Chap.5 in: Mobilizing knowledge in physiotherapy. Critical reflections
on foundations and practices. Eds. Nicholls D, Groven KS, Kinsella
EA, Anjum RL. Routledge 2020

Rethinking recovery

! Anne Marit Mengshoel, PT, PhD, Professor in Health Sciences
2 Marte Feiring, OT, PhD in Sociology, Professor in Public Health and

Rehabilitation

! Department of Interdisciplinary Health Sciences, Institute of Health and Society,
Medical Faculty, University of Oslo, P.O. Box 1089 Blindern, N-0317 Oslo, Norway.
Orcid.org: 0000-0003-1800-4440.

Corresponding author: a.m.mengshoel@medisin.uio.no

2 Department of Physiotherapy, Faculty of Health, Oslo Metropolitan University, P.O.
Box 4 St. Olavs plass, N-0130 OSLO, Norway. mafei@oslomet.no

Rethinking recovery

Abstract

In this chapter, we explore recovery as knowledge and practices. In health
sciences, clinical practice and public debates, the understanding of recovery
relates to various interpretations of disease, illness and health. Our analytical
perspective is inspired by theories of knowledge production; in particular,
Jasanoff’s work on co-production of knowledge. In the present chapter, we
unpack two ideal-typical understandings of recovery. According to the first
understanding, recovery is disease-oriented and relates to the treatment’s curative
effects (recovery as outcome), and knowledge production is separated from the
persons and situations involved. The second, meanwhile, sees recovery in terms
of a personal experiential process focusing on illness experience and the process
of overcoming or coming to terms with illness in real-life situations (recovery as

experience). Here, knowledge production integrates persons, contexts and culture.
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Recovery as outcome concerns health professionals’ responsibility to choose the
most effective treatment for patients, informed by quantitative effect studies.
Recovery as experience embraces the process undertaken and valued by the
individual person in the act of living that can be informed by qualitative interview
studies. In the third section, we elaborate on how these two understandings of
recovery are integrated into contemporary clinical practice (recovery as co-

production).

Keywords: Recovery, outcome, personal experiences, co-production, knowledge

production, clinical practice

Introduction

The term ‘recovery’ frequently occurs in medical and in public settings. For example, in
medical care, people can recover from a disease, such as bronchitis or cancer, and are said
to be in recovery when they learn how to cope with symptoms and manage practical
everyday tasks despite limitations set by chronic illness. While laypeople often say they
have recovered from a cold, mental illness or cancer, drug addicts will describe
themselves as being in recovery when they become sober or abstinent. Recovery may
encompass becoming better or being cured, returning or arriving at a healthy state or life
as it used to be, regaining something that was lost, or recreating a meaningful or well life.

Inspired by Jacobson (2004), we refer to different meanings and uses of the term
recovery. These include recovery as outcome (evidence), which was first used in mental
hospital services in the mid-nineteenth century, and recovery as experience (personal
healing process), an understanding that was constituted as a response to the former by the
voices of mental health survivors and ex-patients during the 1930s. In addition, recovery
as co-production covers the new public emphasis on partnerships as well as people’s
accountability for their own health and the reduction of health costs (Jasanoff 2004,
Jacobson 2004). In the sociology of science, the concept ‘co-production of knowledge’
is applied on a new combined approach, analysing the social structure and cultural
meanings, integrating theory and practice, macro and micro, objects and subjects as well
as historical and contemporary studies (Jasanoff, 2004). In our society today, in both
mental and somatic health care systems and in research, political documents emphasize
evidence-based practice and consumers’ or users’ expertise. In these contexts, recovery

is an umbrella term with various interpretations and meanings.



A search of scientific databases, using the term recovery alone or in combination
with health professions including physiotherapy, results in thousands of hits. Often,
studies by health professionals refer to treatment outcomes in terms of their effectiveness
in minimizing symptoms and disease-related limitations in functioning. Less frequently,
studies address how people experience illness or, even less commonly, illuminate
people’s recovery experiences. However, since the 1980s, the disease-oriented
quantitative studies on recovery outcome have been complemented by qualitative studies
of ill people’s experiences (Jacobson, 2004). We characterize the quantitative studies as
disease-oriented, outcome-based research, defining recovery as a dimension of pathology
or disease-related deficits and a real event represented by the nonappearance of certain
disease indicators. On the other hand, the qualitative studies focus on personal
experiential processes where recovery is constructed in the process of learning how to
live a safe, dignified and self-determined life.

The disease-oriented recovery outcome is informed by evidence from quantitative
studies aiming to produce knowledge that can be valid for groups of patients across
contexts and cultures, and the qualitative and mixed studies consider recovery
experiences as contextual and occurring in an interplay between individuals, their clinical
treatment and their social surroundings. We refer to the first approaches as a disease-
oriented recovery outcome and the second as a personal experiential recovery process.
Our aim is to unpack these two applications of the term recovery, analysed as different
ways of producing knowledge, first, in terms of curing disease and second, in the
language of a person’s process of overcoming or coming to terms with disruptions from
illness. Third, we discuss how it is possible to critically integrate recovery as outcome
and recovery as experience in professional health practices into what Jasanoff (2004) has

referred to as co-production of knowledge.

Disease-oriented recovery outcome

Disease is the problem from the practitioner’s perspective. In the narrow biological terms
of the biomedical model, this means that disease is reconfigured only as an alteration in

biological structure or functioning. (Kleinman, 1988, p. 5)

For centuries, physicians were committed to understanding people’s suffering based on
information from interviews of individuals and their own observations through gaze,

smell and taste (Johannisson, 2004). Treatment was a product of the physician’s skill at



interpreting what people told them, as well as the meanings of their conversations with
patients and their own observations. But when the nature of disease and the idea of
specific disease aetiology emerged, the physician’s task became to translate what ill
persons told them into a classification of symptoms to be used to further trace the cause
of disease (Bury, 2005, Chap 1). Accordingly, the focus of medical practice shifted from
subjective experiences to objective measures of pathology and from personalized and
symptom-oriented logics to disease-oriented ones.

The disease-oriented perspective is based on a biomedical understanding wherein
disease is defined in terms of deviance from statistical norms of organ functioning in
healthy populations (Boorse, 1977). The deviances or signs of disease that are hidden
inside the body become visible through technological measures, for example, radiological
imaging and blood tests. The aim of treatment becomes to ‘normalize’ what is wrong by
targeting abnormal organ structures and functioning with appropriate treatment. In order
to make decisions concerning treatment or therapy, health professionals translate patients’
illness experiences into symptoms, which in turn serve as clues to guide further testing
for plausible diseases (Eriksen & Risgr, 2014). In the International Classification of
Diseases (ICD), clusters of typical symptoms and bodily malfunctioning create criteria
for diagnosis, and if clinical findings match these criteria, a disease is named by a
diagnostic label (Jutel, 2011). In other words, a person’s perceptions and bodily changes
are translated into nomenclature and disease taxonomy that constitutes an objective ‘it’
that exists beyond the particular patient (Kleinman, 1988). From this point, the disease
becomes a real ‘thing’ that justifies a person’s suffering and legitimizes a need for help
(Lian, 2007). A similar logic can be found in physiotherapy, for example, in
physiotherapists’ attempts to develop a pathokinesiological classification system of
limitations in physical functioning (Rose, 1988), as well as in the importance they place
on arriving at a function diagnosis and connect treatment to this diagnosis (Rose, 1989;
Sahrman, 1988).

What is similar should be treated similarly

At the beginning of the 1900s, medicine became enchanted by the idea that the nature of
diseases could be discovered and their specific causes and treatment found, and the hunt
for precision in diagnosis and treatment continues to this day (Cassell, 2004). According
to this view, each disease is believed to have a particular cause that can be revealed by

observing changes in inner organs’ function and structure, and in turn, treatment should



target such disease-specific changes and normalize them to recover health. Physicians
should act upon a particular disease with specific treatments, for example, a targeting
drug should destroy bacteria that cause disease. During the last couple of decades,
medical treatment has become even more specific by targeting specific disease
mechanisms within a diagnostic category. For example, patients with prostate cancer
receive various medical therapies specifically designed to target different pathological
patterns. Thus, in some areas of medicine, personalized medicine has become an
alternative. In this context, personalization means that each person’s specific disease
pathology within a diagnostic category should be acted on, and those with similar
pathology should be treated similarly in order to become better or be cured.

The idea of classification and using targeted therapy to help patients recover their
health can be traced to early in the history of physiotherapy. At the beginning of the
1800s, Per Henrik Ling, the founder of physiotherapy in Scandinavia, developed an
exercise system tailored to promote healing of musculoskeletal pain (Haugen, 1997). This
was carried further, for example, during the poliomyelitis epidemic in the 1950s,
physiotherapists developed a method for assessing the strength of specific muscles
(Kendall, 1983). The aim was to identify which muscles were affected by poliomyelitis
and tailor specific exercises to revitalize the affected muscles. Treatment modalities have
also been developed to normalize the functioning of other organs, for example, joint
mobilization techniques aim to reduce stiffness in joints capsules (Kaltenborn, 2002). The
idea that similar problems should be treated similarly can also be seen in the model of
evidence-based practice (EBP), in which treatment recommendations are grouped
according to diagnosis (Herbert et al., 2005).

Recovery as absence of disease, deficits or dysfunctions

Within biomedicine, health is defined as the absence of disease (Hofmann, 2001). Health
and disease are understood as dichotomous phenomena, and recovery is usually
understood as an endpoint or a treatment outcome where the disease is absent, and a cure
is reached. Recovery results from either a natural biological healing process or an
effective curative treatment. In addition to cures, recovery outcomes can also be
expressed as partial recovery (less disease-related deficits and dysfunctions) or remission
(normalized biology, but not the absence of disease).

In 1948, the World Health Organization (WHO) expanded the biomedical

definition of health to include not merely absence of disease or infirmity, but also a state



of complete physical, mental and social well-being (Larson, 1996). Later, Engel (1977)
argued that disease should be understood as complex, dynamic, interacting processes
between biological, psychological and social phenomena. He coined the concept
‘biopsychosocial’ and expanded the biomedical understanding of disease (White, 2005).
This was followed up by the WHO’s (1980) introduction of a supplement to the
biomedical classification of disease (the ICD), launching the International Classification
of Impairments, Disabilities and Handicaps (ICIDH) which included a theoretical model
describing that disease-related bodily impairments could lead to disabilities and
handicaps, and secondly, a classification of multiple factors under the terms impairments,
disabilities and handicaps. In the years that followed, the ICIDH was criticized, first for
its biomedical understanding by indicating a causal chain from biological impairments to
disability and handicap, and second for labelling people with impairment as disabled and
handicapped.

The ICIDH was revised several times, leading to the present International
Classification of Health and Functioning, ICF (WHO, 2001). The ICF model shows
reciprocal interrelationships between body function (previously impairment) and
personal limitations in functioning under activities and participation (previously disability
and handicap). Accordingly, the ICF model now reflects a biopsychosocial understanding
of disease, and it still includes a classification system. However, in contrast to the
biomedical understanding of disease, the present ICF model of reciprocal interactions
suggests that a person’s health can be targeted in multiple ways. The ICF has been
embraced within the field of rehabilitation, including among physiotherapists. In clinical
practice and research, the ICF and the biopsychosocial model are presented as a more
comprehensive and complex understanding of disease and health than the biomedical
model. But the ICF can still be criticized for having an individualistic perspective and not
taking into account social and political barriers to a person’s health, functioning or well-
being. Also, the ICF follows the biomedical principle of objectivity and value-neutrality.
Thus, Hammel (2006) argues that the application of this classification tool does not have
any benefit for the persons being objectified and coded; rather, classification systems are
tools for health professionals. The use of classification tools, such as the ICF, is also
criticized by Leplege et al. (2015) and by Gibson (2016).



Recovery determined by measured treatment outcomes

Recovery outcomes, in terms of treatment effects, are determined by evaluating the extent
to which disease-related measures approximate statistically based or socially determined
norms, as well as by the disappearance of symptoms. In physiotherapy, body function is
assessed by measures such as aerobic capacity, muscle strength, and range of motion.
Limitations in activities and participation are assessed by patient self-report
questionnaires. Questionnaires can be generic instruments developed to assess what is
normal in a general population, such as quality of life and presence at work. Alternatively,
in physiotherapy research, disease-specific questionnaires are often used to assess the
reduction of typical disease-related symptoms and limitations in daily functioning. In
both cases, recovery is determined by external criteria for what is considered normal
among healthy people or within a society. However, norms determined by statistics or
social values of functioning do not always match what is important in the treatment of an
individual patient. In particular occupational therapists and physiotherapists within the
field of rehabilitation have expressed concerns that generic and disease-specific
instruments do not capture the effects of therapies tailored to patients’ specific activity
problems. To address this, they have developed patient-specific instruments that allow
clinicians, in collaboration with their patients, to specify the problem to be approached
by treatment. The severity of a problem is assessed by scales, and recovery outcome is
measured in terms of the amelioration of the problem. Accordingly, improvements are
evaluated with respect to self-defined treatment goals and norms for success (Stevens et
al., 2013; Stratford et al., 1995).

A personal experiential recovery process

IlIness refers to how a sick person and the members of the family or wider social network
perceive, live with, and respond to symptoms and disability experience [...] Illness is
always culturally shaped. Paradoxical as it sounds, then, there are normal ways of being
ill (ways that our society regards as appropriate) as well as anomalous ways. (Kleinman,
1988, pp. 3, 5)

A social movement promoting personal recovery

As a critical response to disease-oriented approaches, consumer communities in the 1930s

showed how recovery was related to individuals’ experiences of illness (Jacobson, 2004).



Anonymous Alcoholics (AA) is an early example of recovery as experience (Feiring,
2013), and Ralph and Corrigan (2005) consider these communities ‘historical backdrops’
to modern mental health services. In the 1970s and 1980s, people experiencing mental
health problems started to oppose the focus within psychiatry on diagnosis,
psychopathology and biological treatments and claimed that it was possible to achieve a
life of personal value by focusing on personal experiences and resources. According to
Roberts and Boardman (2013), the recovery movement in psychiatry arose as a product
of critique, emerging from the writings of survivors and ex-patients.

During the 1980s and 1990s, a social movement also emerged among people with
physical disabilities who objected to the ‘normalization’ of functioning within the field
of rehabilitation and claimed their human right to participate in society alongside able-
bodied people on equal terms (Oliver, 1990). For example, constructions of public
transport and buildings excluded access for people with physical disabilities. Instead, a
society accepting and adjusting to diversity among citizens was envisaged as a means to
achieving a more inclusive society.

Jacobson (2004) associates recovery as experience with this type of social rights
movement. Publicly driven campaigns challenged medical views on people with mental
ilinesses and physical disabilities, resulting in health reforms highlighting human rights
and individuals’ possession of the expertise and resources necessary to live well despite
illness or disability, as well as changes within health services, including the introduction
of patient- or person-centred practice. Over the last couple of decades, a personal
resource-oriented approach to recovery in mental health care has gradually gained ground
with the aim of empowering individuals to take action and create a life worth living
despite mental illness (Roberts & Wolfson, 2006).

Following Deegan (1997, 2003), who was diagnosed with schizophrenia during
adolescence, it is possible for people to actively bring wellness into their lives, but a
disease-oriented practice may hamper such a process. For example, Deegan (2003) was
told by physicians that schizophrenia was chronic and non-responsive to treatment. This
type of message, she argues, sentences patients to a life-long disease and leaves little hope
for the future. Ralph and Corrigan (2005, Chap. 2) argue that hope is crucial to motivate
personal recovery processes as a way of living, an attitude, and a way of approaching
daily challenges. For a person in recovery, making life meaningful is a complex process
that includes healing personally and socially by developing new ways of living, adopting

new social roles, and rebuilding a life around changed priorities and a new sense of self



(Jacobson, 2004). A person in recovery engages in self-discovery, self-renewal and
transformation (Ralph & Corrigan, 2005); being in recovery is a personal process that
cannot be separated from life itself (Kleinman, 1988). This process involves learning and
personal growth and lacks a definite endpoint; the subject is in constant change, with

various transformations occurring over time.

Studies on personal recovery experiences

Scientific studies on personal accounts of recovery see illness as a subjective experience
of how disease and its consequences are perceived (Bury, 2005; Nettleton, 2006).
According to Bury (2005), health is a taken for granted form of wellness, which,
paradoxically, is first detected through its absence. When a person is incapacitated by
ilIness or disability, they can experience alienation from their own body, be removed from
social roles and obligations, or lose connections to family, colleagues, and friends
(Lupton, 2012). Personal recovery implies a process of discovering how to bring wellness
back into life — in terms of either overcoming illness or reclaiming wellness despite illness
(Davidson & Dinzeo, 2009).

Kleinman (1988) has long urged that health professionals and researchers must
address not only symptoms and diseases but also the meaning of illness and the practical
problems illness creates in a person’s life. Since the 1990s, inspired by theories from the
social, cultural and humanistic sciences based on interpretative logics, researchers have
been increasingly interested in examining people’s illness experiences and what they do
to cope and self-manage. To explore recovery as a personal experience, based on
qualitative empirical studies, we address the following themes: The meaning of wellness,
developing self-knowledge, recovery as an ongoing process, and recovery identified in

people’s storytelling.

Wellness and meaning

The meaning of wellness is seen in relation to the concept of illness and what illness
entails. In accordance with Lupton (2012, Chap. 4), several studies describe falling ill as
a process whereby people either suddenly or gradually perceive changes in an otherwise
‘silent body’ or disturbances in the taken-for-granted performance of daily activities.
Thus, illness separates a person from his or her own body and also disrupts ordinary daily
routines, social relationships and roles (Njglstad et al., 2019). Changes in the social self

(Charmaz, 1991) and disruption of a person’s biography (Bury, 1982) can also occur,



particularly in long-term illnesses. The future may become uncertain, and according to
Mattingly (2010, p.161), a person may ‘lack a hopeful picture of her future self’. In this
way, illness disturbs a person’s lifeworld (Kleinman, 1988).

Studies of personal recovery illuminate how people replace illness with wellness
by accepting and adapting to their changed situation, adjusting their life situation, and
adopting alternative social roles while still living a meaningful life (Kearney, 1999). For
example, people with schizophrenia, an incurable mental illness from a disease
perspective, may feel recovered when they have secured a safe, meaningful social life
(Ralph & Corrigan, 2005). Alternatively, for women who had previously suffered from
fibromyalgia (a contested, medically incurable musculoskeletal illness), recovery or
wellness meant being free from symptoms or having tolerable, manageable symptoms
(Grape et al., 2015). These two examples illuminate that wellness can imply living well
despite being ill and struggling, as well as overcoming an illness, and at the same time,
including new meaning for life.

Kleinman (1988) argues that it is important for people to make sense of their
symptoms and suffering, as well as to figure out how to manage the implications of their
illness. This means that a type of self-knowledge is considered crucial to recovery. Ill
people want answers to many questions, such as, ‘What is causing my illness?’, ‘“What
does the illness do to my body?’, “What can I expect from treatment?’, ‘What can I do to
manage the illness, its exacerbations and consequences?’, and ‘What can be expected in
the future?’ (Kleinman, 1988, p. 43). Many people with chronic illnesses strive to make
sense of their illness experiences (Aronowitz, 1998). For example, women who had
recovered from fibromyalgia reported that they made sense of their experiences through
a mundane, daily exploration of the relationship between their symptoms and their way
of living (Grape et al., 2017).

Developing personal expertise

According to Kearney (1999), a recovery trajectory includes learning to endure the altered
situation and grieving over experienced losses, accepting the situation as it presently is,
creating hope for a better future, reckoning one’s own resources and the possibility of
overcoming losses and making choices about how to adapt and adjust to a new situation.
The process of learning how to come to terms with an illness is not linear, and it includes
possible setbacks. However, relapses are not necessarily considered a failure but rather

events from which a person can learn. Personal knowledge and engagement also include



the capacity to build relationships with other people and take part in meaningful activities
that create a feeling of connectedness and social belonging (Halding et al., 2010) that may
lead to new, valued social identities (Lau & van Niekerk, 2011). Thus, the personal
recovery process includes expanding competence by developing practical skills, adjusting
activities, identities and social roles, and creating new meaning and purpose in life.

People with chronic illnesses are often engaged in an ongoing recovery process to
maintain what they have achieved and continue to adjust and adapt to their illness, which
can fluctuate or progress. Arthritis, for example, often has a fluctuating course, and for
people with arthritis, this means that in addition to reclaiming a life despite illness, they
have to take action to prevent exacerbations (Tollefsrud & Mengshoel, 2019). A person
diagnosed with ankylosing spondylitis portrayed this through the following allegory: Life
with arthritis is like living in a spider’s web; it is impossible to escape, but there are still
many roads to follow to live well. But if strings in the web break, they have to be knit
together, and this limits the space (Mengshoel, 2008).

The fluctuations of experiences illustrate that illness and wellness are coexisting
rather than dichotomous phenomena, shifting positions between the fore- and background
(Paterson et al., 2003). Hope serves as fuel for not giving up, motivating the ongoing
recovery process and taking action, and the hope is nurtured by success and belief in
further progress (Mengshoel et al., 2019). Accordingly, hope is not merely a feeling but

an incorporated part of a recovery practice (Mattingly, 2010).

Noticing a personal recovery process

A person’s recovery process is an integrated part of their daily life and can be identified
in personal stories. Mattingly (1998, 2000) argues that ill persons’ recovery narratives
include moments that make a difference, turning points that display a break-through
where new insight and activities make new recovery routes possible. Such narratives may
portray a shift from withdrawal to active engagement, from loneliness to reconnection
with others, from passive adaptation to active coping, from low self-esteem to a positive
sense of self, or from alienation to a sense of meaning, purpose and belonging, as well as
the awakening of hope.

Recovering is mirrored by moments or events but can also become evident
through the storyline in a person’s narrative (Squire et al., 2014). Storylines can be
interpreted according to the narrative typologies developed by Frank (1995). A restitution

narrative describes falling ill, getting a diagnosis, receiving appropriate treatment, and



being cured. In contrast, a chaos narrative is an illness storyline that portrays a lack of
understanding of what is happening in which everyday life is chaotic, and there is no
obvious prospect for the future. Such stories are often fragmented, broken, hesitant and
difficult to listen to and understand (Bulow, 2008). A quest storyline, Frank claims,
captures a personal recovery process in which a person trusts their own experiences,
arrives at new insights and moments that affect the situation positively, and expresses
hope for an optimistic future. Frank’s typology thus shows that storylines, like the
personal recovery process, display complex interactions between impairment, illness,

experience, contexts and culture.

Co-production of recovery

As discussed by Arthur Kleinman et al. (1997), we need to think of suffering as social and
not merely personal [...] because health problems are intertwined with political,
economic, and institutional conditions, with the way power is structured and wielded.
(Mattingly, 2010, p. 41)

Standardization and differentiation in clinical practice

Nowotny et al. (2001) characterize knowledge production based on a ‘cool’ rational logic
which is technically rather than culturally determined. This corresponds to knowledge
production in a disease-oriented recovery outcome perspective that aims to explain
reality, and it is essential to operationalize and classify deviances, ‘normalize’ them
through treatment, and evaluate whether treatment produced successful outcomes. This
orthodoxy is seen in clinical practices following classification schemes, standardized
tools and treatments. Thus, clinical practice is determined by, what Rose (2006) calls
political technologies, in forms of protocols, EBP guidelines and standardized reporting
tools, which separate professionals and ill persons from their treatment and healing
practices.

Il persons criticize disease and deficit-oriented practice for depersonalizing them
by reducing them to a disease or failure (Deegan, 2003) or reducing their illness
experiences into scores on questionnaires (Gibson et al., 2019). Physiotherapists can
devalue a person’s illness experiences by asking closed, factual questions when taking
patient histories (Ahlsen et al., 2019) or by stereotyping the delivery of physiotherapy
according to ‘cookbook recipes’ (Mengshoel et al., 2019). Studies show that ill persons

wish to be at the centre of physiotherapists’ concern, preferring the latter to shift their



focus away from techniques to providing information they find meaningful (Wijmaet al.,
2017). To reduce depersonalization in clinical practice, policy documents, as well as users
of health services and health professionals have spoken of person-centred practice that is
characterized by clinicians’ valuing the autonomy of ill persons and treating people in a
respectful way, as well as meeting individuals’ particular needs (Gluyas, 2015; Sacristan,
2013). We argue that human rights-based, person-centred practice demands a non-
standardized, differentiated clinical approach that has the potential to enhance more than
human rights by backing a person’s healing practice. However, attending to individuals’
needs, personal experiences and wishes are not straightforward, and complex negotiations
between the persons involved and what is possible in a particular context may take place
(Gibson et al. (2019). We will, however, argue that knowledge production of personal
and socio-cultural issues, aligning with a personal experiential recovery process, is
helpful for understanding what is at stake for an ill person.

Disease-oriented recovery practice is concerned with the effectiveness of a
treatment to ‘repair’ disease-related deviances or deficits. Patients are victimized by
injury or disease, and physiotherapists have been trained to act on disease- or injury-
induced changes and are responsible for providing the best available treatment. For
example, in cases of ankle sprain, physiotherapists follow a certain procedure in the acute
phase, cooling down the bleeding tissues, elevating the leg to reduce oedema, and
afterwards gradually introducing specific exercises to restore range of motion and muscle
control with the goal of re-establishing former functioning. This type of storyline
corresponds well with Frank’s (1995) restitution narrative typology and a traditional
disease-oriented recovery orthodoxy. Likewise, in lung physiotherapy, procedures are
followed to remove mucus from the lungs to improve lung malfunctioning, and both the
ill person and the physiotherapist notice an immediate improvement in respiration if the
treatment works. These examples illustrate how physiotherapists act on knowledge about
the body’s biological mechanisms and follow a standardized, ‘one-size-fits-all’
physiotherapy procedure. Thus, in these examples, a view of recovery focusing on
objective and predictable knowledge is applicable.

Contemporary societies worldwide face great concerns and costs related to
chronic diseases, illnesses and disabilities without any known curative or restorative
treatment. In such cases, recovery cannot be limited to disease parts and specific
functional impairments but should involve the whole person and her or his life project

(Cassel, 2004). A personal recovery process differs from protocol-based ‘one-size-fits-



all’ education defined by professionals teaching ill people how to ‘live with their illness’,
for example in the form of self-management, lifestyle or standardized conditioning
training programmes. Living with a chronic condition is more complex and intruding than
fixed by practising defined techniques as being ill is fundamentally a social state of
affairs. An individualized and differentiated clinical approach is needed, tailored to each
person’s strengths and opportunities to find a way to come to terms with illness and
remake a meaningful life. Such practice calls for information from a scientific knowledge
production that is particular, contextual and situational (Nowotny et al., 2003) and aligned
to an interpretive epistemology. Following one of Nicholls’ (2018) positions for future
education in physiotherapy, we argue for a critical integration of biomedical,
psychological, socio-cultural, lay and political knowledge in the curricula of health
professions.

Nicholls and Gibson (2010) have argued that an expanded understanding of the
body beyond biological deficits is needed. The personal experiential recovery process
includes reconnecting with the alienated body. Lupton (2012, Chap. 2) describes the body
along two dimensions, as a body-organ object (aligning with disease-oriented recovery)
and as a body-self subject (relevant to personal experiential recovery). Accordingly, a
body constitutes a duality of being and having (Crossley, 2006). The mind-body dualism
can be overridden through understanding the body as a site of disease, embodied life
experiences and a sense of social self (Lupton, 2012). By discovering the relationship
between movements, activities and daily life, it is possible to make sense of own
experiences and reconnect with one’s own body and life, as well as to draw new road
maps, both for a person’s life and for a physiotherapist’s understanding. During such an
adventurous, often laborious, journey towards a life worth living, a physiotherapist may
inhabit the role of co-adventurer and supporter.

In sum, we will argue that disease-oriented and experiential recovery operate in
conjunction with each other; the disease-oriented recovery perspective will be privileged
for acute or short-term conditions with specific, well-defined problems, where
standardized treatment protocols are more likely to work. In contrast, with respect to
incurable, long-term conditions that people live with, the personal experiential recovery
process will probably take precedence and offer a differentiated treatment approach to
meet the complexity of healing a person’s suffering or recovery as co-production. Further,
supporting a personal experiential recovery process is promoted in the recommended

policies of person-centredness, user involvement, self-care and self-management.



However, we worry that the personalization may be veiled by new upcoming technologies
aimed to secure human rights through a homogeneous, standardized practice.

Predictability and uncertainty in clinical practice

In the final section, we will explore the interaction of the different understandings of
recovery and their positions within evidence-based practice (EBP), first in relation to the
hierarchical ordering of evidence and then in relation to the logic underpinning EBP.

Originally, the purpose of EBP was to fill a gap between research and clinical
practice, thereby reducing clinical malpractice. Today, a kind of ‘industry’ has been
established in order to synthesize randomized controlled trial (RCT) studies to conclude
which treatments are on average the most effective (Greenhalgh, 2014). This research has
been translated into evidence-based clinical guidelines by expert panels and based on
meta-analysis of effect studies explicit statements are provided to assist practitioners and
patients in making decisions about treatment (Scalzitti et al., 2001, Feiring et al., 2019).
We argue that results from meta-analysis cannot dictate professionals what to do in
particular cases, but meta-analysis informs clinicians about what the research has to say
about effects of interventions.

Research evidence is hierarchically ordered according to its design with the meta-
analysis of RCTs at the top; this research aims as unbiased measured effects of
standardized treatment by controlling for the influences from persons and context to
arrive at generalizable results. The hierarchical order of evidence places knowledge
production of particular, contextual, and situational experiences at the bottom of the
hierarchy, and sometimes they are excluded entirely. Following our earlier argument that
both disease-oriented and personal experiential recovery are likely to operate together,
disease-oriented treatment may be more successful in clinical practice if a person finds a
treatment meaningful. But according to our argument that standardized treatment is not
likely to address the complexity of chronic or long-term conditions, we question whether
RCTs can actually tell which treatment is the best. Thus, treatment solutions cannot
merely be tied to evidence from RCTs but must be related to a bricolage of various types
of knowledge (Shaw & DeForge, 2012).

We argue that disease-oriented recovery practice has a hegemonic position in our
society, including in physiotherapy. For example, physiotherapists in clinical practice
may ask for appropriate ‘tools’ developed for research purposes to structure their practice

of taking patient histories and for evaluating the outcomes of their practice. As we see it,



this is a way to position and legitimize physiotherapy practice within a hegemonic
knowledge system in our society. The standardization of practice follows the rational
logic illuminating an ordered form of practice that produces predictable results. However,
clinical practices are highly social and better understood by interpretative logic. Since
clinical practice embraces relationships between people and particularities embedded in
clinical meetings, as well as institutional and political contexts (recovery as co-
production), practice is social, unstable and uncertain and may disrupt the stability and
predictability of rational logic. Ignoring this may downplay the uniqueness embedded in
clinical practice, for example, the healing roles of therapeutic alliances and personal
communication as shown by Hall et al. (2010).

Paradoxically, placebo studies within a disease-oriented paradigm have shown
that disease measures are influenced by a person’s thoughts, attitudes, beliefs,
expectations and social relationships (Mestre & Lang, 2017), and thus that the healing
power of people’s experiences and relationships cannot be ignored. Brun-Cottan et al.
(2018) argue that some essential components of physiotherapy practice remain a personal
tacit ‘art’. This artistry should be given a language and incorporated into the body of
physiotherapy knowledge. In sum, we argue that treating people in a clinical practice
context is an experiential, political, complex, uncertain, and often diffuse endeavour of
co-production. It is certainly understandable that people are searching for concretization
and predictability. However, in so doing, tensions and ambiguities are likely to occur and

need to be understood and managed to create person-centred clinical practice.

Concluding remarks

In this chapter, we first outlined how two ideal-typical understandings of recovery —
recovery as outcome and recovery as experience — have merged into a third type, namely
recovery as co-production, promoting both person-centred and evidence-based practice.
Disease-oriented recovery builds on a rational, explanatory logic wherein classifications,
standardizations, EBP, ‘repairing’ disease-related deficits are essential, and recovery
outcomes provide measured evidence of effective treatment. On the other hand, a personal
recovery process is based on meaning, embracing complexity, diversity, individuality and
humanism, and recovery is seen as a personal healing process relying on an interpretative
logic to understand phenomena. Today these two understandings of recovery operate in
conjunction, but orthodox physiotherapy approaches have primarily focused on the

former while the latter, heterodox practices seem to be regarded as a kind of personal,



tacit knowledge of the ‘art’ of physiotherapy. We have outlined how health professions,
exemplified by physiotherapy, produce different types of knowledge, and we call for a
critically reflected integration of the disease-orientated approaches to recovery with the
personal, social and cultural approaches to recovery. We argue that person-centredness
and evidence-based practices are drawing on different understandings of the term
‘recovery’. We call for a critical rethink of recovery in clinical practice, educational

curricula and political documents, which we have called co-production of recovery.
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