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Abstract Recovery oriented services extend beyond

reduction of psychiatric symptoms and focus on helping

individuals reconstruct their lives in a meaningful way. This

case report describes the rehabilitation interventions with a

37 year old woman with chronic schizophrenia and residual

disability during a four-month inpatient stay. These comprised

individual supportive psychotherapy with vocational rehabil-

itation, social skills training and behavioural management

components. Family intervention addressed maternal critical-

ity and over involvement. The reduction of internalized stigma

and changes in the family interactions and dynamics were

important for achieving therapeutic gains. The therapeutic

process demonstrates how a person’s selfhood can expand

beyond being defined by the illness by restoring the sense of

agency and generating hope. The therapeutic challenges,

implications for clinical practice, rehabilitation services and

future research are discussed.
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Introduction

The philosophy of recovery in mental health rehabilitation [1]

emphasises the consumer perspective and the need to move

beyond reduction of symptoms to focus on the restoration of

the sense of self. The parameters of rehabilitation frameworks

have expanded and shifted from the notion of recovery ‘from’

mental illness to meaningful recovery ‘in’ mental illness,

within the limits of the disability [2].

There is a growing recognition that schizophrenia as an

illness impacts the sense of self and social identity, apart from

the disturbances in perception, cognition and functioning [3].

Studies suggest that people diagnosed with schizophrenia

internalize the public stigma and discrimination related to

mental illnesses [4]. Internalized stigma is also seen as con-

tributing to low levels of self-esteem and self-efficacy, cre-

ating barriers towards a productive social and occupational

life and lowering the overall quality of life [5]. Social and

interpersonal processes are implicated in persons assuming a

devalued ‘patient role’ [6], and this subjective experiences of

the illness may be manifested in lowered agency, hopelessness

and social withdrawal. The process of rehabilitation and

recovery calls for the recognition of this ‘secondary disability’

and processes to help individuals reconstruct temporally

coherent and unified autobiographical accounts [7]. The ter-

rain of re-authoring one’s life story after changes wrought by

the illness must be integral to and not seen merely as a

potential by-product of recovery [7].

The case report illustrates the manifestations of distur-

bances in self and personhood in an individual living with

schizophrenia. It highlights the role of multi-pronged recov-

ery-oriented inpatient rehabilitation services to address family

interaction patterns, social and vocational functioning and

initial steps towards restoration of the sense of self.

Summary of the Client’s History

Ms. SS was a 37 year old divorced woman from middle

socioeconomic status living with her widowed mother,
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with a 15 year history of markedly decreased social inter-

action, forgetfulness and slowness in doing all activities

with an insidious, continuous and progressive course.

There was family history suggestive of schizoid traits and

possible psychotic symptoms in father and a psychotic

illness in a second degree relative. Subsequent to father’s

death when Ms. SS was 8 years old, the mother had been

the primary caretaker for her and her elder brother. The

mother was reported to be a perfectionist and strict disci-

plinarian. Premorbidly, the client was introverted with few

friends. Her personal history indicated average scholastic

performance with later failures during graduate studies and

an unstable employment pattern, with brief periods as a

nursery school teacher. Her arranged marriage ended in

divorce after three months, with reported difficulties in

coping with demands of running her own household and

suspicions about husband’s fidelity. The mother indicated a

possibility that the husband had indeed been involved in an

extra-marital relationship but was unable to confirm this.

Past history noted periods with irrelevant talk, decreased

sleep and crying. Previous consultation records indicated a

diagnosis of Schizophrenia and irregular treatment with

inadequate trials of antipsychotics and antidepressants. The

mental status examination at admission revealed no psy-

chotic symptoms, but she had decreased tone, tempo and

volume of speech and memory difficulties. Ward obser-

vations indicated apathy and poor motivation along with

criticality and over-involvement in mother’s interactions

with the client.

Psychological Assessment and Rehabilitation Plan

Psychological assessment included comprehensive evalua-

tion of memory [8] and neuropsychological functioning [9].

The findings suggested bi-frontal left temporal involve-

ment with deficits in visual memory, sustained attention,

speed of information processing, response inhibition, plan-

ning and set shifting. There was low-average functioning in

working memory. Dysfunctional connectivity in the fronto-

temporal regions has been implicated in schizophrenia [10].

Assessment with projective tests was planned in view of

the initial inadequate history and documentation of past

symptoms and the absence of any positive psychotic

symptoms on the mental status examination. Findings

indicated adequate reality orientation, low ego strength,

poor self-concept and self-acceptance. Findings also indi-

cated vulnerability to emotional impact from the external

environment and a withdrawn and passive stance.

Behavioural observations noted slowness in task perfor-

mance, awareness and anxiety about errors and frequent

reassurance seeking. A diagnosis of Schizophrenia with

residual disability guided the intervention plan. The

intersections of neuro-cognitive vulnerability and psychoso-

cial stress factors like interpersonal criticism [11] were seen as

jointly contributing to the dysfunction. The rehabilitation plan

encompassed multiple perspectives; individual supportive

psychotherapy for the client with vocational rehabilitation,

social skills training and behavioural management compo-

nents and family intervention during a four-month inpatient

stay. She was receiving clozapine 150 mg/day, escitalopram

20 mg/day and donepezil 10 mg/day from a previous psy-

chiatrist. While the latter two medications were continued at

the same dose, clozapine was tapered and stopped; iloperidone

at 6 mg/day was prescribed instead.

Initial Phase: The ‘‘Why Try’’ Effect

The initial phase aimed to provide a safe and validating

therapeutic environment. A biopsychosocial model was used

to provide psychoeducation about the illness and pathways to

recovery. This included 6 individual sessions and initiation of

joint mother-daughter sessions by separate therapists. This

phase was dominated by barriers and hesitation about

engaging in any independent or new activities. The client’s

voice was barely heard, with primarily ‘‘I don’t know’ answers

and mother acting as the spokesperson. The client tended to

agree with mother’s descriptions of difficulties in performing

any task competently and independently, without any emo-

tional expression and limited eye contact. The therapist

encountered difficulties in facilitating the client’s expression

of her interests, needs, difficulties or aspirations and in esti-

mating the client’s potential.

Initial efforts at working towards behavioural activation

were met with repeated expressions of uncertainty and

inadequacy. Both client and mother used the term ‘‘absent-

minded’’ to explain her limited potential and difficulties in

engagement towards even minimal change. This ‘why try’’

effect has been described in persons with a mental illness

[12]; comprising internalization of devaluation, lowered

self-esteem and efficacy and inadequate efforts towards

goal attainment.

The client’s negative expressions seemed out of pro-

portion to her cognitive, social and instrumental deficits.

The therapist began to realize the extent of scaffolding and

validation that would be required in the therapeutic space.

Explorations in the initial phase revealed that, although the

client constantly undermined her abilities, she had com-

pleted a basic tailoring course in the past. The vocational

rehabilitation plan included a referral for graded individ-

ualized training in the computer and tailoring sections.

Research has indicated the positive impact of vocational

rehabilitation on internalized stigma and self-esteem [13].

The client was also engaged in cooking daily meals to

enhance independent activities of daily living. During this
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phase, the constant instructions, supervision and evaluative

comments from the mother posed additional barriers.

Another therapist stepped into conduct individual sessions

with the mother to address the negative expressed emotions

[14] and change her role from supervisor to observer. The

resistance to the goals of client autonomy was prominent

during the initial phase.

Middle Phase: Shifts in Empowerment, Expressed

Emotions and Enmeshment

This phase involved 24 individual therapy sessions with the

client, 6 individual sessions with the mother and 18 joint

sessions with the client-mother dyad held concurrently.

This phase began with planned separation of mother and

client for part of the day while she was engaged in activ-

ities of independent living and vocational training. Joint

sessions were held to negotiate the tasks which client could

do without maternal evaluation. The mother was noticed to

frequently interrupt and speak for the patient, emphasise

the lack of positive change and the need for her own

continued presence and involvement.

Individual sessions with the mother validated her con-

cerns for her daughter’s wellbeing but continued to address

the areas of appropriate communication and reinforcement

strategies.

On one hand, the client appeared well-integrated, with a

tendency to make more errors in the mother’s presence.

However, she also demonstrated difficulties organising,

planning and remembering tasks in the therapy sessions

and learning skills in the vocational sections. This intro-

duced uncertainties regarding pacing of the tasks and goals

of therapy as well as in recognising the initial gains made

by the client. During sessions with the client, the potential

utility of memory aids, like a ‘to-do’ list or timetable, was

discussed.

The therapist also provided positive feedback about the

client’s involvement, and the gradual increase in speed and

learning during cooking, computer, tailoring and yoga

activities.

During sessions, there was little spontaneous communi-

cation and also limited social interactions with others outside

of the therapy room. Gradually, the client reported anxieties

about being rejected or ridiculed by others. Attempts to

socialise with relatives, neighbours, employers or co-workers

had inevitably ended in her being called absent-minded or

similar labels related to her mental illness. Initially, these

incidents were mentioned briefly, without any associated

emotion. In a significant therapeutic moment, the client was

tearful and expressed her pain at being regarded as not ‘‘good-

enough’’ by mother, brother and others in society. This

unexpected expression of vulnerability and the emotional

impact of being labelled initially caught the therapist unpre-

pared and unsure about how to comfort the client. As observed

by Lysaker & Lysaker [15], persons with schizophrenia who

display flat affect, may in fact, experience an intense emo-

tional reactivity that contradicts their lack of overt affective

expression. The critical incident brought the therapist’s

underlying assumptions about the client’s apparent dispas-

sionate stance into sharp focus. This pivotal moment helped

the therapist to empathise with the client and increase the

supportive and validating stance in later phases of therapy.

The client’s expression of vulnerability in the safe space of

therapy also served as feedback to the therapist that a thera-

peutic relationship had been built even through the sometimes

frustratingly slow pace of change. The unexpected emotional

expression opened the doors to therapist reflections on aspects

of client engagement and the unfolding of therapy processes

over time; and perhaps would not have been experienced with

the same depth and intensity in its absence.

This single incident had a powerful impact in terms of a

better understanding of the client’s lived experience,

strengthened the therapeutic relationship and underlined

the importance of validation, trust and unconditional

positive regard in the therapeutic holding environment.

Clearly, this demonstrated the experience of internalized

stigma, which had a possible role in impeding her recovery.

The therapist became alert to the fact that the client used

the term absent-minded to describe herself each day, on

several occasions and this was incorporated into discus-

sions during sessions. According to Roe & Davidson [7],

clients need to separate their ‘healthy’ self from their ‘ill’

self. Therapeutic processes focused on engagement in

positive conversations to facilitate client’s descriptions of

self using positive adjectives (e.g. helpful, creative). The

client’s dependence on the therapist for guidance and

answers was de-emphasised and her own problem-solving

skills were bolstered. Concurrently, there was use of graded

exposure tasks and role-play scenarios to reduce social

anxiety and target select social skill deficits.

As therapy progressed, there was a graded increase in

task difficulty level and degree of independent functioning.

These included setting up a personal email account,

searching for recipes on the internet, shopping and bar-

gaining for groceries and vegetables, participation in

interactive ward functions and activities and initiating

conversations with others. The client’s assets in terms of a

gradual increase in motivation and efforts towards indi-

viduation became evident. When she received appreciation

for these gains, the client expressed relief and happiness

and stopped referring to herself as absent-minded after 17

individual sessions. When she was given feedback about

this, client initially started calling herself absent-minded

again, but was reminded by the therapist of the other

positive qualities that describe her.
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Therapeutic efforts at reducing expressed emotions and

enmeshment had yielded limited and fluctuating gains and

led to feelings of frustration among the treating team. The

therapist recognised feelings of anger towards the mother

and overprotection towards the client, with the accompa-

nying risk of infantilizing her in therapy. The need to have

empathy for the mother, and the importance of a gradual

balance between autonomy and dependence in this long

enmeshed relationship were also examined by the therapist.

The mother was gradually encouraged to participate as a

co-therapist, with more realistic expectations. The fre-

quency of instructions and negative remarks reduced and

mother began to appreciate some of the changes. This

phase ended with the mother expressing that she now does

not wish for her daughter to lead the exactly the kind of life

she had envisioned for her, but still hopes for a little more

change.

Termination Phase: Consolidating Gains

The last eight sessions (four individual and four family s

sessions) aimed at consolidating the gains with respect to

the mother-daughter relationship and the mother’s role as a

therapeutic agent after discharge and making specific plans

for the immediate future.

Towards the termination of therapy, improvements

noted were in client’s positive self-statements, improved

eye contact, use of ‘‘I’’ terminology, increased initiation of

conversations, commitment towards select household

responsibilities and engagement in decisions about future

employment plans. During the final joint session with cli-

ent, brother and mother, the client stepped into stop the

brother from answering for her, and spoke of her increased

confidence, hope for the future and her short-term and

long-term plans.

A local referral was made for future therapy and a four-

month telephonic follow-up indicated that the client was

managing some chores at home independently and was

employed for secretarial work in an office.

Discussion and Reflections

This multi-pronged therapeutic approach had goals that

extended beyond reducing symptoms to rebuilding a sense

of agency and a more functional life. The intervention

process revealed that the internalized stigma about her

illness [16] had continually been reinforced and contrib-

uted to social withdrawal and social skills deficits. The

importance of micro gains, need for continued prolonged

therapy sessions, and unconditional positive regard for the

client’s emergent sense of self-esteem and self-efficacy are

highlighted in this case report. This case cautions against

preconceived notions about clients’ strengths and vulner-

abilities without adequate assessment and sustained inter-

action. Systematic case studies would benefit from planned

pre and post assessments in relevant areas; for example,

neuropsychological functioning, self-esteem and social

cognition in this case. In working with clients with a severe

mental illness and residual deficits, therapists must be alert

to micro gains and not await significant events or large

changes. The importance of supervisory discussions was

highlighted as the individual therapist often found herself

joining or aligning with either the client or the mother. The

multi-disciplinary approach to case management including

medication, intensive inputs using varied therapy modali-

ties and techniques and effective communication between

members of the treating team helped in integrating various

aspects of the recovery-oriented rehabilitation approach.

An illness like schizophrenia affects not only the client

but also the family. With the family playing a central role

in treatment and rehabilitation in countries like India,

addressing dysfunctional interactional patterns is a priority

[17]. The intertwined relationship between familial

expressed emotions and the individual’s internalized

stigma is demonstrated in this case report. Future thera-

peutic goals may need to explore the mother-daughter

relationship further, along with the dynamics of the larger

family system in order to support the changes.

The therapeutic work represents nascent beginnings in

restoring the client’s sense of self and many emotional

issues and experiences may have remained unaddressed.

While the emergent changes were encouraging, the client’s

premorbid vulnerabilities, long course of the illness and the

neuropsychological deficits would moderate outcomes in

the long-term. This calls for realistic expectations and goal-

setting from the family members and the treating team.

Continued therapeutic inputs, while balancing the issues of

individuation and dependency, would perhaps play a crit-

ical role in consolidating changes in self and functioning.

This case report has various implications for clinical

practice. Clinicians need to be sensitive to the intersections

between self, identity and the illness. What is the extent to

which disruptions in the self are adversely impacting

therapeutic outcome and recovery processes? Is the person

(and family) engulfed in the ‘‘patient role’’, unable to make

the distinction between ‘‘being schizophrenic’’ and ‘‘having

schizophrenia’’? The therapeutic space needs to recognise

these patterns and specifically address restoration of the

issues of hope, agency and self-determination in compre-

hensive interventions for individuals with a mental illness.

The role of and indications for narrative approaches to

therapy [7, 18] needs to be examined.

Few research implications can be derived from this case

report. With evidence of cultural variations in impact of
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illness on self-esteem, internalized stigma, sense of agency

and empowerment [19] this presents a promising avenue

for future studies. Future research studies can add to the

limited knowledge about the impact of ‘illness identity’

[20] and disruptions in the sense of self on recovery pro-

cesses in severe mental illnesses. Efforts to explore such

lived experiences must recognise that ‘double-blind is not

the only way to see’ [18] and include qualitative method-

ologies as well.

The case report illustrates the need to identify strengths

within the client and context and use a multi-pronged

approach while specifically looking at issues of the ‘self’ in

the recovery process from a severe mental illness like

schizophrenia.
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