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The rehabilitation literature speaks eloquently of the
stages of adjustment to disability for individuals with physi-
cal disability, but discussions in the literature about adjust-
ment to psychiatric disability are virtually non-existent. The
parallels in the fields of physical and psychiatric disability,
and the newly accepted emphasis on rehabilitation of
people with psychiatric disabilities, suggest that the
psychology of adjustment to disability needs to be
broadened to include an application to the field of
psychiatric rehabilitation.

Psychiatric rehabilitation, now recognized as a viable,
credible intervention for people with severe and long term
psychiatric disabilities, focuses on developing the skills and
supports which will enable people with psychiatric disabilities
to function in the residential, educational, and vocational en-
vironments of their choice (Farkas and Anthony, 1989). The
most basic tenet of the psychiatric rehabilitation approach is a
shiftin perspective from pathology and impairment to function-
al limitations and disability. This view necessitates a shift in
treatment models and attitudes toward the client, a shift which
is facilitated by applying the stages of adjustment to disability
to the process of rehabilitation and recovery of people with
psychiatric disabilities.

While there is no universal consensus concerning the nature
of the process of adjustment to severe physical disability, the
literature suggests several stages (Livneh, 1986a; Shontz, 1978),
which might be called Realization, Retreat, Recognition, and
Reintegration. The first stage is Realization, when the person
first becomes aware of the psychiatric disability (Hughes, 1980;
Livneh, 1980, 1986a; Livneh and Evans,1984; Russell, 1981). The
realization that something "mental" is wrong is rarely a sudden
experience. It may be after months, or maybe even years, of
treatment, that the person begins to ask if the distress is per-
manent (Chamberlin, 1978).

A person must come to terms for himself with the notion of
personal meaning rather than abstract syndromes or disorders.
Rehabilitation practitioners may help, as with physical dis-
ability, by providing whatever information is available about the
nature of the psychiatric disability. Many practitioners find it

awkward to discuss the psychiatric disability itself or may
believe they lack sufficient expertise for such a discussion.
Others may think it unkind to focus on such potentially painful
information, but avoiding these discussions can delay the entire
TECOVEry process.

Realization is closely followed by Retreat, a mobilizing of the
defenses which help put the realization at a distance (Hughes,
1980; Livneh, 1980, 1986a; Livneh and Evans, 1984; Russell,
1981). Denying the impairment, an example of a retreat into
health (Schontz, 1975), is a refusal to acknowledge that the
psychiatric disability may be a part of one’s life for an indefinite
period of time. Denial can be seen in a refusal to attend
programs with people with psychiatric disabilities I'm not like
them, they’re crazy!"), or a refusal to engage in rehabilitation
and treatment because of a belief that the disability is only tem-
porary ("In a few months, I will be fine again”). In an apparent-
ly contradictory picture, the retreat into illness (Schontz, 1975),
the person whole-heartedly accepts the sick role of "mental
patient", often expressing feclings of helplessness and a seem-
ingly unjustifiable need to depend on others. The result is that
the person may be seen as unmotivated, malingering, lazy, or
unsociable, and, in consequence, may be ignored or dismissed
by family members and service providers (Falvo, Allen,and
Maki,1984).

The notions of retreat and defense are familiar ones to
psychiatry, where they take on a negative connotation. In
rehabilitation, retreat in and of itself is not a bad thing. Some
denial, some faith and hope, some admission of limitation and
reliance on others can help the person in the process of recovery
and rehabilitation (Deegan, 1988a). Acceptance of the sick role
may be essential for treatment and rehabilitation to occur
(Shontz, 1975; Falvo et al, 1982). For people who belong to
Schizophrenics Anonymous, the acceptance of the "patient”
role is seen as an important first step in the recovery process.

Depression often is seen as a complication of the psychiatric
disability (Becker, 1988), or as a second and separate affliction.
It seems justifiable, however, that hopelessness and despair can
accompany the losses which are a consequence of any disability.
For example, the role of the person in the family, in the
workplace and the community may be impaired (Becker, 1988).
Educational goals and career plans must be changed or aban-
doned. The person with a psychiatric disability would sensibly
grieve such losses, and needs enormous support to face and
grapple with these sorrows.

In the study of grief and loss, it is almost a cliche to state that,
not only "over-reaction” but "under-reaction" can signal adjust-
ment problems (Lindemann, 1944). Understanding that denial,
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adoption of the sick role, and depression are natural parts of
the recovery process forces us to consider that not all symptoms
are manifestations of a psychiatric disability, but could be heal-
thy manifestations of the recovery process (McCrory, Connel-
ly, Hanson-Mayer, Landolfi, Barone, Blood, and Gilson, 1980;
Strauss, Hafez, Licberman, & Harding, 1985).

The third stage, Recognition, is the point of identifying oneself
as a person with a psychiatric disability. This involves restruc-
turing one’s self-concept, and often results in mourning,
depression, and grief (Ben-Sira, 1983; DeLoach & Greer, 1981;
Frankl, 1984; Kubler-Ross, 1969, 1975; Lilliston, 1985; Livneh,
1980, 1986a; Russell, 1981). It is difficult for people with
psychiatric disabilities to separate themselves from their dis-
abilities. The same is true for rehabilitation practitioners- find-
ing the person who has the psychiatric disability may be a
challenge. A psychiatric disability may be seen as a moral fail-
ing or an evil distortion of a normal self. Overcoming this socie-
tal stereotype is difficult for everyone.

When a person recognizes that the disability is real, that bar-
gaining and denial will not bring about any change, the person
may become depressed, even though s/he has been making
progress. The result is a "rehabilitation crisis” (McCrory, et al,
1980), in which the person acknowledges an actual or perceived
loss of control (Lilliston, 1985). For people with psychiatric dis-
abilities, feelings of loss of control are often a realistic appraisal
of the stigma of the illness (Mansouri and Dowell, 1989) and
the nature of treatment in traditional mental health systems
(Chamberlin, 1978). While the period of rehabilitation crisis
may appear as regression, it may mean that growth is taking
place. Rehabilitation practitioners may need to reexamine their
"failures” (McCrory, et al, 1980; Roth, 1970) to identify and ad-
dress these recovery issues.

It is at the stage of Recognition that professionals are most
challenged. Helpers have a tendency to tell a person to look at
the bright side of things, following a natural inclination to list a
person’s assets and "blessings.” However well intentioned, this
approach disregards the person’s deep feelings of true sadness.
A companion in grief is often welcome (Livneh, 1986b). For
practitioners to offer such companionship, they need to ex-
amine their own reactions to loss and sadness, as these reac-
tions will be apparent to the grieving person (Deegan, 1988b;
Kubler-Ross, 1969).

Offered in combination with genuine understanding and ac-
ceptance of a person’s misery, hopeful stories and uplifting
phrases can do much to facilitate developing a balanced
perspective (Cohen, Nemec, Farkas, & Forbess, 1989; Mayer
& Andrews, 1981). Some people with psychiatric disabilities
have succeeded against all odds, and their stories are now avail-
able (Hatfield, 1989; Unzicker, 1989). However, stories about
successes must be told with care, as they can create a sense of
failure in people with less than heroic achievements (Zola,
1982).

The point of Recognition may also prompt anger - as justifi-
able as sadness, considering the many injustices experienced by
a person with a psychiatric disability. The anger may surface in
a non-productive hostility towards caregivers or other available
targets. In the person with a psychiatric disability, rational
anger may misinterpreted as homicidal rage-thanks, in part to
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our constant bombardment by media images of the mentally ill
murderer. Concerted efforts to explore and understand the
basis for the anger may become the foundation for a trusting
counseling relationship. Some anger might be channelled effec-
tively into advocacy efforts, making use of self help and ad-
vocacy groups for those with psychiatric disabilities
(Chamberlin, 1984; Chamberlin, Rogers, and Sneed, 1989; Un-
zicker, 1989).

The fourth and final stage in the recovery process is Rein-
tegration, the point of true acceptance (Livneh, 1986a), which
follows successful coping with the stresses and demands of the
disability (Ben-Sira, 1983). It differs from both Realization and
Recognition in that the person experiences a major value
change, an enlightening discovery of who one can be and what
one can do. The psychiatric disability is seen now in terms of
being inconvenient and/or challenging, but not discrediting or
overwhelming (Ben-Sira, 1983; Deegan, 1988b; Mayer &
Andrews, 1981; Russell, 1981). For some, Reintegration brings
a delight in oneself, an appreciation for the benefits of a dis-
ability. A person with schizophrenia may describe an ex-
perience of moments which are "special,” when colors appear
brighter, when one’s attention is drawn to shadows, textures in
abold, rich way (McGrath, 1984). A person with manic depres-
sive illness may come to count on manic periods to accomplish
things, such as periodic housecleaning. The rehabilitation prac-
titioner may need to help a client negotiate treatments and ser-
vices to balance the advantages and disadvantages of the
disability, making choices which best serve the individual’s uni-
que needs and interests.

In order to assist the client on the path of recovery, a helper
reflects and clarifies the client’s feelings (Lilliston, 1985; Liv-
neh, 1986b). Practitioners may hesitate to respond to the feel-
ings of the person with a psychiatric disability for fear of
agreeing with "delusions.” No matter how unrealistic or un-
reasonable the counselor may think the client’s statements,
there is no denying the validity of his or her feelings. It is the
feelings which the counselor must recognize and understand.
By truly understanding the client’s point of view, the counselor
will be able to develop meaningful rehabilitation plans and in-
terventions. By grasping the client’s perspective, the prac-
titioner can begin to identify the client’s unique functional
deficits which are a consequence of the psychiatric impairment.
Such a personal view of disability permits the client and prac-
titioner to design an equally personal approach to rehabilita-
tion.

Recoveryis an ongoing journey, the stages of the trip are simp-
ly markers. Each recovery journey is unique (Russell, 1981), a
journey which belongs to the person in recovery, not the helper.
For many, the recovery process presents continuing challenges;
and exacerbations and remissions prompt memories, fears, and
a recycling of earlier stages of recovery. Helpers who wish to
accompany a recovering person on this road may find such
markers offer new hopes and comfort, a sense of familiarity with
the territory. Such familiarity can make the counselor a better
companion or navigator, and a more effective support at the
most difficult times.
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