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Ensuring mental well-being has become an important target for community wholeness. Despite our growing 
knowledge and scientific discovery, the core challenges such as mental health stigma remain a sad deterrent 
in progressive society. The work of advocacy began in the 1990s to encourage social integration and support 
mental health recovery. However, it is still unclear how such advocacy work would produce favorable 
outcome. Locally in Malaysia, a mental health advocacy event was conducted in a tertiary univ ersity hospital 
with collaborative efforts from mental health providers and multidisciplinary units of care. The highlights of 
the event were three public disclosure and sharing sessions; two by individuals with lived experience of 
mental illness and another by a psychiatric caregiver. The event ended with a showcase of patients’ various 
artworks done in the psychiatric rehabilitation unit. The impact of this advocacy work was experiential from 
the initial stage of planning to the delivery of content during the event, and thereafter as a catalyst to further 
improve in functional recovery. The therapeutic work and alliance were shared by different roles through 
guided reflection of the patients’ and caregiver’s journey in the content for sharing. The successful delivery 
of the advocacy event also foresees further empowerment of people with lived experience of psychiatric 
illness to step up as a critical role of voice to enhance community connections and encourage social 
integration. Furthermore, the importance and value of advocacy can be included in psychiatry training, 
clinical settings, self-help organizations, and peer-led communities in efforts to promote mental health 
recovery. 
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1. INTRODUCTION

Mental health advocacy work began in the 1990s (Thomas and Bracken, 
1999; Stocking, 1991; Heller et al., 1996; Executive, 1997). The greatest 
impact in mental health advocacy work is peer advocacy and self-
advocacy, where self-advocacy is the ultimate goal of peer advocacy, when 
people are able to speak out for themselves (Executive, 1997). The 
presence of peer advocates promotes inclusion, empowerment, and the 
critical role of voice (Storey, 2011). The powerful messages delivered 
through advocacy work to both the people who call on them and the 
people from the services who encounter them would encourage the 
cultural shift in attitude and ethos needed, of doing things with people 
instead of to them or for them (Executive, 1997). Advocacy work promotes 
empowerment, which is the realization of the internal power and strength 
within each person (Storey, 2007) whereas self-stigma is the opposite of 
empowerment (Lucksted et al., 2011; Rüsch et al., 2014). Self-stigma 
results from internalized negative public stereotypes and attitudes that 
can lead to demoralization, helplessness, and hopelessness (Marino et al., 
2016). Such experiences lead to social isolation, avoidance of mental 
health care, and missed social opportunities which further delay the 
journey of recovery and pursuance of life goals (Marino et al., 2016).  

Self-advocacy work in the form of self-disclosure can be a key method for 
challenging stigma and promoting empowerment and recovery (Marino et 
al., 2016). The knowledge shared across interpersonal contacts can result 
in improvement in attitudes toward mental health issues through 
experiential knowledge (An and McDermott, 2014). Corbiere et al., (2012) 
in their work identified six differently grouped strategies to combat stigma 
toward people living with mental illness (PLMI), namely education, 
protestation, contact, person-centered, working on recovery and social 
inclusion, and reflexive consciousness. Social contact refers to strategies 
related to sharing or encouraging disclosure and meeting or coming close 
to PLMI, of which appears to emerge as an important strategy with 
significant improvements in attitude, in the concept of self-disclosure of 
mental illness (Corbiere et al., 2012). These changes in attitudes were 
maintained through time and are related to changes in behavior (Corrigan 
and Matthews, 2003). Interventions based on the culturally appropriate 
principle of social contact have been shown to be the most effective anti-
stigma method globally (Thornicroft et al., 2022). 

In advocacy work, many studies have shown that engaging people with 
lived experience of mental illness through physical participation can 
empower them in the recovery process (Cheng and Smith, 2009; Arblaster 
et al., 2023), Psychiatry has moved away from a negative ‘antipsychiatry’ 
perspective of advocacy to a more constructive engagement. This will 
eventually bring benefits to the whole mental healthcare system (Cheng 
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and Smith, 2009; Vojtila et al., 2021). PLMI may step up as advocates 
themselves and lead the peer support group in their own community. 
Peers’ role in promoting recovery is helpful and encouraging, although not 
definitive, within the continuum of care for PLMI, including delivering the 
curricula by peers (Chinman et al., 2014). The effects of peer support 
services are extensive and can be a transformation from patients to peer 
support providers (Shalaby and Agyapong, 2020). Engaging families of 
PLMI can also empower them to support PLMI in the recovery process 
(Wyder et al., 2022; Waller et al., 2019). 

Despite the growing support for advocacy work in the field of mental 
health, there are still limited publications on how best to engage PLMI and 
their families. The meaningful engagement of PLMI was limited by various 
factors including knowledge, resources, organizational needs, and stigma 
(Rio et al., 2020; Ewalds Mulliez et al., 2018). People living with mental 
illness said that the most devastating impact on their lives came not from 
the illness itself but from the way others began to treat them (Kirby and 
Keon, 2006). Nearly half of the population of PLMI has kept their mental 
illness discreet from their family and only half would tell their friends or 
colleagues if a member of their family was diagnosed with mental illness, 
compared to other physical illnesses (Pokorny, 1988). Several factors may 
contribute to the adoption of self-disclosure of PLMI in any self-advocacy 
public event. What would the experience be for PLMI who have disclosed 
their mental condition? What added value would it bring to their recovery? 
Any disadvantages or loss in any form?  

This case description gives a preliminary idea of the conduct of self-
advocacy event through public disclosure and sharing of PLMI and 
caregivers, and its impact on mental health recovery.  

2. COORDINATING A PUBLIC MENTAL HEALTH ADVOCACY EVENT 

FOCUSING ON PLMI AND CAREGIVERS 

A mental health advocacy event was planned in conjunction with World 
Mental Health Day. The design of the self-advocacy event centered on the 
engagement with PLMI and their families, with collaborative efforts from 
mental health providers, frontliners, and multidisciplinary units of care. 
The objective of the event is 1) to promote self-advocacy among PLMI and 
their families, 2) to engage and enhance the recovery journey for PLMI and 
their families with the community, and 3) to reduce stigma and encourage 
help-seeking among communities with mental health issues.  

The process of advocacy work started from the initial stage of planning 
itself. The self-advocacy event involved two PLMI and another caregiver of 
a loved one with psychiatric illness. These three individuals would share 
their personal lived experiences with the audience. The selection of these 
three individuals was based on several factors, namely for the PLMI 1) 
they are in a clinically stable condition with no active symptoms; 2) given 
their consent to share their lived experience in the event; 3) can 
communicate in English or Malay language and; 4) committed to sessions 
of being guided in their lived experience sharing. The selection for 
caregiver was based on 1) the suitability of sharing their caregiver 
experience with given consent by their loved ones living with mental 
illness; 2) their consent to share their lived experience as caregiver; 3) 
their ability to communicate in English or Malay language and; 4) their 
commitment to sessions of being guided in their lived experience sharing. 
Participants for the event were selected based on their role (direct or 
indirect) in the journey of recovery for PLMI.  

The setting of the event was set up thoughtfully, taking into account 1) the 
number of audiences suitable for such self-advocacy event and 2) the 
platform or stage from which the PLMI and caregiver could deliver their 
lived-experienced sharing, for a balance of ceremonious versus 
community-like event. The content of the lived-experience was guided 
throughout the preparation for the self-advocacy event by mental health 
providers individualized to the needs of PLMI and caregiver. Guided 
reflective questions were given to PLMI and caregiver to facilitate their 
preparation (Figure 1).  

Figure 1: Guided Reflective Questions 

1. How would you want to introduce yourself?

2. How would you share about being a client to our services?

3. How would you want to share or highlight your journey of recovery 
and what is meaningful for you? (may include the challenges faced if 
you would like to) 

4. How would you want to share your wishes and hope for the journey 
ahead?

3. CONDUCT OF PUBLIC DISCLOSURE BY PLMI AND CAREGIVERS IN

MENTAL HEALTH ADVOCACY EVENT 

The preparation of the content of lived experience sharing involved the 
collaborative work between PLMI and caregiver (presenters) with their 
primary psychiatrists and/or psychiatric postgraduate trainees with 
counsellors (facilitators). The contents of delivery were drafted by the 
presenters and revisions of the drafts were performed with respective 
facilitators on safe sharing and delivery of messages for such personal 
lived experiences. The facilitators would also rehearse the scripts and 
narratives with the presenters to build their confidence in delivering their 
messages. The sessions with the facilitators were approximately 3-4 
sessions depending on the needs of each individual. Prior to and on the day 
of the event, the facilitators would prepare the presenters on the setting 
as well as go through relaxation techniques with them, where needed.  

The self-advocacy event was conducted in September 2022 in a controlled 
and conducive open space area within a clinical education building in a 
university hospital in the central region of Kuala Lumpur, Malaysia. There 
were 50 participants for the event who were psychiatrists, psychiatric 
trainees, mental health workers and staff including occupational 
therapists, social workers, psychologists and counsellors, frontliners and 
clinicians including from emergency department and safety and security 
unit, medical students, mental health advocates and stakeholders of 
administrative authorities of the university hospital. It was a 3-hour event. 
The event was officiated by a local senator championing the rights of 
people with disabilities, followed by a public awareness educational talk. 
The presenters then took their place on stage after being introduced by 
their facilitators. Each presenter shared their lived experience for 
approximately 15 minutes. The session was moderated by a psychiatrist 
to ensure the safe delivery of conduct of the event. There was a psychiatric 
postgraduate trainee made available for psychological debriefing should 
anyone require it. The self-advocacy event ended with a walk-through visit 
to the displayed art and creative works section by PLMI. 

4. DISCUSSION

Illness is a biographically disruptive event that forces people to re-
evaluate their lives, values, and behavior (Bury, 1982). One way to find 
meaning in illness is to become storytellers and recover the voices that 
illness and its treatment often take away (Frank, 1995). Personal accounts 
and stories have the potential to support recovery and self-empowerment 
(Jones and Pietilä, 2020). In this event, public disclosure of personal 
accounts on mental health recovery was witnessed by various 
stakeholders. Following their experience, PLMI’s personal perspectives on 
the involvement process and their narrations of becoming experts by 
experience would enable stakeholders to explore the opportunities and 
tensions associated with becoming involved, and how such a process can 
influence the accounts of experts of experience shared with health services 
(Dent and Pahor, 2015). There is growing prominence in a number of 
countries placing personal or lived experiences as the center of service 
development (Dent and Pahor, 2015). Patient involvement can come in 
different initiatives: as trainers, co-planners and coproducers alongside 
health professionals (Dent and Pahor, 2015). Personal disclosure and 
stories about living with illness or caring for an ill family member can be 
used to guide best practices, health policy, and research. 

However, cautious attention needs to be taken in the conduct and delivery 
of content for public disclosure. A story that conveys a desirable level of 
vulnerability and resonates with listeners on an emotional level yet is 
conveyed in a manner that demonstrates personal control was suggested 
(Näslund et al., 2020). Our presenters in this event were trained and 
guided on this by their primary psychiatrists and or facilitators. This was 
also advocated by Jones et al in 2020 in their study participants of the 
importance of distancing themselves from the personal emotions and 
constructing a clear, coherent account of their lived illness and caring 
experiences. The construction of a structured account can provide 
coherence to past events and help to build a positive sense of self, with the 
narrators themselves agreeing with this factor (Lysaker et al., 2010).  

The construct of the contents for public disclosure by our PLMI and 
caregiver was facilitated by mental health providers. This process itself is 
a catalyze for initial and long-term engagement with their psychiatrists 
who took the responsibility of guiding the two PLMI and the caregiver on 
preparing an effective narrative of their personal lived experience. As our 
PLMI had battled with their debilitating illnesses and experienced multiple 
crises and relapses before their recovery journey unfolded, it took a few 
sessions to highlight and summarize the content following the guided 
reflective questions (Figure 1) for public disclosure. The benefits of such 
advocacy event extended beyond the conduct of the event itself. 
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Processing and constructing an account of past experiences may influence 
how past experiences are articulated and this process is itself therapeutic 
for the narrator. It also forms a reflection as well for PLMI and the 
caregiver on their journey of recovery in mental health. The meaningful 
engagement between the narrators and mental health providers also 
encouraged the development of therapeutic and professional 
relationships. The growth brought about by sharing their lived experience 
and their personal conviction as PLMI or caregiver in a public event 
catalyzed further progress in recovery by improving their self-confidence 
and thereafter, sought to have meaningful functioning. One of our PLMI 
took the momentum and motivation after the advocacy event to find 
employment and successfully engaged as a regular in a non-governmental 
organization that supported PLMI. Through this example, it is also possible 
to see PLMI stepping up as the critical role of voice and finding the support 
to lead local community peer support and recovery groups. This will 
promote leadership in social integration work for PLMI.  

Through advocacy work, the community can establish a collective 
appreciation of recovery through radical redistribution of responsibility 
(Storey, 2011). There will be more opportunities for voice and inclusion to 
support recovery leadership. In the long term, the values brought about 
through advocacy work can be realigned into the healthcare system 
through review of service planning and execution (Storey, 2011). 

Establishing strong therapeutic and professional relationships through 
the planning and execution of such public advocacy event can also foster 
additional advocacy values within clinical settings. The study of the use of 
crisis cards for psychiatric emergencies has been conducted even in the 
1990s (Sutherby et al., 2007; Sutherby and Szmukler, 1998). Crisis cards 
offer choices for patients to entail their treatment preferences in 
anticipation of an emergency when they may be rendered incapable of 
making informed decisions. Hence, patients were engaged in their stable 
phase to discuss on advanced directives or crisis care when the need 
arises. They would inform the type of help he or she wants to receive when 
unwell or during a crisis, emergency contact person, and the type of 
medication to be given or not to be given. The practice of psychiatric 
advance directives is an effective tool for reducing coercive interventions 
(Swanson et al., 2008). However, such practice has not yet been explored 
at the local level. A crisis card is the simplest form of self-advocacy, offering 
PLMI adequate autonomy in their clinical care. Advancing advocacy work 
extending from the therapeutic engagement built upon by mental health 
providers and PLMI before, during, and after the advocacy event also 
foresees an opportunity to continuously engage PLMI for such psychiatric 
advance directives work. The sessions between mental health providers 
and PLMI would encourage discussion on the impact and motivation of 
recovery, relapse prevention, and future directions in management plans. 
Crisis card interventions would form part of the plans to sustain advocacy 
work and self-empowerment for PLMI.  

Apart from the clinical setting, it is also equally important to consider the 
need for advocacy teaching in postgraduate psychiatry training (Kennedy 
and Vance, 2018). Different psychiatry residency programs in universities 
worldwide have included various experiential work such as legislative 
projects and community work (Kennedy and Vance, 2018). Tertiary 
education has an important role in equipping students with an 
understanding of mental health recovery (Happell et al., 2014). Gaining 
insights from real-world interactions and direct engagement, as well as 
learning from people with lived experiences of mental illness are powerful 
for such understanding (Brand et al., 2021; Chester et al., 2016; Horgan et 
al., 2020). The unique nature of our advocacy event allows our 
postgraduate trainees to shape the narrative of PLMI and caregivers, 
including conducting rehearsals with them before the actual event. Such 
involvement in advocacy efforts can be recorded in their logbooks as an 
integral aspect of their training and education. The local psychiatry 
postgraduate curriculum can be reviewed to promote direct patient 
involvement, such as providing step-by-step guidance for PLMI to 
organize events, aiding in their self-advocacy efforts, or acting as a 
mediator between patients and other agencies or stakeholders. 

Health and industry policy has included the contribution of people with 
lived experience at all levels of health curriculum review, such as by 
Australia Association of Social Workers, Occupational Therapy Council of 
Australia Ltd including their accreditation standards for Australian entry-
level occupational therapy education programs as well as the Australian 
Nursing and Midwifery Accreditation Council  on their registered nurse 
accreditation standards 2019 (Australia Association of Social Workers, 
2015; Occupational Therapy Council of Australia Ltd, 2019; Australian 
Nursing and Midwifery Accreditation Council, 2019). Moreover, the 
codesign of teaching resources with people with lived experience was 
proven to be beneficial both to PLMI and the students in improving their 
recovery-oriented capabilities and practices (Arblaster et al., 2023; Bell et 

al., 2021). Advocates require a significant set of skills to undertake the role 
effectively, with a need for ongoing training and regular supervision to 
maximize effectiveness. Testimony or self-disclosure and stigma are 
highly correlated: the more people talk about mental illness, the less 
mental illness will be stigmatized, and the more people will talk about 
them.  

The limitation of this advocacy work is that it represented and involved 
only a limited sample of population due to various factors, such as the 
medium of language used, suitability of set-up and stage, socio-academic 
background of the audience, patients’ and caregiver’s commitment and 
readiness, personalized needs of each narrator, and lack of familiarity with 
such events. The strength of this advocacy event is that it can be 
implemented in a resource-limited, low-middle-income country. The 
benefits span across different roles in such advocacy work, including but 
not limited to mental health practitioners or care professionals, the PLMI, 
caregivers, and audiences from multidisciplinary units as well as hospital 
stakeholders and community leaders. The experiential journey for PLMI in 
their mental health recovery is shared and witnessed through such 
advocacy event.  

5. CONCLUSION

In the course of growing knowledge and scientific discovery, psychiatry 
progress is made at stages. Sometimes advances can occur in quantum 
lead, but the core challenges such as mental health stigma remain a sad 
deterrent in progressive societies. Advocacy event based on the principle 
of social contact through public disclosure, involving personal accounts 
and the lived experience of PLMI, and caregivers have the potential to 
reduce stigma and catalyze improvement and therapeutic management 
for mental health recovery. The importance and value of advocacy can be 
included in self-advocacy work, clinical implementation services, 
psychiatry training, self-help organizations, peer-led communities, and 
mental health and industry policy. Eventually, advocacy at the individual 
level must be complemented by advocacy at the institutional level. Further 
translational research can provide systematic evidence for the impact of 
such advocacy work.  

CONFLICT OF INTEREST 

The authors declare that the research was conducted in the absence of any 
commercial or financial relationships that could be construed as a 
potential conflict of interest. 

AUTHOR CONTRIBUTIONS 

Jane Tze Yn Lim and Lai Fong Chan contributed to the conception and 
design of the work, preparation of subjects and conduct of the work. Jane 
Tze Yn Lim drafted the work, which Zi Bin Teoh contributed to the 
revision, and all authors approved the submitted version.  

FUNDING 

This research did not receive any specific grant from funding agencies in 
the public, commercial, or not-for-profit sectors.  

ACKNOWLEDGMENTS 

The authors would like to acknowledge Johnson & Johnson for providing 
lunch for all participants and the audience of this event.  

REFERENCES 

Thomas, P.F., Bracken, P., 1999. The value of advocacy: Putting ethics into 
practice. Psychiatric Bulletin. 23(6), Pp. 327-9. 

Stocking, B., 1991. Patient's charter. BMJ: British Medical Journal. 
303(6811), Pp. 1148. 

Heller, T., Reynolds, J., Gomm, R., Muston, R., Pattison, S., 1996. Mental 
Health Matters: A Reader. Macmillan Press Ltd, Basingstoke, 
Hampshire, United Kingdom. 

Executive, N., 1997. Advocacy: A code of practice. Department of Health, 
accessed 12 December 2022. 

Storey, K.L., 2011. A critical analysis of the factors that promote and 
support leadership and advocacy for people with lived experience 
with mental health problems or illness. Electronic Thesis and 
Dissertation Respository, Pp. 337. 



Malaysian Mental Health Journal (MMHJ) 4(2) (2025) 73-77 

Ci te The Arti cle: Jane Tze Yn Li m, Zi Bi n Teoh, Lai Fong Chan (202 5). A Perspe cti v e On Ment al Healt h Recov e ry : The Catal y zi ng Effect Of Publi c Di sclo su r e By 
Peopl e Li vi ng Wi th Ment a l Illness And Car egi v er s Thro u g h Advoca cy Event. Malay si an Ment al Healt h Journal, 4 ( 2 ): 73-77. 

Storey, K., 2007. Editor like minds: Peer support education–A model of 
empowerment education. Conference proceedings (peer reviewed) 
International Studies Association in Teaching and Training. 

Lucksted, A., Drapalski, A., Calmes, C., Forbes, C., DeForge, B., Boyd, J., 2011. 
Ending self-stigma: Pilot evaluation of a new intervention to reduce 
internalized stigma among people with mental illnesses. Psychiatric 
Rehabilitation Journal. 35(1), Pp. 51. 

Rüsch, N., Brohan, E., Gabbidon, J., Thornicroft, G., Clement, S., 2014. Stigma 
and disclosing one’s mental illness to family and friends. Social 
Psychiatry and Psychiatric Epidemiology. 49(7), Pp. 1157-1160. 

Marino, C.K., Child, B., Krasinski, V.C., 2016. Sharing Experience Learned 
Firsthand (SELF): Self-disclosure of lived experience in mental health 
services and supports. Psychiatric Rehabilitation Journal. 39(2), Pp. 
154-160. 

An, Z., McDermott, V.M., 2014. The effects of sociocultural factors and 
perceptions of mental illness on indirect disclosure preferences. 
Communication Research Reports. 31(3), Pp. 281-291. 

Corbiere, M., Samson, E., Villotti, P., Pelletier, J-F., 2012. Strategies to fight 
stigma toward people with mental disorders: Perspectives from 
different stakeholders. The Scientific World Journal. 516358. 

Corrigan, P., Matthews, A., 2003. Stigma and disclosure: Implications for 
coming out of the closet. Journal of Mental Health. 12(3), Pp. 235-248. 

Thornicroft, G., Sunkel, C., Aliev, A.A., Baker, S., Brohan, E., Chammay, R.E., 
Davies, K., Demissie, M., Duncan, J., Fekadu, W., Gronholm, P.C., 
Guerrero, Z., Gurung, D., Habtamu, K., Hanlon, C., Heim, E., Henderson, 
C., Hijazi, Z., Hoffman, C., Hosny, N., Huang, F-X., Kline, S., Kohrt, B.A., 
Lempp, H., Li, J., London, E., Ma, N., Mak, W.W.S., Makhmud, A., Maulik, 
P.K., Milenova, M., Cano, G.M., Ouali, U., Parry, S., Rangaswamy, T., 
Rusch, N., Sabri, T., Sartorius, N., Schulze, M., Stuart, H., Salisbury, T.T., 
San Juan, N.V., Votruba, N., Winkler, P., 2022. The Lancet commission 
on ending stigma and discrimination in mental health. The Lancet. 
400(10361), Pp. 1438-1480. 

Cheng, R., Smith, C., 2009. Engaging people with lived experience for better 
health outcomes: Collaboration with mental health and addiction 
service users in research, policy, and treatment. Toronto: Ontario 
Ministry of Health and Long-Term Care. 

Arblaster, K., Mackenzie, L., Buus, N., Chen, T., Gill, K., Gomez, L., Hamilton, 
D., Hancock, N., McCloughen, A., Nicholson, M., Quinn, Y., River, J., 
Scanlan, J.N., Schneider, C., Schweizer, R., Wells, K., 2023. Co‐design 
and evaluation of a multidisciplinary teaching resource on mental 
health recovery involving people with lived experience. Australian 
Occupational Therapy Journal. 70(3), Pp.  354-365. 

Vojtila, L., Ashfaq, I., Ampofo, A., Dawson, D., Selby, P., 2021. Engaging a 
person with lived experience of mental illness in a collaborative care 
model feasibility study. Research Involvement and Engagement. 
7(1), Pp. 5. 

Chinman, M., George, P., Dougherty, R.H., Daniels, A.S., Ghose, S.S., Swift, A., 
Delphin-Rittmon, M.E. 2014. Peer support services for individuals 
with serious mental illnesses: Assessing the evidence. Psychiatric 
Services. 65(4), Pp. 429-441. 

Shalaby, R.A.H., Agyapong, V.I.O., 2020. Peer support in mental health: 
Literature review. JMIR Mental Health. 7(6), e15572. 

Wyder, M., Barratt, J., Jonas, R., Bland, R., 2022. Relational recovery for 
mental health carers and family: Relationships, complexity and 
possibilities. The British Journal of Social Work. 52(3), Pp. 1325-
1340. 

Waller, S., Reupert, A., Ward, B., McCormick, F., Kidd, S., 2019. Family‐
focused recovery: Perspectives from individuals with a mental 
illness. International Journal of Mental Health Nursing. 28(1), Pp. 
247-255. 

Rio, J.H.M., Fuller, J., Taylor, K., Muir‐Cochrane, E., 2020. A lack of 
therapeutic engagement and consumer input in acute inpatient care 
planning limits fully accountable mental health nursing practice. 
International Journal of Mental Health Nursing. 29(2), Pp. 290-298. 

Ewalds Mulliez, A-P., Pomey, M-P., Bordeleau, J., Desbiens, F., Pelletier, J-F., 
2018. A voice for the patients: Evaluation of the implementation of a 

strategic organizational committee for patient engagement in mental 
health. PLoS One. 13(10), e0205173. 

Kirby, M.J.L., Keon, W.J., 2006. Out of the shadows at last: Transforming 
mental health, mental illness and addiction services in Canada. The 
Standing Senate Committee on Social Affairs, Science and 
Technology. 

Pokorny, G., 1988. Report card on health care. Health Management 
Quarterly: HMQ. 10(1), Pp. 3-7. 

Bury, M., 1982. Chronic illness as biographical disruption. Sociology of 
Health and  Illness. 4(2), Pp. 167-182. 

Frank, A.W., 1995. The Wounded Storyteller: Body, Illness, and Ethics, 
second ed. The University of Chicago Press. 

Jones, M., Pietilä, I., 2020. Personal perspectives on patient and public 
involvement–Stories about becoming and being an expert by 
experience. Sociology of Health and Illness. 42(4), Pp. 809-824. 

Dent, M., Pahor, M., 2015. Patient involvement in Europe–A comparative 
framework. Journal of Health Organization and Management. 29(5), 
Pp. 546-555. 

Näslund, H., Sjöström, S., Markström, U., 2020. Service user entrepreneurs 
and claims to authority–A case study in the mental health area. 
European Journal of Social Work. 23(4), Pp. 672-684. 

Lysaker, P.H., Ringer, J., Maxwell, C., McGuire, A., Lecomte, T., 2010. 
Personal narratives and recovery from schizophrenia. Schizophrenia 
Research. 121(1-3), Pp. 271-276. 

Sutherby, K., Szrnukler, G.L., Halpern, A., Alexander, M., Thornicroft, G., 
Johnson, C., Wright, S., 2007. A study of ‘crisis cards' in a community 
psychiatric service. Acta Psychiatrica Scandinavica. 100(1), Pp. 56-
61. 

Sutherby, K., Szmukler, G., 1998. Crisis cards and self-help crisis initiatives. 
Psychiatric Bulletin. 22(1), Pp. 4-7. 

Swanson, J.W., Swartz, M.S., Elbogen, E.B., Van Dorn, R.A., Wagner, H.R., 
Moser, L.A., Wilder, C., Gilbert, A.R., 2008. Psychiatric advance 
directives and reduction of coercive crisis interventions. Journal of 
Mental Health. 17(3), Pp. 255-267. 

Kennedy, K.G., Vance, M.C., 2018. Resource document: Advocacy teaching 
in psychiatry residency training programs. Focus (American 
Psychiatric Publishing). 23(3), Pp. 348-352. 

Happell, B., Byrne, L., McAllister, M., Lampshire, D., Roper, C., Gaskin, C.J., 
Martin, G., Wynaden, D., McKenna, B., Lakeman, R., Platania-Phung, C., 
Hamer, H., 2014. Consumer involvement in the tertiary‐level 
education of mental health professionals: A systematic review. 
International Journal of Mental Health Nursing. 23(1), Pp. 3-16. 

Brand, G., Sheers, C., Wise, S., Seubert, L., Clifford, R., Griffiths, P., Etherton-
Beer, C., 2021. A research approach for co‐designing education with 
healthcare consumers. Medical Education. 55(5), Pp. 574-581. 

Chester, P., Ehrlich, C., Warburton, L., Baker, D., Kendall, E., Crompton, D., 
2016. What is the work of recovery oriented practice? A systematic 
literature review. International Journal of Mental Health Nursing. 
25(4), Pp. 270-285. 

Horgan, A., Manning, F., Donovan, M.O., Doody, R., Savage, E., Bradley, S.K., 
Dorrity, C., O'Sullivan, H., Goodwin, J., Greaney, S., Biering, P., 
Bjornsson, E., Bocking, J., Russell, S., MacGabhann, L., Griffin, M., van 
der Vaart, K.J., Allon, J., Granerud, A., Hals, E., Pulli, J., Vatula, A., Ellilä, 
H., Lahti, M., Happell, B., 2020. Expert by experience involvement in 
mental health nursing education: The co‐production of standards 
between experts by experience and academics in mental health 
nursing. Journal of Psychiatric and Mental Health Nursing. 27(5), Pp. 
553-562. 

Australia Association of Social Workers, 2012 (revised 2015). Australian 
social work education and accreditation standards (ASWEAS) 
(accessed 15 December 2022). 

Occupational Therapy Council of Australia Ltd, 2019. Accreditation 
standards for Australian entry-level occupational therapy education 
programs, accessed 15 December 2022. 



Malaysian Mental Health Journal (MMHJ) 4(2) (2025) 73-77 

Ci te The Arti cle: Jane Tze Yn Li m, Zi Bi n Teoh, Lai Fong Chan (202 5). A Perspe cti v e On Ment al Healt h Recov e ry : The Catal y zi ng Effect Of Publi c Di sclo su r e By 
Peopl e Li vi ng Wi th Ment a l Illness And Car egi v er s Thro u g h Advoca cy Event. Malay si an Ment al Healt h Journal, 4 ( 2 ): 73-77. 

Australian Nursing and Midwifery Accreditation Council, 2019.Registered 
nurse accreditation standards, accessed 15 December 2022. 

Bell, J., Lim, A., Williams, R., Girdler, S., Milbourn, B., Black, M., 2021. 
Nothing about us without us: Co-production ingredients for working 
alongside stakeholders to develop mental health interventions. 
Advances in Mental Health. 21(2), Pp. 1-13. 




