpose, strengthen social 

connections, and foster recovery. As a result, potentially relevant pathways to meaning-making 

and recovery may not have been fully represented in the findings. 

Second, the studies included in this review were predominantly drawn from higher-

income countries, which may limit the transferability of findings across diverse socioeconomic 

and cultural contexts. I recognize mean-making and recovery are shaped by factors such as 

cultural values, social norms, family structures, access to healthcare, and economic opportunities. 

Consequently, the experiences reflected in the reviewed literature may not adequately represent 

those of individuals living in low- and middle-income countries, where resources and support 

systems may differ substantially. 
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Third, the search strategy may have restricted the scope of the literature identified. The 

use of terms focused primarily on “schizophrenia and meaning-making” may have excluded 

studies that examined similar concepts under broader diagnostic categories, such as serious 

mental illness (SMI), or within the context of economic determinants of health. As a result, 

literature addressing the role of poverty and other structural challenges in shaping recovery and 

meaning-making may have been underrepresented. This limitation may have constrained the 

review's ability to fully examine the interplay between intrinsic resources, such as hope, personal 

agency, and coping strategies, and extrinsic resources, including social support, community 

engagement, and access to services. 

Future Research 

Future research should expand the scope of inquiry to include studies exploring age-

related identities and the role of music, art, spirituality, and religious practices in recovery and 

meaning-making. These areas may provide deeper insight into how individuals with 

schizophrenia and other SMI construct meaning, maintain hope, and develop a sense of identity 

beyond their diagnosis. A broader examination of creative, cultural, and spiritual resources may 

also reveal additional recovery-oriented strategies and interventions. 

Future reviews should also incorporate research conducted in low- and middle-income 

countries to better understand how cultural, economic, and social contexts influence recovery 

processes. Comparative analyses across settings may help identify both universal and context-

specific factors that support meaning-making, while highlighting diverse forms of intrinsic and 

extrinsic resources used by individuals living with serious mental illness. 

Additionally, future studies should employ broader search strategies that include terms 

such as “SMI and meaning-making”, “recovery and social determinants of health”, “meaning-

making and poverty”, and “meaning-making in schizophrenia or SMI”. Expanding the search 
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terminology in this way may capture a wider body of literature and provide a more 

comprehensive understanding of how personal, social, and structural factors intersect to 

influence recovery outcomes. 

Finally, greater attention should be given to individuals with SMI who experience 

poverty.  Examining how socioeconomic disadvantage shapes meaning-making and recovery 

trajectories may help identify protective factors, unmet needs, and effective interventions. Such 

research has the potential to advance a more holistic understanding of recovery that recognizes 

the interconnected influence of psychological, social, economic, and environmental determinants 

of well-being. 
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