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With the increasing emphasis on
evidence-based practices and re-
covery-oriented mental health
services, the field of psychosocial
rehabilitation for people with se-
rious mental illness has a promis-
ing future. A tension exists in the
rehabilitation movement—which
comprises individuals with men-
tal illness, care providers, family
members, and other stakehold-
ers—between those who advo-
cate for recovery leading to full
participation in the mainstream
and those who call for more mod-
est goals. This tension stems from
ideological underpinnings that
frequently drive debates about
rehabilitation research and pro-
gram development. This Open
Forum proposes a strategy for
clinicians to mediate the differ-
ent perspectives, with an empha-
sis on flexibility and an individu-
alized approach to clinical care
and rehabilitation. The chal-
lenges and rewards of this ap-
proach for clinicians in training
are also highlighted. (Psychiatric
Services 58:1116-1118, 2007)

rinciples of recovery and reha-

bilitation posit that people with
mental illness gain greater freedom
by working toward individualized
goals, thereby living fuller lives (1,2).
It is hard to disagree with such a sup-
position. The exact nature of the
freedom, what a particular individ-
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ual’s goals look like, and what it
means to live a fuller life, however,
are much more complicated issues
(3). As a resident deeply committed
to supporting the recovery of indi-
viduals with whom I have worked
clinically, I have often felt that the
nuance in what recovery actually
looks like underscores a tension run-
ning through much of the rehabilita-
tion movement. For the purpose of
exploring this tension more deeply, I
will present the two contrasting
viewpoints in their most dramatic it-
erations. I will argue that a middle-
ground synthesis of these perspec-
tives is neither possible nor desir-
able; rather, clinicians require both a
flexible and highly individualized ap-
proach to clinical care and rehabili-
tation efforts.

At one extreme of this tension are
people whom I will call proponents
of full recovery. They argue that a
majority of people with severe men-
tal illness can recover and have jobs,
relationships, and minimal sympto-
matology. Such individuals point to
evidence of successful programs, the
Maine-Vermont longitudinal studies,
and powerful individual narratives of
success (4-7). They highlight the
consumer movement, value personal
over professional experience, and ar-
gue that existing treatment systems
tend to foster dependency.

At the other extreme sit some clini-
cians, certain proponents of the club-
house movement, and a handful of
individuals with mental illness who
feel that some people are unable or
prefer not to fully participate in the
mainstream. In this conceptualiza-
tion it is thought that working may
simply be too much for some individ-
uals and not worth risking a hospital-
ization. From this viewpoint, to speak

of competitive employment with in-
dividuals who feel unable to do more
than participate in a less-than-main-
stream setting can be not only unre-
alistic but also invalidating and po-
tentially stigmatizing. Still other indi-
viduals might work but prefer to
work in a system that understands
the difficulties they have had.

How, then, can one reconcile this
difference between proponents of
full recovery from mental illness with
those who advocate something less
than full participation in the main-
stream? As a resident I had the op-
portunity to explore the field of psy-
chiatric rehabilitation without all of
the helpful experience that often
leads to entrenched personal beliefs.
The rehabilitation movement ap-
pears particularly susceptible to get-
ting subsumed in personal or political
agendas. As a newcomer I have had
(I think) no agenda except to learn all
that I can about different ways of im-
proving the lives of people who live
with mental illness.

Recovery and the ideological
tensions in rehabilitation

Recovery from mental illness is a
highly complex, individualized pro-
cess. It is my assumption that individ-
uals with serious mental illness can
recover and have productive work
lives, satisfying relationships, and
greater meaning in their personal
lives (8). Recovery in this way is best
understood as a process rather than
an outcome (9,10), and it is highly in-
dividualized—that is, what brings
meaning in any two peoples’ lives will
necessarily vary greatly. There is a
dire need for our current mental
health system to become more recov-
ery oriented (11); this is in part why it
is so critical to better understand the
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ideological tensions that I have ob-
served in the rehabilitation field. Psy-
chiatric training involves learning the
language and culture of a field; my
hope is that, as a recent trainee, my
perspectives on tensions within the
rehabilitation field can deepen our
understanding of where the field cur-
rently is, with the goal of helping our
mental health systems embody a re-
covery orientation.

As I have sought to absorb the
principles of recovery-oriented serv-
ices, I have encountered a sense
among certain clinicians that some
rehabilitation proponents—research-
ers and advocates alike—are more
removed from the very difficult day-
to-day life of individuals who may
seem unable to “recover” in a mean-
ingful way. Perhaps clinicians feel
this way because they do not recog-
nize the individualized nature of re-
covery, because of the absence of re-
covery-oriented services or because
they have not embraced recovery as
a goal. However, these variables
aside, it can remain a challenging,
nuanced task for a clinician to know
where to locate oneself with regard
to an individual’s steps toward recov-
ery. It is clear that particular goals
ought to always come from the indi-
vidual rather than be imposed by a
treatment system. Yet once these
goals are identified, there are a range
of stances that a clinician or service
system might take. How, for in-
stance, should a clinician respond to
an individual who identifies work as
a goal but who continues to have dif-
ficulty sustaining any kind of job?
Should such an individual continue
to be encouraged to try other work
opportunities? Ought the clinician
encourage a reassessment of goals
and consider recommending a non-
mainstream setting for work? How
does this change if an individual de-
cides he or she does not want to work
after failed initial attempts? Does
encouraging such individuals to vol-
unteer, work, or study feel invalidat-
ing to the individuals themselves?
Might the more empathic stance on
the part of the clinician be accept-
ance of where the individual is? Or is
this in fact paternalism?

This tension between these two
viewpoints is not novel. A similar ten-

sion existed in the development of
social and housing supports for the
homeless alcohol-abusing population
in Boston (12). One set of advocates
for the homeless believed that a shel-
ter should be a nonjudgmental
respite where people are accepted as
they are, whether ready to get sober
or not. On the other side were the
proponents of bringing social servic-
es to the shelter’s basement to pro-
vide residents with skills and sup-
ports to achieve sobriety and inde-
pendent housing. The arguments in
the field of psychiatric rehabilitation
are not dissimilar. The stridency of
both sets of advocates suggests that
beneath the surface of discussions
about psychiatric rehabilitation are
big issues of paternalism, individual
rights, psychiatry’s therapeutic limi-
tations, and the injustice in the lots
we are all dealt in life.

Bringing two viewpoints into
practice: dialectical extremes
As I have sought to immerse myself
in this field, I have found these two
extremes quite confusing at times.
Training typically involves a long pe-
riod of time in which we trainees do
not feel at all confident about what
we are doing. Most of us, I think, are
pretty eager to grasp onto something
once we start feeling the slightest bit
proficient. However, I have come to
believe that my feeling of not being
totally grounded in a clinical en-
counter might in fact be good, even if
it might not feel that way at the time.
A slightly different consideration
of the divergent views of rehabilita-
tion, using the lens of individual dif-
ferences more broadly construed, is a
helpful perspective. At one extreme
is the acceptance of individuals™ dif-
ferences, which has led to disability
rights movements in which a person’s
difference is embraced as a valid,
other way of being in this world (13).
This can be an important process in
terms of political rights, an individ-
ual’s sense of self-worth, and group
cohesion. Taken to an extreme, how-
ever, it can foster the maintenance of
separateness from mainstream socie-
ty and a lack of engagement in a plu-
ralistic community. At this extreme it
might also require an unrealistic
amount of resources from society to
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adapt to an individual’s particular cir-
cumstances.

Similarly, mainstreaming can also
be taken to its extreme, in which a
person’s legitimate differences and
assets are ignored in the interest of
the homogeneous middle. In this in-
stance, valid but different ways of ap-
proaching situations are sacrificed to
a middle-ground approach. Risks in
this setting include trampling on the
individuality of people with a valu-
able “other” perspective, as well as a
loss to society of what this other per-
spective has to offer to the main-
stream (13).

Once presented in this manner at
their most extreme iterations, the
tension between these two sets of
philosophies and ideologies evokes a
dialectic analogous to that at the
center of dialectical behavior thera-
py (DBT)—that is, between accept-
ance of where one is while simulta-
neously acknowledging the need to
change and grow (14). The princi-
ples of DBT are quite helpful in nav-
igating between the two perspectives
on psychiatric rehabilitation. DBT
does not attempt to help individuals
find a new single middle ground.
Rather, the conceptual underpinning
of DBT specifies that an individual
simultaneously hold both sides of the
dialectic and use flexibility in moving
along a continuum as circumstances
dictate.

What implications might this have
for psychosocial rehabilitation? It
suggests, I believe, that an important
aspect of navigating these complicat-
ed waters is maintaining an acute
awareness of the tension between
these two ends of the spectrum. This
does not suggest that the differences
should be resolved by finding a new
middle ground, but rather that clini-
cians must be flexible in moving
around the continuum over time. A
treater might, for instance, vacillate
from leaning toward one pole to
leaning toward the other, with the
goal of holding onto a sense of ten-
sion about the proper place to locate
himself or herself while taking into
account individual patients’ goals
and limitations.

As a trainee it can be challenging to
try to find a foothold in this fluidity
and to be conceptually mobile in this
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way. Yet I believe that fluidity over
time, with all of its messiness and dis-
comfort, is precisely what is needed.
With a flexible stance a clinician
might argue for an individual’s need
for treatment at one moment in time
and at another moment might talk
with this same individual about voca-
tional goals. Also important is the ap-
proach of shared decision making,
which has the potential to maximize
client autonomy while making the
clinician better informed about
clients’ values, preferences, and ex-
periences.

Toward the future

The field of psychosocial rehabilita-
tion has a bright future, and it is ex-
citing to anticipate the fields poten-
tial for tremendous gain from the in-
creasing emphasis on evidence-based
practices and recovery-oriented
mental health services. Psychosocial
rehabilitation has traditionally had
difficulty attracting residents. My
hope is that my observations made
during training and detailed in this
Open Forum might convey to other
young psychiatrists how I have navi-
gated what has struck me as compli-
cated about the field. And it is per-
haps what is complicated that is si-
multaneously what is so compelling
—how passionate rehabilitation ex-
perts are, how early in its develop-
ment the relevant research is, and
how inspiring it is to envision a more
recovery-oriented mental health sys-
tem. In the face of a pervasive sense
of burnout and bitterness in so much
of medicine, psychosocial rehabilita-
tion counters with the potential to be
both intellectually stimulating and
personally gratifying.
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It is easy to feel deluged by the
powerful, sticky ideologies driving
the two sides of the rehabilitation di-
alectic. The fields tendency to get
mired in ideological disputes can at
times detract from what most of us
agree upon: the possibility of recov-
ery from even the most difficult of
situations, the importance of sup-
portive relationships and communi-
ties, the belief that quality of life for
those with serious mental illnesses
can be improved, and the need for us
to better understand what we do. Al-
though we can learn a great deal
from examining the ideological ex-
tremes, there may be no middle
ground that will mediate their differ-
ences. Rather, they represent per-
spectives that can be brought to bear
to greater or lesser degrees at differ-
ent moments in time. The sorts of in-
sights that they lead us to are valu-
able in part because of their differ-
ences. For psychiatrists in training,
this sort of complexity can be chal-
lenging and confusing but ultimately
enriching.
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