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O V E R V I E W  O F  T H E  A R G U M E N T
• The status quo is unacceptable

• Why are things this way?  A few big picture reasons.

• Case study: Individual placement & support

• To truly embrace equity, inclusion & social justice, we must 

• Be willing to challenge the thinking and structures that inevitably devalue (and punish) 

disability

• Move away from research & practice paradigms based on linear causality and instead 

embrace research paradigms focused on complex systems

• Base policy on values rather than economics 

•



T H E  S TAT U S  Q U O



W H E R E  H A V E  W E  
B E E N ? I N T E R V E N T I O N ’ S P A S T   

• Institutionalization and force

• Excesses of psychoanalytic approaches (e.g. 

Fromm-Reichmann)

• Psychiatric rehabilitation – employment, social skills, 

symptom self-management



contemporary 
outcomes











W H Y ?   
S U P E R F I C I A L  P O L I C Y  C H A N G E

• Changes in policy, practice and research have been largely superficial

• No real shift in the degree to which psychosis/ppl with psychosis are pathologized, and 
objectified

• Primary object of intervention is therefore “biological disease”

• No real shift in attention to ableism within society and social structures/institutions

• Interventions fundamentally targeting ‘biological disease,’ implemented at the level of individuals / 
families

• Avoidance of/unwillingness to recognize the role of extractive capitalism

• Privatization of health and social care

• Neoliberal responsibilization of individuals

• Narrow focus on social value through the lens of “productivity” within a neoliberal economy

• Psychosis that cannot be “rehabilitated” is either 

• a drain on society -> carceral management

• a threat  -> segregation and punishment

• Internalization of neoliberal economic values, unacknowledged by researchers/clinicians 



O V E R - S I M P L I F Y I N G  C O M P L E X  
S Y S T E M S  
• “a dynamic and constantly emerging set of processes and objects that not only interact with 

each other, but come to be defined by those interactions” Cohn et al., 2014

• Characteristics include

• Multiple & interacting contexts that shape what opportunities are open or closed to any 

given person

• Multiple, differently positioned stakeholders, with diverse goals and values

• Programs and systems that influence and are influenced by other systems

• Complex and shifting fiscal and policy constraints

• Feedback loops

• Ongoing adaptation to circumstances by those impacted 

• Context-dependent decision making



I N E Q U A L I T Y  &  
C O M P L E X I T Y

• Stratification & inequality result from (and are 

reinforced by) multiple, interacting vectors that include

• Place / geography

• Access to opportunities (education/work)

• Family and community capital

• Exposure to individual trauma and adversity

• Structural discrimination / structural violence 

(historic & contemporary)

• Identity and how diverse identities are taken up



M E N T A L  
H E A L T H  

S Y S T E M S  &  
C O M P L E X I T Y

• “The world moves quickly; baselines shift; 

technologies crash; actions are (variously) 

constrained; and certainty is elusive. The gap 

between the evidence-based ideal and the political 

and material realities of the here-and-now may be 

wide. Decisions must be made on the basis of 

incomplete or contested data. People use their 

creativity and generate adaptive solutions that 

make sense locally. The articulations, 

workarounds and muddling-through that 

keep the show on the road are not footnotes 

in the story, but its central plot. They should 

be carefully studied and represented in all their 

richness.”  -Greenhalgh et al., 2018



H E A L T H C A R E  C O M P L E X I T Y  A N D  T H E  
L I M I T A T I O N S  O F  T R A D I T I O N A L  
C L I N I C A L  R E S E A R C H  M E T H O D S
• “These core characteristics of complex systems suggest that the randomised controlled 

trial (in which the effects of context are ‘controlled for’) will address only a fraction of 

the unanswered questions relating to healthcare organisations and systems [12, 13, 17]. 

Because the system is dynamic (turbulent, even), the conventional scientific quest for 

certainty, predictability and linear causality must be augmented by the study of how 

we can best deal with uncertainty, unpredictability and generative causality. For this, 

we need research designs and methods that foreground dynamic interactions and 

emergence – most notably, in-depth, mixed-method case studies that can act as 

concrete, context-dependent exemplars, including powerful ethnographic narratives 

paying attention to interconnectedness and incorporating an understanding of how 

systems come together as a whole from different perspectives”

https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-018-1089-4#ref-CR12
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-018-1089-4#ref-CR13
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-018-1089-4#ref-CR17


R E L I A N C E  O N  
L I N E A R ,  

O V E R -
S I M P L I F I E D

R E S E A R C H  
M E T H O D S

‘Primary’ outcomes may not even be those that matter 
most to patients (or the patients of today, or the 
patients in X context)

• And different outcomes matter to different people in context 
dependent ways

Interventions designed for narrow “effectiveness” 
often fall prey to suboptimization

• Fixation on achieving narrow performance markers in ways that 
undermine more fundamental goals – “quick fixes”

In spite of statistical “controls” for context, measure 
validity, intervention effectiveness in fact established in 
context-dependent ways

• Yet then generalized/scaled without regard for local difference & 
intra-group heterogeneities

• Used for decades, disregarding changing social & political 
conditions



I N A T T E N T I O N  T O  R E A L - W O R L D  
C O M P L E X I T Y  F U E L S  P R O V I D E R  
R E S E N T M E N T
• “Sub-optimization” targets tends to reflect the priorities of academicians writing federal grants 

• And reinforcement by reviewers / funders

• These priorities normatively fail to map onto 

• the priorities of front-line clinicians

• their perceptions of what their clients need most

• The flexibility in fact needed to meet diverse & shifting needs

• The realities of operating under complex and shifting fiscal and policy constraints

• The capitalist ecosystem – e.g. if there are lower paid providers who have mastered EBPs, hired 

them in the private sector with higher pay

• Managed care and managerialism “collude” with over-simplified linear-causality-science as a means of 

limiting care in order to control costs



I N  A D D I T I O N
• Evidence mapped from one area to another, without an understanding of dynamic 

interactions, can lead to myriad adverse consequences

• Limiting access to needed care by rendering many ‘ineligible’

• Inadvertently “suboptimizing” care for originally-privileged groups & contexts

• Discouraging organic adaptation & innovation

• Fidelity criteria, funder restrictions

• Conservation of the status quo (funders avoiding R&D in areas in which an 

entrenched EBP exists) 



C A S E  S T U D Y:  I N D I V I D U A L  
P L A C E M E N T  A N D  S U P P O R T



S O C I O E C O N O M I C  
S T R A T I F I C A T I O N  V I A  I P S / C S C
• Background

• Individual placement & support (IPS) was developed in the 1980s as an alternative to 
sheltered work & excessive ‘train-then-place’ employment models

• IPS stresses rapid placement

• Many dozens of studies attest to IPS’ success in achieving “rapid placement”

• Jobs that are generally minimum wage

• Part-time, non-benefitted and/or contingent

• Average tenure is short

• Poverty amelioration has not been investigated in any US IPS study

• Quality of work is rarely studied

• On the basis of rapid job placement rates, IPS is considered a “gold standard” EBP, the 
only model SAMHSA will support under its supported employment grant program



I P S  I N  U S  E A R L Y  P S Y C H O S I S  
P R O G R A M S

• Qualitative interviews with N = 29 CSC clients & families, N = 15 clinicians

• Additional interviews (to date) with N = 31 CSC clients, N = 5 SEES

• Clients from higher SES, college-educated families are disproportionately encouraged to pursue 

higher education

• Family resource cushions allow providers to encourage higher ed without recourse to disability, 

income and housing benefits (and associated dependencies)

• Clients from low SES (and disproportionately minoritized) families are disproportionately encouraged 

to obtain low wage, non-career-ladder jobs

• Lack of family resource cushion may render disability, income & housing benefits essential

• Lack of resources, access to quality secondary education, etc. reinforce ‘rapid placement’ driven 

provider identification of easily obtainable, broadly undesirable positions such as gas station 

attendant, Amazon warehouse worker, in-home aide, janitorial / laundry staff

• These jobs are often highly stressful, leading clients to seek out benefits of various kinds (if they hadn’t 

already)



I P S  A S  “ W O R K F A R E ” - C O N S I S T E N T ,  
N E O L I B E R A L  P O L I C Y
• Focus on the individual with minimal attention to bias/discrimination/ableism among 

schools and employers

• Employment assumed to matter more than quality of life / alternative potential 

avenues for flourishing

• Particularly when we look at the uptake of “supported employment” and other 

forms of vocational rehabilitation in national policy

• Provides powerful alibi for inaction on structural issues, including institutionalized 

ableism



I N T E R P R E T A T I O N
• Decades ago, bar was set low (any job, no matter how low-paying)

• Oriented toward middle aged to older adults with substantial, long-term disability

• Intervention models became fixed (fidelity, increasingly top-down financing mandates)

• Poverty amelioration in a substantive sense not even a goal

• Alignment with neoliberal workfare policy unacknowledged

• No adaptation for

• Radical social, cultural and economic changes

• Career development beyond short term placement

• Alternative social mattering / flourishing

• ”Effectiveness” nevertheless reified through narrow research paradigms/ reliance on RCTs



W AY S  F O R W A R D



S T R U C T U R A L  A N D  P O L I T I C A L  
C O N S C I O U S N E S S  /  C O M P E T E N C Y
• Ability and commitment to 

• Recognizing the fundamental problems inherent in our

• Fixation on psychosis as a “neurobiological disease” or ”disorder”

• And primary focus on individual-level intervention

• Recognizing sociostructural drivers of ’poor outcomes’

• Recognizing the dominant social and political assumptions in fact driving 

mainstream mental health ‘solutions’

• Interventions/policies that

• Visibilize and work to dismantle the above



R E S E A R C H  G R O U N D E D  I N  
C O M P L E X  S Y S T E M S
• Mixed methods case studies for complex healthcare systems

• Make policy decisions based almost entirely on distant RCTs a relic of the past

• Participatory practice based knowledge generation via continuous learning systems

• Learning that leverages adaptation, innovation

• Mult-stakeholder involvement and centering of the perspectives of those most 
impacted by interlocking systems of oppression (race – class – disability)

• Equity analysis and standards

• Policies and practices that we would reasonably anticipate to fuel inequality should be 
subject to extensive public scrutiny

• Eligibility criteria

• “Poverty trap” interventions likely to harm those who already most structurally vulnerable



V A L U E S - F I R S T  P O L I C Y  M A K I N G
• ”You can’t be neutral on a moving train”

• Our feigned neutrality in fact functions as acceptance of status quo neoliberalism / 

extractive capitalism

• We must explicit in our concerns and criticisms

• And ground our alternatives in alternative social and political values



S O  W H A T  C A N  W E  D O ?

• Generate learning differently!

• Unapologetically equity oriented knowledge generation

• Knowledge generated in real-world complex systems

• Orientation to a pragmatic understanding of how to

• Dismantle inequality

• Meet the needs of always diverse, heterogeneous, differently positioned clients & 

families

• Empower local programs and stakeholders to effectively identify what is and is not 

working locally, in equity terms

• ‘De-implement’ outdated or harmful practices

• Innovate & work across programs, systems and sectors
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