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Introduction

This issue ot the Journal of Psychosocial Rehabilitation began as a compilation of papers from several countrie, some of which had been presented in
1988 at a World Association of Psychosocial Rehabilitation (WAPR) meeting
held m Lyon, France. In conjunction with that meetingm Advanced Institute on Psychosocial Rehabilitation was convened. This was a strategy meeting designed to develop relevant mental health programs in emerging
couuthes. Thanks to Martin Cuttleman, the program chair of WAPR, the

World Rehabilitation Fund (WRF)International Exchange of Experts and
Information in Rehabduat m (1EEIR) was able to obtain some er interesting papers from that Institute for future publication.'
Somewhat later, an IEEIR fellowship award was made to Dr. Douglas
Dunlap to investigate community and family approaches to rehabilitation
of people with severe and persistent mental health problems in India and
Australia. We decided to include Dr. Durlap's fellowship report as a part
of the IEEIR monograph on Psychosocial Rehabilitation.
Although the 1EEIR monograph series has been reserved mainh for foreign authors, nonetheless, there have been occasions w hen selected kilow ship experiences have been included in the series. It certainly seemed appro-

priate to include Dr. Dunlap's report as contribution to this monograph
Dr. Dunlap was recommended as a potential fellow who could contribute
sigmfic ntly to the IEEIR fello.,'ship program, by Marianne Farkas, Director
of Trawling for the Center for Psychiatric Rehabilitation at Boston University.
Since the Center for Ps) chiatric Rehabilitation and IAPSRS co-publr,h
the Psychosocial Rehabilitation Journal, it was decided to explore the possibility of joining with them to co-publish an issue of the Journal. LeRoy Sparuol and Ruth Hughes agreed to join iorces with the International Exchange
of Experts and Information in Rehabilitation to c.,-publish a special international issue on ps) chosocial rehabilitation in the developing world.
The National Institute for Disability and Rehabilitation Research
(NIDRR) has been very supportive of the efforts of the IEEIR, It is through
NIDRR's suppor, that the IEEIR has been able to produce fifty publications
and award ISO fellowships over the past twelve wars.

Diane E. Woods, Project Director
International Exchange of Experts
and Information in Rehabilitation
rIlbs.q(In ba. /Wel szn,, n 1,1 the authors for publhathur ()It/Tit' rdited .17 th h in tin, spe,,ai
I,sue
b,),4,, rat Rehalnlitatwn lurPLil
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Guest Editorial

This issue of the PsYchosocial Rehabilitation Journal is an exciting collection of articles reflecting the practices and community treatment for persons
with severe psychiatric disabilities in Asia, Africa, Australia and India, and
gives North American and European practitioners some food for thought. It

is the result of the collaborative effort of the World Rehabilitatiol Fund
Internauonal Exchange of Experts and Information in Rehabilitation, the
Center for Psychiatric Rehabilitation at Boston University and the International Association of Psychosocial Rehabilitation Services.
In North America and Europe, our efforts to provide effective psychiatric
rehabilitation are too often molded by needs to conform to exn ting systems of
institutional care. Even when our efforts are to reduce the populations m
mental institutionsmd to recreate community systems of care and support,
we are doing so from a professiJnal, educational and economic position
which is strongly biased towards institutions.
As North Americans, therefore, It is interesting for us to rea, ccounts of
efforts in Asia and Africa win a are well grounded in the natural community
systems of support that we are only now trying to recreate. Many of the societies reflected in this issue could not afford to be hospital based systems. They
do no: face the perplexing problems North America and Europe face of trying to phase down hospital resources AA, hile building up community systems.
Nor are they engaged in a struggle with consumers, family members and
community groups in quite the same way as we are. As Harriet Lefly points
out, the integration and interdependence of clients and care givers with
extended families and the nural community supports in the 'sina qua non'
of mental health and rehabilitation effoits in China, India and Africa. The
role of traditional healers in India and Africa, the development of a cadre of
barefoot doctors in China and the use of supportive workers in ASEAN countries are all examples of how to use a few professionals with indigenous support systems that are culturally responsive.
To be truly integrated into community life, means having a productive
and useful tole. In many countries, work is considered an essential part of the
therapeutic process in both the hospital and community, without the artificial
barriers and disincentives which have developed in the US system. In rural
societies, there are frequently more opportunities for low stress, productive
lobs, a tolerance for unusual behavior, and an expectation that each of us
contribute te the Lommunity wel fare. The Chinese view of work js a measure
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of outcome is already an integ-al part of the community rehabilitation process. Work figures strongly in the rehabilitation efforts of other regions as wit.
That is not to say that the systems in these countries are perfect and that
those of us struggling in Europe clad North America should attempt to copy
these systems. The countries represented in this Issue are also experiencing
great difficultiesa serious Lek of resources, large numbers of persons in
need, immense territories with poor transportation and few professional
services available. We find, however, that we may have much to learn from the
extensive experiences of these countries in delivering community based services, mvolvmg families and indigenous supports, utilizing a small number of
professionals and including work as a natural part of the entire rehabilitation
spectrum.
And what de we have to offer? While we may not be able to make comparison% at the systems level because of the vast differences in our societies
and financial resources, we may well have useful techniques and approaches

to psychiatric rehabilitation that are worth sharing. The rich array of psychosocial rehabilitation approaches developed in North America and Europe
may be of potential usefulness to Asian and African nations. The world is
shrinking so quickly that we may soon find that our commonalities far outweigh our differences. Let us hope that we, in rehabilitation, have the wisdohi
to learn from the best that each continent has developed, so that persons with
psychiatric disabilities can be fully integrated into the community life, whatever its configuration and wherever it is located in the vvorld
Aiananne Farkas, Director of International Rehabilitation, Center for
Psy chiatnc Rehabilitation, Boston, Massachusetts USA
Ruth Ann Hugln s, Executive Director, International Association of
Psychosocial Rehabihtation Sen ices, Columbia, Man land USA

Rehabilitation in Mental Illness: Insights from
Other Cultures

Harriet P. Lefley, Ph.D.
Dr. Lefley is Professor of Psychiatry at the University of Miami

It has been over a decade since Lie International Pilot Study of Schizophrenia (1PSS) confirmed earlier findings that persons with major psychotic disorders have a more benign course of Illness in the developing nations than in the
technologically advanced societies of the west (World Health Organization,
1979). The papers in this book begin to tell us why.
Despite our quantitative advantages in funding, facilities, and professional
personnel, when westerners look at the ways in which third world countries
deal with major mental illnesses, several areas of relative strength become
apparent. First is the more efficient utilization of scarce resources, with providers sometimes offering home services which are increasingly unavailable
in most of the clinic-based systems of the industrialized countries. Second is
the culturally syntomc diagnostic and treatment procedure that merges Indigenous healing systems, or modes of service provision, with scientific modalities. Third, and perhaps most Important, is the inclination of most third
world practitioners to welcome and integrate the patients' natural support sys-

temstheir familiesinto the healing process.
Interrelatedly, the artthcial thstmction between "cure" and "care" in western thinking (Gittelman,1978), which has dichotomized clinical and rehabilitative services, seems to be irrelevant in most third world systems. Integrited
medical and mental health services, which we have rediscovered as the "linkage model" tBroskowski, Marks, & Budman,1981), and case management
as a necessar, feature of rehabilitation, are concepts long incorporated in the
more fluid and less compartmentalized systems of the developing countries.
This is a unified mode of thinking to which we are lust now beginning to
return in the United States.
It should be emphasized that there is no intention of romanticizing the necessarily limited services of third world countries when compared with those
of the affluent west. Yet, the planning process and the training of skilled paraprofessionals facilitate some efforts from which westerners could learn a great
deal. For example, the field survey for the "community mental health care
net" described by Shen Yucun in a Chinese population of 190,000about
the size of one of our community mental health center catch ment areas
seems more direct and efficient than our customary needs assessments. With
greater resaurces, we nevertheless target estimated percentages of at-risk pop-
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ulations rather than identified individuals in need of mental health care. Psychiatric interviews of such potential clients would seem an extraordinary
luxury in the more affluent United States. The fact that site casefmdmg and
psychiatric evaluation can be done in a relatwely poor country suggests that
our mental health costs may be vastly inflated.
Precisely because of their poverty, third workl nations have had to attend
first to the most needful population: the severely and persistently mentally ill.
In the United States, community mental health centers have typically
expanded the parameters of mental Lfalth services and the universe of potential consumers, well beyond those with psychotic illnesses or even DSMdefined disorders. Reviews of the research literature indicate that for many
years the centers tended to underserve the deinstitutionalized chronic patients
whose needs they syLre intended to meet (Bachrach, 1983; Lefley, 1984). Our
professional training programs in the four core disciplines may or may not
involve a brief Internship with seriously mentally ill persons in the public sector; but most graduates will elect to do private practice with clients with lesser
disorders, often focusing on those who have been termed "demoralized," or
'merely unhappy:' In fact, many psychotherapists apply their years of trainmg to work s,,,ith well-functioning individuals who are simply seeking growth
and self-actualization. In terms of societal use of scarce and valuable
resources, the ratio of skills to need seems to be both more equitable and
more rational in the third world.
The paper by Asuni describes the role of traditional healers in Nigeria.
Ennosho (1979) had previously suggested that, regardless of individual orientation, all of Nigerian psychiatry recognizes cultural conceptions of mental
illness and the diagi..astic procedures, herbs, and symbolic rituals used in folk
healing. In the United States and in many European countries, continuing
immigration of culturally diverse r eoples requires a similar acknowledgment
and respect for their belief systems and traditional therapeutic practices. In
our own program :n multi-ethnic Miami, as well as elsewhere in the United
States, traditional healing has often been integrated with clinical treatment
programs 1:1 an effort to offer interventions that were most likelyto be acceptable and comprehensible to clients from other cultures (Lefley, 1984; Lefley
& Bestman, 1984 ). Families of course have a critical role in all imerventions,
traditional and otherwise. They are the ongoing support system, the single
major source of care and concern for the patient. As Asuni points out,
pa -ients cannot be treated in isolation from persons who are significant in
their lives. During hospitalization, if relatives are not involved from the very
beginning, it is difficult for them to know how to accept responsibility at discharge. This is a truism which we are just now beginning to accept in the
west. The training of new generations of clinicians is beginning to focus on
working in a collaborative model with families of the mentally ill (Lefley,
&

1988)

In the U.S., the history of relations between professionals and families ha:,
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vacillated between excluding the family altogether, or propelling family memtheir
bers into unrequested family therapy that does not seem congruent with
dissatisfaction
with
services
(Holden
needs. This has resulted in documented
& Lewine,1982) and often iatrogenic guilt (Terkelsen,1983). This has rarely
involve
been the case in the third world, where it would be incongruom not to
the family in discussions and decisions regarding the patient's health.
Throughout the cross-cultural literature, it is apparent that in third world
rehabilcountries families are seen as an essential resource in patient care and
family
educaitation (Lefley 1985). There has always been some emphasis on
tion, in contrast to the arcane therapies in the United States that seem to
skills in
ignore families' expressed needs fcr illness management and coping
only
recently
that
we
have
seen
the
living with these difficult disorders. It is
families'
requests
for
education
devdopment of interventions that satisfy
about the illnesses, behavior management and problem-solving techniques,
and compassionate understanding of their profound sorrow and distress.
These Include the supportive counsehng model of Bernheim and Lehman
psychoeducational models of Andel son,
(1985) and the carefully researched
Reiss and Hogarty (198C), and Falloon, Boyd. & McGill (1984). Educational
packages for families have been developed also by professionals associated
with the National Alliance for the Mentally III (Hatfield, 1983).
Yet this reasonable and empirically-supported educational approach continues to be rejected by many systems-oriented family therapists. Some repudiate medication and/or still believe psychotic symptoms stem not front
disordered neurotransmitters, but from a need to maintain homeostasis in the
family system through bizarre or antisocial behavior (Haley, 1988, Seim,Palazolh, 1987). The efficacy of their work has never been demonstrated in
research, whereas the psychoeducanonal approaches of Anderson (op co)
and Falloon (op crt) have led to documented reductions in relapse rates. Other
systems therapisrs have row developed a family consultation approach
(Wynne, McDaniel & Weber,1986). This is a more direct and non-disse.nbling intervention which respects the presenting needs of families within their
cross-cultural
own conceptual frameworkan approach long advocated in
service provision (Lefley. 1984).
The Amerkan system in particular Nets up a number of barriers between
share our worship
patients and families. Developing countries do not seem to
derived
from
the
now-discredited
notion of
of it confidentialy, which initially
alliance
had
the
ultimate
family pathogenesis. The curative patient-therapist
objective
from
the
dysfunct-onal
family
unit,
an
aim of separating the patient
with a
congruent with the western core value of independence, but discordant
Third
world
psychiatrists
apparently
feel
cultural value of interdependence.
they
can
talk
to
relatives,
who
are
free to ask s'ie patient to leave the room so
information,
and
always
seem
to
view
relaperceived as a Nource of authentic
the
tives as allies, not adversaries. In recent years we have begun to replace
coping
and
adaptation,
focusing
on
pathogenic model with a paradigm of
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famthes' strengt1 sin coping with lives of inordinate pain and ,li-ess (Hatfield
& Lefley, 1987).
Much of the strength of relatives in the rehabilitative process derives from
the sustenance that they themselves may muster from others in dealing with
th:,e uevastating and draining Illnesses. Interpretations of the IPSS findings
of more benign course of sc hizophrerna in the developing countries generally
have focused on a few spec,.lative variables. Among these are the extended or
joint family system, with itt more extensive supports and buffering mechanisms for diffusing family burden (t.eff, 1981). There is some evidence from
lirha that the joint family system is beginning to erode with Increasing urbanization (Sethi et al, 1987). The literature on expressed emotion (EE) showed a
correlation Ir..tween criticalness and ovennvolvement (high EE) of some family members and patients' relapse rates in numerous replications (Vaughn et
al, 1984). This has been attributed to the tom:effects of overstimulation
persons with the core biological deficits oi,x..i.izophrenia, and the investiptors state that this may come from any envirccmental source, not just families
(rind). 1PSS followup studies on stressful life events have demonstrated that a
range of environmental stressors may precipitate relapse among patients Ln
numerous countries throughout the world, regardless of level of devtlopment
(Day et al, 1987).
Research has shown that high LE is relatively rare in third world countries,
reconfirmed in recent studies in India (Wig et al, 1987). It has been suggested
that patients may do better in the developing countnes because there are more
kmship networks, more buffering mechanisms, and apparenoy greater equanimity with respect to rolerance of difficult behaviors. For patients, there are
also more opportunities for low-stress, non-competitive productive roles in
communal societies aid agrarian ecorumics.
The paper by Shen Yucun and associates depicts involvement of patients in
"the normal acnvines of the collective" in the Haidian Disti ict near Beijing,
China. These are considered essential correlates of clinical care. Indeed, we
find greater possibilities for this normalization process throughout the third
world, and particularly in countries where there r ; centralized planning of
mental health services. Many countries continue to have hosphal-based
mdustnes which provide training and often payment for patients in meaningful work. Others develop innovative vocational rehabilitation programs, or
sheltered workshops with light industrial assembly work done on a contract
basis, as described by Dr. Deva. In the United States, hospital work has
largely been phased out, and sheltered workshops are geared primarily
toward training the developmentally disabled or mentally retarded client.
There are few vocational opportunit.s for persons with good intelligence
who may have a high level of residual ski% but impaired concentration or
attention span.
Perh ns the most significant lesson we have to learn is the humane potential
and organizational advantages of a national health insurance system, or as in
1
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the ASEAN nations, free medical and mental health care as a natural contrihave a
bution of government to its citizens. The United States continues to
the
latter
two-tiered system of care, private and public, for rich and not-rich,
including many middle clas pients. Skyrocketing costs of psychiati lc care
together with hmits on privet: Insurance Insure that ultimately, almost all
chronic patients end up in the public sector. Almost all community support
services are in the public sector, including psychosocial rehabilitation

programs.
As Dr. Deva notes, developing countries do not have the half-way howang
of
or case management services now available in many urban (not rural) areas
still
depend
the United States. In the third world, the service delivery systems
Yet the
on the families for housing, economic sustenance, and caregiving.
in
the
United
States,
particulack of adequate )mmunity support services
disgrace.
In
countries
larly residential f, dines, -ontinues to be a national
based on a nuclear family structure, home care for persons with long-term
health of
mental illnesses can be destructive to the psychological and physical
draining
on
the
energies
of
aging
parents
the caregivers. This is particularly
be outwho take care of psychotic adult children, and of course, are likely to
almost
40%
of
deinstitutionalized
lived by them. In the United States,
patients seem tc live in such households (Lefley, 1987).
The National Alliance for the Mentally III (NAMI), an orgaryzation composed primarily of families of long-term mentally ill persons, has grown at an
astonishing rate since its inception in 1979. Dedicated to advocacy, education, mutual supportind resource development, NAMI has become

extremely influential at national, state, and local levels in legislative advocacy
disorders.
for services as well as for basic research on the major psychotic
other
countries,
they
have proAlthough there are now family movements in
United
gressed slowly in comparison with NAMI's phenomenal growth in tht
families
States. This growth may well be related to the greater pressure on
chronic
whete there are at most two parents, frequently only one, to care for a
enculturated
to
accept
this
role
as
their
adult and few siblings have been
of
responsibility. Where there .-re no extended kinship networks, caregiving
positive
or
negative
symptoms
highly disturbed persons with distressing
becomes highly maladaptive to the caregivers, unless there are compensatory
often become
supports (Hatfield & Lefley, 1987). The local AMI affiliates
social supports
providing
the
psychological
and
surrogate kinship networks,
and
sorrows.
of persons bonded by mutual problems
Although NAM! groups have actWely developed resources to fill in gaps in
the service delivery system, such as housing, sheltered workshops, and psychosocial rehabilitation programs, familizs have multiple obligations to other
members and most feel that Iti. government's responsibility to provide for its
disabled citizens. Above all, family members are increasingly unwilling to
c.ilfill an extremely difficult caregiving role at home. In the United States,
for a
with its emphasis on personal autonomy, permanent responsibility

1 .;
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chronic patient is destructive to the carter or marriage options of caregivers
(typically females) and to the Independent functioning of the patients themselves. To make this clear, our surveys show that most families prefer not a
day-to-day caregiving role, but one of ongoing support system to the patient
and adjunctive resource to the mental health system, Including cast management as needed (Lefley, 1987). For this, many family members want advice
and training from professionals. An increasing number of agencies now offer
support groups and psychoeducational classes to families, and many of our
continuing education workshops focus on training practitioners for this role
As third world countries move toward greater industrialization and the
inevitable erosion of the joint family, the need for community support systerrs as alternatives to institutions will become increasingly salient. Perhaps
predictably at this point there will be more of a thrust for family organization
2r.c: consumer pressure for an array of extra-familial supportive and rehabilitative services for persons with mental Illness. In addition to the family movement, we have also seen the growth of organizations of former mental
patients, whom we call primary consumers. There are now a number of consumer-operated programs, encouraged by government initiatives and funding. In these rehabilitation models, formerly hospitalized persons, now in
remission, serve as counselors, case managers, and rok models for their stdl
symptomatic peers. They offer understanding of the phenomenological experience of mental Illness and the hope that a higher level of functioning can be
attained.
The primary rehabilitation technology in the United State.- focuses on resomil/anon and skill-building, which are the best avenues to dest:matization
and recovery of lost self-esteem. Undoubtedly these are the major needs of
mentally ill persons throughout the world. In the main, the third world may
offer the best soil for organic development of the rehabilitation modalities we
consider most Important: meaningful social relations, and meaningful work.
But development of rehabilitation programs as a social priority requires initiatives from a variety of sources. We have learned that alliances of professionals, families, primary consumers, government planners, and interested
citizens are the most effective mechanisms for bringing this about.
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NASMHPD POSITION PAPER
ON CONSUMER CONTRIBUTIONS TO
MENTAL HEALTH SERVICE DELIVERY SYSTEMS
The National Association of State Mental Hea:th Program
Directors (NASMHPD) recognizes that former mental patients/mental
health consumers have a unique contribution to make to the
improvement of the quality of mental health services in many arenas
of the service delivery system. The significance of their unique
contributions stems from expertise they have gained as recipients of
mental hcalth services, in addition to whatever formal education and
credentials they may have.
Their contribution should be valued and sought in areas of
program development, policy fwmation, program evaluation, quality
assurance, system designs, education of mental health service
providers, and the provision of direct services (as employees of the
provider system). Therefore, expatien:s/cDnsumers should be
included ii: meaningful numbers in all of these activities. In order to
maximize their potential contributions, their involvement should be
supported in ways that promote dignity, respect, acceptance,
integration, and choice. Support provided should include whatever
financial, educational, or sociai assistance is required to enable
their participation
Additionally, client-operated self-help and mutual support services
should be available in each locality as alternatives and adjuncts to
existing mental health service eQ"iery systems. State financial
support should be provided to help ensure their viability and
independence.
Developed by an Ad Hoc Committee on Consumer/Expatient
Involvement meeting in Cambridge, Massachusetts, February
23, 1989

Approved by Executive Committee of Human Resource
Division of NASMHPD on June 13, 1989, for consideration by
the full membership of the NASMHPD Human Resource
Division for action at its annual meeting in Octuber, 1989, in
Omaha, Nebraska.
Approved by NASMHPC Board 12/12/89, and by Membership
on 12/13/89 at Winter Commissioners/Directors meeting.
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Report of a World Health Organization (WHO)
Meeting On Consumer Involvement in Mental
Health Services
Mannheim, Federal Republic of Germany, 9-12 November 1988

I. Introduction

A WHO Meeting on Consumer Involvement in Mental Health Services was
held in Mannheim, Federal Republic of Germany from 9-12 November 1988.
The meeting was convened within the framework of the WHO Medium-Term
Mental Health Programme (Disability, Prevention and Rehabilitation) and
was co-organized with the WHO Collaborating Centre in Mental Health,
Central Institute for Mental Health , Mannheim, Federal Republic of
Germany.
This was the third meeting convened within the framework of the WHO
Initiative of Support to People Disabled by Chronic MentilllIness. The topic
had been identified at previous meetings as one which urgently needed attention in order to increase recognition of the need for involving consumers al
the design, implementation and evaluation of mental health services. The
meeting aimed to identify ways in which consumers might become more

actively involved in their own communities. Those participating in the meeting included consumers of mental health services, families of consumers of
such services, professionals working with corr.umers and families, and government representatives interested in the financing aspects of consumer-initiated services. The list of participants is attached as Annex I.
The meeting was opened by Professor Doctor Heinz Hafner, Director of the
ManNheim Collaborating Centre and by Dr John Orley, Senior Medical officer, Division of Mental Health, WHO. Professor Doctor Haffner and Dr
Wout Hardeman were elected Co-Chairmen and Dr Ronald Manderscheid
and Dr Nicholas Tamer were elected as Co-Rapporteurs. The meeting was
addressed by the Hon. Minister of Labour, Health, Family and Social Affairs
for Baden-Wurttemberg, Mrs Barbara Schafer.
2. Broad objectives of the meeting
2.1 To recognize the global needs of consumers and to address these in a
publication which can serve as a guide for encouraging communities
to involve consumers in mental health services;
2.2 To develop an outline for a multi-centre research and service demonstration network through which innovative services based heavily on
consumer input can be designed and researched across cultures.
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3. Specific objectives of the meeting

Participants were asked to focus on accomplishment of the following tasks:

3.1 Presentation of developments in each participants' local area on the
topic of consumer and family involvement in community mental
health services;
3.2 Determination of steps necessary for the development of greater Input
from consumers and fam:hes in community mental health service
systems;
3.3 Identification of essential topics to be covered in a WHO publication
on the importance of consumer Involvement; and development of a
draft of such a publ.cation;
3.4 Identification of the core elements of a multi-site research and service
network of consumer-based projects, and development of a concrete
plan for Implementing such a multi-sne network.
4. Scope of the problem

Over the last few years there has been an increasing recognition internationally that individuals should take a more active role in decisions about
health care practices which affect them. Autonomy is a key concept in health
care ethics and the right to be consulted and Involved in health care decisions
the right to give or refuse an "informed consent" is rapidly being
recognized.

The WHO/UNICEF Declaration of Alma-Ata has affirmed this in Article
4 which states that "people have the right and duty to participate individually
and collectively in the planning and implementation of their health care."
(WHO 1978, p. 3). Although the Declaration of Alma-Ata did not specifically cover the needs of people with mental illnesses and mental health problems, later developments indicated that this Declaration should apply equally
to such people-.

This evolution has occurred because of the recognition that national and
community self-reliance and social awareness are important factors in human
development. Community participation should be encouraged by providing
full information, encouraging literacy, and assuring that the necessary institutional barriers to participation of individuals, families and communities
are removed so that responsibility for health and wellbeing can be assumed by
them.
Although there have been numerous studies of participation by poor and
disadvantaged groups in a wide variety of social programmes, citizen participation in mental health programmes has received little attention (McCord,
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1982). The potential benefits of involving consumers and other community
resp'ents in the design and evaluation of the service system are numerous.
These include benefits which result from the community members' knoa:ledge of community needs, their investment in the services which are developed, and the political and economic support which they can provide to
services to which they are committed (Zinober and Dinkel, 1981).
5. Publication on Consumer InvolvementPoints to be included
5.1 Need of empowerment
The two words which most clearly sum up the current debate are "advocacy" and "empowerment" (see Rose and Black, 1985 ). Those who have suffered mental distress are often viewed differently from other citizens. Users of
the mental health service system are often viewed as deviants and the labels
"illness" or "madness" are stigmatizing. Services are often paternalistic and a
medical model of care puts great weight on the views of the doctor. Empowerment requries control over service delivery and the planning, development
and management of care. Empowerment can come in a variety of wayssimpL respect for the individual reflected in the ability to give or refuse informed
consent is one aspect; anoti.r is control over resources; and a third is the ability to speak wall .1nd on behalf of other service users openly and without fear

of discrimination.
It is also important to realise that changing services is not the answer to
solving the problem of services which are inappropriate. Changing attitudes
of professionals and community members is crucial,lind it must be recognized that consumers of mental heatlh services know more than anyone else
about what is needed.

5.2 The consumer's right to representation

Patients admitted involuntarily to a psychiatric facility often lose their civil
rights. They are generally not asked for their input about the kinds of treatment they will receive, including medication, and they often lose their rights
to entitlement programmes such as pensions and social security benefits.
5.3 Access to medical records.
In many cases, patients do not have the right to see their own medical
records. In some countries, the necessity of giving patients or their chosen
representative access to the,r medical records has been recognized and is guaranteed by law. (Fnends World Committee for Consultation,1983).

5.4 Development and organization of families in mental health services.
The organization of families into advocacy groups for relatives with
chronic mental illness is a relatively new development. There has been a
school of thought which blamed families as the source of mental illness. This
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led families to challenge the mental health system and to Join together to con
front professionals with the need for more appropriate servces (Hatfield,
1986). Recently it has been recognized that family members experience a high
degree of stress from caring. This has been increased by deinstitutionalization
and the move towards community treatment when relatives with chronic
mental illness, discharged from hospitals, return to their home, with family
members reassuming responsibility for their care ( Johnson, 1986; Cersons,
1988).

One caveat is that with the advent of family organizations, sei v ict iisers
(the patients themselves) have expressed concein that their wishes and needs
will be subsumed under those of their mo.e influential family members. In
some countries relatives have powerful committal rights which can take away
the person's rights and alienate the person with mental illness from the family
(Gersons, 1988).

5.5 Cultural differences in developing countries.

In mary developing countries the family is the most important unit of
social survival. In most instances, whether located in rural or urban areas,
individuals draw considerable support from their far...lies. This is especially
important in countries where social welfare benefits are nonexistent for persons with psychiatric disorders and where patients are completely dependent
on the family for basic needs as well as for social and emotional support.
Under these circumstances, it can be seen that family involvement in decisions which affect individuals with serious psychiatric disorders can be crucial. Furthermore, development of individual consumer advocacy groups
comprised of patients would aot only meet with disapproval and lack of success but would also leave patients without acces, to housing, food and shelter,
and basic social contact and support (i.e. encouraging independence may be
culturally and socially unacceptable).
A second issue is that in most developing countries the stigma attached to
mental illIness is very great and families proceed with extreme caution when
deciding who will know about the mental illness of a family member. Thus,
expecting anr' 'or encouraging families in developing countries to take on an
advocacy role may be unreasonable (Nagaswami, 19S8).

5.6 Professionals' reluctance to involve families and consumers.
The reluctance of professionals to involve families and consumers in the
decision-making process and the reluctance of consumers and families to
assert their views because of a fear of alienating professional staff were also
pointed out.

6. Multi-Site ProjectPoints to be included.
As mentioned above, despite the growing consensus that consumers should
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be actively involved in decisions which will have a long-term effect on Cam
lives, few programmes have been established based on systmatic input from
consumers, and even fewer attempts at systematic evaluation of these programmes have been carried out. Thus, a need exists not only to Implement
Fursuch programmes but to evaluate their usefulness and their effectiveness.
ther, there is growing sentiment that it is possible to learn from the experience
of communities across country borders. Therefore, even though there are
for
many differences between countries, there are also many similiarities and,
this reason, it is felt that our knowledge could be expanded by comparing

results of similar projects in different countries.

The following description was formulated:
"The multi-site project is an attempt to innovate and improve the servdepenices which are delivered to those people with a risk of long-term

dence on the mental health service delivery system. In order to achieve such
througha goal, experimental projects will be started in several locations
out the world under the coordination of the World Health Organization.
These projects are likely to be radically different from already known servbe a
ices in ,t least two very significant ways. Firstly, these projects will
Together
joint effort of users, family-members and mental health workers.
and w ith equal responsibility, they will develop, implement and evaluate
the projects. Secondly, these projects will reflect the belief that the users of
such services are best served by a system that takes them seriously and
accepts their input as well as their needs and demands at face value."

Several topics were identified as being urgently in need of research. The
following were included among this list:
(

)

identification of the.services which users see as being most

important;
(n)

deter/mai um of the effectiveness of a range of services and the variance in effectiveness dependent upon characteristics of the user

populanon;

(iii) determination of the cost-effectiveness of provision of services in the
community;
(Iv) determination of the most efficient means of returning mdi iduals to
the most productive position possible in the community;
(v )

(v i)

identification of the best means to help individuals attain maximum
use of their portential capabilities;
determination of the most efficient range of services for the varying
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needs of persons with chronic mental Illness bearing in mind the
heterogeneity of the population and the changing needs of persons

within the population;
(vii) identification of the best models of cooperation considering the various inputs of consume! s themselves, families, staff and professional
workers, citizen and other lay groups in the community;

(vin) identification of services that are generalizeable across cultures and
country borders with special recognition of the need for identifying
appropriate services for poor and developing countries.
7. Summary
Despite increasing Involvement of consumers in other aspects of the health
care delivery system, consumers of mental health services have rarely been
Involved in decisions about service planning, service implementation or evil;
uation of services provided. This lack of Involvement, co- ibined with the
stigma attached to those with mental illnesses, has led to a situation where
services have been Increasingly under-utilized. As a result, greater numbers of
persons with chronic mental illness have not received services which are beneficial ..to them, and families and community leaders are increasingly calling for
more relevant servites which will lead to better long-term outcomes and
greater utilization of each person's capabilities.

Families have also organized into advocacy organizations and, mos-.
recently, in some countries have begun to ask for greater input into decisions
which are made about the community mental health service delivery system.
Additionally, all those concerned: consumers, families, professional mentalhealth workers, politicians, and Insurers, have been seeking evaluation studies which will assess the relative benefits versus the costs of providing an array
of services. Thus, there is increasing pressure from all sides to deliver effective, efficient, and cost-effective services which produce demonstrable outcomes. The aim of the meeting described in this Report has been to Identify
ways in which this effort can be encouraged and the concrete means by which
WHO can facilitate research designed to answer some of tf"'F.2 questions in an
International are .
8. Recommendations

In order to carry forward the Important work of WHO'S Initiative of Support to People Disabled by Chronic Mental Illness It was felt that several steps
should be taken to ensure that the emphasis on consumer involvement in the
design and evaluation of community mental health services is strongly
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encouraged. Thus, the following recommendations were made:

1. That WHO publish a document on involving consumers and families in
community mental health ser,ices; further, this document should be written in persuasive and easy to understand language, which can be used by
advocacy groups as well as governments to facilitate the involvement of
consumers and families in community mental health services. It was particularly recommended that this documert be wide:), circulated to call
attention to the need 'or consumer and family involvement and to emphasise WHO's recognition of the importance of this topic.
2. That WHO _!evelop a mult, site research and service demonstration network, which would be comprised of community mental health projects to
be heavily influenced by input from consumers of mental services. This
multi-site protect should involve several sites which are globally representative and which include t.ountries in both the developed and developing
world. Further, this network of projects should ie designed in a vay that
research can i carried out across sites, which will provide answers to
some of the pressing questions identified about the best way to involve
families .md consumers in community mental health services. Further, this
research should be designed to identify what is the best mix of services for
the varying needs of this heterogeneous population, so that each individual is enabled to maximise his or her capability and live as productively as
possible in the community.
3. That WHO establish a inechanum for sy nthesizing and disseminating upto-date information about innovative community programmes and
research. This dissemination should be aimed at the largest possible international community in order to disseminate the important findings as
widely and as quickly as possible.

4. That WHO identify the skills necessary for training of staff at all levels to
work with those with chronic mental illness and their families in community settings. Identification of these skills and the mechanisms for training
staff should be widely disseminated to all countries.
S. That WHO identify the most cost-effect Ne means of tommunity mental
health and rehabilitation services which will maxim, e the possibility for
productive community living.
6. That WHO assist governments to ensure that legislation is enabling rather
than restrictive. Further, WHO should emphasize that local and national
legislation, as well as administrative policy, should encourage input from
consumers and families via advisory boards and other oversight committees with policy-making power.
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7. That WHO continue its efforts in line with the programme outlined in its
Initiative of Suppoi t to People Disabled by Mental Illness. WHO should
continue to focus attention on the need for consumer arid family input into
community mental heilth services and should continue to stress consumer
input as a central theme running through this Initiative.
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Introduction
The developing world is not a homogenous or uniform set w countries
with standards of living or health care that are identical. There are developing
countries with per capita Incomes of less than US $200 per year and other rocalled newly industrialised countries (NICs) with per capita Incomes exceeding US $4,000. There are also enormous differences in provision of amenities
and services to people in the developing countries particularly in health care.
In most developing countries, both the richer and poorer, the health care systems however tend to be more urban aad hospital-based and emphasize curative medicine or the life-saving arts and sciences. There is a steep drop in
availability of medical care services once a person leaves the urban and developed cities. Psychiatric care in most developing countries often takes a backseat in the priorities of health care plans. The emphasis is on saving lives, not
improving the quality of iifeespecially for people with mental Illness.
While meagre resources and high mortality rates persist in developing
countries, psychiatry it appears will remain in the doldrums of medical care.
If psychiatry is a low priority in health of the developing countries, surely psychiati ic and psychosocial efforts at rehabilitation must be the lowest priority
in psychiatry. This then is the dilemma. There is no evidence that mental 111ness in developed countries is in any way less common than in developed
countries and yet the resources available for the care of people with mental
illness is very limited by the realities of manpower and budgetary constraints.
The developing countries for the most part have also been slow in changing
the age old practices of institutional psychiatry where custodial rather than
curative practices were and Indeed are still seen as the priority. Despite this
seemingly bleak and gloomy picture, some developing countries have made
significant advances in innovating, adapting and spreading the process of psychosocial rehabilitacon of their mentally 111. It would be useful to consider
some of th,ne experiences. As examples, the ASEAN group of countries in
South-East Asia represent the NICs as well as truly under-developed regions

A..
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and their experience in psychosocial rehabilitation may be a good example of
the progress that can be made in psychosocial rehabilitation.

The ASEAN RegionA Brief Profile
The Asean region consisting of Brunei, Indonesia, Malaysia, Philippines,
Thailand and Singapore lie in South-East Asia. The name ASEAN stands for
the Association of South-East Asian Nationsan economic ano puhtical
grouping of diverse and yer related nations. In area, the region covers about
1.2 million square miles and includes over 20,000 islands and parts of the
mamiand of Asia. In population, it tills over 275 million people of many ethnic, cultural, religious and lar:guage groups. Economically, the region produces most of the world's tin, rubber, palm-oil, pepper and hardwoods as
sell as significant proportions of copra, rice, petroleum ana natural gas for
export. It is a rapidly developing region and until the recent oil and natural
resource related slump had healthy growth rates. The medical care systems
vary widely and although for the most part, no health insurance aystem
exists, governments provide virtually free medical and health care to most
areas of the country. Singapore is a modern but small city state with a high
standard of living. Brunei Darussalam on the other 'land has only 200,000
people but is probably the richest country in the world. Indonesia, Philippines and Thailand are all developing countries while Malaysia falls in
between the two groups as a rapidly developing country.
Psychiatry in Asean countries is still fairly young in its develop lent with
only about six hundred and fifty (650) psychiatrists for the 275 million people or approximately one psychiatrist for every half million people (AFPMH,
1981). However, of these, practically e:ghty per cent (80%) work in the
regions big cities of Jakarta, Singapore, Kuala Lumpur, Bangkok and
Manila. Thus, the rural or outlying areas of the Asean region are poorly
served by psychiatrists and supportive services. The problems in Asean countries, however, are by no means unique and indt..,! there are many developing
countries in other parts of the world where the situation is more acute.

Deinstitutionalisation
Most developing countries in ASEAN and other parts of the wo-ki have a
legacy of institutional care of the mentally ill. In the past, the care was c.stodial but with the advent of modern medications and treatment modalities,
.here have been moves towards active treatment among institutionalized
patients. The psychiatric institution is found by many developing countries to
be a manpower and cost-cutting means of coping with mentaliy ill in largP
numbers. The acute shortage of tramed professionals and funds however has
a serious effect on the standards of psychiatric care and in fact adds to the
problem.
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In recent years, moves have been made to separate the practice of psychiatry
its institutional image. In Malaysia for instance in 1958, the first general
frc
hospital psychiatric unit was started in Penang (Tan, 1970). This is a shortstay acute treatment unit and is run by one psychiatrist and psychiatric nurs-

ing and ancdhary staff. The unit has aboti one-hundred patients who stay for
less than a month on an average. Such units are today available in ten other
places in the country while the four large mental hospitals of 350 to 2,500
beds are slowly reducing their intake of patients and discharging where possible their long-stay patients into the community. The move is at two levelsto
demstitutionalise the large, anonymous and often poorly kept institutions
and make them more habitable, treatment-oriented, and where pv,ible, turn
them into shorter-stay hospitals. There should also be smaller short-stay
unit% in general hospitals. A third level is the starting of rehabilitation facilities, partial hospitalisation and sheltered workshops as well as mental health
movements aimed at psychosocial rehabilitation as well as prevention of mental illness at primary, secondary and tertiary levels.
In Singapore, an active mental health association has been doing valuable
work in after-care of the discharged mentally ill patients. In Indonesia, there
non of psychiatric rehabilitation in the directorate of mental health to
Is a
look into the after-care of the discharged mentally ill patients. Attempts have
been made in Thailand, Indonesia , Philippines and Singapore to move psychiatry to outlying clinics and smaller hospital units and to reduce hospital
bed', in the larger hospitals. In some cases, there have been success stories. In
others, the practicalities of finance, manpower and orgamlation make such
forward looking moves difficult.

Occupational Rehabilitation Programs for People who are Mentally Ill
The history of psychosocia I rehabilitation in the developing countries ic at
once ancient and new. So-Lalled mental patients have been employed in work
in the hospital's own kitchens, laundries and gardens for many years but the
aim ha% been partly if not largely, fill m the manpower needs and thus
reauce running costs. It was only in the past thirty years or so, that work with
the aim of truly rehabilitating the individual was embarked upon. The rehabilitation through work was the first of these measures instituted. The work
involved was usually simple and often agricultural such as vegetable or fruitgardening and sometimes, the more mundane jobs of cleaning, knitting or
basket-weaving. Gradually, the move included simp'e industrial sub-contracts. These are still limited by high unemployment rates, availability of such
industmi work and the location of the hospi l t Thailand, a mental hospital has six-hundred hectares of rice-fields which form an important source of
psychosocial rehabilitation for the recovering person who is mentally ill. In
PAwhere even in paradise, there is mental illnessat the Bangli mental

r
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hospital, coconut fibres are converted for mattress fillings and wire chain link
fences are made for sale. In the Philippines and Malaysia, 'farm-wards' are an
Important phase of psychosocial rehabilitation for the long-stay mental
patient. Vegetables and fruits are grown both for the hospital and for sale.
This also provides a source of training for the patient about to be discharged.
In Indonesia, a brand of kretek cigarettes very popular there called
'RE MEN' (for Rehabilitation Mental) is actually made by the psychiatric
patients. In Kuala Lumpur, psychiatnc patients run food services selling
snacks, drinks and meals as par of their rehabilitation training. Since 1975, a
wide range of light industrial work is being done in Malaysia on a contract
basis by psychiatric patients in Malaysia. These include making of coconuthusk and leaf-brooms, plastic contract assembly work and in the past seven
years, servicing of airline inflight audio headsets on a regular basis. Similar
sheltered workshops in Singapore carry out a wide range of light industrial
assembly work. There is a plan for an electronics microchip production and
assembly plant for psychosocial rehabilitation in Malaysia. Some long-stay
patients in Singapore's Woodbridge Hospital are retrained to do domestic
work and have obtained lobs on discharge. In the sheltered workshops, there
are opportunities for training as well as earning an allowance. In Kuala Lumpur, about thirty per cent (30%) of those trained in sheltered workshops actually obtain work in open employment and another 25-30% in some form of
sheltered employment with friends or relatives or continue in the sheltered
workshop. Another thirty per cent (30%) usually do not benefit and drop
out.

Psychological and Social Rehabilitation
Although work is aa important aspect of psychiatric rehabilitation, social
and psychological rehabilitation are important too. This has necessitated the
starting of day programs that are activity, discussion and group-orientated.
These are still limited to only some parts of the developing countries. The
western training of the psychiatrists, the traditional shyness of people in
South-East Asia perhaps contribute to their relatively slow growth. Malaysia

started its first `Da. Centre'a partial hospitalization program with group
therapy, social activity, psychodrama, art therapy and occupational therapy
in 1969. Today, there are twelve such programs throughout the country. Similar programs are also available in small numbers in Bangkok and Singapore
but largely not available elsewhere. The Day Centre movement with emphasis on group, psychological and social rehabiPtation is still nascent and
remains under-developed for lack of available expertise and funds. However,
as more tiainee psychiatrists learn this form of treatment in the training program, more such centres will hopefully be set up.
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Mental Health Associations
One of the healthy and refreshing a ,pects of the developments in psychosocial rehabilitation in the developing countries is the recent growth of mental
health associations. Formed from among lay and professional persons and
psychiatric patients, they play an impertant role in the creation of awareness
of mental illness in the population. They also help in early detection, psychosocial rehabilitation and to an extent prevention. Mental health associations
in Thi iland, Philippines, Indonesia, Singapore and Malaysia are at various
stages of development. In Malaysia, there are eight such associations helping
with the running of day centres, community programs and campaigns. Apart
from these, there are related organizations that serve special problem areas
e.g. telephone counselling services, shelters for battered women and child
care centres that also do preventive work with abused children.

Psychosocial Rehabilitation of Drug Dependence and Alcoholism
The Asean nations are in the midst of one of the most dangerous routes of
the illegal opiate trade. Heroin is easily available and heroin dependence is a
m uor problem in Thailand, Malaysia and Singapore .md becoming problems in Indonesia and Philippines. Despite efforts in the developed and developing countries, drug dependence especially to heroin remains a very difficult
problem to treat. All Asean countries h.we very strict laws on drugs and for
trafficking in drugs, the death sentence is often passed.
Thus far, thirty-nine traffickers h.we been hanged in Malaysia alone after
being found guilty of trafficking in drugs. The unfortunate victims however
re given treatment in a string of private and government-run centres and
rehabilitated.
The main method of rehabilitation for drug dependence is by psychosocial
means. The drug dependent person is given counselling, group therapy, occupational training and aftercare in the drug rehabilitation centres. The psychiatrists act as consultants in the early phase during detoxification and
regularly visit these centres for treatment of psychiatric problems.
Alcoholism rates vary in the Asean region. The populations of Brunei,
Indonesia and Malaysia are largely Muslims and hence alcoholism is a rare
phenomenon among them. However, alcohol-related problems are fairly
common in the non-Muslim countries and populationalthough its occurrence is believed to be less common than in many more affluent countries. In
efforts to prevent itr, -pread and promote treatment in Malaysia, there has
been formed a privately-run association against alcoholism. The association
(P.A.A.M.) is affiliated to two treatment centres that have regular A.A. type
treatment groups and family therapy. There are moves to form more such centre% throughout the country.
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Prevention and Psychosocial Aspect
Psychosocial rehabilitation to be ideal must have a component of prevention in it. In the Asean countries, despite their many weaknesses, there exists
some strength that prevents problems and prevents mental illnesses from
worsening. This is true in many other developing countries as well. This
strength is the strength of the families, family structure and the family support systems often breaking down or under pressure in many other countries.
The discharge of the psychiatric patient does not immediately involve halfway hc sing, social security or social worker in most cases. The family is usually willing to take the patient home, care for him and bring him back if
needed in most cases. This is a big asset as few resources are available to make
up for support systems not available.
There is of course a need to minimise effects on the family due to economic
and social pressures th,u can in the long-run erode these already present support systems.
Prevention c emotional problems should also be promoted through premarital, marital and occupational counselling as well as other detection and
counselling systems in schools or colleges. These however are just beginning
to be available. Large populations of vulnerable people still do not have
access to these preventive and early detection services.

International Co-operation on Psychosocial Rehabilitation
There is no doubt psychiatry and psychosocial rehabilitation is a neglected
ar and science in many developing countries. Priorities for other health fields
aild economic problems contribute to make these the reality. But even with
relatively meagre resources, a lot can be done for people with mental illness
who need psychosocial rehabilitation in developing countries. Money is only
one of the needsthere is perhaps a greater need for training and exchanges
of views among countries to come up with new ideas and expertise. These
can be done in many ways.
(1) There is a need for developing countries to exchange experiences in psychosocial rehabilitation. In the Asean region, an ASEAN Federation for
Psychiatry and Mental Health (AFPMH) was formed about five years ago
to bring psychiatrists from member countries for regular exchange of
views on psychiatric topics. V -its by psychiatrists from the less developed
to more developed among developing countries can be often useful.
(2) There is an urgent need for world organisations like WAPR and WHO
and other international agencies to devote more attention to the plight of
psychosocial rehabilitation problems in developing countries. The unfortunate 'revolving door' phenomenon of repeated reiapses of mental illnesses and high chronicity and under-productivity are perpetual
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problems of institutional psychiatry in developing countries. These
vicious cycles need to be broken with somc help from the world
organisation.
(3, There is an urgent need for the developed countries to share their expertise with the developing countries that need them. This can be done by
provision of short fellowships and attachments to leading psychosocial
rehabilitation centres in the developed world for promising and energetic
psychiatrists and allied professionals from the developing world to try
and learn some of the techniques and systems for adaptation in their own
countries.
(4) There is a need for a regular exchange of information among the devzloped and developing countries through a newsletter so that developments
in tilt field can be shared. The developing countries can also contribute
their experiences in overcoming challenging problems in their own countries with others who are facing similar problems.

Conclusion
The devt:opment of psychosocial rehabilitation for people with mental
Illness in developing countries is like a long jourrif y. Most developing countries are just taking the first steps on this challenging journey And being beset
by numerous doubts and problems. It is easy for overworked and exhausted,
not to mention dejected psychiatrists with so many priorities in their lives and
work to ignore or neglect psychosocial rehabilitation. They do so at not only
their own peril bat at the risk of turning many persons who can Ne helped into
persons who will be a burden on their families and the developing countries.
In developing countries, there are shortages of everything; money, food,
clothing, education and of course trained manpower, and it is easy to give up,
even before starting on that journey.
There is an urgent need for professionals from both the deve.oped arid
developing wor Id to put their shoulders to the wheel, find renewed strength
and commitment to make psychosocial rehabilitation a living and vibrant
reality for the untold millions of persons who are mentally ill.
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John Beard and Armin Loeb Award Nominations
Due November 15, 1990
The John Beard Award will be presented at th.: IAPSRS Conference in

1991 to the individual who has made the most outstanding connibutions to the field of psychosocial rehabilitation in the preceding year
or years. The contributions must have led to decisive and lasting advances in the field.
The Armin Loeb Award will be presented at the 1APSRS Conference
in 1991 to the individual who has conducted the best designed and
most useful research protect in the field of psychosocial rehabilitation
in the preceding year or years. Such research must have made significant contributions to the knowledge base underlying the current and
future directions of the field.

Guidelines for submitting nominations are available from:
Mary Huggins
Awards Committee Chair
1APSRS

5550 Sterrett Place, Suite 214
Columbia, MD 21044-2626
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An Example of a Community Based Mental
Health/ Home-Care Programme: Haidian District
in the Suburbs of Beijing, China
Shen Yucun, Chen Changhul, Zhang Weixi,
Xi Tingming, Tian Yunhuc

Introduction
According to the Chinese cultural traditions, members in a family seem to
have closer relation to each other than people in the West. They usually
accept It as their duty to help one another economically as well as in other
respects. In most cases, they tend to think it is their responsibility to take care
of those members who are mentally ill in home, rather than to send them to a
"psychiatry hospital." So, in China, most people with emotional difficulties
usually remain at home and are looked after by other members of the family.
Therefore, homc care of persons with psychiat -lc disabilities may be more
acceptable in Chinese cultural setting than in th! West.
People who suffer from mental illnesses are in special need of sympathy,
understanding and concern from those around them during the course of
treatment. They need support not only from medical workers, but also from
their family members, friends and the community they live in. If they are
deprived the opportunity to take part in the activities of the collective and
Instead live in an isolated way, the result of the medical treatment would not
be as effective as expected. In order to keep them from regressing, community
based mental heal& ...are is absolutely necessary.
In China, there are already a number of primary health care centers in the
villages. There was a hospital for each commune and there were "barefoot
doctors" in each production brigade. These made it much easier for us to
develop mental health care there and provide "sick-bed" in the hcme of
villagers.
In June 1974 a health care network was begun to be established for psychiatric disorders in 11 communes in Haidian District which had a total population of nearly 190,000. Procedures were begun, such as the training of
"barefoot doctors" and the medical personnel from commune hospitals mnd
the identification of the people with severe psychiatric problems in the Dis-
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trim While giving the patients various kinds of treatment, the primary health
workers paid visits to the patient's family from time to time under the supervision of staff from the psychiatry department. If the patients' condition
Improved, we would encourage them to join in more social activities. They
either chd some household work or took part in some cdective farm labour.
With this they could keep improving, and the result was quite satisfactory.
More than 200 patients with schizophrenia received drug treatment in combination with this kind of home care. In the successive 5-6 years, good remission and marked improvement had been achieved in 600/0 of the patients with
schizophrenia. Before getting this kind of community home care, only 2.9%
(10 /206) had kept up full-nme farm work in the collective. But in 1979 this
percentage rose to 47.1%. The number of patients who were unable to do any
household work or take part in collective labour was reduced from 82% to
5.8%. This can never be expected in hospital treatment.

Setting Up a Community Mental Health Care Net in Haidion District

General Information: Haichan hes in the northwestern suburbs of Beijing,
covering nearly 433 square kilometers of land. The population has remained
stable. The birth rate was 16.96%; the death rate was 7.78%. Natural
growth of the population averaged 9.18% a year. Density of populat,on in
this district vaned from 278.4 person per kilometer to 550.2 person per kilometer. According to the 197 Y census study, 27.4% of the population was aged
0-14; 62.7% aged i 5 - 59, and 9.9% was over 60 Male to female ratio was
1:1.2. Structure of families had been changing in recent years. There were
found a few extended families. When children grew up and got married, they
formed their own families, but they usually continued to live in the same
courtyards so that they could still help each other. Each family consisted of
four -lembers on an average. 1 he Income of most of the peasants in this distil( . nad risen to close to that of people who worked in the city. The communes that ran factories or other entel prises and those whose chief income
was from growing vegetables and fruit trees were naturally richer than the
communes in distant or mountainous areas where nothing grows but grain.
The average income for each member of the richer communes was double
that of the poorer ones. In four communes located close Lo the city, the commune members enjoyed free medical care and even funeral expenses were provided by the collectives. Children could attend the kindergarten free of
charge, and enjoyed ten years of schoot at public expense. In the outer sub,.-bs the communes were not very rich, the peasants could only enjoy partial
free medical service and other kinds of public welfare. Junior high schools
:iad been popularized since 1949 and senior high schools since 1975. Literacy
was very high. Only a few Illiterate persons could be found in the age group
over 60.
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Procedures for Establishing a Mental Health Care Net
Psychiatric training of medical personnel: Attention was given to the trainhospital for a period
ing of one to two medical personnel from each commune
of 4-6 months and one to two "barefoot" doctors from each production brigade (village) for one week. A total If 240 "barefoot doctors" and 14 hosilital's medical personnel were trained. The average ratio between the number
of "barefoot doctor" trained and the population of village was 1:750. The
ratio between hospital's medical workers trained and commune population
was 1:13, 000.
Field survey: A list of persons with suspected mental illness in each producnon brigade was provided chiefly by the Thai efoot doctor" in charge. Key
information was collected from the head of brigades, the police, and the psychiatric department of the district polyclinic. A psychiatric interview of each
patient with suspected mental illness was carried out by an experienced psychiatrist. The average time spent in examining each patient was about one
hour, including a case history taken frcm the patient's relatives. Diseases
Investigated Included different kinds of psychoses, mental retardation and
epilepsy.

Systematic drug treatment for those indicated: Psychiatrists from our institute together with the "barefoot" Joctors in charge and medical workers from
the commune hospitals periodically called on the patients under treatment.
The investigation and organization of mental health care services throughout the district were completed by February 1977. A total of 1,333 patients
with severe mental Illness were identified and 787 home beds were settled by
the end of February 1977.
In the agricultural Haidion district the prevalence rate of sfhizophrenia was
1.82%, reactive psychosis 0.26%, manic depressive i...ychosis 0.07%, other
psychoses (Involutional, ateriosclerolic, senile, presende, psychosis due to
intoxication or Infectious disease) 0.27% , epilepsy and mental disorders epileptic in origin 2.1%, and oligophrenia (severe and moderate degree) 2.57%.
No alcoholism or drug addiction was found then.
Clinical Features of Schizophrenia and the Therapeutic Effect of
Community Home Care
In the 300 cases of emotional disorder among 156,200 people in the 11
communes iii$restigated, the clinical data are shown as follows:
Prevalence rate: The prevalence rate was 1.9% . For males it was1.2% (87/
74,5000) while for females It was 2.6% (213 /81,700), with a sex ratio of
0.46:1. The prevalence in both sexes rose from the 25-29 age group, peaking
in the 40-49 age group. Male prevalence was comparatively higher than that
of female under the age of 30-34 but female prevalence went up after age 35,
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then rose straight up until the age of 40-49. This was 2.5-3.2 times higher
than male prevalence (February 1977).
The prevalence rate of 10 communes ranged from 1.0% to 3.2%. The highest prevalence of schizophrenia was found in Yuyuantan Commune, with the
highest density of population, which borders on the city. Ditference in prevalences did not seem to have a significant relation to the average income or to
the geographic position of the communes in our district.
Clinical features: The general clinical features of schizophrenia in this district indicated a high degree of rhronicity and a long duration of course, with
71.1% as chronic and sub-acute and 28.c as acute. Disease course extending five years was 68.5% and that extending beyond ten years was 39.3%;
19% (61/ 300) obviously deteriorated. Among them 46.8% had a chron, :
course (symptoms persisted), 16.8% a progressive course, 26.9% a remittent
course and 9.4% only one episode.
Mental Staus During the Field Surve; : In course of the field survey 77.7%
(233/300) had obvious psychiatric symptoms; 7% (21/ 300) was in partial
remission; 15.3% (46 /300) in good remission. Clinical types included paranoid 54.3%; chronic 19.7%; hebrephrenic 11%; simple 2%; peudoneurotic
0.7%; catatonic 0.3% and others 12%. As a rule, these chronic patients were
looked after by one of the family members and lived in a separate room. They
were isolated from the social life for a long time and did not participate in any
collective labour. The survey also showed that among the patients 62.3% had
received treatment, 7.5% had been treated only for a short time and 30.1%
had never received any prior treatment. The reasons varied significantly:
some of them were skeptical about the treatment, saying that mental illness
could never be cured, while others believed that emotional Illness was due to
the fault or lack of morality of their ancestors. Still others were reluctant to be
treated in any way simply for economic reasons.

Follow-up Study after the Setting up of the Community-Home Care
Service in the District
All patients receivt.d an average course of drug treatment of 2-3 months in
combination with home care and were followed up as long as possible. The
result of this kind of mental health care was promising: good remission being
achieved in 35.9% (74/ 206) and marked improvement in 32% (66/ 206) in
1979. The working capacity of the patients in the family or in the community
was obvious!y improved. Out of the 206, 134 were found fully recovered.
Before the treatment, only 10 out of the 206 were doing normal farm or
household work. From January to February 1982 a team of two senior psychiatrists and one resident was sent from our institute to these communes for
an intensive investigation. All the schizophrenic or possible schizophrenic
patients who had had contact with the medical workers of the primary health
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care in that distna or other mental health services in this city were interviewed by the team. The recovery of the patients in their socul and family
functioning in these communes in 1981 was abrut the same as in 1979 for the
whole district. The patients who took part in ncrmal farm work or household work in the year of 1981, made up 44.19% and 11.63% respectively.
Only ten of the patients could not work: five because of chronic detenoranon, one had a new episode and the other four had exacerbation of psychotic

symptoms.
Albeit, China is undergoing significant socio-economic development in
most recent years, the community-based mental health care program continues to function. For instance, according to the statistic data, by the end ot
1986, the total schizophrenic population in Haidian District had grown to
367 against that 206 in 1979. Out of the 367, 34.1% (N=132) was in renussion, 25.6% (N=99) was markedly improved, 25.8% (N=100) was
improved, while only 14.5% (N=56) remained unimproved. This distribution is very close to that in 1979.
The work of developing mental health horne-care in the primary health
level not only benefits the panents and lightens the burden on the state, it also
promotes the people's socialist ethics all over the country. In short, what we
have done over these years in the rural areas is based on our understanding of
the principles of mental health, of the social environment of the patient, the
importance of normal social activities and family support to one's psyche and
his own state of mnid. This may explain why we h.we obtained some fairly
good results in our research program. And ano her undoubted factor is the
superiority of the socialist system. For without the support ot the Health
Bureau of Haidian Dis:nct and the close cooperation of the patients families
and the whole community, we could not haw been able to achieve such results
uted above.

A Brief Synopsis
Out of 217 cases of schizophrenia defined in the national epidemiological
survey on psychiatric disorders in 12 areas m China , 176 cases with a course
over 5 years, 121 cases over 10 yearsind 102 cases of paranoid schizophrenia
with a course over 5 years as three groups were analysed with multiple
stepwise regression in the computer to screen (Hit those factors which might
play key roles in the prognosis of schizophrenia. 18 variables selected in this
analysis were sex , marital status, family history, life event, physical cause,
time of relapse, drug treatment and family care, etc. Results uncovered that
the most influent ul factors for this prognosis, in order of importance, were
first family care, then times of relapse and drup, treatment. The relationship
among these three main factors and the in plication of these results in the
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development of tertiary prevention in community were also discussed in
detail in this report.
REFERENCES
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N.B. This study was possible as a result of policies instituted during the
cultural revolution. Since 1987 the program has changed considerably as
Haschan district has become more urbanized.

CRT/outpatient Clinical Administrator
United Counseling Service is a private, non-profit community mental health
center located in the beautiful green mountains in Bennington, Vermont. We
are currently recruiting for a CRT Outpatient Administrator to provide division leadership for our Community Rehabilitation Treatment Program. This
varied position offers clinical and administrative opportunities. Responsibilities include directing a three compc.ient program which services adult individuals with mental Illness. The program is comprised of community based
services, a psycho-social clubhouse and a 24-hour residential group home.

Additional dunes include participation as a member of the clinical team,
wIsich provides psychotherapy and emergency services.
Successful candidate will possess sound clinical training and administrative
experience. Community integration experience strongly preferred. Masters
degree in social work, psychiatric iwrsing or a related discipline required.
For immediate consideration, submit confidential resume including salary
expectations to:

Personnel Director
United Counseling Service
P.O. Box 588
Bennington, Vermont 05201

or call:
(802) 442-5491, ext. 226

An Equal Opportunity Employer
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Nigeria: Report on the Care, Treatment and
Rehabilitation of People with Mental Illness
Tolani Asuni M.D.
Dr Asum is affiliated with the University of Lagos Medical School and is
past-president of the African Psychiatric Association.

There are nine psychiatric hospitals of varying sizes in a country of about
90 million. Sizes vary not only in terms of ground space but also in terms of
patient population. Initially during the colonial period (Nigeria was a British
Colony until! 1960 ) the three psychiatric hospitals, were located in the Southern part of the country. These housed a large number of patients. With the
c:eation of other psychiatric services in the country, and particularly with
active efforts to depopulate the hospitals, the in-p..nent population in the
large psychiatric hospitals has been considerab1. ' reduced. It has to be noted
that when we talk of large in-patient population, we are talking in terms of
hundreds and not thousands. Also initially, the hospitals were more custodial
in function than activdy therapeutic, and they were Indeed called asylums
and the psychiatrists were called alienists in keeping with the tradition of the
British and the rest of the world at the time.
Active therapeutic activities were initiated in the mid 1950s ane the use of
"asylum" and "alienist" also started to be changed. Now psychiatric services
are concentrated in the southern part of the country. There are still as many as
five states (mostly in the north) of the 21 political states in the country without any modern psychiatric service.
The question may be asked as to what happens to persons with severe mental Illness in places where there are no modern psychiatric services. Some of
these were and are still kept in prisons and indeed some prisons were gazetted
by the Colonial government ..s asylums. Some people are in the care of traditional healers. In this regard It has to be mentioned that a large number of the
general population still believe that persons with severe mental illness lie more
within the competence of traditional healers than modern psychiatry. Syncretic religious cults claiming to have healing power, and ability to cast out
devils in mentally ill patients are attracting these patients. They are called
syncretic because they combine aspects of Christianity and traditional religion in their practice.
Treatment by Traditional and Religlous Healing Methods

The care and treatment of persons with mental illness by the traditional healers generally involves the active participation of relatives of the mentally ill. In
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fact the relatives have to live with their ill member in the compound of the traditional healers to provide creature needs of the patient and also to participate
in the healing rituals. The treatment consists of administration of herbs and
performance of rituals with recitation ohncantations. Rauwalfia Serpentina
has been !dentified a, one of principal components of the traditional healers
concoction. This has known anti-psychotic properties. The pan' s movement% are restricted within the compound by some physical t,
ons to
prevent them from running away and doing any harm. Tbien more
involved in
freedom of movement as their mental state improves and L;
household chores and other village community activities. Some traditional
healers who are also farmers engage their patients in farming sometimes in
lieu of professional fees.
Even though it is not identified as such, rehabilitation is built into the system of care and treatment by traditional healers by the involvement of the
patients in the various activities mentioned depending on their mental state.
Some patients stay with traditional healer, for years.
The care and treatment of persons with severe mental illness by syncretic
religious cults have not been studied in depth. It is conceivable that the religious healers also apply physical restraints for the disturbed patients. They
use mostly prayers and the annointment of holy water and holy oil. The
patients also participate in the singing and dancing which are part of their
rituals. Since these activities go on till very late in the nightsometimes all
nightthe patients do not sleep. The Improvement of patients with depressive illness (if any) may be due to the enforced insomnia, which is known to
have some therapeutic effect on some depressed patients.

Care, Treatment and Rehabilitation by Modern Psychiatry
Patients very seldom come in on their own. If they do, they are usually sent
back to bring a relative. The reason for this is 'Itat patients are not treated In
isolation from significant persons to them. In am case what a patient reports
of him/herself cannot be relied on absolutely. A third person ,Iccount is therefore considered ver essential for assessment.
All kinds of subtertuge are used to get psychotic patients to cow,: to the
psychiatric hospital. In cases where the patient is resistive, destructive, or
ggressive, physical measures are taken not only to subdue him/her but also
to facilitate his transpoi tation to the hospital. Ropes have been used to ne
their hands behmd their back, ald the ankles together, fetters have also been
used, as well as handcuffs, as well as wooden blocks with horseshoe-shaped
metal to hold the ankle. The patient is brought with these contraptions, the
nmst traumatic of which are the ropes which are often too tight and impede
blood emulation causing swelling of the extremenes. The contorted position
in which the patient is forced can be severely uncomfortable and agonizing.
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These physical restraints are used more by rural communities without adequate modern health facilities. These patients in pain and seere discomfort
on arrival in the hospital beg to be relieved of their suffering and promise to
co-opente with the hospital staff. In most cases, especially if they have travelled long distances, they are so exhausted that they are subdued. The first
question we usually ask the patient is why he ha% been so physically
restrained. The usual answer is that he does not know, or if he is paranoid,
that they want to kill him. Then we ask those who have brought him why they
have had to restrain him physically. They then recount his aggressive, destructive behaviour. The patio . is then asked hi% reaction to the relatives' report.

This Is uFually denial or the patient nuy be abusive.
If his relative% have reasons to bring him to the hospital by this method we
have to look critically into he situation and we can only do this with the
patient's cooperation with us. Anxious to be relieved of his discomfort, the
patient is willing to cooperate. He is then untied. In the meantime, a full history is take.' from his relatives, and if the patient himself is not too disturbed
hi% own version of his history is also taken. In this situation, it is not considered advisable to try to treat the patient as an outpatient, as he is not likely to
cooperate with his relatives. He is admitted into hospital and the relatives,
especially if hey have come from a long distance are expected to stay around.
The Village around the hospital is available fo. -uch a situation.
For those who live nearby it is possible to treat such highly disturbed
patients on an ambulatory basis, by giving high doses of anti-psychotic drugs
and giving daily appointments to assess the situation.
In the big cities where medical services and law enforcement agent% are
available, different strategies are used to take very disturbed patients for treatment in modern psychiatric facilities. Such patient% are some times forcibly
sedated at home and then taken to a psychiatric facility where previous
arrangement has been made for admission. The Issue of the right of the individual does not arise as his right is considered to be contingent on the right of
his family who are at the ceceiving end of the patient's embarrassing, aggressive and destructive behaviour.
To avoid the possibility of psychiatry being used to put away an individual
for nonchnical reasons, the patient on recovering from sedation is assessed
with the background information already given by his famil; lt is almost
unheard of for the hospital or the family to be taken to court by such patients
for illegal detention or violation of their human rights. This is particularly
striking when It is appreciated that such patients in the cities are sophisticated
and are familiar with the concept of human rights and legal process. In fact it
is when they are haying a relapse of their psychotic illne,s that they threaten
to take legal action against family members and psychiatrists for their earlier

involuntary admission to hospital.
Another strategy which is often used is to invoke the law. Members of the
family swear an affidavit in court stating their observ.iiion of the psychotic
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behaviour of the ill member before a magistrate who then Issues a court order
for the admission and observation of the ill member for a given period which
can be extended. It has to be noted that even though the law books talk only
about observation, in practice treatment is initiated as soon as It is ascertained that the patient is psychotic. This practice has never been challenged in
court. This is the formal legalistic way of getting a disturbed patient to treatment. Even though admission by this process is involuntary, the Involuntary
nature of admission ends with the period stated by the court, but treatment
continues on voluntary basis. It is only when the patient continues to be very
disturbed at the expiration of stated period, that the hospital ,i-eks to exten,
the period.
A kss formal way of invoking the law is to have a patient arrested for an
offense which he has committed. This arrest is often prearrang _ uy the family who then appear to be on the patient's side; by giving the information to
the police about the patient's possible mental illness. Instead of the patient
being processed through the criminal justice machinery, he is committed for
treatment in a psychiatric hospital. Since it is his criminal behaviour that has
brought the weight of the law to bear on him, he cannot blame ais parents.
On the other hand, he pleads for the parents' effort to get him out. The parents advise him to cooperate with the hospitals authorities, as they are the
only ones who can effectively Inform the court that he is able to be
chs-harged.
This account of how patientQ ',,-:. brought to the modern psychiatric facilities will not be complete without mentioning two other situations. One concerns forensic psychiatric cases referred to psychiatric service for observation
and irport or for detention. In this regard most psychiatrists have always
insisted that the accused or convicted person referred to them must be accompanied by relatives and request detailed a account of the criminal behaviour
of the individual concerned and also back ground history.
The rationale behind this request is that those referred to psychiatrIsts are
those who have committed very serious offenses, particularly homicide. One
cannot rely entirely on the account given by the concerned person. 'riot can
one rely exclusively on the result of psychiatric assessment without Information from other relevant sources. Furthermore, the objective of psychiatric
intervention is treatment with the expectation that the treatment will be successful. If this expectation is achieved, the psychiatrist will have accomplished his objective and it is the responsibility of the criminal justice system
to decide on the disposal of the case. The rational disposal of the case is discharge to the custody and care of relatives. If relatives have not beer. Involved
in the treatment programme from the beginning, It will be difficult to have
them accept responsibility at discharge, even if they can be traced at this
late stage.

The other situation is when vagrants who seem to be psychotic are collected from the streets for humanitarian, political, cosmetic or research rea
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sons and psychiatry is Invoked in their management. From time to time
destitute people are collected from the streets of large cities with :he stated
objective of rehabilitation. These destitute people often include people with
physical disabilities and some with psychosocial disabilities and occasionally
those without any apparent disability. Experience has indicated that psychiatrists should only accept involvement on rhe condition that the concerned
authorities should make available all that is aeeded by the psychiatrists to do

their work efkctivelydrugs, equipment, trained personnel. lithe primary
concern of the authorities is cosmetic--to rid the streets of what they consider eye soresthan they should leave psychiatry out; but if they are equally
concerned about the vagrants who seem to be psychotic as individuals who
need psychiatric help, then psychiatry can usually be involved.
The occasion has been used to warn the authorities to avoid the mistakes of
technologically developed countries which built large asyl ms which later
became a bane to psychiatry and psychosocial rehabilitation.

The Initial Psychiatric Interview
The Psychiatric Interview should be a group activity because as many significant members of the patient's family, friends, co-workers as are prese A
are invited to participate. 1 he patient is first asked what his problem is, 11.01mg becn reassured that we arc there tt, give him our spewlist attention. In
some cases, the patients gave only somatic complaints like insomnia, and loss
of weight. The accompanying relatives and friends are then asked about the
reason they have com,. with the patient and their observation. The degree of
his acceptance of the relatives report is a measure of his insight. If he accepts
there is something w . ong mil, him, It is easy to treat him, and in this case he
may cven be considered for irearment on an out-patient basis if he is likely to
cooperate with his relatives. Even when he fa:Is to accept that there is sometin 1g wrong with him, we focus on his problem of insomnia and loss of
weight for which we can help him. The level of his functioning in various
areas are also explored and almtA invariably some areas of dysfunction like
gi% ins, up his job and isolating himself are identified. These are also used to
persc,de him to see that he needs help. On the basis of this, we persuade him
to come in for admission. With this approach involuntary admission is considerably reduced.
When the patient lacks insight and becomes aggressive, interrupting the
interview, he may be asked to step out of the room to allow the relatives to talk
more freely without interruption. The techniquo we use is to ask the patient
to accept admission to hospital for observation to confirm or refute the report
ol his relative. Since we do not five with him we are not in a position to assess
the veracity of the report of his relatives, and he will be helping the situation if
he were to accept admission to enable us make our own observation. Some
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times this does not work, and the patient has to be forcibly sedated to be
admitted. It is interesting to note that most of the patients who say that there
is nothing wrong with them accept medication and other treatment modalities without any objection once they are admitted to hospital.
During the initial interview of the patients and relatives, the family
dynamics are some times exposed. One critical parent and the other indulgent, the double bind phenomenon, the expressed emotions, the manipulating and coping method of the patient, sibling rivalry, the passive father ot
mother, the overbeanng father or motherare all exposed and notes are
made of this not only to guide the decision on where the patient is going to be

treatedoutpatient or inpatientbut also the degree of family therapy that
will be needed.
In addition to the above, the initial interview affords the opportunity of
establishing rapport with the patients. It is not expected that all detailed

information will

collected in tht f:est Interview, Nit th- foundation will be
laid, and the atm .phere of confidence create.; which will facilitate future
interaction. Further more, the initial interv ew may indi ite the seriousness
and complexity of the case.
The decision on whether to admit a patient into hosr!tal or treat the patient
on out patient (ambulatory) basis is based on clinical and sociological considerations: Clinical in terms of level of insight, level of cooperation, suicide
risk, level of aggression, how long the patient has been ill; sociological in
terms of availability of relatives to look A fte r the patient at home, distance to
the hospital, tolerance or intolerance of relatives, how much of a physical
and /or emotional strain It has been for the relatives. They may need to he
given a respite, but are they looking for a place to dump their ill member?
A plan of tre.ament and management is discussed with the relatives and
also with the patients if he/she is amenable. The role of the hospital, of the
relatives and of the patient are defined. It is emphasised that the relatives have
a vital part to play in the treatment process which does not end with hospitalization, and this includes regular visits.

Treatment Modality
Treatment is based on the findings of both physical and mental state examination; and also relevant laboratory investigations. Minor physical ailments are
treated by psychiatrists.
Psychiatric treatment includes formal entities like psychopharmacology
and group psychotherapy, occupational therapy, electroconvulsive treatment
as well as the informal ones such as hospital melieu, superficial psychotherapy, family therapy geared towards drawing relatives' attention to unhealthy
interactions; psychotherapy with the patient is geared towards Identifying
patients' dbnormdl experiences like delusions and hallucinations with the aim
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of illof letting the patient appreciate that these experiences are symptoms
amenable or at the
this
when
the
patient
is
not
ness. It is futile attempting
that
height of his illness. It is only when drug therapy has had its desired effert
psychotherapy can be effectively started.
The patient is helped to recall the genesis of his illness, the circumstances
surrounding the beginning and early symptoms. In th is exercise his relatives
In doing
may be invited to add their own observationind their own reaction.
about
mental
illness,
how
to
prevent
this, both patient and relatives learn
relapses and how to nip it in the bud before the patient looses touch with
reality.
behaviour or
In situation% where the patient does not recall his abnormal
which the relcontinues to deny it, a "confrontation interview" is arranged in
the
presence of
atives are invited to relate their observations to the patient in
The
effect
of
this
is
some
times drahospital staff-nurses and psychiatrists.
his
matic. It is as if the veil is lifted and the patient suddenly appreciates
behaviour.
He
may
become
remorseful
abnormal and sometimes offensive
and apologetic to his relatives. It is at this stage that discharge of the patient
can be considered and planned.
There are cases however in which every effort to open the insight of the
satisfied with the
patient to the same degree fails. This is when we have to be
considered
for
positive change in behaviour and the patient can still be

discharge.
Individual psychotherapy is complemented by group psychotherapy which
be for a mixed
can take different forms. It may be fc: selected patients; it may
be nurses, psyhospital
staff
who
act
a%
catalyst
may
group of patients. The
chologists or psychiatrists. The patients are in fr rmed that this is an essential

brought them to
part of their treatment. They are requested to relate to what
They
learn
from
each
other
and they come
the hospital and their experiences.
them. They give
psychotic
experiences
are
not
peculiar
to
to realize that their
each other advice. It has been observed that it also has a socialising effect

especially with patients who art withdrawn.
The occupational ther py includes a wide range of activities, depending on
the facilities available and the imagination and skill of the therapists. In addition to updating the patient's skills, new skills ate taught. The psychopathology and symptoms of the patients are taken into account in planning activiarranged for
ties for them. They play games and dancing sessions are also
the
occupational
therapy departthem. The nurses accompanying patients to
By
so
doing
they
get
to
know the
ment participate in the social activities.
like knitting,
possible
some
of
the
individual
activities
patients better. Where
are continued back on the ward.
When relatives visit their ill members, the interaction between them and the
patients are watched by the nurses, and when necessary the nurses may intervene, especially when relatives do not show much understanding of the nature
of the illness and tend to be critical and blame the patients, or when they are

over indulgent.
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There are regular weekly ward rounds in which all the members of the
treatment team sit with the patients in turn and they review the progress and
treatment of the patients. If any relative happens to be around, he or she is
invited at the appropriate time to participate. Reports are given from the different perspectives of the team members. The patients are asked to react to
these reports. Their action is usually indicative of their progress. Further
treatment and management -ire decided at these ward rounds.
The patients compliance with the treatment programme is very high, especially where unsophisticated and not too westernised patients are concerned.
Our patients do not seem to be interested in the nature of their medication or
how It works. There have been situations when relatives who have heard of
ECT or seen the positive changes in other patients, have requested the treatment for their ill member not knowing the indications for it. It is the responsibility of the staff to explain the indications to them, and to assure them that
appropriate treatment is being given.

Discharge Procedure
Discharge of patients from hospital is considered on various interrelated
parameters. It is not enough for the patients psychosis to subside and his
behaviour return to normal. It is essential that he has considerable insight
into the nature of his Illness and its manifestation. It is also necessary to
ensure that the relatives are satisfied with his/her improvement. They are
invited to express their views, anxiety, misgivings, anticipated problems and
expectation. Their reaction to the patient is explored, and they are advised
about management at home. The need for maintenance medication is
explained and they are advised to monitor this.
The plan for the patient in terms of his occupation, education and day to
day living is discussed with patient and relatives, so that a rational decision is
made before the patient is discharged. The continued participation of relatives in the treatment programme from admission facilitates the discharge
procedure and a number of issues will have been addressed before the consideration for discharge.
When all these arrangements have been made, the patient is discharged
to the care of his relatives with an appointment for follow-up attendance in
the out-patient clinic.
In some cases, especially those in which the relatives still harbour some
misgivings about the patient's readiness to return home, or the patients have
been ill for a long time, trial discharge or parole for increasing time periods is
practised. During the trial, emerging problems are resolved and the adaptation of the patient to living at home becomes a gradual process.
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Follow-Up
The philosophy behind the follow-up exercise is that we all have our breaking points which are constitutionally determined and there is very little we
can do about it. What we can modify is the environmental factor which has
triggered off the psychotic process. In scale cases, this environmental factor
can be identified. Some are ineviuble as part of the process of living. In that
case the patient may need to take his maintenance medication for a long time
until his circumstances change. For instance getting an educational or professional qualification, getting married may help to fortify the patient from fur-

ther breakdown.
An appropriate and reasonable parallel to psychosis is malaria (table 1). A
person who lives in an endemic area for malaria will continue to have malaria
fever periodically until he / she develops at best a partial immunity. If he is to
avoid a recurrent malaria fever, he has either to quit the endemic area which is
equivalent to his changing his constitution in the case of psychosis, and this is
not possible, or taking his prophylactic antimalaria drug regularly which is
equivalent to taking his maintenance medication regularly. This is the rationale for maintenance medication. Even then, it is not an absolute. A person on
his prophylactic antimalaria drug may still develop malaria fever if he has a
massive dose of infection, but the fever will be attenuated. Similarly a person
susceptible to psychotic illness may still breakdown in spite of his maintenance medication, but the illness will be attenuated and can be arrested
before it blows up. Follow-up is therefore a primary preventive measure.
Relatives are expected to accompany the patients on their follow up
appointments. In addition to the patient's self report, relatives are asked to
relate their observamn of and feeling about the patients. With this we can get
some knowledge of the dynamics in tl,-.: home and suggest changes or modification where necessary. It is only when the patients are well stabilized that the
need for the relatives' attendance may not be considered necessary.
At the initial stage follow-up appointments are frequent, and they get progressively prolonged as the patient stabilizes, and the maintenance medica-

tion is reduced to the bearest minimum or even discontinued.
In situations where the trigger factor is identified and it is necessary for
growth and development like academic or professional examinations for
instance, the patient's maintenance medication is discontinued early, but he/
she Basked to report when he is preparing for another examination. He is
carefully supported with psychotherapy and if need be with medication to
tide him /her through the stressful period.

Concluding Remarks
The pattern which has been described is the standard practice but the
extent to which it is followed is determined by many factors which include the
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type of training the psychatrist has had, his experience, the availability,
training, experience and perspective of other members of the psychiatric
team, and material resources. Where there is abserse or shortage of specialized psychiatric team members, as there are in many cases, those available
will need to be flexible in their roles. In such cases, we cannot afford compartmentalized roles. The perceived need and gap will have to be met and covered
by those available.
We have found kit nurses can function as therapists, psychiatric social
workers and even occupational therapists when the need arises. In fact, in
Nigeria experienced senior nurses have started and run psychiatric facilities
before trained psychiatrists came on the scene, in a few situations, and they
have done very well indeed. It :s also to their credit that when psychiatrists
became available, they were able to work with the psychiatrists without manifesting any reaction of displacement from their pioneering and leadership
status. It Also must be said that this acceptance of their changed status was
facilitated by the maturity of and appreciation E the psychiatrists, who
regarded the nurses as true partners in the care of people with mental illness.

Tablel
Comparison of Malaria Fever and Psychosis
Predisposing Factor:

Malaria

Psychosis

Living in endemic. area (>f

Constitutional genetic

malaria
Immediate Precipitating
Factor:

Infection I,) Malaria Parasites

Stressful environmental factor
which may be cumulative

Treatment:

Antimalaria drug%

Eclectic including psycho pharmacology 'psychotherapy'
occupational therapy etc

Prevention of Relapse:

(a) Relocating to non endemic
area if possible

(a) Changing constitution and
genetics--which is not pos-

(b) Taking prophylactic antimalaria medication
Manipulation of environment by skeping in screened
rooms or under mosquito
nets.
Relapse:

(a) Massive dose of Malaria
Parasite% when on prophy-

lactic medication
(b) Attenuated fever which can
be nipped in bud

4$-;

sible

(b) Taking maintenance medi-

cation and manipulation of
environment when possihk,
especially Expressed emotion (EE) element

(a) Overwhelming stress when
on maintenance medication

(b) Attenuated psychosis which
can be nipped in the bud.

A Model For the Care of People with Psychosocial
Disabilities in Sri Lanka
Na lake Mendis
Dr. Menclis is at the University of Colombo, Sri Lanka.

This paper reviews the problems and care of people with psychosocial disability in general and discusses the mental health program in Sri Lanka in the
context of social, cultural and economic factors in the society. A model for
the care of people who have psychosocial disabilities is proposed and a project based on this model is described. A preliminary evaluation and recommendation for an Improved program is attempted.
In spite of modern treatment methods, high relapse rates and prolonged
social disabilities continue to affect the long term outcome of schizophrenia.
Approximately 30% to 50% of people diagnosed with schizophrenia develop
relapses ,-And an equal proportion develop social dic ibilities. There is evidence
to suggest that the outcome of schizophrenia in other developing countries is
somewhat better; however, even in these countries about 25-30% do not fare
well in the long term.
During the last three decades many western societies have been responsive
to the needs of people with mental illness and particularly those who are
chronically disabled and have developed favourable social attitudes which led
to a series of changes in the care of this group of people. Large numbers of
long term hospitalized patients have been discharged to the community. Psychiatry has been Integrated to the general hospitals increasingly and many
welfare measures have been Introduced to support people with disabilities in
the community. Legislation has been liberalized to help persons who have
mental illness.
During the same period many advances have been made in the areaof clinical psychiatry. Prophylactic medications have been successfully used in the
prevention of schizophrenic relapses. Social and psychological factors precipitating relapses have been identified and new techniques of psychotherapy
have been introduced to aftei care programs. Family counselling and social
therapy have been practiced with varying success. Newer techniques such as
behaviour modification, assertiveness training and social skill development
have helped a large number of rehabilitation programs. Clients with longterm disability who are in the community without residential facilities have
been provided with hostels and group homes.
In order to meet these expanding services, an Increasing amount of
resources, both man-power and finance have been diverted to programs
related to psychosocial disability. Development of the subspecialty of rehabil-
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itation psychiatry, training of non-psychiatric and non-medical health professionals, introduction of community mental health workers and a variety of
other facilities no doubt have helped people with severe mental ::lness.
The development of programs, however, have not been uniform due to
social political, economic and cultural factors in different societies. Among
the different models, the community mental health centre concept in the U.S.
and -he district based community care model in the U.K., are well known.
Similarly, models have been developed regionally; for example in Bangalore
in India and in South Verona in Italy. It is in this context that I have been
exploring the possibility of developing an appropriate model of care persons
who have severe mental illness in Sri Lanka.
Before the discussion of the details of the proposed model, let me present a
description of the mental health program in Sri Lanka.

The Existing Mental Health Program
The state mental health program in Sri Lanka was established by the British
colonial government when legislation was introduced to establish an asylum
for the insane in 1838. Since then, except for the opemng up of follow up clinics during the World War II and establishment of a few general hospital units
in the sixties, all the mental health activities have been revolving around the
mental hospital. There have not been any significant changes in many areas of
mental health legislation. No attempts have been made to deinstitutionalise
the long stay patients or to develop community based facilities, such as aftercare and rehabilitation programs. Mental health care has not been integrated
with general health care in a substantial way.
At present there are about 3500 inpatients and about 3000 of them are in
the four mental hospitals situated outside the capital, Colombo. Nearly 2000
of them are long stay patients. About 500 short term patients are scattered
among 6-8 general and teaching hospitals in the major cities. There has not
been a significant change in the number of total beds during the last few decades although the bed occupancy rate has dramatically Increased. Inpatient
units are often overcrowded and the patients have to travel long distances to
reach a psychiatric facility, bypassing a number of general health facilities.
The number of long stay patients remains static in the mental hospitals. However, there had been a rapid turnover of patients both with a first episode as
well as relapses of psychiatric illnesses. Increasing numbers of patients have
been in contact with the psychiatric sk vice during the last few years. There
are out-patient clinics (both follow up and assessment) attached to most psychiatric inpatient facilities. The University Psychiatric Unit, General Hospital Colombo has increased its admissions by 300% during the last 15 years.
The average inpatient hospital stay is about two weeks. Similarly the mental
hospital admissions too have increased dramatically due to admission of
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patients with relapses. A very large percentage of people diagnosed with
schizophrenia are treated as outpatients with neuroleptics. The admissions
are voluntary, except for forensic and other crime related mental disorders.
Very few health profe.,sionals other than psychiatrists work with psychiatric
patients. Most psychiatric facilities are in urban areas and more than 50% of
the psychiatrists work in the city of Colombo.
Although psychotic Illnesses form the major , ,--7k load of the psychiatrist,
increasing numbers of patients with non psychotic illnesses continue to come
in contact v .,h the mental health service. According to present evidence, the
vast majority of people with schizophrenia do come in contact with psychiatric facilities sometime during their illness, at least once.
Apart from the allopathic practitioners, there are a number of other types
of healers in Sri Lanka. Ayurveda, faith and religious healing methods and
healing methods related to the occult are common. They out number the allopathic healers and many people with mental illness consult these traditional
healers at sometime during their Illness. In long standing disorders these healers perform more a supportive role than a major one. Many patients while
resorting to the allopathic system for the cure of the symptoms, tend to consult other healers to remove the alleged causes of the disorders. The commonly incriminated causes are supernatural influences, environmental stress,
disturbances of humours or damage to brain. The social, cultural and educational background of non-allopathic healers is closer to ordinary people than
in the case of allopathic practitioners. Further, they more often work informally in tne community than do the allopathic healers.
Discontinuation of drug therapy is often a major factor in relapses. It is not
uncommon for patients to stop medication immediately after suppression of
the symptoms. Apart from the difficulties Involved in travelling to the follow
up clinic, many patients discontinue drugs due to a variety of reasons. Misconceptions about mental Illness and its treatment is one of the chief reasons
responsible for default.
The development of mild social disabilities do not appear to worry the relatives very much. However, serious disabilities associated with schizophrenia
bring about enormous distress to the patient as well as to the family. Proposed
marriage, are not uncommon in patients suffering from mild schizophrenic
disabilities and often this is seen by the parents as a solution to the behaviour
problems of the patients. The spouse is often not aware of the Illness and the
development of a relapse after marriage some times leads to marital and other
problems. Many families look after the disabled member at home either
because of the sociocultural reasons or lack of appropriate Institutions for
they suffer a great deal in doing so.
Social stigma and misconceptions regarding mental disorders often prevent
the families from seeking assistance from the community or discussing the
issues involved. Only the most severely affected individuals are admitted to
the long stay hospitals, and about 80% of the present long stay patients can-
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not be discharged as many of their relatives are not able to care for them. Further, the government has not provided any welfare facilities to maintain them
in the community.

The well developed primary health care structurefamily health workers,
health education officers, public health nurses, public health inspectors and
medical officersare often not involved in the care of people with mental illness. In the absence of a separate mental health division in the health administration, there is no overall authority responsible for the planning of the
services in the country. At present, additional financial resources for mental
health is unlikely. To a great extent the training the mental health professionals are given is biomedically oriented anu hospital based. The community
health professionals have had very little experie-,ce in the practical aspects of
care of people with chronic disability. The institutional mental health profess:onals strictly work in isolation and have very little contact with patients or
their relations onLe they leave the hospital, except at the follow up clinic for
very brief periods.
A major obstacle to the development of a good mental health program is
the lack of finances. Although accurate statistics are not available, it is estimated that about 2.5% of the health budget is went on mental health About
8% of the national budget is allocated to heahh. Programs associated with
large scale investments or dismantling of existing organizations are unlikely
to be implemented especially in developing countries. Such programs have
not been successful either. The lack of trained professionals is another limiting factor. There is a lack of organized voice on behalf of the mentally III, at
all levels of the society. A high literacy rate, easy accessibility to health care
facilities in the country, good communication and transport facilities make it
easy for the health education and training and care programs to be conducted. Compared with many other developing countries, Sri I.anka enjoys a
relatively high standard of health care according to standard indices, perhaps
due to improved social welfare programs and effectiw primary health care
measures. Eighty percent of the economy is agricultural and in the non-urban
areas the pressure for employment is less.
The extended family system is still a common feature and often relatives
live close to each other in rural ar:as. As in the other eastern cultures, individuals tend to be dependent to a great extent on the family. Parents invest a large
amount of resources in children with great expectations. In the same way children are expected to support the parents whenever necessary. The responsibility of looking after a disabled individual is often the responsibility of the
family.
Some of the resources required for better mental health programs are: manpower, teclinical and even financial that are available in the extended family
system, formal community health structure, informal health system and voluntary organizations based on the community have not been fully explorcd.
The existing educational and training programs, health care professionals
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and the social support systems could be mac': use of in the proposed model. It
may be possible to utilize some of these resources in a more efficient manner.
The proposed model is based on the assumption that these community based
resources if efficiently harnessed could contribute a great deal to the development of better mental health care. On this basis, the activities should be carried out in the commtr aty itself, with its participation. If such a program is
developed for proper aftercare and rehabilitation of chronically disabled persons in the community, some of the distress associated with illness and disabilities and their consequences may be alleviated. The care of people with
mental illness in the community also has several other advantages which have
been documented.

Proposed Model
The proposed model is based on the following:
a) 'It large number of individuals with chronic disability at present live in

the community with their families.
b) The patient as svell as the families suffer a great deal as a result of the

disabilities.
c) Development of appropriate aftercare and rehabilitation programs may
Improve the quality of life of people with mental Illness and thor
families.
d) These programs could be developed with the utilization of the existing
resources.

e) In doik., so, large scale investments or dismantling of existing facilities
are avoided.
In order to achieve these alms, It is essential to develop techniques, train
personnel and educate the community. It is necessary to develop a centre
based in the community from which all these activities could be initiated. The
activities of the centre should co-ordinate ani fa.-ilitate the existing human
service systems to VI ark towards bettermear of pcople with psychosocial disabilities. The professionals in the Institutions and the people in the community should have a free access to It and in tat.: the relationship shoul,1 ke
encouraged. This is an Important aspect in the Implementation experience
has shown that the organizations tend to polan,.. either towards community
or institutional settings, with very little communication between the two.
The centre is expected to develop suitable programs for assessment, preventive therapy, rehabilitation, eci..::::7,ion, and training of the community. The
centre should have facilitiff tor c isi,. :-.dmissions, follow up, counselling, education and living skill tra'ning. Th: running of the centre should be by a small
staff assisted by personr el from tlie Institutions as well as from the community by volunteers. The 1.-Kal c-..nmunity and institutional facilities should be
freely available to the centre and vice versa.
A
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A project along these Imes was initiated in 1983 in Colombo. The initial
objective r, f the project was to serve people with severe disabilaks, but
increasing demand necessitated the expansion of the activities towards the
entire spectrum 4 mental disabilities. All the resources had to be found for
the project outside the government sector and the project was carriea out as a
pilot program. The first phase of the project consisted of the development of
a community mental health centre. As this v...is a new concept in Sri Lanka
initially a day care centre was estaillished for people with severe disability
who were attending a psychiatric follow up clinic.
This day care centre was started in a two-room apar.ment in a residential
area in Coloivbo with a trained occupational therapist as the only employee
with the obrective of offering aftercare facilkies. He was assisted by a handful
.)f dedicated volunteers who had no training in the management of mental
Illness. The daily program consisted of living skill training, recreation, occupational therapy and grovp discussions. Within the next few months the centre became very popular and an increasing number of patients were referred
b.. r,..chiotrists and others.
The activities of the centre were directed by a group of mental health pro.
fe%sionals led by the author, and the overall policy planning was done by an
elected group of people f., rn the membership of the National Council for
Mental Health Funds were raised from the public. The increased work load
necessitated the centre to be shifted to bigger accommodations within one
year and finally to the present site, a spacious building in pleasant surroundings in Colombo. In view of the variety of programs undertaken it was
renamed a community mental health centre. Many community educational
programs were organized making use of mass media. Several training programs were organized for dc volunteers as well as for other health care professionals in and around Colombo. A psychiatrist from the University
Psychiatric Una, General Hospital Colombo conducted a daily clinic in the
centre. The facilities of the hospitai unit were made available to patients
attending the centre when necessary.
At present the centre has a permanent administrator and three other staff
members, 40 volunteers and two psychiatrists helping to run the centre. For
the psychosocially disabled group the aim was to develop an aftercare and a
rehabilitation program. A
Iven tune a minimum of two staff members
are available at the centre.
The trainees (the centre does not use the word "patient") fir..1 their own way
to the centre. The trainees from distant places sometimes live with their relatives in Colombo in order to attend the centre even for a short time. The regular family counselling, discussions and educan-In i programs are conducted
to help the families of trainees to manage them better at home. Attempts to
dewlop vocational training prograils were not successful, for a variety of reasons. An average of 10 trainees are referred to the centre monthly and there is
an average of 30 attending daily. The trainees spend the day in the centre from
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9 a.m. to 4 p.m. The attendance as well as the program is made flexible in
order to fit the requirements of trainees. The CM HC was accepted by the
neighbourhood with sympathy :.nd understanding. Many volunteers and
other health professiondls who were frightened of people with mental Illness
largely due to ignorance gradually became close supporters of the centre.
About 50% of the running expenses of the centre are met by voluntary donations of trainees. So far all resources have been directed towards the development of the CMHC, and no attempts have been made to link up with the
existing community networks. The next stage is to expand the activities of
the CMHC while community linkages are being developed.
A total of 328 trainees have been referred to the centre during the last 3
years and almost all of them were suffering from chronic schizophrenic disabilities. Detailed records of 311 are available. 197 'trainees were males. 101
trainees came from within the city and 127 were from suburbs. The remainder were from distant places. Two thirds of the trainees were under 30 years
and most of them had been ill for periods over five years. About 15% of the
patients referred to the centre did not feel that they would benefit and decided
to drop out initially. About 25% of the trainees attended regularly and the
rest were irregular in attendance.
Although a formal evaluation of the project has not been done, It is possible to draw certain conclusions from the experiences gained in conducting the
.)rograms for the last three years. It was not always easy to convince family
members and /or the trainee of the necessity to attend the centre even for a
short time, except perhaps in the case of people with prolonged Illness. Some
patients as well as their relations did not want to be associated with the centre
as they fel that the latter was meant for the severely disabled mentally ill.
Many requested drugs to cure their disabilities. Several trainees and their families did not want to be associated with an institution which carried a social
stigma. Living skills, educational and recreational activities were popular.
Lack of expert, t;, finances and difficulty in selling the finished products as
well as difficulty in securing jobs for trained personnel discouraged the development of vocational training programs.
The problem of travelling and the associateo cost prevented mal.y from
attending the centre regularly, especially the female trainees who had to be
accompanied by another person. Some failed to realise the relevance of the
activities in the centre to their day to day life. Many relatives did not feel he
necessity of attending the self help group at thz centre. Lack of transport prevented many volunteers from visiting the homes of trainees who defaulted.
The lack of a crisis intervention facility, residential accommodations, a follow
up clinic and transport facilities diverted a large number of patients away
from the community mental health centre. Due to a lack of a community outreach program many drop-outs could not be traced. The lack of a core group
of people with training in community mental health interfered greatly with
the efficient functioning of the centre. The selection of staff with appropriate
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training and experience was always a problem. Lack of professionals and difficulty in grasping the objectives of the program among the staff members
also had the same effects.
The training programs Nere enthusiastically attended by the volunteers and
health care professionals In the absence of an., financial assistance from the
government, the necessary funds had ,o be raised from the public. The necessary amounts were not realised and some planned activities had to be abandoned because of a lack of money.

Lessons Learned
Many lessons have been learned from the pilot ptuject. The impression is
that in spite of a series of inadequacies and difficulties, there is a vast potential
in the proposed modt'. In order to be effective, many modifications are necessary in the implementation of the program. Establishment of a formal strucare in the CMHC and the methods of communication with institutions,
formal community health and other welfare organizations and families is
essential. It is desirable to have at least a ew well traintd mental health professionals at the centre who could be supported by persc nnel from the community-based agencies. A close link between the centre and the local
psychiatric institutions is indispensable.
The education and training program has to be carefully designed with clear

cut objectives for the health workersformal as well as informalin the
locality is essential. It is essential for the centre to develop innovative ways of
dealing with varying demands of mental illness.
The centre should not make an attempt to provide services for all persons
with mental illness in the area. On the contrary, it should coordinate and
facilitate the mooilization of resources in the existing community networks in
an informal manner. The centre should run more as a model with dynamism.
The experience has shown that the establishment of formal day centres, vocational training programs and residential accommodations on their own are
not priorities. The CMHC should haw. the following capabilities:
a) Assessment
b) Follow up
c) Crisis admissions
d) Living skill training
e) Education
f) Training

Regular funding should be guaranteed. The planning of the activities
shonld be the responsibility of a group of professionals from health, social
services and other community organizations. A program incorporating these
recommendations is to be ii lemented in the near future.

Integration of Psychosocial Rehabilitation in
National Health Care Programmes
Vijay Nagaswami
Dr. Nagaswami is the Deputy Director of the Schizophrema Research Foundation

(India)

Psychosocial rehabilitation of persons with chronic mental disability has
begun to assume Importance in the Third World only very recently. This is not
really surprising as developing countries face an uphill struggle with other
more pressing problems and mental health, understandably, occupies low
priority status in the planning concerns of national policy makers. This paper
outlines the existing situation and discusses possible strategies to improve the
lot of people with severe mental illness. While most of the material presented
here is drawn from the experience in India, It is believed that the issues discussed nave the possibility of being generalised to other developing countries
as well in view of the similarities in the needs of the people with severe mental
:Ness and the resources available to them, in most Afro-Asian cultures.
India is a vast multi-ethnic, agrarian, secular, developing democracy with a
population of approximately 800 million persons, most of whom live in rural
areas. Health care planners are preoccupied with provisions of basic amenities like sanitation and with programmes directed at the control of communicable diseases. An overview of the National Mental Health Programme and
the state of people with severe mental illness in India would be an appropriate
prelude to a discussion of issues pertaining to psychosocial rehabilitation.

The National Mental Health Programme (NMHP)

Arproximately 1500 psychiatrists and an equal number of clinical psychologists and psychiatric social workers (a grand total of about 3000 mental
health professionals) form the country's manpower resource. Together, they
deal with the needs of about 20 million service seekers. With postgraduate
teaching centres producing only about 150 psychiatrists and fewer trained
ps) chologists and social workers, a reversal of this unequal equation appears
a bleak prospect. One mental hezith professional per 250,000 population
Pnd one mental hospital bed per 32,500 population are appalling equations
by any standards.
Bearing in mind the above limitations, senior mental health professionals
and national policy planners encouraged by the findings of a WHO collaborative study on strategies of extending Mental Health Care (Sartorius,1983),
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by the Alma Ata Declaration (WHO, 1978), and fuelled by the recommendations of a WHO study group on Mental health care in developing countries
(WHO, 1984), came together in a series of seminars, workshops and smill
group discussions to formulate .he National Mental Health Programme for
India (NMHPI, 1987).
The NMHP has the philosophy of decentralisation and integration of mental health in the Primary Care Infrastructure. Realising that mental health
professionals alone could not cope with the increased demand or services, the
NMHP adopted a policy of training primary care personnel in the first level
management of mental health problems. The multipurpose workers
(grassroot primary care staff) are trained to detect mental disorderspsycho-

ses, epilepsies, mental retardation, alcoholism and drug abuseand to motivate the sufferers for treatment. Physicians at the Primary Health Centres are
trained in the principles of management of these conditions.
The NMHP seeks to ensure availability of basic mental health care for all,
encourages application of mental health knowledge in general care and promotes community participation in the development of mental health services.
The recommended strategies include diffusion of skills and transfer of technology to the periphery, establishing a referral system, balancing t,!rritorial
distribution of resources, integrating basic mental health care into the general
health service and linking mental health with community development.
The NMHP is a welcome first step taken by the Government of India to
offer affordable mental health care to the most underprivileged members of
Indian society. Unfortunately, the funding allocated for the NMHP under the
seventh five year plan of the government is far from satisfactory. A sum of ten
million Rupees (less than US $1,000,000) has been allotted for the entire five
year period, thereby limiting the scope of the programme's implementation.
Despite these shortcomings, it is an encouraging sign that the government has
been sensitised enough to initiate specific programmes for mental health,
however modest the beginnings may be.

People with Severe Mental Illness in India
There are no available estimates of the number of people with chronic mental illness in India. Epidemiological studies carried out in various parts of
India have demonstrated a point prevalence rate of 2.6 to 17.2 per 1000 population with very little rural-urban differentiation. It is reasonable to speculate
that a substantial number of these cases would fall under the classification of
chronic mental illness. This presumption is further strengthened by reports
from an epidemiological study of 100,000 persons living in the slums of
Madras city (Rajkumar, 1988). This study, although finding a low prevalence
rate for Functional Psychosis (3.6 /1000) has demonstrated that a large percentage of the population have been ill for more than two years and experi-
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ence considerablP social disabilities. Few studies of incidence rates of mental
Illness have been carried out in India , and an assessment of the magnitude of
the problem can be made only on the basis of the figures. Suffice It to say that
approximately 5 per 1000 (4,000,000 Indians) would be severely mentaliy ill
and in urgent need of services.
Persons with severe mentai Illness have very few organised services for their
rehabilitation and have to be satisfied with the services offered by mental hospitals and general hospital psychiatric unitsthe former being custodial in
nature and the latter usually ph arm acoth erapeutic. Most mental hospitals in
India offer one form or other of occupational therapy for their residents and
the bigger institutions run well organised vocational rehabilitation programmes for day boarders as well. The National Institute of Mental Health
& Neurosciences, Bangalore, the Central Institute of Psychiatry, Ranchi, the
Institute of Mental Health , Madras, and a handful of other teaching centres
have well organised Industrial and occupational therapy programmes catering to about 100-150 service seekers at a time alongside a psychosocial reha
bilitation programme. Their main disadvantage lies in their geographical

locationwithin the campus of the mental hospitalwhich makes the
patient more dependent on the hospital's services and in the iong term, hampers social reintegration.
Along with governmental services, a handful of voluntary agencies are also
trying to grapple with the problems faced by people with severe mental Illness. Most of these agencies are urban-based and poorly funded as a result of
the antipathy to people who are mentally ill, and offer services ranging from
job placement to crisis intervention.
The NMHP, while realising the Importance of rehabilitation, makes o i a
mention of rehabilitation, and does not recommend any specific strategies for
the pu r po se . The 'Rehabthtanon sub-programme' section of the NMHP
states that "rehabilitation of psychiatric patients will be greatly facilitated by
maintenance medication of epileptics and psychotics at the Community level.
The counselling regarding principles of rehabilitation would be provided by
the medical officer at the Primary Health Centre wherever practical, rehabilitation centres would be developed at the district level as well as higher referral
centres" (NMHP, 1982).
Maintenance medication is undoubtedly one of the components of rehabilitation, but can never be considered an end in itself. The Medical Officers at
the Primary Health Centre are already overburdened and it would not be feasible to let them shoulder the responsibility of rehabilitating people with
severe mental Illness.
The reasons for the neglect of people with severe mental Illness are manifold and complexly interwoven with the matrix of Indian society's Internal
conflicts. A few of the more tangible reasons are highlighted below:
Possibly the most important contributory factor is the absence of a suitable,
cost-effective, easily replicable model of rehabilitation for people who are
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mentally ill in India. Western models cannot be transplanted in their entirety
in view of the wide disparity in manpower and funding resources in India
compared to the developed world. A redefinition of the goals and targets of
rehabilitation is urgently required. A few centres have done some quality
research work on the aftercare of persons with severe mental illness and in
the areas of disability prevention. The nme has now arrived to consolidate
all the knowledge and experience in the country and formulate a feasible
model for rehabilitation.
Social attitudes toward mental illness are notoriously negative and until
some form of attitudinal change is brought about, people with severe mental
Illness will continue to languish.
Most rehabilitation research and services in recent times have been hospital
based. This increases dependence on the hospital's services and creates an
alternative social network which the rest of society does not want to be a part
of. This worsens the sense of isolation and hampers social reintegration for
people with severe mental Illness.

Professional apathy is an extremely unfortunate phenomenon. In India, very
few mental health professionals are motivated to work with people with
severe mental illness on long term basis. Poor career prospects and imagine
stagnation keeps the professional away.
It is not really surprising that policy planners are apathetic to the needs of
people with severe mental illness. The policy planner requires data inputs
from mental health professionals and a lack of professional Interest or support ensures a state of ennui on the part of the programme planner.

Poor utilisation of healthgeneral and mentalservices is a very frequently
occurring phenomenon for a variety of reasonsdissatisfaction with the
services geographical inaccessibility, belief in traditional healers and illiteracy, are a few of the more Important ones.
Obvious factors such as the lack and unequal distribution of pecuniary and
inanpowu resources are also extremely contributory.

Psychosocial Rehabilitation Policy
It is evident from the foregoing that no clear psychosocial rehabilitation
policy exists in India. The NMHP has not developed any guidelines for developing such a policy, nor has this issue been addressed by the Mental Health
Act of 1987. People with severe mental Illness are shunted between two Minis-

triesthe Ministry of Health and the Ministry of Welfareneither of whom
accept responsibility for them. An urgent need for a cogent policy for rehabilitation can be identified, more so because the health care provider is going to,
in the years to come, be faced with the problem of large numbers detected by
the NMHP who were previously the community's responsibility. Offering a
service where none existed automatically shifts the entire burden of the care
of people with severe mental illness on to the shoulders of the care provider
and also increases the ,:ommunity's expectations of the service unrealistically.
It becomes imperative for the policy planner to gather more Information
about psychosocial rehabilitation. The blame for such a sorry situation cannot he with the policy planner alone. istental health professionals in India are
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largely apathetic to the needs of people with severe mental illness. In the
absence of concrete data on psychosocial rehabilitation needs and methods It
is reasonable to expect the policy planner to launch initiatives directed at people with severe mental Illness.
The apathy of rh policy planner and the mental health professional is but
a reflection of the social stigma attached to people who are mentally ill. Rural
communities continue to have a magico-religious explanatory model for
mental Illness and people with severe mental illness consequently do not
receive the benefit of modern medical care. The high illiteracy rates and poor
media exposure to the problems of people with severe mental illness does little to improve the situation. In urban India, people with severe inental illness
are victims of social antipathy and neglect despite the better level of literacy.
This stems not merely from lack of information about mental Illnesses but a
deep rooted fear of social ostracism of the families of persons with mental
Illnesses. The mental health professional engaged in rehabilitating people
with seven. mental Illness has to handle not only the problems of poor manpower and limited resources, but also has to handle the frustrating social phenomenon of stigma and quite often the professional's best efforts come to
naught when the person who is mentally ill is discharged from treatment;
rehabilitation programmes.

Some critical issues for policy
In the West, rehabilitation is entirely in the hands of the mental health professional. This is possible only in situations where funding and manpower
resources are proportionate to the needs of people with severe mental illness.
In India, the mental health professional is not in a position to take on the
entire responsibility of rehabilitating people with severe mental Illness. kloreover, It is well established that rural communities have a well Integrated social
network, which the planner can take advantage of. It may be well worth considering the suggestion made here of permitting the community to shoulder
the responsibility of rehabilitating its citizens who are mentally ill.
Mental illness has been reported in Ancient Indian medical literature as
early as circa 600 BC (Namboodri, 1986) and extremely accurate description
of psychoses can be found in the medical treatises of the period. Although
explanatory models of psychotic disorders have changed over the years, it is
fairly certain that the community has had to cope with the burden Imposed by
people with severe mental illness much before the onset of modern medicare.
An effective style of coping with people with severe mental Illness must have
emerged over the generations which mental health professionals have to
address their enquiries to. What is critical is that the community has coped
and is still coping. How does It do so? An answer to such a question would be
of immense importance to policy planners; It is entirely possible that with
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minimal inputs, the community could be encouraged to cone better and
ensure a better quality of life for people with severe mental illness.
Traditionally the goals of rehabilitation are in the direction of encouraging
the person with mental illness to lead an independent and productive life
(Bennett, 1983) and most rehabilitation professionals seek to reduce the
dependence of the individual on the health and welfare services (Anthony,
1977). Paradoxically, this independence and functional autonomy is emphasised after producing a state of dependence on the health care service, making
the problem much more difficult to handle. Resettlement is considered the
final goal of any rehabilitation team (Bennett, 1583). This would imply that
the professional assists the client in locating housing, finding a job and managing to survive in a competitive environment in the case of less severely mentally ill persons, and offering permanent sheltered employment for the more
severely disabled. This approach would not suit Indian conditions very well.
Unemployment, poverty and Inadequate housing are national problems, and
have to be dealt with in the natioral development perspectJe. Offering such
facilities for people with severe mental Illness immediately accords them 'privileged status' and further alienates them from the communities they are trying
to be a part of. The professional unwittingly, defeats his own purpose by taking such an approach to rehabilitation. The goals of rehabilitation in India
thould be more limited and pragmatic, focussed on strengthening the support
of the community.
It is extemely important that the rehabilitation service should be offered at
the level of community itself. Taking an individual from the community,
training him/her in specific skills at a centre and attempting to bring him
back into his community can be quite hazardous, as the community's expectations of both the Individual and the service is high and the acceptance of the
individual may be difficult.
It has also been our experience that mental health care and rehabilitation
programmes cannot be offered in isolation from other health care and development services. An integrated programme in a defined catchment area
becomes necessary. Good piogrammes should also be easily replicable, capable of being integrated in the existing Infrastructure, utilise minimal professional Inputs, not dislocate the individual from his/her natural environment,
harness the valuable resource potential offered by the family, not alienate the
client from his/her social environment by according him/ her 'privileged status' and focus on augmenting the community's support system.

Psychosocial Rehabilitation Research
A recent review of rehabilitation research trends (Menon, 1985) emphasised the paucity of Indian research programmes in this field. Most rese-sch
programmes have addressed themselves to vocational rehabilitation/ occupa-
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tional therapy and few programmes have been undertaken to evaluate the efficacy of psychosocial interventions. With the exception of a handful of
research programmes (Nagaswami,1985; Suman, 1980; Shaila Pa1,1985;
Nagaswami, 1989) most centres undertake quality research in more 'glamorous' psychiatric frontiers. This, too, stems from the poor funding offered to
.habilitation related research by national funding ageocies, who prioritise
.sic and clinical research. Medical research priorities are geared more
towards the study of communicable diseases using a Public Health approach.
Mental Health research ?Aid rehabilitation research are not as well funded.
An urgent need exists for research programmes to be undertaken, if only to
convince the policy planners that rehabilitation of people with severe mental
illness is feasible.
Below are a few questions that researchers in developing countries may
wish to address:
1. What are the perceived rehabilitation needs of persons with severe mental illness in rural communities?

2. How do rural communities cope with their mentally ill citizens? An
understanding of this phenomenon is vital in planning and implementing services in rural areas.
3. What kind of intervention would be appropriate? Western models of
rehabilitation cannot, for reasons described above, be transplanted in
their entirety in Afro-Asian cultures. Interventions will have to be culture-specific and cost effm.ive rehabilitation models with a wide coverage have to be developed and field tested.
4. Is the Primary Care infrastructure strong enough to cope with additional rehabilitation inputs? It is vital that the design of the rehabilitation model allow for integration in the existing infrastructure to ensure
continuity of care. This question is of great importance to the policy
maker.

S. PsychoeducationHow, where and to whom?
6. What is the role of the traditional healer? The traditional healer occupies pivotal role in the community's social support system. Strategies
of working with such healers and not against them need to be evolved.
7. How best can rehabilitation outcome be defined? It is being increasingly
recognised that relapse rates and social adjustment are not quite enough
in assessing the efficacy of social intervention strategies, more so if they
are community intensive. A redefinition of outcome indices is an urgent
need.
8. What is the most cost effective rehabilitation model in developing
countries? It is speculated that developing countries need to move
away from the client intensive approach that obtains in the developed
world. Rehabilitation programmes in the third world require to be not
only community based but also community intensive. The latter term
refers to the community as the recepient of the thrust of the programme with people with mental illness b5ing an indirect beneficiary.
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Community Based Rehabilitation
The macro planning of rehabilitation programmes in developing countries
is an extremely challenging proposition. Paucity of funding and manpower
resources pose seemingly insurmountable hurdles and the policy planner has
to excercise considerable imagination in optimising the use of all available
non-matenal resources in providing care. The gap between mental health
needs and resources is extremely wide in India and the policy maker's current
preoccupation is to narrow this gap as much as possible wit:lout straining the
nation's already overburdened exchequer.
It is now well recognised that the most feasible approach to rehabilitation
in developing countries is to draw on the community's available resources.
The World Health Organisation has recently demonstrated the feasibility of
evolving Community Based Rehabilitation (CBR) programmes for people
with physical handicaps. The Government of India has also demonstrated its
concern for the physically handicapped by undertaking a series of CBR plot
programmes and appears to be committed to developing such programmes at
a national level. CBR attempts to iden ify volunteer resource persons from
within a given community and offer decentralised rehabilitative inputs channeled through these resource persons who are expected to Implement simple
rehabilitation strategies. It is entirely possible that CBR programmes can also
offer a mental health component without overloading the system if simple
training and rehabilitative measures could be devised, tngetted at the social
reintegration of persons disabled by severe mental Illness. Such attempts have
been reported from countries like the Philippines and It was felt that a similar
pilot effort in India would yield valuable outputs as well.

Integrating Psychosocial Rehabilitation in National Mental
Programme
Conducting sensitisation seminars and lobbying with policy makers to
include a strong component of psychosocial rehabilitation within the framework of the NMHP did not produce the desired results mainly because of the
absence of hard data on the necessity and efficacy of such programmes. It was
considered appropriate to Initiate a demonstration project, preferably with
the support and involvement of national policy planners. Accordingly, a
modestly funded project by the government of India has been initiated by the
Schizophrenia Research Foundation (India), a non-governmental organisation, in a rural catchment area of100,000 population. An outline of the project entitled "Integration of Psychosocial Rehabilitation in the National
Mental Health Programme" is presented below.
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The Scarf Experience

a. Objectives of the Programme
With the above background in mind, SCARF decided to initiate an experimental pilot CBR programme with the following objectives:
1. to examine the feasibility arid effica of initiating CBR programmes in
a defined rual catchment area.
2. to elucidate the qualitative and quantitative data that would be required
for such programmes.
3. to devise simple rehabilitation strategies that could be deployed by the
untrained lay worker at the village itself.
4. to study the cost-effectiveness of such a programme.
b. Logistics
The first hurdle to be overcome was the identification of a catchment area
and examination of its infrastructure. The golution came easily from the
Indian Red Cross Society (IRCS) who, for the past four years, has been
operating a CBR programme for people who are phys.cally chabled in a
defined catchment area. It appeared that "piggy-backing" on the !RCS's
program could be useful in not only working towards thc program's objectives, but also in assessing the feasibility of Integrating a mental health
comporici1; ..., an existent CBR program for physical handicap. The IRCS's
CBR program, identical to the one undertaken by the Government of
India, lent further support in terms of er.:Arring long-term continuity of
this pilot effort. Accordingly, after a period of haison and negotiation with
the IRCS, a protocol was drawn up to expand the scope of their programme with inputs from SCARF, to inclrick persons disabled by mental
disorders.
The IRCS operate in a &fined rural catchment area about 60kms south of
Madras city. Thiruporur Block in the district of Chingleput in the state of
Tamilnadu covers an area of 141.81 sq. miles. 110,758 persons (55,893
males and 54,865 females) live in 102 villages and depend on agriculture
and fishing as their primary source of income. Their health care needs are
catered to by six doctors and about 70 Multi-purpose Health Workers
(MPWs) working from one Primary Health Centre, three additional
Health Centres, two rural dispensaries and six maternity centres, all run
by the state government. In addition to this six medical clinics/hospitals
are run by voluntary agencies and charitable institutions. A few private
practitioners serve those who can afford their services. The 43,861 children in the Block receive their education from 66 schools scattered
throughout the region.
c. The IRCs CBR Programme
In 1984, the IRCS initiated their CBR programme in Thiruporur Block in
a phased manner. Three permanent project staff (all non-professionals)
liaised with village leaders and rcquested them to identify responsible
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young persons, preferaHy women from their villages who were educated
(at least secondary school) and who would assist in the rehabilitation of
the disabled. These women are called Rural Community Rehabilitation
Workers (RCRWs) and offered a nominal stipend to cover their transportation costs. One RCRW was identified to serve a population of 1000 persons. The RCRWs were trained using the WHO CBR manual in detecting
persons with orthopaedic, visual and auditory handicaps and mental
retardation. They then conducted a door to door survey in their defined
regions and have so far screened 80,000 persons in the Block. The remaining population is presently being screened for disabilities. So far 5,935
persons with physical handicap and mental retardation have been identified. The RCRWs arrange for the disabl. d persons to be examined by specialists in special clinics conducted by the IRCS at different sites in the
block, and plan Interventions. The existing interventions Include provision of orthopaedic & hearing aids, spectacles and arranging for surgery
as appropriate.
d. The SCARF-CBR Programme
The SCARF-CBR Programme was conceived of as a pilot exercise an four
phases:
Phase I:

Training of a selected group of RCRWs in the principles of
detecting mental illnesses.
Phase II:
Setting up mental health camps to medically treat the
detected cases.
Phase III:
Integrating mental health in the existing health care Infrastructure by training health care personnel in the detection
and medical management of mental disorders.
Phase IV:
Developing a methodology to offer simple rehabilitation
approaches including vocational ,thabihtation, socia: skills
training and family psychoeducation at the level of the village Itself by the RCRW.
The Project started in October 1988 and the first four phases have been
completed.
Training

20 RCRWs catering to an approximate population of 20,000 persons have
been trained in two batches. The participatory-training programme was
offered by a Psychiatrist using audio-visual aids. The trainees were provided
basic information to be able to detect five categories of mental disorders identified by the NMHPpsychoses, depression, epilepsy, mental retardation
and alcohol/drug abuse. They were also trained in motivating persons with
such Jisorders to accept medical treatment. They were given one month's
time to do case finding and refer thcm to the proposed nienta: health camps.
They were not required to undertake a door-to-door survey, but were to use
their knowledge about their communities in detecting cases.
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Mental health chnws and follow up
In the second phase, four ce3trally located villages were identified and mental
health camps were organised in all of them on a weekly basis. The cases
detected by the RCRWs were .waluated by a visiting psychiatri..: ,-.nd medication was initiated. At each camp the RCRWs were further sensitised about
handling day to day probleu s that : .9.y be faced by people with severe mental
Illness and also instructed V,/ carefully monitor medication compliance. The
weekly mental health 'Antics were then reduced to fortnightly visits by the psychiatrist who monitors the progress of the patients through the RCR W in an
effort to strengthen the perception of the RCRW as the primary care provider.
Follow up is ensured by the RCRW who dispenses the medication fortnightly
to the patient and brings him/ her for a monthly assessment by the
psychiatrist.
e.

Random Observations
The first two phases of this pilot experience have generated valuable experimental data which will be drawn upon in planning and implementing the
prow omme's subsequent phases. Summarised below are a few random
observations and areas worthy of exploration.

l . The community tolerates the erratic behaviour of its mentallY ill citizens remarkably wPII, as long as the individual is not aggressive and
assaultive.
2. A high premium is accorded to the individual's capacity to work and
earn a living. Interviews with community leaders and families of the
mental Ill member reveal that as long as the disabled person is able to
provide for his family, any other behavioural abnormalities will be
tolerated.
3. In the case of an acutely ill person, the community usually resorts to the
traditional healers and religious institutions as the first line of management. Only those persons who do not respond to traditional heahng
methods are taken to the mental hospital in nearby Madras. This
implies that the community's explanatory model of mental disorders is
open to change. The professional should appreciate the central role of
the traditional healer and the religious institution in the community's
social support system and lay adequate emphasis on traditional systems
in planning rehabilitative programmes.

4. The RCRW in any CBR programme for people with physical disabilities can take on the additional load of caring for people with mental
illness provided they are sufficiently equipped in terms of knowledge
and skills. This indicates the need for research to identify training methods and standardise the contents of training programmes.
f.

Future Plans
The pilot CBR programme has been expanded in the following manner:
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1. The II! Phase consists of sensitising the existing health care infrastructure. The Medical Officers and Multipurpose Health VA -kers (MPWs)
are trained in the principles of dcection and management of the same
five categories of mental disorders mentioned earlier. The MPWs who
cater to about 2500 population visit their communities regularly to
assess general health-related problems. They are expected to detect
mental disorders in an organised manner and liaise with the RCRWs
for the purpose. The doctors in the Primary Health Centres evaluate the
detected cases and init:ate treatment. They are supported by a psychiatrist from SCARF who periodically conducts mental health clinics in all
the health units in the block.
2. Towards the termination of this phase, a pilot research effort will be
initiated using structured and unstructured interviews with patients,
far :y members, community leaders, health personnel and RCRWs to
assess the felt rehabilitation needs of persons with mental illness in the
community. Simultaneously, a liaison effort with a mosque and a temple which have a reputation of healing mental illnesses in the Block will
be undertaken. The objective of the liaison would be to undertake a
joint effort whereby patients identified by the RCRWs as needing residential management will be sent to these centres with the request that
they also be given neuroleptic medication. Such an effort, however difficult, may he well worth pursuing as a compromise between different
explanatory models of mental illness. It is hoped that the additive efficacy of medication and social support in a culturally familiar environment will hasten social acceptance and social recovery from the illness.
3. Phase IV will require specific inputs for the severely disabled person.
Vocation a! rehabilitative efforts need to be initiatedperhaps by sensitising the Community leaders to the need for providing vocational
rehabilitation for their mentally disabled. If the initiative for such a programme came from the community itself, stands to reason that the
programme has a better chance of survival in the long term. RCRWs
will be trained in simple community case management techniques
which could emphasise the contribution of the family in providing a
caring environment. In short, a multi-disciplinary rehabilitation programme has to be designed using xtremely simple techniques which
have to be devised, and its efficacy evaluated. It is apparent that the elements oi such a programme will require modification as the programme
takes more specific shape and will be molded by the rehabilitation needs
of the community.

Conclusion
It is too premature to make more substantive recommendations. As an

fa"
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explanatory effort It is expected to generate more questions which research
could seek to answer. It is extremely gratifying to observe from the foregoing
report that it is feasible to integ:ate a mental health component in the framework of ongoing CBR programmes. The precise issues to be addressed would
hopefully emerge in the years to come.
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Introduction
Life in rural and culturally-specific communities has drawn my interest,
inquiry, and service for most of my twenty years as a human service and
health professional. Because the rehabilitation field, as much or more so than
its sister professional fields, envisions the community setting as both means
and end to a successful outcome, it has been fascinating to me to work in
rural communities. These communities have been in parts of the world as
diverse as Maine, Arizona, and North Carolina in the US, and in Micronesia,
India, and Australia. Because rural areas typically have more intact ane functioning natural networks within the family and community, and also because
they usually lack extensive professional resources when compared to urban
and suburban communities, they offer useful studies in resourcefulness for
rehabilitation service providers,policy makers, and educators.
This report focusses on community resource development,conducted for
the purpose of making normative roles of living, working, socializing available to persons with mental illness that is of a disabling nature. My precise
interest was, and continues to be, to identify examples of programs or projects, professional or lay, that facilitate community integration. For approximately three weeks in India , and approximately two weeks in Australia I
observed activities and programs that operated at the interface of community
development, rehabilitation services, and community integration. The report
summarizes those observations.
A special feature of the study-visits to India and Australia were living
arrangements that provided intensive exposure to life in both countries, particularly India where I would encounter the greatest contrasts with my own
cultural experience. While in India I resided with four families, and spent
time in the daily activities of the home, of worship, of shopping, if socializing. When not living with families, I resided in a hostel along with Indian
.

72

68

Psyc /rosin ial Rehalnhta non Journal

mental health colleagues. In Australia I had an overnight stay on a sheep station, and spent considerable time in both Informal and formal visits and discussions with both providers and recipients of rehabilitation serv.ces. In
addition, my study-visit activities had an Intensive quality. At one Indian
agency, for example, I had a series of individual interviews with virtually all
professional strfan i also rode a van with agency clients on a number of
occasions. In Australia I had numerous in-depth discussions with groups of
rehabilitation and mental health professionals, and also spent the better part
of one weekend with the residents of a rural group home program.
The target audience for the report was originally intended to be service providers, to report how communities that may appear to be limited in resources
may in fact be resource rich when they are mobilized toward receptivity of
persons with mental illness. However, while the rehabilitation services provider is very much in mind in this report, two other key audiences emerge:
rehabilitation policy makers, and rehabilitaiion educators. Makers of policy
might consider how preparation of the community for the individual can be
as important as preparing the individual for the community. Educators might
consider incorporation of community development principles and skills in
preparation of rehabilitation service providers.
In addition I make a case for cross-cultural learning experiences a- -xpenences as a component of rehabilitation education (Dunlap, in pres 2.arly in
my career, %.111e preparing to be a community development worker and
teacher in Micronesia, as a Peace Corps Volunteer, one of my mentors told me
that the best way to understand my country and myself was to leave familiar
surroundings and live for a time in a different culture. That is an idea familiar
to most persons who have cross-cultural living and working experience, but it
bears repeating in the context of rehabilitation education in a pluralistic

world.
Considering that this study addresses two nations, and an extensive number of contacts with professionals, consumers, family members, and daily life
activities, it but summarizes observations. Persons Interested in detailed
descriptions of agencies and programs, in protocols for clinical or research
activities,or in further cultural information, are welcome to contact me.
The method of inquiry was principally participant-observation, interview,
and group discussion. In every instance where interview and discussion were
used,they were accompanied by visits to program areas. Residential, vocational, social, and educational rehabilitation programs were visited, as well
as community programs that combine aspects of these four areas.

Community Development and Rehabilitation
Community development and rehabilitation as disciplines or professions
have developed largely in this century. Functionally, however, they are as old
as humankind, dating from the first efforts of individuals and groups pur-
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posely to go about the task of creating roles and responsibilities for individuals of varying ability to contribute to their own sustenance and to the welfare
of the community or group.
Since the late 1940's, with the founding of Fountain House in New York
City, and particularly since the mid-1970's, the concept of the community as
the ideal locus for rehabillation services has grown in interestto the point of
mushrooming in the1980's. Clubhouse models, such as Fountain House,
(Beard, et al, 1982), Center House of Boston (Greb. 1983), and Horizon
House of Philadelphia (cnann et al., 1988), demonstrated that persons with
psychiatric disabib.- could experience successful rehabilitation outcome outside of hospital envoonments. It is noteworthy that the community clubhouse
model has drawn international Interest, and that similar programs have been
established in nations as diverse as Pakistan and Sweden.
Recent endeavors to help persons with psychiatric disability to function
effectively in the community Include a multiplicity of models (e.g., vocational, educational, residential, and case management programs) (cf. Farkas
& Anthony, 1989). One of the most effective community efforts in the USA
has been the Wisconsin program of Assertive Community Treatment (PACT)
(Stein & Test,1985; the Wisconsin Program of Assertive Community Treatment (Stein and Test, 1980 ), Test et al., 1985 ), replications of which Include
Australia (Hoult, 1986; Hoult & tteynolds, 1984; Reynolds & Hoult, 1986).
Community resource development, and coordination of the use of such
resources has been identified as a sljnificant contributing variable in rehabilitation outcome, as increasing attention is paid to the Impact of environments
(Anthony & Liberman, 1986; Cnaan et al., 1988). The imponance of social
role (Wotts & Bennett, 1983), and the development of community attention,
responsibility, and responsiveness to persons with severe and persistent mental illness (Farkas & Anthony, 1989; Mosher & Burn, 1989) are emerging as
central ccncepts in psychiatric rehabilitation, as they have already to a large
extent in the field of physical rehabilitation.
Two significant consumer movements stand as major influences on the new
attention being paid to community resource developments. These are the
patient or client movement , such as the National Alliance of Mental Patients
(NAMP), and including many local, unaffiliated groups, and the family
movement, exemplified by the Alliance for the Mentally III. Indeed, emergence of advocacy groups in these movements may herald the latest revolution
in mental health services. Their Importance lies in their articulate presentation to professionals, policy makers, and politicians, of the lived experience
of psychiatric disability. Their interests lie not only in Improved quality of
treatment, but also in Increased ncess to normative roles and to community
services and resources (Hatfield & Lefley, 1987; NAMP, 1989).
Much of the world's psychiatric rehabilitation development has occured in
the context of demstitutionalization. That is, in developing rehabihtation
programs, the questions are not only those of "What is the most constructive
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way to Implement rehabilitation?", but frequently, also, "Given that there is
an existing mental health system, including hospitals, how do we implement
rehabilitation?" For this reason, It is instructive to look at nations which are
attempting to initiate rehabilitation with and without extensive mental health
systems in place. Australia and India, respectively, provide the opportunities
to examine such Issues, while at the some time having significant rural features worthy of study.
The India portion of the study provided an opporv.mty to view rehabilitation in a setting quite different, culturally, fiom that of the US. Given major
health and social challenges faced by India, mental health has had a low priority in the national health scheme. Within mental health, rehabilitation, in
turn, has had a low pi iority because of the pressing, if not overwhelming
acute care and treatment needs of the population. With a national population
now estimated at over 800 million, India has 42 psychiatric hospitals with a
combined capacity of 20,000 persons, (Nagaswami, 1988) and a combined
total of 2500 mental health professionals. Psychiatric rehabilitation is in the
beginning stages in India, but herein lies its paradigmatic value for both
nations of similar social, economic, and political picture, and those with
extensive formal mental health services in place. (Asuni, 1988; Deva,1988;
Goldman et al., 1983; Kapur et al.,1975; Mendis,1988; Orley,1988; Pal &
Kapur,1981; Sartorius,1988; Sea1,1984). If we were to design a rehabilitation system for persons with psychiatric disability, and rely only minimally
on professional resources, what would It look like? India helps us to examine
this question.
Australia has cultural similarities with the US, but has Li distinct, possibly
unique history of mental health services, shaped by its history of immigration
and settlement. For example, mental hospitals were built in gold fields boom
towns that today are small rural communities, far from major population
centers, with a fraction of their goldrush populations. Vast in geographic
size, but with a population of 16.5 million, Australia affords a view of rehabilitation services in a significant rural context. It is also a nation where the
respective states are now taking a close look at mental health services and
developing policies which will shape the nature of services for the foreseeable
future.

INDIA

Context for the study visits
Two major service, research, and public education cent rs, and rural projects associated with these centers, were principal resour,.. s for the India visit.
The Schizophrenia Research Foundation (SCAR} ) located in Madras, began
in 1984 when a group of psychiatrists and (Am-minded individuals organized
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to develop a community-based rehabilitation-oriented mental health service
focussing on schizophrenia. Madras is located in Tamil Nadu state, in southeastern India, with a population of 50 million. The SCARF project, while
based in Tamil Nadu, and undertaking a number of rural and urban prototype programs in that state, has an interest in developing rehabilitation
models that may have application elsewhere in India, or in nations of the
world that share social, economic, and cultural characteristics of Tamil
Nadu. In February1989 SCARF hosted an International conference on the
Natural History of Schizophrenia. A ma;or goal of SCARF is to develop replicable, low-cost models for promoting rehabilitation of persons with schizophrenia.
SCARF was my primary host in India, extending the original invitation to
visit. The agency arranged my accommodations with families, and coordinated a schedule that permitted me visits to a number of rural communities,
and to other rehabilitation-related projects, Including the second major institution on my itinerary, the National Institute for Mental Health and Neurosciences (NIMHANS).
NIMHANS, established in 1976 and located in Bangelore, in Karnataka
state, grew out of the All India Institute of Mental Health and the Mental
Hospital of the Government of Karnataka which began more than 30 years
ago. Over the past decade it has developed into what was described to me as
the premier research, training, and treatment center for mental illness in all of
India. It also purports to be the only such center with a Department of Rehabilitation. Among its many projects are an identification project to determine
prevalence of niental Illness in specified predominantly rural districts, and a
program to teach primary health care personnel to treat and refer persons
with mental illness.
Altogether, site visits in India included these two centers, two model rural
projects, five rural villages, two farms, two psychiatric hospitals, a rehabilitation facility for alcohol dependency, a slum outreach project, a civic organ:r anon interested in cponsoring mental illness programs, a home visit to a
family of a person with schizophrenia, a rehabilitation center for persons
with developmental disability, four vocational rehabilitation projects, two
community residences. By residing with families and for a brief period in a
guest hostel with Indian mental health professionals, I spent time obtaining
some community and professionals points of view on mental illness and rehabilitation outside of professional settings. The community living arrangements led to visits to a variety of daily community activities: shopping,
worship, eating native food, family weekend outings. In the co rse of my visits my contacts with Indian people ranged from official discussions with leaders in rehabilitation and mental health, to riding in a van with rehabilitation
program participants, to just being at home in the evening with my host
families.
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Findings: Programs associated with the Schizophrenia Research
Foundation (SCARF)
SCARF's tri-part mission is clinical service research, public education, J nd
research, regarding schizophrenia. From modest one-room beginnings in
1984, the organization's present scope is local, regional, and national. In the
local and regional area SCARF endeavors to design and deliver service to individuals and families, evaluate outcome, and disseminate results to professional colleagues in India and elsewhere. This is an organization which sends
psychia:rists and other mental health professionals directly to rural villages,
and to urban slums (both of which I visited); as well as to national and International conferences on rehabilitation and mental illness. The day-to-day
clinical and community activity of staff who are also engaged in research and
public education makes for a rich experience base for all three parts of the
mission. Such a combination of roles is probably rare in the US where specialization is the rule.
It is noteworthy that SCARF focuses on schizophrenia, certainly one of the
most disabling of mental illnesses, because community mental health programs in the US have come under criticism for putting a disproportionate
amount of effort and funding into less disabling forms of mental illness.
Focussing in this way, SCARF can target its research and education activities,
and avoid the dilution of its efforts which might occur if it attempted to
address all forms of mental illness. Further, It presents schizophrenia as a specific, recognizable illness, with a biological base, responsive to medical and
rehabilitation measures (Nagaswami, 1988), and thereby attempts to remove
some of the mystique often associated with mental illness. SCARF recognizes
that there are indigenous explanations of mental Illness, such as possession,
that can cause a family or individual not to seek treatment or to conceptualize
rehabilitation as possible.
SCARF's leadership regards the major mental healtn challenge in India as
"the lack of a suitable, cost-effective model (or use in a developing country"
(Nagaswami,1988b). Although there are exemplary mental health projects in
India, in the view of SCARF authorities only a very small number of persons
in need of service are receiving service. The prosf ct of a Western-type mental
health system being developed in India, with a network of community mental
health and inpatient facihtics, is not real. .tic because of funding and human
resource constraints. Further, given t' le criticism of deinstitutionalization in
the West, particularly the fail urt to provide appropriate community support
and services, on conceptual grounds, let along logistical grounds, Western
models may be inappropriate.
A major SCARF endeavor is "development of a suitable rehabilitation
model which will be need-based, rurally-oriented, cost effective, easily replicable, dependent on minimal professional Inputs, and be capable of being
integrated within the existing mental health infrastructure without overburi
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dening it" (Nagaswami, 19886). India is a signator to the Alma Alta Declaration of "Health For All BY the Year 2000", and has developed a National
Mental Health Program which recognizes the necessity of rehabilitaion interventions at the local community level, and for community development that
engages existing community services in the rehabilitation effort, and disseminates information on psychiatric illness throughout the populace (NHMP,
1982).
A community-based, rural rehabilitation project undertaken by SCARF in
conjunction with the International Red Ross is the Commmity-based Rehabilitation Project (CBR Project). Key to the project is a community-based
rehabilitation worker, who is a volunteer identified by village leaders. The US
counterpart to the CBR worker is a case manager, except that the India
worker is selected for knowledge of the community, and respectability from
the community. Volunteers receive a token amount of fifty roupees per
month. Tin' accompany the SCARF psychiatrist during rural clinic sessions,
and provide the psychiatrist with information on the family and community
functioning of service recipients. In the community, the worker monitors the
use of medication ts the lack of adherence to medication regimes, particularly in remote areas, is a major obstacle in the treatment of mental illness.
Education of individuals and families is a critical function of these workers.
Beyond these clinical and education functions, the CBR worker acts as a
consultant to the community, with the purpose of identifying appropriate,
contributory roles in family and community for service recipients. In
SCARF's viewt rehabilitation model utilizing local community volunteers
may be more suitable than one relying on primary health care personnel, as
the latter are heavily burdened with tasl's including infectious disease and
family planningInd do not have the time to engage in community consultation.
A CBR Project I visited was ,n the Tirupur District, south of Madras. I
accompanied the SCARF psychi rrist and the CBR worker to three Rua! sites.
The clinic was held in whatever space was available, usually one room with a
table and folding chairs. Special to these visits was the accompanying of the
individual to the clinic session by family members, as well as the rehabilitation worker. Prospects fur continuity of care appear excellent in such circumstances. Although the cultural context facilitates such participation and
continuity, it is as aspect of service that bears noting by American rehabilitation and mental health personnel given the concern in this country about continuity of care.
Related to the CBR Project is the endeavor of SCARF personnel to develop
linkages with community leaders, anu with local respected healers and helpers. On one visit, our team of psychiatrist and CBR worker stopped at the
village of Kovalam, where a Muslim holy man maintained an outdoor soup
kitchen. He spoke about encountering a number of persons with mental illness, and he and the psychiatrist discussed the needs of such persons, and
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ways of responding to those needs. Out of these discussions came an agreement to make cross-referrals--a fine example of professional and community

collaboration toward a rehabilitation effort.
Two case examples from the Tirupur project Indicate the potential of this
community--levelopment rehabilitation model. In one case a thirty-five year
old worn an who had been diagnosed with '.chizoph rema for seven years, was
brought to the rehabilitation clinic session by her husband and mother-Inlaw. In the past she had been treated episodically at a psychiatric hospital in
Madras, and at a general hospital, also in Madras. However, she had been
non-comphant with medication because the family lacked financial resources
for travel. Also, because her husband was employed as a fisherman, It was

financially extremely difficult for him to leave his work to make the trip to
Madras. The CBR worker was able to facilitate medication compliance in
consultation with the psychiatrist, and to consult with the family on helping
this woman to be productive in her family.
Another example is that of an eighteen year old young man brought to the
rehabilitation clinic at the encouragement of the CBR worker. This young
man had first been seen only six months ago. His diagnosis included "behavioral disorder" and he is under continuing observation for diagnostic purposes. Before coming to the clinic he had been tied up by his family to prevent
ium from wandering off while they were working or otherwise away from
home. After three months of contact with the project, he was untied, with his
family now using a twine leash and taking him out of the home more often.
He was accompanied by his mother and paternal grandmother. The original,
almost desperate, restraint measures are now giving way to a gradual venture
Into the community.
Yet one more example of this community-based approach comes from one
of the SCARF urban slum projects. A woman of unspecified age diagnosed
with schizophrenia was helped to start a modest business selling vegetables.
When she has an acute episode, her neighbors sell her vegetables for her and
give her the money, which makes it possible for her to continue to live with
her family. When I visited this project the psychiatrist remarked to me tha
"The poor are the most supportive of one another of all the people we see."
SCARF recognizes the delicate, but essential nature of this helping tradition,
and in its community-based rehabilitation approach, It seeks to maintain
these existing support traditions, and avoid supplanting them with less effective professional structures and services.
The SCARF CBR Project is a major community development oriented project. Worthy of mention are other community endeavors being pursued by
SCARF, all of which I visited. These Include sponsoring a family group called
AAHSA which means "hope" in the Hindi language. This group bears some

similarity to Alliance for the Mentally III groups in the US. It operates without professional leadership, and SCARF's role is to support its development
as a community resource, with the plan for the group eventually to sever for-
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mal ties with SCARF once It has become more established and Increased its
membership. SCARF also has developed a relationship with two institutions
of higher education that offer a social work degree, the Madras School of
Social Work, and Stella Maris College, for the purpose of incorporating psy-

chiatric rehabilitation Information into their curricula. Hosting of professional workshops, and recruiting public support through presentations to
civic organizations such as the Roundtable, are examples of SCARF%
endeavor to bring schizophrenia to the attention of a broad spectrum of the
community.

The National Institute for Mental Health and Neurosciences
(NIMHANS) and affiliated programs
NIMHANS directs a sophisticated and extensive clinical, research, and
professional training effort. Its services Include units for inpatient service,
outpatient community mental health service, a family therapy program offering live-in family units, and a rehabilitation unit that emphasizes vocational
rehabilitation within the hospital setting. Described to me as the premier
mental health facility of its type in India, NIMHANS, in Bangelore, is a
ma,jr tertiary care facility, as well as a community mental health service. So
extensive are the programs of NIMHANS from studies of Indigenous Ayurveclic medicine to neuroscience, from inpatient whole family treatment to
community outreach to remote, rural communities; It is tempting to try to
describe all. However, NIMHANS efforts are well-documented in its own
professional journal (cf. Reddy et a1,1986) and newsletter (cf. Murthy, 1987),
and It has published a near book-length summary of its first decade as now
organized (Reddy, 1986). Accordingly, this report focuses on community
development activities of NIMHANS.
A major community-oriented endeavor is piloting and Implementation of
the use of Multipurpose Health Workers.These workers are the village-level
providers of health care and health education. Because they are ned to a district and regional network of physicians and other health care providers,
potentially they are well supported for consultation and referral p.rposes.
Historically, mental illness has not been a major focus of these workers, nor
of the primary health care system in general. Accordingly NIMHANS is
undertaking the orientation of primary providers in the identification and
treatment of mental illness (Isaac et al, 1985). A component in this community endeavor is public education, and pictorial materials Illustrating symptoms of mental illness have been designed for Instruction and distribution, so
that the public will approach health personnel for treatment of the Illnesses so
illustrated (Sekar, 1987)
Examples of demonstration projects are those at Sakalawara, a rural community twenty kilometers outside of Bangelore (Isaac, 1986), and at Bellary
District (Isaac, 1988) a district of approximately 1.5 million population.
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Sakalawara was the site of a feasability study between 1977 and1980, involving an extensive rural sector of 122 villages with combined population of
76,000, in the use of primary health care personnel for mental health purposes. Following promising results in Sakalawara, a project began in Bellary
District in1983. These education and outreach projects endeavor to use existing personnel, already in place, rather than create an additional mental health
infrastructure. There is also an effort to enlist local community leaders a..
allies in the program, as recognition of the validity of this outreach program is
essential.
The N1MHANS and SCARF approaches to community-based services
have similarities In that both seek to use a combination of public education,
collabor.mon with local leaders, and incorporation of a menta; illness focus
into the work of outreach personnel. Differences appear to be in SCARF
emphasis on rehabilitation through a community-based orker, i.e. the
assumption that primary treatment must he followed by monitoring and support of proper compliance with treatment, and that families and communities may require some education and consultation in how to make some
normative roles available to persons with serious mental illness. The
NIMHANS approach works through an existing .md extensive primary care
network, with health care providers who would appear to be well-received by
the community. It appears to be an assumption of this approach that rehabilitation may be delivered by families and community without much on-site
consultation, because there are existing traditions c ' care, particularly in

rural communities.
There are good arguments for both approaches. It is to the credit to both
N1MHANS and SC; It F that they conduct program evaluation research.
Accordingly, outcome data may help to determine the appropriateness of
either approach or combinations of the two.
A number of other community-based efforts of N1MHANS Are worth
mentioning. I visited the Vocational Training Centre for the Handicapped in
Bangelore, a center started by an industrialist who has a family member with
a psychiatric disability. Significant is the involvement of a businessperson in
creating a vocational rehabilitation center. At the center, employees produce
goods for the open market, in what is a kind of encl.we supported employment model. Another vocational project is operated by Friends of
N1MHANS, a group of volunteers that make space available in a home for
productions of household goods and office st,,lies. 1 also visited a half-way
home and hostel operated by the Medico-Pastoral Association, a charitable
organization. These are ill signific.mt developments, all receiving enco iragement and various kinds 0, institutional support from N1MHANS.
significance lies in the recognition by NIMHANS that vocational and residential
rehAllitation in community settings, run by lay people, is a vital, effective
component to mental health services.
The opportunity to visit farms, and rural villages, and to spend evening
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timc with staff and their families, was exceptional, providing me with an
appreciation of the cultural context of rehabilitation services. A very memorabk experience was a home visit in the Bangelore area, made by taking a
series of buses one evening and walking through a number of neighborhoods
to call on the family of a 48 year old man diagnosed with schizophrenia. I was
accompanied by a NIMHANS social worker e n the visit, and, with a 17 ycar
old young man as the informant, -ve were able to consult with the family, and
with one another on the rehabilitation potential of the family memher. Other
NIMHANS activities included partic;pating in a clinical case conference, and
in numerous group antl individual sessions discussing concepts of rehabilitation. These pro% ided an inside view of rehabilitation efforts of NIMHANS.

Summary
India is includit g mental illness in the "Health For All by the Year 2000"
World Health Organization effort. My itinerary included two leading organizations that are devel 13,ing model responses to rehabilitation needs of persons with disabling mural illness, one a non-government organization
focusing on schizophrenia, the other a government-supported major mental
health clinical, teaching, and research center. The former is field-testing a
community development appronch involving the use of community-based
rehabilitation volunteer workers. The latter is pursuing a primary care model

based upon the addition and inco-poration of mental health identification
and treatment into the role of health workers.
I met with some of India's outstarding!zaders in the psychiatric rehabilitation effort. By virtue of family and hc stel accommodations, ard the thoughtfulness of hosts, I enjoyed very instructive exposure to Indian fl:aily and
community life. Also,1 had some direct contact with service recipients
through home visits, conjoint inter lewing, partic!pan: observation in group
work, and community visits.
India clearly faces a formidable psichiatric reEabilitation challenge. On
the basis of my study-visit observations it appears that mental health and
rehabilitation leaders are attempting to develop a useful combination of modern and traditional principles and practices. Family and community integrity
is to be respected and supported, while modern methods of rehabilitation and
medicine are selectively applied.
Pqrticularly noteworthy in the context of community development were
efforts to use existing community resources in a rehabilitative way, examples
being existing health and rehabilitation personnel, village leaders, industrialists and other employers, clergy, indigenous medical providers, civic organizations, family members. These endeavor which may be characterized as
mobilizing the community to support the individual, as well as the individual
to adjust to the community are very much in the forefront of international reha-
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bilitation efforts. The fact that demographic, evaluation, and consumer
research is being conducted as standard component of program development
makes these endeavors all the more impressive.

AUSTRALIA

Context of Australia Study-visits
Australian mental health policy is largely determined by various state governments. While in Australia for slightly more than two weeks! visited services, and pr hcy and training centers, in the two states of Victoria and New
South Wales. Serving both as host for the Victoria portion of the study-visit,
and as coordinator of the overall Australia itinerary, was the Staff Training
Team, Office of Psychiatric Services, Health Department Victoria. My host
in New South Wales, who also welcomed me to Australia, was the Mental
Health Staff Eaucatrin Unit, Department of Health, New South Wales.
While these two Australian states were called to my attention as the
nation's most active in psychiatric rehabilitation ;fforts, they appear to be
pursuing different means to reach the goal of having effective rehabilitation
services. As was the case in visiting programs in India that are approaching
community-bsed services differentially, it was quite instructive to view the
approaches of tht se respective states.
Historically, Australian mental health services have reflected a Western,

particularly British, influence. The deinstitutionalization movement c the
1960's and 1970's in the West has touched Australia, and by the late 1970's
attention began to the need to provide an effective transition to the community for persons who had been institutionalized, as well as a new, a-institutionalized service population. A nulor figure in the rommunny-based,
rehabilitation effort has been John Hoult who b.,s pioneered and pro,noted
the concept of community transition teams (Hoult, 1986; Hoult & Re) nolds, 1984; Reynolds & Hoult, 1983). Conceptually, the work of Watts and
Bennett of Great Britain in applying principles of rehabilitation to psychiatric
disability (Watts & Bennett, 1983); and of Stein and Test of Wisconsin in the
US regarding cemmunity case management and treatment (Stein & Test,
1985)h we been Important infl. nces. The1980's have emerged as a t:ire for
policy formulation, baseu in ?a, upon the effectiveness of early community
and rehabilitation effor s.

The State of Victoria
Victoria is Australia's second most populous state, at 4.3.million. Located
in the southeast corner of the continent, it is second to Tasmania as tbe small-
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est state, but is small only by Australian standards. Geographic area is nearly
90,000 square miles, slightly larger than the US state of Minnesota. The rural
-haracter of much of the state and nation is illustrated by the tact that Meloourne, the state capital, has a population of three million.
My study visit to Victoria was both intensive and extensive. In seven days I
visited three rural areas of Warnambool, Sheppardton, and Beechworth , as
well as policy and training centers in the greater Melbourne area. The itinerary was thoughtfully arranged to provide time to speak individually with
service recipients, family members, community program staff, hospitai staff,
and policy personnel. Among the highlights of the Victoria expel lence was
spending a weekend with residents and staff of the Gilcrest Group Home in
Beechworth, visiting a community transition program associated with Brier!)
hospital in Warnambool, and participating in the quarterly "country forum"
a gathering of rural service providersin Sheppardton.
A noteworthy aspect of the history of mental health services in Victoria is
that a number of asylums were built in gold rush boomtowns in the eighteen
hundreds. A century later these former population centers typically are rural,
sometimes remote, communities. Beechworth is one example, where the
Mayday Hills Hospital was built in 1867 as a lunatic asylum for 400 persons.
The census rose to a thousand at the height of gold fever. Today Mayday Hills
has a census of approximately 200, and Beechworth Itself a population of
3800.
Corsideration of community-based rehabilitation services in Victoria, as
in much of Australia, means changing the role, and perhaps the existence, of
inpatient facilities that m.iy be the principal employer in a r.irol community.
Herein hes a difference bet Areen India and Australia. In India tne need for
services far outstrips the availability of services. However new they may be,
rehabilitation-oriented services in India do not replace existing services. In
Australia, however, con...ianity-based rehanilitaaon may represent or require
re-allocation of resources. This is a circumstance that presents policy makers
with community socio-economic and political variables to consider, along
with rehabilitation outcome variables. Accordingly, the Victoria and Australia psychiatric rehabilitation effort is concerned not only with model building, but also significant system change to accon:modate new n.odels.
Mental health services in Victoria have these motor components: state
operated hospital, community mental health center, md specialist service
system psychiatric units in general hospitals; private practitioners, and the
emerging not-for-profit organizations whose usual focus is community settlement and rehabilitation. Thic composition of services is similar to that in the
US, but without the component of a private psychiatric hospital. A shift
towards community treammt has resulted in a marked reduction in the average length of stay per hospital admission, but re-admission of previously di,charred persons has now become a paramount concern.
Victoria studies have shown that fewer than half of those ad-:- '.-d to hos-
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pitals have had benefit of community-based assessment to determine whether
community alternatives might be utilized. A 1985 study indicated that
between 8-19% of persons were readmitted within ten days, and 24-42%
within six months. These findings have suggested to Victoria authorities that
a need exists for continuity of care such that appropriate, supportive services
are available for persons once discharged (Rimmer, Buckingham & Farnhall,
1988).

Site visits in Victoria included the Richmond Fellowship, a non-government organization (NGO), operating with staff support from the OPS, and
sponsoring a range of rehabilitation-oriented residential and day programs. A
visit was made to 1.arundel Hospital in greater Melbo- rne for discussic ls
with mental health professionals, for meetings with clients in a psychosocial
disability unit, and observing components of a de-institutionalization effort
that includes converting former staff residences to client residences. Victoria
has just complete.: .he "decommissioning" of Willesmere Hospital in Melbourne, and reallocated the former hospital's funding to community services,
in what appears to be a demonstration that the transition from a hospitalbased system to a community-based, rehabilitation-oriented system is, in
fact, possible.
Additional site visits were to Ow rural communities of Warnambool, Sheppardton, and Beechworth, where inpatient units are located etther because
once these were nmre populated areas, or because they were constructed in
this century to .mtomntodate the growing demand or "overflow" for npatient
services for Melboui ne-area individuals. Today, residents of such institutions
tend to come from communities far removed from these rural institutions.
Briefly Hospital in Warnambool has developed a network of fourteen community residences, and a rehabilitation program to prepare residents for
them. These fourteen sites vary in the degree of supervision provided; accordingly it is possible to arrange 1 match between the functional residential
ties and rehabilitation needs of incliviOdals, and the environmental demands
presented by the sites. At Mayday Hills Hospital in Beechworth. a similar

development of community residences, with rehabilitative support services,
has begun. A special feature of the Beechworth visit was the opportunity to
spend a weekend with the residents of the Gilcrest Group Home. Th . Sheppardton hospital was the site of the Country Forum, which rotates among
rural host sites.
In addition having contact with professionals and ser% ice recipients. I met
with a representative of the Schizophrenia Fellowship of Victoria, and the
Schi ,ophrenia Forum of Australia. These are family organizations, developed
akmg the lines of the Alliance for tht Mentally III ir the US.

Victoria Findings
Reviewed in this settion are a series of exemplary policy and program
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developments in Victoria State. ThLse were selected for their relevance to the
community development theme of the study.
The Office of Psychiatric Services, Health Department Victoria, has identified seven "Strategic Themes in Service Redevelopment" (Rimmer, Buckingham, & Farnhall, 1988). These themes include development of a client
need-based service system, in which services will be created in response to
assessed needs, instead of referring clients to existing services simply because
those services are already in place. Other themes are: continuity of care; the
community as the locus of rehabilitation; focus on specific client outcome
kora Wing a service; and developir service alternatives. One theme of particular interest for this study is that of mobilizing community and political
support to address isolation and stigma associated with mental illness, and to
open up to persons with mental illness the range of formal and informal community resources and services available to other citizens.
The Staff Training Team (STT) of the Office of Psychiatric Services has
been organized to provide the staff training and support undeipinnings of the
policy and program developments that flow from the above themes. Located
in Parkville, m greater Melbourne, the STT sponsors programs throughout
the state with emphasis on assistance to staff of new mental health services.
One example is the Country Forum, the quarterly meeting of rural service
providers. 1attended this Forum, at which staff of various rehabilitation-oriented programs mode pres ntations, in a peer sharing and networking format. A second example is the psychosocial rehabilitation training workshops
which are scheduled for Sep.ember and November 1989. These will offer
training in principles and practices of rehabilitation. Such a linking of professional in-service training with policy development is logical, but in the US is

more the exception than the rule.
The plinned, progressive reallocation of resources from hosptal to community is a third finding. As indicated earlier in this report, however bold
reallocation may be, and however encouraging from a rehabilit ation point of
view, it has risks. In Victoria a paced approach is in place using one project,
the Willsmere decommissioning, as a learning experience, and then gradually
examining the feasibility of similar changes in other institutions.
Yet another finding comes from participant observation: that when clients
become citizens of communities and regard mental health service providers as
supportive of their rehabilitation goals and efforts, it becomes apparent that
the normative tasks in the community have great rehabilitati i potential.
Having control over one's living space, shopping, trweling, engaging in recre-

ational activities in the communityrepresents a paradigm shift in both how
persons with psychiatric disability are viewed by others, and how they view
themselves. While visiting the Gilcrest Group Home in Beechworth, I joined
the residents on a Sawrday rappelling activity, and observed a 50-year-old
manwho had been an inpatient for nearly half of his life before being given

-he opportunity to live in the community homedo the first rappel of this
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life, thret stories high. The potential of this kind of cutdoor activity, and of
dozens of other normative activities, indoors and out, have yet to be explored
with this population.

Summary
Participant-observation in Victoria yielded findings of a planned, gradual
develonment of community residential and social-recreational resources. In
part, h, vital facilities, such as residences formerly used to house staff,
funds, and staff are resources for this community development shift. But also,
the opportunity to utilize existing services, resources, and activities of the
kind that are available to all citizens, is being explored. Interest is high in
international developments such as the programs at the Center for Psychiatric
Rehabilitation in Boston. Staff training is underway to provide concept and
skills supportive of the transition. Forums exist to facilitate the peer sharing
of support around arious pioneering community rehabilitation ventures.

The State of New South Wales
New South Wales is the most populous Australian state, at 5.7 million.
The greater Sydney area contains approximately five million of that number.
The next smallest state after Victoria, at 309,000 square miles, like its neighboring state 'small' is quite relative for it is over half the size of Alaska! Once
one leaves the Sydney and coastal areas, there is the broad expanse of bush
and outback that stretches west a quarter of the di itance across the continent.
New South Wales is the site of the first European settlement, in 1788, celebrated one year ago in Australia's bicentennial (Hughes, 1987).

As in Victoria, hospitals or asylums, built on a British model, were, until
recently, the core of the mental health service system. In the early and mid1980's through the efforts of John Hoult, Alan Rosen, and others, the use of
community teams, and of community residential, vocational, and social recreational resources was undertaken and evaluated, in the North Shore area,
immediately north of Sydney (cf. Hoult, 1983). In 1982 the state government
established a committee to examine the state of existing services for persons
with mental illness, and developnytntal disability, and to make proposals for
state policy. This report, dubbed the 'Richmond Report' after its chairperson,
recommended the separation of psychiatric and developmental disability
services, and a shift from hospital care to supported community rehabilitation as the emphasis in services.
In the mid-1980's the execution of a series of Richmond Report proposals
resulted in transfer of 208 long-term patients to corn lunity residences from
psychiatric hospitals, the purchase of 125 c immunity properties, mostly for
residential purposes, estabhshment of 39 living skills centers, and estabhshment of 12 crisis intervention tearo,s,(Mental Health Services Unit, 1988).
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Subsequent reviews and recommendations called for an eight-year plan
beginning in 1987 that included community-based service as its primary
objective, and promised to close five psychiatric hospitals. However, the issue
of hospital closures proved to be controversial enough that It became a political issue in elections held in March 1988, which brought a new majority
party into government.
The Richmond Report-related program developments were genera)ly
halted. A new review committee was constituted to review anew the services
to persons with psychiatric disability and developmental disability. The
report of this group, dubbed the 'Barclay Report' after its chairperson, recommends a central role for hospitals both for treatment and rehabilitation,
and for administrative and staff supervision control over community mental
health services (Mental Health Services Unit, 1989). The Barclay Report was
submitted to the Minister for Health in November 1988, and information
s;ieets summarizing its recommendations were publishd in Februrary 1989,
only two months prior to my visit.
Accordingly, my visit to New South Wales occurred during a period of policy change so nc.,s that full impact has yet to be felt. In this context 1 visited
what appeared to be exemplary community-based rehabilitation services
the result of the few hospitahto-community program transitions in the early
and mid-1980's. I also met with those who foresaw the return of hospitals to a
central role, as proposed in the Barclay Report. Yet others said that the community movement would proceed and that the language of Barclay provided a
politically acceptable description of what was to have happened pursuant to
Richmond. These developments provide opportunity for an intriguing case
study in systems change, comparing and contrasting the Victoria and New
South Wales experiences. Such a study Is beyond the scope of this report as it
is still very early in the process for both states.
Cine footnote to this period of change is the announced plan to phase out
the Staff Education Unit of the Mental Health Services Unit, of the Department of Health. This Education Unit was my host agency for NSW visits. As
opposed to having a state-operated unit to provide training and technical
assistance to staff engaged in community services development and delivery, a
new staff education scheme calls for universities to be the primary vehicles for
in-service mental health training. This state and university collaboration in
support of training for rehabilitation-oriented program development is a
model in use in my home state of Mame, and through the rehabilitation education program in which I teaat (Dunlap & Wygal,1989). It is, however, the
exception rather than the rule in the U.S. for a university to have major staff
support functions. I did not visit any university units in NSW that were preparing to discharge this functic...
My visits in NSW included the Staff Education Unit , where I was updated
on the history of rehabilitation efforts over the past decade, including the
North Shore demonstration projects, and the Richmond and Barclay
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Reports. I visited the North Shore Project, which is very much in operation.
Given my rural Interests, a very instructive and enjoyable part of the itinerary
was a two-day visit to the town of Orange, 260 kilometers west of Sydney.
Orange is home to Bloomfield Hospital, and to an exemplary community
development and rehabilitation project. Titled 'SHIPS', for the 'Satellite
Housing Integrated Programmed Support' program, this endeavor enables
persons with disabling mental illness to live in the community with choices
from a range o:. residential options, varying in the amount of supervision provided. As iilVictoriak, I participated in a number of forums and discussion
groups, formal and informal, during my time in New South Wales.
I was very fortunate, and very grateful, to be the overnight houseguest on a
sheep station in the Orange area. This experience afforded a glimpse Into
rural Australian life, and the values exposed in roral communities. Accordingly, the New South Wales visits offered contact with demonstration projects
of national prominence (and in my view, international significance); with
staff and service recipients; with families; and with service recipients. My
participant-observation experiences Included making an evening home visit
to a home shared by three service recipients, having meals with residents of
other prc grams.
New South Wales Findings

The SHIPS project is an exemplary rural psychosocial re'iabilitation program. In essence the program uses the community as the ' -:us of rehabilitation, and provides staff to assist program participants to i inction effectively
in the community, with staffing patterns and interventions designed according to the skill needs and support or supervision needs of individuals. For residential rehabilitation, the program includes use of residences purchased by
the government. These are ordinary homes usually with a minimum of three
bedrooms. They are selected to be uninstitutional in appearance, and are dispersed throughout the Orange area. Residences vary in the amount of staff
support provided, varying from 24-hour coverage to once per w-ek contact. It
is not required that these residences be the only options; private apartments
or 'private accommodation' as it is called, is possible as a logical part of residential choices. The program operates according to the principle of 'least
restrictive alternative', although that particular term was not used.
Social, vocational, and educational rehabilitation services are delivered by
using existing community services open to all citizens. For example, adult
education services r-ay be used. The program does sponsor a crafts-oriented
center, as a day activity. However, in keeping with program philosophy, it is
optional, and participant s choose from their own hours and activities, arid
arrange their own transportation. One rural residence has a seedling business, and conducts some subsistence gardening and sheep raising. use of
social services is encouraged; during a visit to one of four homes in the corn-
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munity, I met outreach persons from a church related program. Most residents and participants in SHIPS are individuals formerly inpatients at
Bloomfield Hospital, most of them long-term.
The North Shore project operates with a similar philosophy to that of
SHIPS, offering a range of residential options for persons who historically
have been long-term, impatients in state-operated psychiatric hospitals. One
difference is the operation of a Living Skills Center which services multiple
functions: drop-in center; site for pre-vocational programs; social and vocational skill training sescions, .ind individual problem-solving, goal setting,
and assessment services. The Center has work crews as part of its vocational
rehabilitati,-in programs. These crews perform various maintenance jobs in
the area.
While SHIPS geims-ally relies on existing community services, the North
Shore has this Center as a resource. Noteworthy is the combination of low
demand' am.: Nigh demand' access to the Center. Low demand programs have
as their goal developing trust and confidence; an example is `drop-in' time,
when persons may come to the Center and do as much or as little as they
wish. Other times of each day are set aside for structured activities, such as
skill training sessions, and at least some of these last for a specific number of
weeks. Such high demand times are designed to respond to the skill and support needs of persons ready to move ahead in the rehabilitation process. Having witnessed the low versus high demand philosophy debatcd in the U.S., :he
combination of the two in one center is a logical, but perhaps overlooked
solution.
Quite apparent in both SHIPS and North Shore is a service philosophy that
builds a rehab& Ion response around the needs of the inclividull. While
meeting individual neeus has become virtually professional jargon, in these
programs one is impressed by the options av.ulable, and by the commitment
to assist program participar ts to maki. choicesind to help them to attain the
goals inherent in their choices.
For rural communities, SHIPS is a useiul model. Focus s.,. she model is on
community support services to participant:, and to community agencies and
individuals who are actual or potential resoui zes. It represents a king of rehabilitation without walls. Participants learn hov ' to live in the community by
living there, with staff support. Their residences look like the other residences in the neighborhood. If they wish to pursue vocational, educational,
social, or recreational interests, they are aided in using the resources of the
community to do so.
Financing of community-based programs such as those I visited has been
achieved largely through reallocation of hospital budgets. Some interim additional funding may be required during the period when new communitybased services are being planned, but Bloomfield, in particular is an example
of a successful reallocation project.
However creative reallocation is from a funding standpoint, it has oppo-
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nents. As I did in Victoria, I encountered employees of the menta'
ch system who feared for the loss of their jobs if Richmond-style proposals were to
proceed. In the community the perception of persons with metal illness as
dangerous persist*. Ai. least one community residence I visited was greeted at
its opening two years ago by violent demonstrations. As indicated earlier in
this report, concern over the discharge into the community of large numbers
of dangerous individuals was reported to me as being an issue in state elections one year previous. But, in turn, the SHIPS program n the rural Orange
area is described by its proponents as having been accepted by the community.

Summary
It appears that in New South Wales working models for community-based
rehabilitation services have been developed, and evaluated as effective for

their target populationpersons with severe and persistent mental illness
with long institutional histories. A series of issues now to be addressed concern systemic developments, such as the role of inpatient facilities; the nature
and size of such facilities should they continue; rehabilitation competencies
required of mental health service providers, and the pre-service and in-service
training structures necessary to deliver these competencies; and management
of professional and public reactions to any systemic change in how service is
delivered.

Implications For Psychosocial Rehabilitation in the United States
Two major questions arise from the study which are pertinent to rural rehabilitation efforts in the U.S. The first question arises from the India context. It
is how to deliver services of quality to unserved and t -derserved populations,
who live in areas with minimal or non-existent professional mental health
and rehabilitation resources. The second question, which arises from the
Australia context, is how to accomplish the systemic transition to community
and consumer-oriented rehabilitation services, once the effectiveness of
model projects has been established. This is not to categorize rigidly either
nation, however, for both face both Issues, but with a different emphasis at
this time. For India, as well as Australia , Ivls a network of psychiatric hospitals, general hospital psychiatric units, and private mental health practitioners. And Australia, as well as India, has unserved and underserved persons,
with persons from non-English speaking ethnic backgrounds being one
example, persons in thee vast rural outback being another. The U.S. rehabilitation and mental health communities face these issues as wdl.
One of the points made by Indian mental health leaders is that the effort to
develop community-based, rehabilitation-oriented services is not only a
funding or resource Issue. It is an issue of effective service. The American
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mental health services experience is hardly viewed as a success, with Its reliance on institutions, Its separation from medicine, social service, and rehabilitation; Its professionalism and professional rivalries; and its limited response
to the needs of culture-specific persons. India hopes to do better by ..ot imitating the NX'2st.

The paradigm issues raised in Australia, at least that dialogue exists. One
of the frustrations of the U.S. rehabilitation community has been the difficulty in getting state mental health departments, the mental health professions, and institutions of higher education to even acknowledge the validity
of rehabilitation for persons with mental illness. In spite of a sizable and
growing research base supporting rehabilitation practice (Anthony & Dion,
1988; Anthony & Blanche,1989), It remains a fringe, rather than a central
philosophy and practice in American mental health. It has been the family
movement and the consumer movement in the U.S. that has been most forceful and effective in moving rehabilitation issues toward the center stage, not
established alental health professionals and entitles. The Australia experience should prove instructive, not only for the underserved rural areas of the
U.S., but for the nation as a whole, in terms of how to Implement a rehabilitation philosophy.
The following are specific implications fox rehabilitation policy makers,
rehabilitation educators, and rehabilitation practitioners, panic ilarly those
concerned for rural areas, and for the application of rehabilitation principles
and practicer to mental Illness.
Psychiatric rehabilitation is a worldwide interest and movement . It is useful paradigmatically and practically to exchange views and information
with international colleagues. This may be accomplished by attending to
international publications; soliciting contributions from international
colleagues; actively encou:aging presentations at professional conferences on international perspectives and programs; promoting exchanges
of policy makers, practitionen, and educators.
Of particular value during tials series of study visits were opportunities to
obtain the points of view of consumers of services, and of families
affected by mental illness. It dues not require international travel to do
this. Consumer organizations and family organizations exist in every
state in the U.S. They should be consulted on program development,
invited to professional gatherings, and invited to university classes and to
professional in-service education programs, to present their persoectives.
The family live-in experiences were extremely Instructive regarding the
cultural and community context on services. Such experiences can be
arranged in the U.S. They should be a standard component of rehabilitation education. International live-in experiences offer tkie perspectives on
culture, values, and behavior that come from stepping outside of one's
own milieu. For rehabilitation educators, these are recommended.
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Community-based rehabilitation services of residential, social, vocational, and residential nature have been demonstrated as effective for persons with mental illness. These services require community development
competencies that may not ordinarily be included or emphasized in rehabilitatoon education, such as public education to eliminate stigma, enlisting the political and financial support of public officials and business
leaders, using electronic and print media, networking and lobbying with
social service agencies to serve persons with mental illness; creating housing, job, social, and educational opportunities; networking with
resources that are used by consumers, but perhaps net ordinarily viewed
as resources by practitioners, such as clergy; networking with consumer
and family groups.
The most effective rehabilitation efforts I observed were in the community. Practitioners ought to view the community as the work milieu. Professionalism tends to assign higher status to those in the office, than to
those on the street, and this orientation needs be be reversed.
'Resource-poor' communities ought to be viewed as potentially resourcerich. If the disability-handicap paradigm is apr lied to communities, It is
unfair to label communities. Whether a .ommunity has resources is not
the Issue; rather the issue is how resourceful are the rehabilitation practitioners. This is particuarly poignant in rural communities where many
Informal resourcesfan ily, employers, social and civic organization,
clergy, health care persom. -Iawait the community development skills
of rehabilitation practitione s.
Social, recreational, and len( lal-Frowth enhancing activities used by the
general public can be applied to
population. The rapelling and trekking observed in Australia are exai. les. Indian examples include gardening, and dramatics.
Research Into rehabilitation outcome, Lindy and consumer views of service, and identification of target population are all Inquiries urgen4
needed in the field. Competencies for conducting such research should be
in rehabilit mon education curriculum. Certainly there should be in rehabilitation education curriculum. Certainly there should be plenty of programs in the field available for rehabilitation students to practice md
apply their research competencies. It was impressive that such research
was an integral part of services in India.
A Final Word

Some very powerful images persist from this study visit. I recall the eagerness of a community-based volunteer rehabilitation worker at Tirupur District in Tamil Nadu; children bringing a parent to a rural clinic outside of
Madras; a home visit with an Indian colleague in Bangelore; a 50-year-old
former backward patient doing a rappell in Victoria;I a 32-year-old 'hopeless'
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patient living in his own apartment in Melbourne, no longer hiding in thc
hospital laundry; another former long-term inpatient preparing the evening
meal in a New South Wales rural group home, with a view out the kitchen
window of sheep country, stretching to the horizon. These are powerful and
moving images of individual and community potential. Clearly, there is much
to be learned from the East.
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DIRECTOR OF REHABILITATION SERVICES
Director of Rehabilitation Services needed to coordinate and
supervise rehabilitation services within a community based
mental health agency located in upstate New York.
Responsibilities include supervision of programs and staff
that provide vocational training to adults and adolescents,
liaison with community and state agencies and business
community, and direct services to include vocational
assessment and job development. Qualifications: Masters
Degree in Vocational or Rehabilitation Counseling with
experience and/or training with psychiatric population. Salary
is $24,000 to 26,000 based on experience. Please submit letter
of application and resume to Sara Rowden, Associate
Mrector, Northern New York Center, 63 Broad St.,
Plattsburg'i, N.Y. 12901. (518) 563-1160.

Book Reviews
Anthony M. Zipple, Sc. D., Book Review Editor

Thinking, Feeling, Behaving: An Emotional Education Curriculum for
Adolescents
Ann Vernon. Research Press, 1989,243 pg., S2 1.95.

Imagine you work in a psychosocial pro lm. You have been given the task
of designing and implementing a program I._ teach positive mental health
concepts to adults with psychiatric disabilities. What do you do?
Do you shift Into your creative mode and begin that arduous but personally
fulfilling process of program development? First there is figuring out what
concepts fall Into the category of "mental health" concepts. Theo there are
decisions to be made about process and content. There are lesson plans to
write and staff to be trained. All this time you are wondering if this product
you've spent countless hours developing will accomplish your pedagogical
objectives. So you test it to see if It works.
In the midst of all this creative fv.vor, you begin to wonder if you are simply
reinventing the wheel. Your alterni fly,: is to use "prepackaged" programs.
The problem is deciJing whicii ,-;:-:: will do. Having fnced this problem in the
past, I have a few guKiPlines I me when choosing a "packaged" program. The
first point is that the stated purpose/outcome of the program must correspond to my program g -als. If I am looking for a program that teaches skills, I
am not going to choose a program that does not assess skill performance.
Secondly, the material has to be relevant to the people learning It. It should
be appropriate to the abilities and the disabilities of the learners. I will allow
for adaptability. If the program is designed for adolts of average intellectual
ability, can it be easily adapted for adults with devdopmental or learning
disabilities?
My third criteria is that the program be user friendly. That means: (1) the
directions for using the program are clear and easy to understand; (2) the
material is presented in a logical, organized system; ( 3 ) minimal preparation
time is required (4) psychotechno jargon is avoided; and (5)1 won't need to
spend the iiext two years training myself and other staff to use the program.
Extra p Jints are awarded for extensive field testing.
Using these guidelines, I reviewed a book by Ann Vernon, Thmking, Feeling, Behaving: An Emohona/ Education Curnculum for Adolescents, to determine its usefulness in a psychosocial rehabilitation program and discovered
that it met all three of my criteria. The book is based on the principles of
Rational Emotive Therapy (RET) introduced by Albert Ellis in the 1960s.
Therapy? In a psychosocial program? Although it is based on a therapeutic
model, Vernon's book is really a curriculum and is designed to be used in an
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education setting. Originally Intended for school systems, the book contains
ninety, 1-2 page lesson plans, divided by grades (7-8, 9-10, 11-12) and is organized into five categories: Self-Acceptance, Feelings, Beliefs and Behavior,
Problem Solving and Decision Making, and Interpersonal Relationships. The
lessons are sequenced to build on learning from previous lessens. Each lesson
plan Includes the lesson objective, a list of materials needed, procedures for
the stimulus activity and follow-up discussion questions. It also includes a
note to the leader about what point to emphasize.
The mayor strength of Vernon's curriculum is that It is very user friendly. It
is well-organized in both the lesson plan format and the sequencing of the
lessons. The plans are easy to follow. Each lessons tells you what you need
and how to do It. There is nothing complicated about the methodology or the
language. It does not require extensive training to lead corrumers through
any of the lessons.

The curriculum can be used in psychosocial programs, in formally strxtured classroom settings or in less formal discussion groups. The lessons can
be led by staff or member-staff teams. The topics, which include goal setting,
signs of stress, personal power, tolerating frustration, res'Aving relationship
Issues, are relevant to adults. Lessons would need to be modified, which
largely entails changing the situations being discussed from school situations
to situations that are more common to clients in psychosocial rehabilitation
programs. This is an easy translation which makes them relevant to the participants. After reviewing the book I have begun to incorporate the exercise
into some of the work occurring in my own program.
The book does have its limitations. Although the lessons provide for octive
participation of the learners in the stimulus activity and follow-up discussion,
the curriculum is designed to teach concepts and not to measure skill performance. While It has implications for skill tr.uning, it does not directly
assess improved behavioral functioning as a result of learning these concepts.
Using it in a rehabilitative context might require incorporating performance
obyectives to correspond with the concepts being taught. However, this is a
relatively easy modification.
On balance, Vernon's curriculum should prove useful to a broad range of
psychosocial programs. It is structured and simple enough to fit numerous
models of psychosocial rehabilitation and serve tbz needs of a large group of
consumers. While It is not ideal and forces the pr ictitioner to spend time
modifying the material, it is a very helpful starting point for social skills training programs.

Lamar Gunter, M.S.
Archway Station, Cumb:Tiand, MD
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Supervising Counselors and Therapists: A Developmental Approach
Cal D. Stokenberg and Ursula De lworth. San Francisco: Jossey-Bass Publisher,
1988, 712 pg., $22.95.

As fiscal and human resource shortages increase, administrators of psychosocial rehabilitation programs face new challenges in staff hiring, retention,
and development. One such challenge is providing quality supervision which
will monitor employee performance cf lob duties while enhancing the effecuveness of their interactions with clients. Supervisors may be selected based
on seniority or clinical skill rather than training or experience as supervisors.
Even staff with advanced degrees may have little or no training in how to
supervise. Publications for supervisors are often geared towards one theoretical orientation and/ or one clinical discipline. This book provides an
atheoretical framework for assessing and describing supervisees, and offers
some practice suggestions for facilitating the growth and development of new
chruciar s.

The book is divided into ten chapters. The first two review developmental
theoriesfirst, human growth and development, then developmental models
of clinical supervision. The next three chapters define the developmental levels of supervisees. The concluding chapters discuss assessing the development
of supervisee, how training affects professional development, and implications for supervision research and practice.
The text presents a picture of the developing supervisee, describing changes
in each of the various domains of clinical practice. The three overriding Aructures of development are self- and other-awareness, motivation, and autonomy. This comprehensive list might be improved by separating the concepts
of self-awareness and other-awareness, as experience shows that the two do
not always go hand in hand. The more specific domains of supervisee development are described as: intervention skills competence, assessment techniques, interpersonal assessment, client conceptualization, individual
differences, theoretical orientation, treatment goals and plans, and professional ethics.
Supervisee development is characterized as occurring in three phases. The

Level One supervisee focuses primarily on "ser is highly motivated to
become an effective helper, and is quite dependent on the supervisor. As the
supervisee moves to Level 11,,o, he or she becomes so focused On "other" that

each client becomes remarkably uniqueso unique that the supervisee rcsists
any suggestions from the supervisor that gereral principles may apply to t:iis
particular person. This new perspective on uniqueness of individuals can be
both exciting and paralyzing to the budding clinician. In combination with
vacillating needs for dependency and autonomy, the supervisee may feel overwhelmed, and experience some decrease in motivation at times. The Level
Three supervisee has achieved a balance between self- and other-awareness,
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and is beginning to develop a personal clinical style, which decreases dependence on the supervisor. Rarely, one finds a "master therapist" who has
achieved Level Three in all of the domains of clinical practice, and is labelled
by the authors as "Level Three Integrated."
By describing the levels of supervisees, the authors have identified a valuable language for describing the clinical development of practitioners. This
book contributes new guidelines for assessment and training practioes for
counselors and therapists. Both of the authors are educators in counseling
psychology, and approach their material from the point of view of the
trainer/supervisor. Professional training and development is thoroughly discussed, yet may not be relevant to supervisors of paraprofessional staff who

strugglf to balance task monitoring with clinical supervision.
The authors' efforts to ground their concepts in broad theories of development dilutes the impact of their points. The early chapters provide too much
iniormation for readers familiar with developmental theory, and not enough
information to educate readers unfamiliar with this field. The book begins
and ends with poetry, apparently created by a former supervisee of the
authors. This is an interesting technique, but does not enrich the text.
Instead, It detracts from the generally ob;ective descriptions, which make up
the overall tone of the book.
Recommended for educators and trainers, the book also has some relevance for practicing supervisors. Additionally, some of the concepts may help
administrators in developing hiring guidelines by definmg what level of practitioner is desired for entry and middle management positions.

Patricia Nemec, Psy. D., C.R.C.

Dept. of Rehabilitation Counseling
Boston University
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Old Men of the Bowery: Strategies for Survival Among the homeless
Carl I. Cohen and Jay Sokoloysky. Guilford Press,1988, 248 pg., $35.00.

As the authors tell us in the Introduction, "Their II' pathways point to
where today's young homeless will head if meaningful in., ventions are not
Introduced." This is an ominous statement since there are more homeless people of every type than there have been since the Great Depression. All those
who would concern themselves with the Issue of American life quality should
read this book. It is a basic orientation to homelessness with specific attention
paid to elderly men.
The book has ten chapters which follow the lives of three bowery men in an
Intentionally humanistic manner. The authors then inform us about how
these men got to the Bowery and how we might Intervene to support their
struggles to survive. There is statistical data in Chapter seven concerning the
physical and mental health of these old men. I found the chapter on the history of homelessness and the tenth Chapter on intervention most fascinating.
In the tenth Chapter we are presented with a clear, scientifically based blueprint to provide services for these older homeless men. The authors cover respite needs, nutrition, health care, psychiatric and alcohol counseling,
housing advocacy, financial stabilization, outreach, work and vocational
rehabilitation and educational needs. Most of these men are homeless due to
poverty and they stay homeless due to poverty. The provision of esseatial
human services to these men can dignify our society and offer these old men a
caring response to their attempts to stay alive in an Increasingly difficult
social environment.
Cohen and Sokolovsky have produced a work of Intellectual depth and
obvious sensitivity to older homeless men. They appeal to us not to forget
about their needs in the face of growing numbers of other homeless people,
i.e., women, children and young people.

Maurice J. Mollan, MSW
Program Director
Bay View Inn /Vinfen Corp.
P.O. Box 2080
Quincy, MA 02269

ORGANIZING EXHIBITIONS OF ART BY PEOPLE
WITH MENTAL ILLNESS
A STEP-BY-STEP MANUAL
By

Susan Evans Spam!
Price: $19 00

Manual Covers.
Historical Background
Grant Proposal and Budget
Soliciting Art Works
Application Process
Jury Selection

Registration Process
Opening Receptions
Catalog Preparation
Assessment Tool

Extended Bibliography

This manual is based on the expenence of the Committee for Adva.acy Through
Art in organizing and successfully implementing the exhibition "Art and Mental
II Ines5. New Images" held at Boston University from September 21!, through
October 24, 1989. The manual is designed to meet the challenge of promoting the
creative abilities of the artists while protecting their rights and confidentiality.
Although this manual focusses on art by people with mental illness, It can readily
be adapted to exhibitions of art by people with or without other disabilities.

ART AND MENTAL ILLNESS: NEW IMAGES
The Exhibition Catalog
Pnce: $8.00

Catalog Includes:

Forward

List of Works and Artists

Introduction
Illustrations of

Afterword
.

,ists' Works

Comments by Artists

Bibliography

This catalog describes the exhibition "Art and Mental Illness: New Images" held at
Boston University from September 28 through October 24, 1989. This exhibition
displayed art of originality and power by people who have expenenced mental
illness. The art works were selected by a jury to represent a broad range of
universal human emotions and a wide range of artistic styles. Contnbuting artists
included nonprofessionals who use art for self-expression as well as professional
artists.
Available From. The Committee for Advocacy Through Art
Center for Psychiatric Rehabilitation
Boston I Truversity

730 Commonwealth Avenue
Boston, MA 02215

Make check or purchase order payable to. Boston University. Checks must be
drawn on U.S. banks. No COD's.

International Exchange of Experts and Information in Rehabilitation

Monograph Series

#15 A National Transport System for Severely Disabled PersonsA Swedish

Model, Birger Roos, (1982), 18 pp.
#18 International Approaches to Issues in Pulmc nary Disease, Irving Kass,
Ed (1982), 40 pp.
#21 Rehabilitation in Australia and New Zealand: U.S. Observations,

Diane Woods, Ed. (1983 ),189 pp.
#23 Methods of Improving Vet.bal and Psychological Development in Children with Cerebral Palsy in the Soviet Union, Robert Silverman, Tr.

(1983), 96 pp.
#24 Language Rehabilitation after Stroke: A Linguistic Model, Gunther
Peuser (1984), 67 pp.
#25 Societal Provision for the Loag-Term Needs of the Mentally and Physi-

cally Disabled in Britain and in Sweden Relative to Decision-Making in
Newborn Intensive Care Units, Rev. Ernie W.D. Young, PhD (1985),
86 pp.
#26 Community-Based Rehabilitation ServicesExperience of Bacolod,

Philippines and the Asia/Pacific Region, Antonio Periquet, M.D.,
(1984), 63 pp.
#27 Independent Living and Disability Policy in the Netherlands: Three
Models of Residential Care and Independent Living, Gerben DeJong,
PhD (1984), 94 pp.
#28 The Future of Work for People with Disabilities: A View from Great
Britain, Paul Comes (1984), 80 pp.

#30 Employer Initiatives in the Employment or Re-Employment of People
with Disabilities: Views from Abroad, Diane Woods and Sheila Akabas, Eds. (1985),128 pp,
#32 Life Transitions of Learning Disabled Adults: Perspectives from Several

Countries, Kate Garnett and Paul Gerber, Eds. (1985), 64 pp.
#33 Bridges from School to Working Life: The View from Australia, Trevor

Parmenter (1986), 76 pp.
#34 Independent Living and Attendant Care in Sweden: A Consumer Perspective, Adolph Ratzka (1986), 80 pp.
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#35 Evaluation and Information in the Field of Technical Aids for Disabled
Persons: A European Perspective, A. Pedotti and R. Andnch, Eds.
(1986), 59 pp.
#36 An International Perspective on Community Services and Rehabilitation for Persons with Chronic Mental Illness, Mary A. Jansen, Ed.
(1987), 78 pp.

#37 Interactive Robotic AidsOne Option for Independent Living: An
International Perspective, Richard Foulds, Ed. (1986), 64 pp.
#39 Family Supports for Famf..es with a Disabled Member, Dorothy Lipsky,
Ed. (1987), 79 pp.

WRF/HRC The Changing Nature of Work, Society and Disability: The
Impact on Rehabilitation Policy, Diane Woods, David
Vandergoot, Eds. (1987), 64 pp.
#40 New Developments in Worker Rehabilitation: the WorkCare Model in
Australia, Andrew G. Remenyi, Hal Swenssen, Shane A . Thomas, Eds.
(1987), 102 pp.
#41 Social Security Disability Programs: An International Perspective, Barbara Duncan, Diane Woods, Eds. (co-published by W:IF with Rehabilitation International), (1987), 160 pp.

#42 Volunteer Rehabilitation Technology, Jim Tobias, Diane Woods, Eds.
(1988), 89 pp.

#43 Disability in New Zealand: A Study of Rehabilitation and Disability
Organizations, L.R. Newsome (1988)
#44 From Barrier Free to Safe Environments: The New Zealand Experience,
William Wrightson

#45 Aphasia Rehabilitation in the Asia-Pacific Region. (1989), Ed Martha
Sarno.
#46 Prevention: The First Step in Rehabilitation, (1989), Ian Campbell
#47 Developing Strategies for Communications about Disability: Experiences
in the U.S., Hong Kong, India and Pakistan, (1989), Barbara Kolucki.
$5.00
IEEIR Monographs Published ir
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Ethical Issues in Disability and kehabilitation: An Internationalspective,
Pei
(co-published with World (nstitute of Diability and Rehabilitation International) $10.00
1
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#48 Development and Direction of Rehabilitation Effort!, in the Pacific Basin:
A Contextual Overview, (from San Diego State University's Project on the
Pacific) 55.00

#49 Psychosocial Rehabilitation and Mental Illness: Views from Africa, India,
Asia, and Australia. 510.00 (Co-published with IAPSRS)

#50 Rehabilitation and Community Integration of Persons with Traumatic
Brain Injury in Israel. 55.00. Available October 1990
A charge of 53.00 is being asked for each monograph except where another
charge appears in the list.
IEEIR
World Rehabilitation Fund
400 E 34th Street
New York, NY 10016

After September 30,1990
IEEIR
c/. Institute on Disability
Morrill Hall
University of New Hampshire
Durham, N.H. 03824-3595
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The Facts About

IAPSRS
WHO:

The International Association of Psychosocial Rehabilitation Servicos (IAPSRS) is an organization dedicated to the promotion, protection and improvement
of the psychosocial rehabilitation field. Its success
comes from the energetic, enthusiastic participation
of its membership, whose purpose is to guide the
PSR field in the right direction and set precedence

for a successful, productive future for people with
chronic mental illness.

IAPSRS programs and activities are designed for
agencies, practitioners and other interested parties to
learn from each other's expertise; to build and maintain productive relationships with federal, state and
local policy makers to achieve adequate funding and
fair regulations; and to stay on top of important issues affecting the psychosocial rehabilitation field.

WHAT:

IAPSRS is a clearinghouse of information and resources for a wide variety of topics concerning the
psychosocial rehabilitation field which are available
to IA PSRS members. Topics range from Social Secur-

ity benefits, Medicare and Medicaid, to Supported

Employment regulations, and the Fair Housing
Amer dments Act, and how each of these can affect
you.
Everyone involved in the psychosocial rehabilitation

WHY:
HOW:

field, at any level from directors to direct service
staff to legislators and policy makers to cbrisumers

and family members, car. benefit from IAPSRS affiliation. IAPSRS is the only association whose exclusive interest is psychosocial rehabilitation, so the
day-to-day issues and concerns of this field are the
day-to-day issues and concerns of the Association.

Anyone interested in becoming an IAPSRS member
may fill out the request on the opposite page or call
(301) 730-7190 for further information.
1
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MI nefomrrbnearship
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Membership in IAPSRS is your best opportunity to connect with the entire psychosocial
rehabilitation field and stay on top of issues that are pertinent to its future and success.

ORGANIZATIONAL MEMBERSHIP benefits include
Discounts on Alamo Rent-AOrganizational Bulletins
Car, This End Up furniture,
Public Policy Alerts
Sears major appliances, autoConsultation and technical
mobile/van purchases
assistance
Plus, all benefits listed below for
Individual and Associate Members
Dues for Organizational memoership are based on
annual operating budget and range from $85 to $1,500 per year.

INDIVIDUAL MEMBERSHIP is for providers of services, and benefits in-

clude
Psychosocial Rehabilitation Journal
IAPSRS Newsletter
Community Support Network
News

Chapter membership (where
organized)
Participation in IAPSRS

Discounts on IAPSRS publications

chapter activities

natbnal/international and

Dues for Individual membership are $70.00 per year.

ASSOCIATE MEMBERSHIP is expressly for non-providers which may include
consumers, family members, students or any other interested individual who
does not provide psychosocial rehabilitation services. Benefits include
Member discount, at the
IAPSRS Newsletter
National IAPSRS Annual
Community Support Network
Conference
News
Psychosocial Rehabilitation Journal subscriptions may be purchased at the
discounted rate of $26.00 per year
Dues for Associate membership are $25.(A) per year.
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Please send me ar Organ'tational
application.

Individual/Associate

membership
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Name:
Title:

Agency:

Address:
City, State, Zip:

Telephone #:

Fax #:

Mail to: IAPSRS, 5550 Sterrett Place, Suite 214, Columbia, Maryland 21044
L
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Advertising Rates
1. Classified advertisements accepted fo: positions ava.lable and positions wanted at
$10.00 per line, averaging 52 characters and spaces. Please type double-spaced.

Minimum: $30.00.
2. Display advertising rates:
Full page:

$300.00

Half page:

$175.00

3. Advertising copy must be camera ready and received 45 days before publication. For
example, advertisements for the April issue are due February 15.

4. Purchase order or check must accompany the advertising copy.
5. The Psychosocial Rehabilitation Journal reserves the right to change copy to conform
to the <tyle established by the Editors.

6. Address correspondence to Managing Editor.

PSYCHOSOCIAL REHABILITATION JOURNAL

ORDER FORM

Subscription: Four issues per year July, Oct., Jan., April

Individuai $35.00
Institutional $70.00
Foreign Individual $45.00
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Foreign Institutional $75.00
Full-Time Student $22.00

Name
Address

City

State/Zip Code

Please make checks for Journal subscriptions payable to Psychosocial
Rehabilitation Journal and ,aail to 730 Commonwealth Avent. e, Boston, MA
02215 (617-353-3549). All Canadian and foreign checks must be in U.S. funds and
drawn from a U.S. bank.
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WORLD REHABILITATION FUND, INC.
400 East 34th Street
New York, NY 10016

FOUNDER:
Hmard A. Rusk, M.D.
PRESIDENT:
How,ard A. Rusk, Jr

EXECUTIVENICE PRESIDENT &
IEHR PRINCIPAI INVESTIGATOR
J.Intes U. Garrett, Ph.D.

ILEIR PROJECT DIRECI OR
Diane E Woods

The Internatiowl Exchange of Experts and Information III Rehabilitation
(IL EIR) is funded through dic National In ,tituw of Disability and
Rehabilitation Research.
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