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Introduction

Thas 1ssue ot the Journal of Psychosoctal Rehabihitation began as a comp-
lation of papers from several countrnes, some of which had been presented in
1988 at a World Assoctation of Psychosocial Rehabilitation (WAPR) mecting
held in Lyon, France. In conjunction with that meeting, an Advanced Insti-
tute on Psychosocial Rehabilitation was convened. This was astrategy meet-
ing designed to develop relevant mental health programs in emerging
couatnes. Thanks to Martun Gutleman, the program chair of WAPR, the
World kehabilitation Fund (WRF)—International Exchange of Experts and
Information in Rehabilitat »n (IEEIR) was able to obtain some very interest-
ing papers from that Institute for future publicanion.”

Somewhat later, an IEEIR fellowship award was made to Dr. Douglas
Dunlap to investigae commumty and family approaches to rehabilitation
of people with severe and persistent mental health problems inIndia and
Austrahia. We dectded to include Dr. Durlap’s fellowship report as a part
of the IEEIR monograph on Psychosocial Rehabilitation,

Although the IEEIR monograph senies has been reserved mainly for for-
eign aurhors, nonetheless, there have been occastons when selected tediow -
ship experiences have been included in the series. Tt 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
signific intly to the IEEIR fello.vship program, by Mananne Farkas, Director
of Traning for the Center for Psy chiatric Rehabihitation at Boston University.

Since the Center for Psy chiatric Rehabilitation and IAPSRS co-publich
the Psychosocial Rehabilitation Journal, it was decided to explore the possi-
bility of joining with them to co-publish an tssue of the Journal. LeRoy Spa-
mol and Ruth Hughes agreed to jom jorces with the International Exchange
ot Experts and Informaton i Rehabilitation to ¢o-publish a special interna-
nonalissue on psy chusoctal rehabilitation in the developing world.

‘The Nanional Institute for Disabihity and Rehabihtation Research
(NIDRR ) has been very supportive of the efforts of the IEEIR . Tt 1s through
NIDRR's suppor. that the IEEIR has been able to produce fifty pubhications
and award 150 fellowships over the past twelve years.

Diane E. Woods, Project Director
International Exchange of Experts
and Information in Rehabilitation

Yrmoston has beer givon o the atthors for publication of therr eduted articleos i this specaal
tsuee of the Pove hosocal Rebabiditation Jorrnal
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Guest Editorial

Thas 1ssue of the Psvchosocial Rehabilitation Journal 1s an exciting collec-
tion of articles reflecting the practices and communuty 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
1s the result of the collaborative effort of the World Renabilitation Fund—
International Exchange of Experts and Information in Rehabilitation, the
Center for Psychatric Rehabilitation at Boston University and the Interna-
tional Association of Psychosocial Rehabilitation Services.

In North America and Europe, our efforts to provide effective psychiatnic
rehabilitation are too often molded by needs to conform to exis ting systems of
nstitutional care. Even when our efforts are to reduce the populations in
mental institutions, and to recreate commumty systems of care and support,
we are doing so from a professional, educational and economic position
which 1s strongly biased towards mstitutions.

As North Americans, therefore, 1t 1s interesting for us torea-  ccounts of
efforts in Asia and Africa whi .1 are well grounded in the natural community
systems of support that we are only now trying to recreate. Many of the soar-
eties reflected in this 1ssue could not afford to be hospital based systems. They
do not face the perolexing problems North America and Europe face of try-
ing to phase down hospital resources while 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 chents and care givers with
extended families and the notural communmity supports in the ‘sina qua non’
of mental health and rehabilitation effoi ts 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 coun-
tries are all examp'es of how to use a few professionals with indigenous sup-
port systems thut are cnlturally responsive.

To be truly ntegrated into comniunity hife, means having a productive
and useful role. In manv countries, work 1s considered an essential part of the
therapeutic process in both the hospital and community, without the artificial
barriers and disincentives which have developed 1n the US system. In rural
societies, there are frequently more opportunities for low stress, productive
jobs, a tolerance for unusual behavior, and an expectation that each of us
contribute te the commumty welfare. The Chinese view of work as ameasure
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of outcome 15 already an integ-al part of the commumity rehabihtation proc-
ess. Work figures strongly in the rehabilitauon efforts of other regions as weil.

Thatis not to say that the systems in these countries are perfect and that
those of us strugghng in Europe and North America should attempt to copy
these systems. The countries represented in this issue are also experiencing
great difficulties—a serious l.ck of resources, large numbers of persons in
need, immense terntories with poor transportation and few professional
services available. We find, however, that we may have much to learn from the
extensive expertences of these countries in dehvering community based ser-
vices, 1nvolving families and indigenous supports, utihzing a small number of
professionals und including work as a natural part of the entire rehabilitation
spectrum,

And whatde we have to offer? While we may not be able to make com-
parisons 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 rehabihitation that are worth sharing. The rich array of psycho-
social rehabihitation approaches developed in North America and Europe
may bhe of potential usefulness to Asian and African nations. The world 1
shrinking so quickly that we may soon find that our commonahties far out-
weigh our differences. Let us hope that we, in rehabilitation, have the wisdons
to learn from the best that each continent has developed, so that persons with
psychiatne disabihities can be fully integrated into the communuty hife, what-
ever 1ts configuration and wherever it 1s located in the world

Murianne Farkas, Director of Internanonal Rehabilitanion, Center for
Psy chiatnic Rehabilitation, Boston, Massachusetts USA

Ruth Ann Hughe s, Executive Director, International Assoctation of
Psychosoaal Rehabilitauon Services, Columbia, Maryviand USA
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Rehabilitation in Mental Illness: Insights from
Other Cultures

Harriet P. Lefley, Ph.D.

Dr. Lefley 1s Professor of Psychiatry at the University of Miam

It has been over a decade since tue International Pilot Study of Schizophre-
n1a {IPSS) confirmed earlier findings that persons with major psychotic disor-
ders have a more benign course of illness in the developing nauions than in the
technologically advanced societies of the west (World Health Orgamzation,
1979). The papers in this book begin to tell us why.

Despite our quantitat.ve advantages in funding, facilities, and professional
perscnnel, when westerners look at the ways in which third world countries
deal with major mental illnesses, several areas of relative strength become
apparent. First 1s the more efficient utihzation of scarce resources, with pro-
viders sometimes offering home services which are increasingly unavailable
in most of the clinic-based systems of the industrialized countries. Second 1s
the culturally syntonic diagnostic and treatment procedure that merges indig-
enous healing systems, or modes of service provision, with scientific modal-
ties. Third, and perhaps most important, 1s the inchnation of most third
world practitioners to welcome and integrate the patients’ natural support sys-
tems—their families—into the healing process.

Interrelatedly, the artificial distinction between “cure™ and “care™ in west-
ern thinking (Gittelman, 1978), which has dichotomized chinical and rehabil-
1tative services, seems to be irrelevant in most third world systems. Integrated
medical and mental health services, which *ve have rediscovered as the “link-
age model” (Broskowski, Marks, & Budman, 1981), and case management
asa necessar® feature of rehabihitation, are concepts long incorporated in the
more fluid and less compartmentalized systems of the developing countries.
This 1s a unified mode of thinking to which we are just now beginning to
return 1n the United States.

It should be emphasized that there 1s no tntention of romanticizing the nec-
essarily limted services of third world countries when compared with those
of the affluent west. Yet, the planning process and the training of skilled para-
professionals facihitate 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 190,000—about
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 resources, we nevertheless target estimated percentages of at-risk pop-
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ulations rather than identified individuals in need of mental health care. Psy-
chiatric inerviews of such potential clients would seem an extraordinary
luxury in the more affluent United States. The fact that site casefinding and
psychiatric evaluation can be done in arelatively poor country suggests that
our mental health costs may be vastly inflated.

Precisely because of their poverty, third worid nations have had to attend
first tothe most needful population: the severely and persistently mentally ill.
In the United States, community mental health centers have typically
expanded the parameters of mental health services and the umverse of poten-
tial consumers, well beyond those with psychotic illnesses or even DSM-
defined disorders. Reviews of the research literature indicate that for many
years rhe centers tended to underserve the demnstitutionalized chromic patients
whose needs they were intended to meet (Bachrach, 1983; Lefley, 1984). Our
professional training programs in the four core disciplines mav or may not
involve a brief internship with seriously mentally 11l persons in the publicsec-
tor; 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 train-
ing to work with well-functioning individuals who are simply seeking growth
and self-actuahization. In terms of societal use of scarce and valuable
resources, the ratio of skills to need seems to be both more equitable and
more rationa) in the third world.

The paper by Asuni describesthe role of traditional healers in Nigeria.
Ennosho (1979) had previously suggested that, regardless of individual or1-
entation, all of Nigerian psy chiatry recognizes cultural conceptions of mental
tllness and the diagr.ostic procedures, herbs, and symbolic rituals used 1n folk
healing. In the United States and in many European countries, continuing
immgration of culturally diverse f eoples requires a similar acknowledgment
and respect for their belief sy stems and traditional therapeutic practices. In
our own program :n multi-ethnic Mianu, as well as elsewhere in the United
States, traditional healing has often been integrated with chinical treatment
programs i an effort to offer interventions that were most likely to be accept-
able and comprehensible to clients from other cultures (Lefley, 1984; Lefley
& Bestman, 1984). Famulies of course have a critical role n all inerventions,
traditional and otherwise. T hey 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 1n 1solation from persons who are significant in
their ives. During hospitalization, if relatives are not involved from the very
beginning, 1t 1s difficult for them to know how to accept responsibihity at dis-
charge. This1s a truism which we are just now beginning to accept in the
west. The training of new generations of climicians s beginning to focus on
workinug in a collaborative model with families of the mentally 11l (Lefley,
1988)

In the U.S., the history of relations between professionals and families has,
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vacillated between excluding the famly altogether, or propelling family mem-
bers into unrequested family therapy that does not seem congruent with their
needs. This has resulted in documented dissatisfaction with services (Holden

& Lewine, 1982) and often 1atrogenic guilt (Terkelsen, 1983). This has rarely

been the case in the third world, where it would be incongruous not to mnvolve
the famuly in discusstons and decisions regarding the patieut’s health.

Throughout the cross-cultural literature, it 1s apparent that in third world
countries families are seen as an essential resource in patient care and rehabil-
itation (Lefley 1985). There has always been some emphasis on family educa-
tion, in contrast to the arcane therapies in the Umited States that seem to
ignore families’ expressed needs for illness management and coping skills in
lving with these difficult disorders. It 1s only recently that we have seen the
development of interventions that satisfy families’ requests for education
about the illnesses, behavior management and problem-solving techmques,
and compassionate understanding of their profound sorrow and distress.
These mclude the supportive counseling model of Bernheim and Lehman
(1985) and the carefully researched psychoeducational models of Anderson,
Reiss and Hogarty (198€), and Falloon, Boyd. & McGill (1984). Educational
packages for families have been developed also by professionals associated
with the National Alliance for the Mentally Il (Hatfield, 1983).

Yet this reasonable and empirically-supported educaunonal approach con-
tinues to be rejected by many systems-oriented fammly therapists. Scme repu-
diate medication and/or still beheve psychotic symptoms stem not from
disordered neurotransmutters, but from a need to maintain homeostasisin the
family system through bizarre or anusocial behavior (Haley, 1988, Selvini-
Palazolli, 1987). The efficacy of their work has never been demoastrated in
research, whereas the psychoeducational approaches of Anderson (op cit)
and Falloon (op cit) have led to documented reductions in relapse rates. Other
systems theraprsts have row developed a family consultation approach
(Wynne, McDantel & Weber, 1986). This s a more direct and non-disse.n-
bling intervention which respects the presenting needs of families within their
own conceptual framework—an approach long advocated in cross-cultural
service provision (Lefley. 1984).

The American system in particulas sets up a number of barriers between
patients and famlies. Developing countries do not seem to share our worship
of 1t confidentialy, which initially derved from the now-discredited notion of
farmly pathogenesis. The curative patient-therapist alliance had the ultimate
aim of separating the patient from the dysfunct-onal family umt, an objective
congruent with the western core value of independence, but discordant with a
cultural value of interdependence. Third world psychiatrists apparently feel
free to ask t'.e patient to leave the room so they can talk to relatives, who are
percetved as a source of authentic information, and always seem to view rela-
tives as allies, not adversaries. In recent years we have begun to replace the
pathogenic model with a paradigm of coping and adaptation, focusing on




E

Q

8 Psvchosocral Rebainhtation Journal

families’ strengt} s in coping with lives of inordinate pain and stress (Hatfield
& Lefley, 1987;.

Much of the strength of relatives in the rehabilitative process derives from
the sus.enance that they themselves may muster from others in dealing with
thzse devastating and draiming illnesses. Interpretations of the IPSS findings
of more benign course of schizophrenta in the developing countries generally
have focused on a few spec. lative variables. Among these are the extended or
jornt family system, with 1t« more extensive supports and buffering mecha-
nisms for diffusing family burden (%eff, 1981). There is some evidence {rom
In-ha that the joint family system is beginning to erode with increasing urban-
1zation (Sethi et al, 1987). The literature on expressed emotion (EE) showed a
correlation berween criticalness and overinvolve ment (mgh EE) of some fam-
ily members and patients’ relapse rates in numerous replications (Vaughn et
al, 1984). This has been attributed to the toxr- effects of overstimulation e
persons with the core biological deficits of vc1.17ophrenia, and the nvestig. 1-
tors state that this may come from any envirc emental source, not just families
(tb1d). IPSS followup studies on stressful life events have demonstrated thata
range of environmental stressors may precipitate relapse among patientsin
numerous countries .nroughnut the world, regardless of level of development
(Day etal, 1987).

Research has shown that high EE 1s relatively raren third world countries,
reconfirmed in recent studies in India (Wig etal, 1987). It has been suggested
that patients may do better in the developing countries because there are more
kinship networks, more buffering mechanisms, and apparen’'y greater equa-
mmity with respect to *olerance of difficult behaviors. For pauents, there are
also more opportunities for low-stress, non-competitive productive roles in
communal societies a1d agrarian ecoromics.

The paper by Shen Yucun and associates depicts involvement of patients in
“the norinal activities of the collective” in the Haidian Dista ict near Beijing,
China. These are considered essential correlates of clinical care. Indeed, we
find greater possibilities for this normalizarion process throughout the third
world, and particularly in countries where there 15 centralized planning of
mental health services. Many countries continue tohave hosputal-based
industries which provide traming and often payment for patients in meaning-
tul work. Others develop innovative vocational re habilitation programs, or
sheltered workshops with light industrial assembly work done on a contract
basts, 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 opportumt.=s for persons with good intelligence
who may have a high level of residual ski'ls but .mparred concentration or
attention span.

Perk 'ns the most sigmi{icant lesson we have to learn is the humane potential
and orgamzauonal advantages of a national health insurance system, or asin
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the ASEAN nations, free medical and mental health care as a natural contn-
bution of government to its citizens. The United States continues to have a
two-tiered system of care, private and public, for rich and not-rich, the latter
including many middle class patients. Skyrocketing costs of psychiatiic care
together with lumits on privarz 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 rehabiiitation
programs.

As Dr. Deva notes, developing countries do not have the half-way housing
Or case management SErviCes now available in many urban (not rural) areas of
the Umited States. In the third world, the service delvery systems still depend
on the families for housing, economic sustenance, and caregiving. Yet the
lack of adequate - Ymmunity support services in the United States, particu-
larly residential t. thuies, ~ontinues to be a national disgrace. In countries
based on a nuclear famly structure, home care for persons with long-term
mental illnesses can be destructive o the psychological and physical health of
the caregvers. This s particularly draiming on the energies of aging parents
who take care of psychotic adult children, anu of course, are hkely to be out-
lived by them. In the Umited States, almost 40% of deinstitutionalized
patients seem tc live 1n such households (Lefley, 1987).

The National Alliance for the Mentally 1l1{NAMI), an organszation com-
posed primarily of families of long-term mentally 1]l persons, has grown at an
astomshing rate since its inception n 1979. Dedicated to advocacy, educa-
tion, mutual suppost, and resource development, NAMI has become
extremely influential at national, state, and local levels in legislative advocacy
for services as well as for basic research on the major psychotic disorders.
Although there are now family movementsin other countries, they have pro-
gressed slowly in comparison with NAMI's phenomenal growth 1n the United
States. This growth may well be related to the greater pressure on families
whete there are at most two parents, frequently only one, to care for a chronic
adult and few stblings have been enculturated to accept thus role as their
responsibility. Where there ~re no extended kinship networks, caregiving of
highly disturbed persons with distressing positive or negative symptoms
becomes highly maladaptive to the caregivers, unless there are compensatory
supports (Hatfield & Lefley, 1987). The local AMI affiliates often become
surrogate kinship networks, providing the psychological and social supports
of persons bonded by mutual problems and sorrows.

Although NAMI groups have actively developed resources to fill in gaps in
the service delivery system, such as housing, sheltered workshops, and psy-
chosocial rehabilitation programs, familics have multiple obligations to other
members and most feel that 1t 1, government’s responsibility to provide for its
disabled citizens. Above all, family members are increasingly unwilling to
cylfill an extremely difficult caregiving role at home. In the United States,
with its emphasis on personal autonomy, permanent responsibility fora
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chronic patientis destructive to the carzer or marniage options of caregivers
(typically females) and to the independent functioning of the patients them-
selves. 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 cas¢ manage-
ment 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 farailies, and many of our
continuing education workshops focus on training practitioners for this role

As third world countries move toward greater industrialization and the
incvitable erosion of the joint family, the need for community support sys-
ten’s as alternatives to institutions will become increasingly salient. Perhaps
predictably at this point there will be more of a thrust for family orgamization
and consumer pressure for an array of extra-farmihal supportive and rehabih-
tative services for persons with mental illness. In addition to the family move-
ment, we have also seen the growth of organizations of former mental
patients, whom we call primary consumers. There are now a number of con-
sumer-operated programs, encouraged by government initiatives and fund-
ing. In these rehabilitation models, formerly hospitalized persons, now in
remission, serve as counselors, case managers, and role models for their stll
symptomatic peers. They offer understanding of the phenomenological expe-
rience of mental illness and the hope that a higher level of functioning can be
attamned.

The primary rehabilitation technology in the United State< focuses on reso-
ciahization and skill-building, which are the best avenues to dest.gmatization
and recovery of lost self-esteem. Undoubtedly these are the major needsof
mentally 1ll persons throughout the world. In the main, the third world may
offer the best soil for organic development of the rehabulitation modalities we
consider most important: meamngful social relations, and meaningful work.
But development of rehabilitation programs as a social priority requiresini-
tatives from a variety of sources. We have learned that alliances of profes-
stonals, famulics, 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 Wational Association of State Mental Heaith 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 Loalth 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 fo:mation, prograni 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/consumers should be
Included it: 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 ke available in each locality as alternatives and adjuncts to
existing mental health service ¢." sery systems. State financial
support should be provided to help ensure their viability and
independence.

® Developed by ait Ad Hoc Comm:ttee on Consumer/Expatient
Involvement meeting in Cainbnidge. 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.




Report of a World Health Organization (WHO)
Meeting On Consumer Involvement in Mental
Health Services

Mannheim, Federal Republic of Germany, 9-12 November 1988

1. Introduction

A WHO Mecting on Consumer Involvement in Mental Health Services was
held 1n Mannkeim, 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
Iniiative of Support t People Disabled by Chronic Ment il Illness. The topic
had been identified at previous meetings as one which urgently needed atten-
tion 1n order to increase recognition of the need for involving consumers in
the design, implementation and evaluation of mental health services. The
meeting aimed to 1dentify waysin which consumers might become more
actively involved 1n their own communities. Those participating in the meet-
ing included consumers of mental health services, families of consumers of
such services, professionals working with consumers and families, and gov-
ernment representatives interested in the financing aspects of consumer-initi-
ated services. The list of participants is attached as Annex L.

The meeting was opened by Professor Doctor Heinz Hafner, Director of the
Manrheim Collaborating Centre and by Dr John Orley, Senior Medical offi-
cer, Division of Mental Health, WHO. Professor Doctor Haffner and Dr
Wout Hardeman were elected Co-Chairmen and Dr Ronald Manderscheid
and Dr Nicholas Tarrier were elected as Co-Rupporteurs. The meeting was
addressed by the Hon. Minister of Labour, Health, Family and Soctal Affairs
for Baden-Wurttemberg, Mrs Barbara Schifer.

2. Broad objectives of the meeting

2.1 To recognize the global needs of consumers and to address these in a
pubhcation which can serve as a guide for encouraging communities
to involve consumers in mental healtn services;

2.2 Todevelop an outline for a multi-centre research and service demon-
stration 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 onthe
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:lies in community mental health service
systems;

3.3 Idenufication 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 amulu-site research and service
network of consumer-based projects, and development of a concrete
plan for implementing such a multi-site network.

4. Scope of the problem

Over the last few years there has been an increasing recognition interna-
tonally that individuals should take a more active role in decisions about
health care practices which affect them. Autonomy 1s 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™ 1s rapidly being
recognized.

The WHO/UNICEF Declaration of Alma-Ata has affirmed this in Article
4 which states that “people have the nght 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 specifi-
cally cover the needs of people with mental illnesses and mental health prob-
lems, 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
devclopment. Commumity participation should be encouraged by providing
full information, encouraging hteracy, and assuringthat the necessary insti-
tutional barriers to participation of individuals, famihes 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 vartety of soctal programmes, citizen partici-
pationip mental health programmes has received httle attention (McCord,
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1982). The potential benefits of involving consumers and other community
res ents in the design and evaluation of the service system are numerous.
These include benefits which result from the community members’ knov.1-
cdge of community needs, their investment in the services which are devel-
oped, 1nd the pohtical and economic support which they can provide to
services to which they are committed (Zinober and Dinkel, 1981).

5. Publication on Consumer Involvement—Points to be included
5.1 Need of empowerment

The two words which most clearly sum up the current debate are *advo-
cacy” and “empowerment” (see Rose and Black, 1985). Those who have suf-
fered 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. Empower-
ment requries coatrol over service delivery and the planning, development
and management of care. Empowerment can come n a variety of ways—sim-
pl-respect for the individual reflected in the ability to give or refuse informed
cunsentis one aspect; anoth.oris control over resources; and athird 1s the abil-
ity to speak with and on behalf of other service users openly and without fear
of discrimination.

It 1s also important to realise that changing services isnot the answer to
solving the problem of services which are inappropriate. Changing attitudes
of professionals and commumty members 1s crucial, and 1t must be recog-
nized that consumers of mental heatlh services know more than anyone else
about what 1s needed.

5.2 The consumer’s right to representation

Patients admutted involuntarily to a psychiatric facihity often lose their civil
rights. They are generally not asked for their input about the kinds of treat-
ment they will receve, including medication, and they often lose their nights
to entitlement programmes such as pensions and social security benefuts.

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 1s guar-
anteed by law. (Friends World Commuttee 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 beena
school of thought which blamed famulies as the source of mentalillness. Thus
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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 serv-ces (Hatfield,
1986). Recently it has been ;ecognized that family members experience a high
degree of stress from caring. This has been increased by denstitutionahzation
and the move towards community treatment when relatrves with chronic
mental illness, discharged from hospitals, return to their home, with famly
members reassuming responsibility for their care (Johnson, 1986; Gersons,
1988).

One caveat s that with the advent of family orgamizations, service users
(the patients themselves) have expressed concein that their wishes and needs
will be subsumed under those of their mo. ¢ inflvenual family members. In
some countries relatives have powerful commurttal nghts 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 1s the most important unit of
soctal survival. in most instances, whether located in rural or urban areas,
individuals draw considerable support from their fan..lies. Thisis especially
important in countries where social welfare benefits are nonexistent for per-
sons with psychatric disorders and where patients are coinpletely dependent
on the family for basic needs as well as for social and emotional support.
Under these circumstances, 1t can be seen that family involvementin deci-
stons which affect individuals with serious psychiatric disorders can be cru-
aal. Furthermore, development of individual consumer advocacy groups
compnised of patients would not only meet with disapproval and lack uf suc-
cess but would also leave patients without acces. to housing, food and shelter,
and basic social contact and support (1.e. encouraging independence may be
culturally and socially unacceptable),

A second issue 15 that in most developing countries the srigma attached to
mentallllness 1s very great and farmlies proceed with extreme caution when
deciding who will know about the mental illness of a family member. Thus,
expecting an ‘or encouraging famihes in developing countries to take on an
advocacy role may be unreasonable (Nagaswami, 1988).

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 ahenating professional staff were also
pointed out.

6. Multi-Site Project—Points to be included.

As mentioned above, despite the growing consensus that consumers should
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be actively nvolved in decistons which will have along-term effect on their
lives, few programmes have been established based on systomaticinput from
consumers, and even fewer attempts at systematic evaluation of these pro-
grammes have been carried out. Thus, a need exists not ouly to implement
such programmes but to evaluate their usefulness and their effectiveness. Fur-
ther, there 15 growing sentiment that it 1s possible to learn from the experience
of communities across country borders. Therefore, even though there are
many differences between countries, there are also many similiarities and, for
this reason, 1t 1s felt that our knowledge could be expanded by comparing
results of stmilar projects in different countries.

The following description was formulated:

“The multi-site project is an attempt to nnovate and improve the serv-
1ces which are delivered to those people with arisk of long-term depen-
dence on the mentai health service delivery syscem. In order to achieve such
agoal, experimental projects will be started in several locctions through-
out the world under the coordination of the World Health Organization.
These projects are likely to be radically different from already known serv-
ices in ot least two very significant ways. Firstly, these projects will be a
jont effort of users, fanily-members and mental health workers. Together
and with equal responsibility, they wall 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 thewr input as well as their needs and demands at face value.”

Several topics were Wdentified as being urgently in need of research. The

following were included among chis hst:

(1) identification of the services which users see as being most
important;

() determmation of the effectiveness of a range of services and the van-
ance in effectiveness dependent upon characteristics of the user
population;

(m) determmation of the cost-effectiveness of provision of services in the
community;

(1v) determination of the most efficient means of returmng indi 1dualsto
the most productive position possible in the community;

(v) dentification of the best means to help individuals attain maximum
use of their portential capabihties;

(vi) determination of the most efficient range of services forthe 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;

(vu) identification of the best models of cooperation considering the van-
ous inputs of consumei < 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 recogmition 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 evai-
uation of services provided. This lack of involvement, co- 1bined 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 bene-
ficial “0 them, and families and communuty leaders are increasingly calling for
more relevant services which will lead to better long-term outcomes and
greater utilization of each person’s capabilities.

Families have also orgamized into advocacy orgamizations 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 mental-
health workers, politicians, and insurers, have been seeking evaluation stud-
tes which will assess the relative benefits versus the costs of providing an array
of services. Thus, there 1s increasing pressure from all sides to deliver effec-
uve, efficient, and cost-effective services which produce demonstrable out-
comnes. The aim of the meeting described n this Report has been to identify
waysin which this effort can be encouraged and the concrete means by which
WHO can facilitate research designed to answer some of ths2 questions in an
international are-.

8. Recommendations

In order to carry forward the important work of WHO’S Initiative of Sup-
port 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 comniunity mental health services is strongly
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encouraged. Thus, the following recommendations were made:

1.

o

That WHO pubhsh a document on involving consumers and families in
community mental health sernces; further, ths document should be writ-
ten 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 waspar-
ucularly recommended that this document be widely circulated to call
attention to the need “or consumer and family involvement and to empha-
sise WHO's recogmition of the imporrance of this wopic.

. That WHO _evelop a mult. site research and service demonstration net-

work, which would be comprised of community mental health projects to
be heavily influenced by input from consumers of mental services. This
multi-site project should involve several sites which are globally represent-
ative and which include countries in both the developed and developing
world. Further, this network of projects should be designed in a*vay that
research cant carried out across sites, which will provide answers to
some of the pressing guestions identified about the best way tonvolve
families and consumers in community mental health services. Further, this
research should be designed to 1dentify what 1s the best mix of services for
the varying needs of this hezerogeneous population, so that each individ-
ual s enabled to maximse his or her capability and hive as productively as
possible in the community.

. That WHO establish a inechanizm for synthesizing and disseminating up-

to-date information about innovative community programmes and
research. This dissemination should be aimed at the largest possible inter-
national commumity in order to dissemin ate the important findings as
widely and as quickly as possible.

. That WHO 1dentify the skills necessary for traming of staff at all levels to

work with those with chronic mental illness and their families in commu-
mty settings. Identification of these skills and the mechanisms for traiming
staff snould be widely disseminated to all countries.

. That WHO 1dentify the most cost-efiect ve means of commumity mental

health and rehabihitation services which will maximu. e the possibility for
productive community living.

. 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 famulies via advisory boards and other oversight commut-
tees with policy-making power.
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7. That WHO continue its efforts in hine with the programme outlined in its
In:tative of Suppoit to People Disabled by Mental Iliness. WHO should
crntinue to focus attention on the need for consumer ard famuly input into
community mental health services and should continue to stress consumer
input as a central theme running through this Imtianive.
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Psychosocial Rehabilitation in the Developing
World: Progress and Problems

Dr. M. Parameshvara Deva

Dr. Deva 1s Assoctate Professor and Consultant Psychiatrist to the Department of
Psychological Medicine att* e University of Malaya, Kuala Lumpur, Malaysia. Paper
presented at the Founding Congress of the World Association for Psychosocial
Rehabilitation--Lyon—15th-18th October, 1988. Revised—January 1988.

Introduction

The developing world 1s not a homogeuous or umform set uu 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 <3-
called newly industrialised countries {(NICs) with per capitaincomes exceed-
ing 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 sys-
tems however tend to be more urban aad hospital-based and emphasize cura-
tive medicine or the ife-saving arts and scieuces. Thereis a steep drop in
availability of medical care services once a person leaves the urban and devel-
oped cities. Psychiatric care in most developing countries often takes a back-
seat 1n the priorities of health care plans. The emphasisis on saving lives, not
improving the quality of iife—especially 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 psychuatry is a low priority in health of the developing countries, surely psy-
chiatiic and psychosocial efforts at rehabilitation must be the lowest priority
in psychiatry. This then 1sthe dilemma. There is no evidence that mentalll-
ness in developed countries 1s1n any way less common than in developed
countries and yet the resources available for the care of people with mental
illness 1s very limited by the realities of manpower and budgetary constraints.

The developing countries for the most part have also been slow 1n 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 psy-
chosocial rehabilitat:on of their mentally 1ll. It would be useful to consider
some of these experiences. Asexamples, the ASEAN group of countries in
South-East Asia represent the NICs as well as truly under-developed regions
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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 Region—A Brief Profile

The Asean region consisting of Brunet, Indonesta, Malaysia, Philippines,
Thailand and Singapore lie in South-East Asia. The name ASEAN stands for
the Association of South-E ast Asian Nations—an economic anu palitical
grouping of diverse and yei related nations. In area, the region covers about
1.2 milhon square miles and includes over 20,000 islands and parts of the
mainland of Asia. In population, it has over 275 million people of many eth-
nic, cultural, religious and lac:guage groups. Economucally, the region pro-
duces most of the world's tin, rubber, palm-o1l, pepper and hardwoods as
well as significant proportions of copra, rice, petroleum ana natural gas for
export. [tis a rapidly developing region and until the recent o1l and natural
resource related slump had healthy growth rates. The medical care systems
vary widely and although for the most part, no health insurance system
exists, governments provide virtually free medico] and health care to most
areas of the country. Singapore 1s a modern but small city state with a high
standard of living. Brunei Darussalam on the other 1and has only 200,000
people but1s probably the richest country in the world. Indonesia, Philip-
pines and Thailand are all develoying countries while Malaysia falls in
between the two groups as a rapidly developing country.

Psychiatry in Asean countries s still fairly young in its develop 1ent with
only about six hundred and fifty (650) psychiatrists for the 275 million peo-
ple 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 coun-
tries, however, are by no means unique and indc *! there are many developing
countries in other parts of the world where the situation 1s more acute.

Deinstitutionalisation

Most developing countries in ASEAN and other parts of the wo+!d have a
legacy of insututional care of the mentally ill. In the nast, the care was ¢:'sto-
dial but with the advent of modern medicattons and treatment modahtues,
-here have been moves towards active treatment among institutionalized
pattents. The psychiatric institution 1s found by many developing countries to
be a manpower and cost-cutting means of coping with mentaliy 1l in large
numbers. The acute shortage of trained professionals and funds however has
aserious effect on the standards of psychiatric care and in fact adds to the
problem, ? "
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In recent vears, moves h.ave been made to separate the practice of psychuatry
fre mits institutional image. In Malaysia for instance in 1958, the first general
hospital psychiatric unit was started in Penang (Tan, 1970). Thisis a short-
stay acute treatment umt and 1s run by one psychiatrist and psychiatric nurs-
ing and ancilluary staff. Theumithas abou: 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 possi-
ble their long-stay patients into the community. The move 1s at two levels—to
demnstitutionalise the large, anonymous and often poorly kept institutions
1nd make them more habitable, treatment-oriented, and where pe w~ible, turn
them into shorter-stay hospitals. There should also be smaller short-stay
umits in general hospitals. A third level 1s the starting of rehabilitation facih-
ties, partial hospitahsation and sheltered workshops as well as mental health
movements aimed at psychosocial rehabilitation as well as prevention of men-
talillness at primary, secondary and tertury levels.

In Singapore, an active mental health association has been doing valuable
work 1 after-care of the discharged mentally 1ll patients. In Indonesia, there
1sas  tionof psychiatric rehabilitation in the directorate of mental healthto
look 1nto the after-care of the discharged mentally 1ll patients. Attempts have
been made in Thailand, Indonesia, Philippines and Singapore to move psy-
chiatry to outlying chimics and smaller hospitalunits and to reduce hospital
beds in the larger hospitals. In some cases, there have been success stories. In
others, the practicaliies of finance, manpower and organization make such
forward looking moves difficult.

Occupational Rehabilitation Programs for People who are Mentally Il

The history of psychosocial rehabilitation in the developing countries i< at
once ancient and new. So-called mental patients have been employed in work
in the hospital's own kuchens, laundries and gardens for many years but the
aim has been partly if not largely. + fill in 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 reha-
bilitation through work was the first of these measures instituted. The work
involved was usually simple and often agricultural such as vegetable or fruit-
gardening and sometimes, the more mundane jobs of cleaning, knitting or
basket-weaving. Gradually, the move included simp'e industrial sub-con-
tracts. These are still imited by high unemploymerit rates, availabihity of such
industri-1 work and the location of the hospi. *l «n Thailand, 2 mental hosp1-
tal has six-hundred hectares of rice-fields which form an important source of
psychosocial rehabilitation for the recovering person who 1s mentallyill. In
Rli—where even in paradise, there 1s mental illness—at the Bangl mental
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hospital, coconut fibres are converted for mattress fillings and wire chain link
fences are made forsale. In the Ph<hppines and Malaysia, ‘farm-wards’ are an
important phase of psychesocial 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 Indonesta, a brand of kretek cigarettes very popular there called
‘REMEN’ (for Rehabilitation Mental) 1s actually made by the psychiatric
patients. In Kuala Lumpur, psychiatric patients run food services selling
snacks, drinks and meals as par: of their rehabilitation training. Since 1975, a
wide range of hight industrnial work is being done i Malaysia on a contract
basis by psychiatric patients in Malaysia. These include mak:ng of coconut-
husk and leaf-brooms, plastic contract assembly work and in the past seven
years, servicing of arrline inflight audio headsets on a regular basis. Similar
sheltered workshops in Sing apore carry out a wide range of light industrial
assembly work. There 15 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 jobs 9n discharge. In the sheltered workshops, there
are opportunities for training as well as earning an allowance. In Kuala Lum-
pur, about thirty per cent (30%) of those trained in sheltered workshops actu-
ally obtain work 1n 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 15 a0 important aspect of psychiatric rehabilitation, social
and psychological reh abilitation are important too. This has necessitated the
starting of d2y programs that are activity, discussion and group-orientated.
These are still himited to only some parts of the developing countries. The
western traming of the psychiatrists, the traditional shyness of people 1n
South-East Asia nerhaps contribute to their relatively siow growth. Malaysia
started its first ‘Day Centre’—a parual hospitalization program with group
therapy, social activity, psychodrama, art therapy and occupational therapy
10 1969. Today, there are twelve such programs throughout the country. Simi-
lar programs are also available in small numbers in Bangkok and Singapore
but largelv not available elsewhere. T'.e Day Centre movement with empha-
s1s on group, psychological and social rehabil‘tation is still nascent and
remains under-developed for lack of available expertise and funds. However,
as more t:a1nee psychiatrists learn this form of treatment in the training pro-
gram, 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 psychoso-
c1al rehabilitation in the developing countries 1s the recent growth of mental
health assoctations. Formed from among lay and professional persons and
psychiatric patients, they play an impcrtant role inthe creation of awareness
of mental illness in the population. They also help in early detection, psycho-
soctal rehabilitation and to an extent prevention. Mental health associations
in Th: land, Philippines, Indonesia, Singapore and Malaysia are at various
stages of development. In Malaysia, there are eight such associations helping
with the runnming of day centres, community programs and campaigns. Apart
frora these. there are related organizations that serve special problem areas
«.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 nudst of one of the most dangerous routes of
thellegal oprate trade. Heroin s eastly available and heroin dependence s a
m yor problem in Thailand, Malaysia and Singapore and becoming prob-
lsms tnIndonesta and Philippines. Despite efforts in the developed and devel-
oping countries, drug dependence especially to heroin remains a very difficult
problem to treat. All Asean countries have very strict laws on drugs and for
trafficking in drugs, the death sentence s often passed.

Thus far, thirty-nine traffickers have been hanged 1n Malaysia alone after
being found guilty of trafficking in drugs. The unfortunate victums however
are given treatment 1n a string of private and government-run centres and
rehabilitated.

T4e mam method of rehabilitation for drug dependence is by psychosoctal
means. The drug dependent person 1s given counselling, group therapy, occu-
pational tramning and aftercare in the drug rehabulitation centres. The psvchi-
atrists 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 Brunet,
Indonesta and Malaysia are largely Muslims and hence alcoholism ts a rare
phenomenon among them. However, alcohol-related problems are fairly
common in the non-Muslim countries and population—although 1ts occur-
rence 1s believed to be less common than in many more affluent countries. In
efforts to preventats <pread and promote treatment in Malaysia, there has
been formed a privately-run association aganst alcohohsm. The association
(P.A.A.M.)1s affiliated to two treatment centres that have regular A.A. type
treatment groups and family therapy. There are moves to form mnore such cen-
tres throughout the country.
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Prevention and Psychosocial Aspect

Psychosocial rehabilitation to be ideal must have a component of preven-
tion ir it. In the Asean countnies, despite their many weaknesses, there exists
some strength that prevents problems and prevents mentalllnesses from
worsening. This 1s true in many other developing countries as well. This
strength is the strength of the families, famly structure and the family sup-
port systems often breaking down or under pressure in many other countries.
The discharge of the psychiatric patient does not immediately involve half-
way hc sing, social security or social worker in most cases. The family 1s usu-
ally willing to take the patient home, care for him and bring him back if
needed in most cases. This 1s a big asset as few resources are available to make
up for support systems not available.

Thereis of course a need to minimse effects on the family due to economic
and social pressures that canin the long-run erode these already present sup-
port systems.

Prevention ¢ ¢ emotional problems should also be promoted through pre-
marital, mantat and occupational counselling as well as other detection and
counselling systems in schools or colleges. These however are just beginning
o 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

Thereis no doubt psychiatry and psychosocial rehabilitation s a neglected
ar' and science in many developing countries. Priorities for other health fields
aud economic problems contribute to make these the reahity. But even with
relatively meagre resources, alot can be done for people with mental illness
who need psychosocial rehabilitation in developing countries. Money 1sonly
one of the needs—there 1s 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) There1s a need for developing countries to exchange expeniences in psy-
chosocial 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 psychiatrictopscs. vV —te by psychiatrists from the less developed
to more developed among develuping countries can be often useful.

(2) There s an urgent need for world orgamisations like WAPR and WHO
and other international agenciesto devote more attention to the phght of
psychosocial rehabilitation problems in developing countries. The unfor-
tunate ‘revolving door’ phenomenon of repeated re. apses of mental ill-
nesses and high chronicity and under-productivity are perpetual

RIC 3z

Aruitoxt provided by Eic:




O

ERIC

Aruitoxt provided by Eic:

Volume 14, Number 1 July 190 27

problems of institutional psychiatry in developing countries. These
vicious cycles need to be broken with somic help from the world
organisation.

(3) There 1s an urgent need for the developed countries to share their exper-
tise with the developing countries that need them. Thiscan be done by
provision of short fellowships and attachments to leading psychosocial
rehabilitation centresin the developed world for promising and energetic
psychiatrists and allicd profession als from the developing world to try
and learn some of the techniques and systems for adaptation in their own
countries.

(4) There1s a need for aregular exchange of information among the devzl-
oped and developing countries th rough a newsletter so that developments
in the field can be shared. The developing countries can also contribute
their experiences in overcoming challenging problems in their own coun-
tries with others who are facing similar problems.

Conclusion

The deve .opment of psychosocial rehabilitation for people with mental
illness in developing countries s like a long journry. Most develsping coun-
tries are just taking the first steps on this challenging journey 4nd being beset
by numerous doubts and problems. It iseasy for overworke: and exhausted,
not to mention dejected psychiatrists with so many priorities in their lives and
work to ignore or neglect psychosocial rehabilitation. They doso at not only
their own peril but at the risk of turning many persons who can he helped into
persons who will be a burden on their families and the developirig 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 and
developing wot ld to put their shouldersto the wheel, find renewed strength
and commitment to make psychosocial rehabilitation a hving and vibrant
reality for the untold millions of persons who are mentally il
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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 contu1bu-
tions to the field of psychosocial rehabilitation in the preceding year
or years. The contributions must have led to decisive and lasting ad-
vances in the field.

The Armin Loeb Award will be presented at the IAPSRS Conference
in 1991 to the individual who has conducted the best designed and
most useful research project in the field of psychosocial rehabilitation
in the preceding year or years. Such research must have made signifi-
cant contributions to the knowledge base underlying the current and
future directions of the field.

Guidelines for submitting nominations are available from:

Mary Huggins
Awards Comm.ittee 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 Changhui, Zhang Weixi,
Xi Tingming, Tian Yunhuo

Introduction

According to the Chinese cultural traditions, members in a family seem to
have closer relatior to each other than people in the West. They usually
accept 1t as their duty to help one another economucally as well as inother
respects. In most cases, they tend to think it 1s their responsibility totake care
of those members who are mentally ill in hcme, rather than to send themto a
“psychiatry hospital” So, in China, most people with emctional difficulties
usually remain at home and are looked after by other members of the family.
Therefore, home care of persons with psychiat -ic disabiliies may be more
acceptable in Chinese cultural setting than in the 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 acuvities of the collective and
instead live in an 1solated way, the result of the medical treatment would not
be as effective as expected. In order to keep them from regressing, community
based mental healtt care s absolutely necessary.

In China, there are already a number of primary health care centers inthe
villages. There was a hospital for each commune and there were “barefoot
doctors” in each production brigade. These made it much easier forus 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 psychi-
atric disorders in 11 communes in Haidian District which had a total popula-
tion of nearly 190,000. Procedures were begun, such as the training of
“barefoot doctors™ and the medical personnel from commune hospitals 1nd
the identification of the people with severe psychiatric problems in the Dis-
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trict. 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 supervi-
sion of staff from the psychtatry department. If the patients’ condition
improved, we would encourage them to join in more social activities. They
either did some household work or took part in some col'ective farm labour.
With thisthey could keep .mproving, and the result was quite satisfactory.
More than 200 patients with schizophrenia received drug treatment in combi-
natica with this kind of home care. In the successive 5-6 years, good remis-
sion and marked improvement had been achieved 1n 60% of the patients with
schizophrenia. Before getting this kind of community home care, only 2.9%
(10/206) had kept up full-time 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 Haidian District

General Information: Haidian lies in the northwestern suburbs of Beyj.ng,
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 varied from 278.4 person per kilometer to 550.2 person per kilo-
meter. According to the 1977 census study, 27.4% of the population was aged
0-14;62.7% aged 1559, 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 saine
courtyards so that they could still help each other. Each family consisted of
four -1embers on an average. The income of most of the peasantsin this dis-
tric- aad risen to close to that of people who worked in the city. The com-
muries that ran factories or other entei 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 10 the city, the com-
mune members enjoyed free medical care and even funeral expenses were pro-
vided by the collectives. Children could attend the kindergarten free of
charge, and enjoyed ten years of schosit at public expense. In the outer sub-
»*~bs the communes were not very rich, the peasants could only enjoy partial
free med.cal service and other kinds of public welfare. Junior high schools
nad 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 train-
ing of one to two medical personnel from each commune hospital for a period
of 4-6 months and one to two “barefoot” doctors from each production bri-
gade (village) for one week. A total »f 240 “barefoot doctors” and 14 hospi-
tal’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 merical workers trained and commune population
was 1:13, 000.

Field survey: A st of persons with suspected mental illness in each produc-
tion brigade was provided chiefly by the “baiefoot doctor” in charge. Key
information was collected from the head of brigades, the police, and the psy-
chiatric department of the district polyclinic. A psychiatric interview of each
patient with suspected mental illness was carried out by an experenced psy-
chiatrist. The average time spent in examimng each patient was about one
hour, including a case history taken {rcm the patient’s relatives. Diseases
investigated included different kinds of psychoses, mental retardation and
epilepsy.

Systematic drug treatment for those indicated: Psychiatrists from our insti-
tute together with the “barefoot™ Joctors in charge and medical workers from
the commune hospitals periodically called on the patients under treatment.

The investigation and orgamization of mental health care services through-
out the district were completed by February 1977. Atotal 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 Haidian district the prevalence rate of sghizophrenia was
1.82%, reactive psychosis 0.26 % , manic depressive . sychosis 0.07 %, other
psychoses (involutional, ateriosclerolic, senile, presenile, psychosis due to
intoxication or infectious disease) 0.27% , epilepsy and mental disorders epi-
lentic in origin 2.1%, and oligophrema (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 inthe 11
communes investigated, the chinical data are shown as follows:

Prevalence rate: The prevalence rate was 1.9%. For males it was1.2% (87/
74,5000) while for females 1t 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 4¢-49. Tins was 2.5-3.2 umes higher
than male prevalence (February 1977).

The prevalence rate of 10 communes ranged from 1.0% to 3.2%. The high-
est prevalence of schizophrenia was found in Yuyuantan Commune, with the
highest density of population, which borders on the city. Ditference in preva-
lences did not seem to have a signtficant relation to the average income or to
the geographic position of the communes in our district.

Clinical features: The general climical features of schizophrenia in this dis-
trict indicated a high degree of chromicity and a long duration of course, with
71.1% as chronic and sub-acute and 28.¢  as acute. Disease course extend-
ing 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 persistes ), 16.8% a progressive ccurse, 26.9% a remittent
course and 9.4% only oneepisode.

Mental Status During the Field Surve;, : In course of the ficld survey 77.7%
{233/300) had obvious psychiatric symptoms; 7% (21/300) was in partial
remission; 15.3% {46/ 300) 1n good remission. Chinical types included para-
noid 54.3%; chronic 19.7%; hebrephremic 11%; simple 2% ; peudoneurotic
0.7%; catatonic 0.3% and others 12%. As arule, these chronic patients were
looked after by one of the family members and lived in a separate room. They
were 1solated from the social hife for a long ume and did not parucipate in any
collectve labour. The survey also showed that among the patients 62.3% had
recetved treatment, 7.5% had been treated only for a short ime 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 tn any way simply for economic reasons.

Follow-up Study after the Setting up of the Community-Home Care
Service in the District

All patients recervad 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)n
1979. The working capacity of the patients in the famuly or in the community
was obviously 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 psy-
chiatrists 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 district or other mental health servaces in this city were inter-
viewed by the tezm. The recovery of the patients in their soaal and fanmly
functioning in these communes in 1981 was abeut the same asn 1979 for the
whale distnict. The patients who took part in ncrmal farm work or house-
hold 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 deteniora-
tion, one had a new episode and the other four had exacerbation of psychotic
sy mptoms.

Albeit, China s undergoing sigmficant socio-economic development in
most recent years, the community-based mental health care program con-
unues to function. For mstance, according to the statistic data, by the end ot
1986, the total schizophrenic population in Haidvan Dastnict had grown to
367 agamst that 206 1n 1979. Out ofthe 367, 34.1% (N=132) wasn remis-
qon, 25.6% (N=99) was markedly improved, 25.8% (N=100) was
improved, while only 14.5% (N=56) remained ummproved. This distribu-
tion s very close to thatin 1979.

The work of developing mental health home-care in the primary health
level not only benefits the patients and hghtens the burden on the state, 1t also
promotes the people’s soaialist ethics all over the country. In short, whatwe
have done over these years in the rural areas1s based on our understanding of
the principles of mental health, of the socal environment of the patient, the
importance of normal social activities and family support to one's psyche and
his own state of mind. This may explain why we have obtained some fairly
good results i our research program. And ano her undoubted factor is the
superionty of the socralist system. For wathour the support ot the Health
Bureau of Haidian Disinct and the close coe peration of the patients’ famihes
and the whole community, we could not have been able to achieve such results
ated above.

A Brief Synopsis

Out of 217 cases of schizophrema defined in the national eprdemiological
survey on psychiatric disordersin 12 areas in China 176 cases with a course
over § years, 121 cases over 10 years, and 102 cases of paranoid schizophrenia
with a course over S years as three groups were analysed with multiple
stepwise regression in the computer to screen ont those factors which might
play key roles in the prognosis of schizophrenia. 18 vanables selected inthis
analysis were sex, marital status, famly history, hfe event, physical cause,
tme of relopse, drug treatment and famly care, etc. Results uncovered that
the most influential factors for this prognosis, in order of importance, were
first family care, then imes of relapse and drug treatment. The relationship
among these three main factors and the m plication of these results in the
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development of tertiary prevention in community were also discussed in
detail in this report.
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N.B. This study was posstble as a result of policies instituted during the
cultural revolution. Since 1987 the program has changed considerably as
Haidan district has become more urbanized.
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CRT/outpatient Clinical Administrator

United Counseling Service is a private, non-profit community mental health
center located 1n the beautiful green mountains in Bennington, Vermont. We
are currently recruting for a CRT Outpatient Administrator to provide divi-
sion leadership for our Commumty Rehabilitation Treatment Program. This
varied position offers clinical and admimstrative opportumities. Responsibili-
ties include directing a three compe ient program which services adult indi-
viduals 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 partiaipation as a member of the chnical team,
wl.ich provides psychotherapy and emergency services.

Successful candidate will possess sound clinical traimng and admimistrative
experience. Community integration expenence strongly preferred. Masters
degree in social work, psychiatric pr'rsing or a related discipline required.

For immediate consideration, subimt confidential resume including salary
expectations to:

Personnel Director

United Counseling Service
P.O. Box 588

Bennington, Vermonyt 05201

or cail:
(802) 442-5491, ext. 226
An Equal Opportunity Emgloyer
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Nigeria: Report on the Care, Treatment and
Rehabilitation of People with Mental Illness

Yolani Asuni M.D.

Dr Asumi is affiliated with the University of Lagos Medical School and 1s
past-president of the African Psychiatnic Associanion.

There are nine psychiatric hospitals of varying sizes in a country of about
90 mullion. Sizes vary not only in terms of ground space but also 1n terms of
patient population. Initially during the colonial period (Nigeria was a British
Colsay untill 1960) the three psychiatric hospitals, were located in the South-
arn 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-pazient population in the
large psychiatric hospitals has been considerab! ' reduced. Ithas to be noted
that when we talk of large in-patient population, we are talking in terms of
hundreds and not thousands. Also initally, the hospitals were more custodial
in function than actively 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 1n the mid 1950s and the use of
“asylum” and “alienist” also started to be changed. Now psychiatric services
are concentrated 1n the southern part of the country. There are still as many as
five states (mostly 1n the north) of the 21 political states in the country with-
out any modern psychiatric service.

The question may be asked as to what happens to persons with severe men-
talillness in places where there are no modern psychratric 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 tradi-
tional 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. Syn-
cretic rehigious cults claiming to have heahing power, and ability to castout
devils in mentally ill patients are attracting these patients. They are called
syncretic because they combine aspects of Christiamity and traditional reli-
gion 1n their practice.

Treatment by Traditional and Religious Healing Methods

The care and treatment of persons with mental illness by the traditional heal-
ersgenerally involves the active participation of relatives of the mentally ill. In
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fact the relatives have to ive with their ill member in the compound of the tra-
ditional 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 nituals with recitation of incantations. Rauwalfia Serpentina
has been :dentified as one of principal components of the tradsticnal healers
concortion. This has known anti-psychotic properties. The patrr s move-
ments are restricted within the compound by some physical ¢ » .ons to
prevent them from running away and doing any harni. Th~ - venmore
freedom of movement as their mental state improves and he;  1nvolved in
household chores and other village community activities. Some craditional
healers who are also farmers engage their patients in farming sometimes in
lieu of professional fees.

Even though it 1s not identified as such, rehabilitation 1s built into the sys-
tem 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 healers for years.

The care and treatment of persons with severe mental illness by syncretic
religious cults have not been studied in depth. It 1s concervable that the reli-
gious healers also apply physical restraints for the disturbed patients. They
use mostly prayers and the annointment of holy water and holy o1l. The
patients also participate in the singing and dancing which are part of their
rituals. Since these activities go on tll very Late in the mght—sometimes all
night—the patients do not sleep. The improvement of patients with depres-
stve tllness (if any) may be due to the enforced insomnia, which 1s 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 arelative. The reason for this is “hat patients are not treated in
solation from significant persons to them. In amv case what a patient reports
of him/herself cannot be relied on absolutely. A third person account s there-
fore considered very essential for assessment.

All kinds of subtertuge are used to get psychotic patients to com ¢ to the
psychiatrichospital. In cases where the patient 1s resistive, destructive, or
aggressive, physical measures are taken not only to subdue him/her but also
to facihtate his transpot tation to the hospatal. Ropes have been used to ue
their hands beh'nd their back, and the ankles together, fetters have alse been
used, as well as handcuffs, as well as wooden blocks with horseshoe-shaped
metal to hold the ankle. The patient 1s brought with these contraptions, the
most traumatic of which are the ropes which are often too tight and impede
blood airculation causing swelling of the extremeties. The contorted position
in which the patient 1s forced can be severely uncomfortable and agonizing.
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These physical restraints are used more by rural communities without ade-
quate modern health faciliies. These patients in pain and severe discomfort
on arrival in the hospital beg to be relieved of their suffering and promise to
co-operate with the hospital staff. In most cases, especially if they have trav-
elled long distances, they are so exhausted that they are subdued. The first
question we usually ask the patient is why he has been so physically
restraned. The usual answer is that he does not know, or if he 15 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, destruc-
tive behaviour. The patter . 1s then asked his reaction to the relauives'report.
This s usually denial or the patient may be abusive.

If hus relatives 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 1s then untied. In the meantime, a full his-
tory 1s take.1 from his relatives, and if the patient himself 1s not too disturbed
hts own version of hts history 15 also taken. In this situation,, 1t 1s not consid-
ered advisable totry to treat the patient as an outpatient, as he 1s not likely to
cooperate with his relatives. He1s admitted into hospital and the relatves,
especially if hey have come from a long distance are expected to stay around.
The Village around the hospital s available fo. -uch a situation.

For those wh~ live nearby 1t1s possible to treat such highly disturbed
patients on an ambulatory basts, by giving high doses of ant-psychotic drugs
and giving daily appointments to assess the situation.

In the big cities where medical services and law enforcement agents are
available, different strategies are used to take very disturbed patients for treat-
ment in modern psychiatnic facihties. Such patients are some times forcibly
sedated at home and then takento a psychiatnic facility where previous
arrangement has been made for admission. The 1ssue of the right of the indi-
vidual does not arise as his right is considered to be contingent on the night of
his fainily who are at the recetving end of the patient’s embarrassing, aggres-
stve and destructive behaviour.

To avoid the possibility of psychiatry being used to put away an individual
for nonclinicai reasons, the patient on recovering from sedation is assessed
with the background information already given by his famul; 115 almost
unheard of for the hospital or the famly to be taken to court by such pauents
for illegal detention or violation of their human rights. This s paruicularly
striking when 1t1s appreciated that such patients in the cities are sophisticated
and are familiar with the concept of human rights and legal process. In fact 1t
1s when they are having arelapse of their psychoticillne.s that they threaten
to take legal action against family members and psychtatrists for their earhier
involuntary admission to hospital.

Another strategy which 1s often used 1s to invoke the law. Members of the
family swear an affidavitin court stating their observauon of the psychotic
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behaviour of the il 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 assoon as 1t 1s ascer-
tained that the patient is psychotic. This practice has never been challenged in
court. This s the formal legalistic way of getting a disturbed patient to treat-
ment. Even though admission by this process is involuntary, the involuntary
nature of admission erids with the period stated by the court, but treatment
continues on voluntary basis. Itis only when the patient continues to be very
disturbed at the expiration of stated period, that the hospital :=eks to exten.
the period.

A less formal way of invoking the law 1s to have a patient arrested for an
offense which he has commutted. This arrest 1s often prearrang. . oy the fam-
1ly 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 1s commutted 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 .us parents.
On the other hand, he pleads for the parents’ effort to get him out. The par-
ents advise him to cooperate with the hospitals authorities, as they are the
only ones who can effectively inform the court that he 1~ 1ble to be
dis_harged.

This account of how patient< 2+ brought to the modern psychiatric facih-
ties will not be complete without mentioning two other situations. One con-
cerns forensic psychiatric cases referred to psychiatric service for observation
and 1cport or for detention. In this regard most psychiatrists have always
insisted that the accused or convicted person referred to them must be accom-
panied 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 1s that those referred to psychiatr:sts are
those who have commutted very serious offenses, particularly homicide. One
cannot rely entirely on the account given by the concerned person. vior can
one rely exclusively on the result of psychiatric assessment without informa-
tion from other relevant sources. Furthermore, the objective of psychiatric
intervention is treatment with the expectation that the treatment will be suc-
cessful. If this expectation is achieved, the psychiatrist will have accom-
plished his objective and it 1s the responsibility of the criminal justice system
to decide on the disposal of the case. The rational disposal of the case 1s dis-
charge to the custody and care of relatives. If relatives have not beer involved
in the treatment programme froin the beginning, it will be difficult to have
them accept responsibility at discharge, even if they canbe traced at this
late stage.

The other situation 1s when vagrants who seem to be psychotic are col-
lected from the streets for humanitanan, political, cosmetic or research rea
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sons and psychiatry is invoked in their management. From time to ume
destitute people are collected from the streets of large cities with the stated
objective of rehabilitation. These destitute people often include prople with
physical disabilities and some with psychosocial disabilities and occasionally
those without any apparent disability. Experience has indicated that psychia-
trists should only accept involvement on the condition that the concerned
authonties snould make available all that is .1eeded by the psychiatrists to do
their work effcctively—drugs, equipment, trained personnel. If the primary
concern of the authorities 1s cosmetic—-to rid the streets of what they con-
sider eye sores—than they should leave psychiatry out; but if they are equally
concerned about the vagrants who seem to be psychotic as individuals who
need psy-hiatric 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 asy’ mswhich later
became a bane to psychiatry and psychosocial rehabilitation.

The initial Psychiatric Interview

The Psychiatric Interview should be a group activity because as many sig-
nificant members of the patient’s famuly, friends, co-workers as are prese
are mvited to participate. The patient 15 first askcd what his problemis, hav-
ing becn reassured that we are there to give him our specialist attention. In
sonic cases, the patients give 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 1s a measure of his insight. If he accepts
there 15 something W -ong wir™ him, 1t 1s easy to treat him. and in this case he
may cven be considered for ireatment on an out-patient basis 1f he1s likely to
cooperate with his relatives. Even when he fa:ls to accept that there 1s some-
thi 1g wrong with him, we focus on his problem of insonaia andloss of
weight for which we can help him. The level of his functioning ui various
areas are also explored and almt invariably some areas of dysfunction hike
gning up his job and isolating himself are identified. Thesc are also used to
perst.«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 1s con-
siderably reduced.

When the patient lacks insight and becomes aggressive, interrupting the
intcrview, he may be asked to step out of the room to allow the relatives to talk
more freely without interruption. The techniqu> we use 1s to ask the patient
to accept admission to hospital for observation to confirm or refute the report
of his relative. Since we do not live 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 1f
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
admutted. It1s interesting to note that most of the patients who say that there
is nothing wrong with them accept medication and other treatment modah-
ties without any objection once they are admitted to hospital.

During the imtial interview of the patients and relatives, the family
dynamuics are some times exposed. One critical parent and the other indul-
gent, the double bind phenomenon, the expressed emotions, the manipulat-
ing and coping method of the patient, sibling rivalry, the passive father o,
mother, the overbearing father or mother—are all exposed and notes are
made of this not only to guide the decision on where the patient 1s going to be
treated—outpatient or inpatient—but also the degree of famuly therapy that
will be needed.

In addition to the above, the imtial interview affords the oppertunity of
establishing rapport with the patients. It1s not expected that all detailed
information will - collected in the ©ést interview, bat the foundation wall be
laid, and the atm _phere of confidence creare d which will tacilitate future
interaction. Further more, the imtialinterv eev may indi wtethe sertousness
and complexity of the case.

The decision on whether to a'mit a patient into hosmzal or treat the patient
on out patient (ambulatory) basis 1s based on chnical and sociological consid-
erations: Clinical in terms of level of insight, level of cooperation, suiade
nisk, level of aggression, how long the patient has been ill; sociological in
terms of availability of relatives to look after the patient at home, distance to
the hospital, tolerance or intolerance of relatives, how much of a physical
and/or emotional strain 1t has been for the relatives. They may need to be
given a respite, but are they looking for a place to dump their ill member?

A plan of tre.tment and management 1s discussed with the relatives and
also with the patients if he/she 1s amenable. The role of the hospital, of the
relatives and of the patient are defined. It1s emphasised that the relatives have
avital part to play in the treatment process which does not end with hospital-
1zation, and this includes regular visits.

Treatment Modality

Treatment 1s based on the findings of both physical and mental state examina-
tion; and also relevant laboratory investigations. Minor physical ailments are
treated by psychiatrists.

Psychiatric treatmentincludes formal enuities hike psychopharmacology
and group psychotherapy, occupational therapy, electroconvulsive treatment
as well as the informal ones such as hospital melieu, superficial psychother-
apy, family therapy geared towards drawing relatives’ attention to unhealthy
interactions; psychotherapy with the patient is geared towards identifying
patients’ abnormal experiences like delusions and hallucinations with the aim
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of letting the patient appreciate that these experiences are symptoms of ll-
ness. Itis futile attempting this when the patient 1s not amenable or at the
height of his illness. Itis only when drug therapy has had its desired effert that
psychotherapy can be effectively started.

The patient 1s helped to recall the genesis of hisillness, the circumstances
surrounding the beginning and early symptoms. In thisexercise his relatives
may be invited to add their own observation, and their own reaction. In doing
this, both patient and relatives learn about mentalillness, how to prevent
relapses and how to mp 1t 1n the bud before the patient looses touch with
reality.

In situations where the patient does not recall his abnormal behaviour or
continues to deny it, a “confrontation interview " 1s arranged 1in which the rel-
atives are invited to relate their observations to the patient in the presence uf
hospital staff-nurses and psychiatrists. The effect of this1s some times dra-
matic. It1s asif the veil 1s hfted and the patient suddenly appreciates his
1bnormal and sometimes offensive behaviour. He may become remorseful
and apologetic to his relatives. It 1s at this stage that discharge of the patient
can be considered and planned. -

There are cases however in which every effort toopen the insight of the
patient to the same degree fails. Thists when we have to be satisfied with the
positive change in behaviour and the patient can still be considered for
discharge.

Individual psychotherapy 1s complemented by group psychotherapy which
can take different forms. It may be fo: selected patienis; it may be for a mixed
group of patients. The hosptal staff who act as catalyst may be nurses, psy-
chologsts or psychiatrists. The patients are infrrmed that this1s an essential
part of their treatment. They are requested to relate towhat brought them to
the hospital and their expertences. They learn from each other and they come
to reahze that their psychotic experiences are not peculiar to them. They give
each other advice. It has been observed that it also hasa socialising effect
especially with patients who are withdrawn.

The occupational ther py includes a wide range of activities, depending on
the facilities available and the tmagmation and skill of the therapists. In addi-
tion to updating the patient’s skills, new skills are taught. The psychopatho-
logy and symptoms of the patients are taken tnto account in planning actvi-
ties for them. They play games and dancing sessions are also arranged for
them. The nurses accompanying patients to the occupational therapy depart-
ment participate in the social activities. By so doing they get to know the
pauients better. Where possible some of the indwidual activities like knitting,
are continued back on the ward.

When relatives visit their 1ll members, the interaction between them and the
patients are watched by the nurses, and when necessary the nurses may inter-
vene, 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

E \l}C‘ver indulgent.
B K

”
o)



E

O

42 Psvchosocal Rebabilstation Journal

There are regular weekly ward rounds in which all the members of the
treatment team sit with the patientsin turn and they review the progress and
treatment of the patients. If any relative happensto be around, he or she 1s
invited at the appropriate time to participate. Reports are given from the dif-
ferent perspectives of the team members. The patients are asked to react to
these reports. Their action 1s usually indicative of their progress. Further
treatment and management ire decided at these ward rounds.

The patients comphance with the treatment programme s very high, espe-
cially where unsophisticated and not too westermised patients are concerned.
Our patients do not seem to be interested 1n the nature of their medication or
how 1t works. There have been situations when relatives whe have heard of
ECT or seen the positive changes in other patients, have requested the treat-
ment for their ill member not knowing the indications for it. It 1s the responsi-
bility of the staff to explain the indications to them, and to assure them that
appropriate treatment 1s being given.

Discharge Procedure

Discharge of patients from hospital 1s considered on various interrelated
parameters. It 1s not enough for the patients psychosis to subside and his
behaviour return to normal. It is essential that he has corsiderable insight
into the nature of his illness and its manifestation. It 1s also necessary to
ensure that the relatives are sauisfied with his/her improvement. They are
invited to express their views, anxiety, misgivings, anticipated problems and
expectation. Their reaction to the patient 1s explored, and they are advised
about management at home. The need for maintenance medication 1s
explained and they are advised to monitor this.

The plan for the patient in terms of his occupation, education and day to
day living1s discussed with patient and relatives, so that a rational decision is
made before the patient 1s discharged. The continued participation of rela-
uves in the treatment programme from admission facilitates the discharge
procedure and a number of 1ssues will have been addressed before the consid-
eration for discharge.

When all these arrangements have been made, the patient 1s discharged
to the care of his relatives with an appointment for follow-up attendance 1n
the out-patient chnic.

In some casces, especially those 1n which the relatives stili harbour some
misgivings about the patient’s readiness to return home, or the patients have
been ill for along time, tral discharge or parole for increasing time periods 15
practised. During the trial, emerging problems are resolved and the adapta-
tion of the patient to iving at home becomes a gradual process.
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Follow-Up

The philosophy behind the follow-up exercise 1s that we all have our break-
ing points which are constitutionally determined and there 1s very little we
can do about 1t. What we can modify 1s the environmental factor which has
triggered off the psychotic process. In sc.ne cases, this environmental factor
can be identified. Some are inevitable as part of the process of hving. In that
case the patient may need to take his maintenance medication for along time
until his circumstances change. For instance getting an educational or profes-
sional qualification, getting married may help to fortify the patient from fur-
ther breakdown.

An appropriate and reasonable parallel to psychosisis malaria(table 1). A
person who lives in an endemc area for malaria will continue to have malaria
fever periodically until he / she develops at best a partial immunity. Ifheisto
avoid a recurrent malaria fever, he has either to quit the endemic area whichis
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 ration-
ale for maintenance medication. Eventhen, it 1snot an absolute. A personon
his prophylactic anumalaria drug may sull develop malaria feverif hehasa
massive dose of infection, but the fever will be attenuated. Stmilarly a person
susceptible to psychotic illness may still breakdown 1n spite of his mainte-
nance medication, but the illness will be attenuated and can be arrested
before it blows up. Follow-up 1s 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 observauon of and feeling about the patients. With this we can get
some knowledge of the dynamics in (1.2 home and suggest changes or modifi-
cation where necessary. It 1s 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 pro-
gressively prolonged as the patient stabilizes, and the maintenance medica-
tion 1s reduced to the bearest minimum or even discontinued.

In situations where the trigger factor 1s1dentified and 1t1s necessary for
growth and development like academic or professional ecamunations for
instance, the patient’s maintenance medication 1s discontinued early, but he/
she 1sasked to report when he is preparing for another examination. Hes
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 15 the standard practice but the
extent to which 1t 1s followed 1s determined by many factors which include the
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type of training the psychiatrist has had, his experience, the availability,
traning, experience and perspective of other members of the psychiatric
team, and material resources. Where there 1s absense or shortage of special-
1zed 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 compart-
mentalized roles. The perceived need and gap will have to be met and covered
by those available.

We have found that 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, 1n a few situations, and they
have done very well indeed. It : also to their credit that when psychiatrists
became available, they were able to work with the psychiatrists without man-
ifesting any reaction of displacement from their pioneering and leadership
status. It also must be said that this acceptance of their changed status was
facihitated by the maturity of and appreciation b the psychiatrists, who
regarded the nurses as true partners in the care ot people with mental illness.

Table 1
Comparison of Malaria Fever and Psychosis

Malaria Psychosis
Predisposing Factor: Living in endem.c area of Consttutional genetic

malana
Immediate Precipitating Infection by Malarta Parasites Stressful environmental factor
Factor: which may be cumulative
Treatment: Antimalana drugs Edlectic including psycho phar-

macology ‘psychotherapy’
occupational therapy etc

Prevention of Relapse: (a) Relocating to non endemic {a) Changing constitution and

areaif possible genetics—which s not pos-
(b) Taking prophylactic anti- sible

malaria medication (b) Taking maintenance medi-
Manipulation of environ- cation and manipulation of
ment by sleeping in screcned environment when possihle,
rooms or under mosquito especially Expressed emo-
nets. tion (EE) element

Relapse: {a) Massive dose of Malaria (a; Overwhelming stress when
Parasites when on prophy- on maintenance medication

lactic medication (b) Attenuated psychosis which

(b) Attenuated fever which can can be nipped 1n the bud.
be nipped in bud
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A Model For the Care of People with Psychosocial
Disabilities in Sri Lanka

Nalaka Mendis

Dr. Mendis 1s at the University of Colombo, $r1 Lanka.

This paper reviews the problems and care of people with psychosocial dis-
ability in general and discusses the mental health program in Sri Lankan the
context of social, cultural and economic factors in the society. A model for
the care of people who have psychosocial disabilities 1s proposed andapro-
ject based on this model is described. A prelimmary evaluation and recom-
mendation 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 di= ibilities. There 1sevidence
to suggest that the outcome of schizophremia in other developing countries s
somewhat better; however, even 1n these countries about 25-30% do not fare
well in the long term.

During the last thre~ 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 aseries of changes in the care of this group of people. Large numbers of
long term hospitahzed patients have been discharged to the community. Psy-
chiatry has been integrated to the general hospitals increasingly and many
welfare measures have been introduced to support people with disabihities in
the communty. Legislation has been liberalized to help persons who have
mentalllness.

During the same period many advances have been made in the area of clim-
cal psychiatry. Prophylactic medications have been successfully used in the
prevention of schizophrenic relapses. Social and psychological factors precip-
itating relapses have been 1dentified and new techniques of psychotherapy
have been introduced to aftei care programs. Family counselling and social
therapy havebeen practiced with varying success. Newer techraques such as
behaviour modification, assertiveness tramning and social skill development
have helped a large number of rehabihtation programs. Clients with long-
term disability who are in the community without residential faciliies have
been provided with hostels and group homes.

In order to meet these expanding services, an increasing amount of
resources, both man-power and finarnce 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 profes-
sionals, introduction of community mental health workers and a variety of
other facilities no doubt have helped people with severe mental ..Iness.

The developmerit 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 ltaly. It 1s in this context that | 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 mentai health program in Sr1 Lanka.

The Existing Mental Health Program

The state mental health program in Sri Lanka was establhished by the British
colonial governmen* when legislation was introduced to establish an asylum
for the insane in 1838. Since then, except for the opening up of follow up clin-
ics during the World War Il and establishment of a few general hospital nnits
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 deinstitutionahse
the long stay patients or to develop community based facilities, such as after-
care 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 dec-
ades although the bed occupancy rate has dramatically increased. Inpatient
units are often overcrowded and the patients have to travel long distances to
reach a psychiatricfacility, bypassing a number of general health faalitiss.
The number of long stay patients remains static in the mental hospitals. How-
ever, there had been a rapid turnover of patients both with a first episode as
well as relapses of psychiatric ilinesses. Increasing numbers of patients have
been in contact with the psychiatricsc vice during the last few years. There
are out-patient chinics (both follow up and assessment) attached to most psy-
chiatricinpatient facilities. The Umiversity Psychiatric Unit, General Hosp-
tal Colombo has increased its admissions by 300% during the last 15 years.
T'he average inpatient hospital stay 1s about two weeks. Stmilarly 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
schizophrema are treated as outpatients with neuroleptics. The admissions
are voluntary, except for forensic and other crime related mental disorders.
Very few health profeisionals other than psychiatrists work with psychiatric
patients. Most psychiatric facilities are in urban areas and more than 50% of
the psychiatrists work 1n the city of Colombo.

Although psychotic illnesses form the major v =ik load of the psychiatrist,
increasing nvmbers of patients with non psychotic illnesses continue to come
in contact v .- h the mental health service. According to presentevidence, the
vast majority cf people with schizophrema do come in contact with psychiat-
ric facilities sometime during their illness, at least once.

Apart from the allopathic practitioners, there are a number of other types
of healers in Sri1 Lanka. Ayurveda, faith and religious healing methods and
healing methods related to the occult are common. They out number the allo-
pathic healers and many p=ople with mental illness consult these traditional
healers at sometime during their illness. In long standing disorders these heal-
ers 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 con-
sult other healers to remove the alleged causes of the disorders. The com-
monly inzriminated causes are supernatural influences, environmental stress,
disturbances of humours or damage to brain. The social, cultural and educa-
tional background of non-allopathic healers 1s closer to ordinary people than
in the case of allopathic practitioners. Further, they more often work infor-
mally in the commumity than do the allopathic healers.

Discontinuation of drug therapy is often a major factor in relapses. Itis not
uncommon for patients to stop medication immedately after suppression of
the symptoms. Apart from the difficulties involved in travelling to the follow
up chinic, many patients discontinue drugs due to a variety of reasons. Mis-
conceptions about mental illness and its treatment 1s one of the chief reasons
responsible for default.

The development of mild social disabulities do not appear to worry the rela-
tives very much. However, serious disabilities associated with schizophrenia
bring about enormous distress to the patient as well as to the farmly. Proposed
marriage are not uncommon in patients suffering from mild schizophrenic
disabilities and often thisis seen by the parents as a solution to the behaviour
problems of the patients. The spouse 1s 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 disablcd 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 commumty or discussing the
1ssues involved. Only the most severely affected individuals are admutted 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. Fur-
ther, the government has not provided any welfare facilities to maintain them
in the community.

The well developed primary health care structure—family health workers,
health education officers, public health nurses, public health inspectors and
medical officers—are often not involved in the care of people with mental 1ll-
ness. In the absence of a separate mental health divisionin the health admin-
istration, there 1s no overall authority responsible for the planning of the
services in the country. At present, additional financial resources for mental
health 1s unlikely. To a great extent the training the mental health profession-
als are given 1s biomedically oriented anu hospital based. The community
health professionals have had very little experience in the practical aspects of
care of people with chronic disability. The institutional mental health profes-
s:onals strictly work in1solation and have very little contact with patients or
their relations once they leave the hospital, except at the follow up chinic for
very brief periods.

A major obstacle to the development of a good mental health program s
the lack of finances. Although accurate statistics are not available, it 1s esti-
mated that about 2.5% of the health budget s spent on mental health About
8% of the national budget s allocated to health. Programs associated with
large scale investments or dismantling of existing orgamzations are unhkely
to be implemented especially in developing countries. Such programs have
not been successful either. The lack of trained professionals 1s another imit-
ing factor. There 1s a lack of orgamzed voice on behalf of the mentally ill, at
all levels of the society. A high hiteracy rate, easy accessibility to health care
facilities in the country, good communication and traisport facilities make 1t
easy for the health education and traiming and care programs to be con-
ducted. Compared with many other developing countries, Sri Lanka enjoys a
relatively high standard of health care according to standard indices, perhaps
dueto improved social welfare programs and effective pnmary health care
measures. Eighty percent of the economy 1s agricultural and in the non-urban
areas the pressure for employment 15 less.

The extended famuly system s still a common feature and often relatives
live close to each other in rural arcas. Asin the other eastern cultures, individ-
uals 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 chil-
dren are expected to support the parents whenever necessary. The responsi-
bility of looking after a disabled individual s often the responsibility of the
farmly.

Some of the resources required for better mental health programs are: man-
power, technical and even financial that are available in the extended family
system, formal community health structure, informal health system and vol-
untary orgamizations based on the community have not been fully explorcd.
The existing educational and traming programs, health care professionals
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and the social support systems could be madz 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 develop-
ment of better mental health care. On this basis, the actwities should be car-
ried out in the commut ity itself, with its participation. If such a program is
developed for proper aftercare and rehabilitation of chromcally disabled per-
sons in the community, some of the distress associated with illness and dis-
abilities and their consequences may be alleviated. The care of people with
mental tllness 1n the commumity also has several other advantages which have
been documented.

Proposed Model

The proposed model 1s based on the following: —

a) Alarge number of individuals with chronic disability at present live in
the community with their families.

b) The patient as well as the families suffer a great deal as a result of the
disabilities.

¢) Development of appropriate aftercare and rehabilitation programs may
improve the quality of hife of people with mental illness and ther
famihes.

d) These programs couid be develcped with the utihization of the existing
resources.

e) n doiny, 50, large scalc investments or dismantling of existing facilities
are avoided.

In order to achieve these aims, 1t is essential to develop techniques, train
personnel and educate the community. Itis necessary to develop a centre
based in the community from which all these activities could be imtiated. The
activities of the centre should co-ordinate anc facilitate the existing human
service systems to work towards bettermeur of pcople with psychosocial dis-
abilities. The professionals in the instititions and the people in the commu-
mty should have a free access to 1t and in tac: the relationship shovl he
encouraged. Thisis an important aspect in theimplementation ¢xperience
has shown that the organizations tend to polari. either towards community
or institutional settings, with very little communication between the two.
The centre 1s expected to develop suitable programs for assessment, preven-
tive therapy, rehabilitation, ed::z2n0n, and training of the community. The
centre should have facilitie tor ¢ isic zdmssions, follow up, counselling, edu-
cation and living skill tra’ning. Th runming of the centre should be by a small
staff assisted by personr el from t'ie institutions as well as from the commu-
nity by volunteers. The local ¢-..amunity and institutional facilities should be
freely available to the centre and vice versa.
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A project along these lines was imtiated in 1983 in Colombo. The initial
objective ¢ f the project was to serve people with severe disabilitics, but
increastr.g dernand necessitated the expansion of the activities towards the
entire spectrum »f mental disabilities. All the resources had to be found for
the project outsid= the government sector and the project was carried out as a
pilot program. The iirst phase of the project consisted of the development of
a community mental health centre. As this was a new concept in Sri Lanka
imtially a day care centre was established {or people with severe disability
who were attending a psychiatnic follow up clinic.

This day care centre was started in a two-room apar.ment in a residential
area in Colomrvo with a trained occupational therapist as the only employee
with the obsective of offering aftercare faciliies. He was assisted by a handful
~f dedicated volunteers who had no training in the manzgement of mental
illness. The daily program consisted of living skill training, recreation, occu-
pational therapy and grovp discussions. Within the next few months the cen-
tre became very popular and an increasing number of patients were referred
t. ,.ychiatrists and others.

The activities of the centre were directed by a group of mental health pro:
fessionals led by the author, and the overall policy planning was done by an
elected group of people f-+ m 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
vear and finally to the present site, a spacious building in pleasant surround-
ings 1n Colombo. In view of the variety of programs undertaken 1t was
renamed a community mental health centre. Many community educational
programs were organized making use of mass media. Several training pro-
grams were organized for ..« volunteers as well as for other health care pro-
fessionals in and around Colombo. A psychiatrist from the Unversity
Psychiatric Umt, 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 admimistrator and three other staff
members, 40 voluntzers and two psychiatrists helping to run the centre. For
the psychosocially disabled group the aim was to develop an aftercare and a
rehabilitation program. * siven tune A mimmum of two staff members
are available at the centre.

The trainees (the centre does not use the word “patient”) fir.d their own way
to the centre. The trainees from distant places sometimes live with their rela-
tives in Colombo in order to attend the centre even for a short time. The regu-
tar famuly counselling, discussions and educat*an i programs are conducted
to help the families of trainees to manage thein better at home. Attempts to
derlop vocational training programs were not successful, for a variety of rea-
sons. 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 1s made flexible in
order to fit the requirements of traznees. The CMHC was accepted by the
neighbourhood with sympathy : ::d understanding. Many volunteers and
other health professionals who were frightened of people with mental illness
largely due to 1ignorance gradually became close supporters of the centre.
About 50% of the running expenses of the centre are met by voluntary dona-
tions of tramees. So far all resources have been directed towards the develop-
ment of the CMHC, and no attempts have been made to ink up with the
existing community networks. Tlie next stage ts to expand the activittes of
the CMHC while community hinkages 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 chromc schizophrenic dis-
abihties. Detailed records of 311 are available. 197 iramees were males. 101
trainees came from within the city and 127 were from suburbs. The remain-
der 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 imitially. 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, 1t 1s possi-
ble to draw certain conclusions from the experiences gained in conducting the
srograms 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
asthey fel that the latter was meant for the severely disabled mentally ll.
Many requested drugs to cure their disabilities. Several trainees and their fam-
thes did not want tc be associated with an institution which carried a social
stigma. Laving skills, educational and recreational activities were popular.
Lack of expertise, finances and difficulty in selling the fimshed products as
well as difficulty in securing jobs for trained personnel discouraged the devel-
opment of vocztional training programs.

The problem of travelling and the associatea cost prevented ma:.y from
attending the <entre regularly, especially the female trainees who had to be
accompanted by another person. Some failed to re ahse the relevance of the
activities tn the cencre to their day to day life. Many relatives did not feel +he
necessity of attending the self help group at thzcentre. Lack of transport pre-
vented many volunteers from visiting the homes of trainees who defaulted.
The lack of a crisis intervention facility, residential accommodations, a follow
up clhimic and transport facihties diverted a large number of patients away
from the community mental health centre. Due to alack of a community out-
reach program many drop-outs could not be traced. The lack of a core group
of people with trawng 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 dif-
ficulty in grasping the objectives of the program among the staff members
also had the same effects.

Thetraimng programs ‘were enthusiastically attended by the volunteers and
health care professionals In the ahsence of an, financial assistance from the
government, the necessary funds had .o be raised from the public. The neces-
sary amounts were not realised and some planned activities had to be aban-
doned because of a lack of money.

Lessons Learned

Many lessons have been learned from the pilot project. The impression 1s
that in spite of a series of inadequacies and difficulties, there 1s a vast potential
in the proposed modt'. In order to be effective, many modifications are neces-
sary in the implementation of the program. Establishment of a formal struc-
‘ure inthe CMHC and the methods of communication with institutions,
tormal community health and other welfare orgamzations and families is
essential. Itis desirable to have at least 2 “ew well traincd mental health pro-
tessionals at the centre who could be supported by persc nnel from the com-
munity-based agencies. A close link between the centre and the local
psychiatricinstitutions is indispensable.

The education and training program has to be carefully designed with clear
cut objectives for the health workers—formal as well as informal—in the
locality is essential. It1s essential for the centre to develop innovative ways of
dealing with varying demazids of mental illness.

The centre should not make an attempt to provide services for all persons
with mentalillness in the area. On the contrary, it should coordinate and
facilitate the mooilization of resources in the existing community networks in
aninformal manner. The centre should run more as a model with dynamism.
The experience has shown that the estabhishment of formal day centres, voca-
tional traiming programs and residential accommodations on their own are
not priorities. The CMHC should have the following capabilities:

a) Assessment

b) Follow up

¢) Crists 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
recommendationsis tobeii emented in the near future.
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Integration of Psychosocial Rehabilitation in
National Health Care Programmes

Vijay Nagaswami

Dr. Nagaswami 1s the Deputy Director of the Schizophrenia Research Foundation

(Ind1a)

Psychosocial rehabilitation of persons with chronic mental disability has
begun to assume importance in the Third World only very recently. This 1s 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 peaple with severe mental illness. W hile most of the material presented
here 1s drawn from the experience in India, 1t is believed that the issues dis-
cussed have 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
Mness and the resources available to them, in most Afro-Asian cultures.

India s 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 amen:-
ties like sanitation and with programmes directed at the control of commumi-
cable 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 rehabihtation.

The National Mental Health Programme (NMHP)

Arproximately 1500 psy chiatrists and an equal number of chnical psychol-
ogists and psychiatric social workers (a grand total of abour 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
and 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 collabo-
rative 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 recommenda-
tions of a WHO study group on Mental health care in developing countries
(WHO, 1984), cametogether in a series of seminars, workshops and small
group discussions to formulate “he National Mental Health Programme for
India (NMHPI, 1987).

The NMHP has the philosophy of decentralisation and integration of men-
tal 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 disorders—psycho-
ses, epilepsies, mental retardation, alcoholism and drug abuse—and to moti-
vate the sufferers for treatment. Physicians at the Primary Health Centres are
trained 1n 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 pro-
motes commumnity participation in the development of mental health services.
The recommended strategies include diffusion of skills and transfer of tech-
nology to the periphery, establishing a referral system, balancing territorial
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 s far from satisfactory. A sum of ten
million Rupees (lessthan 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, itis an encouraging sign that the government has
been sensitised enough to imitiate specific programmes for mental health,
however modest the beginnings may be.

People with Severe Mental lliness in India

There are no available estimates of the number of people with chronic men-
talillness 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 popu-
lanion with very little rural-urban differentiation. It 1s 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 hving 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 per-
centage of the population have been 1ll for more than two years and expeni-
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ence considerable 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 onthe basis of the figures. Suffice it to say that
approximately 5 per 1000 (4,000,000 Indians) would be severely mentaliy 1l
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 hos-
pitals andgeneral hospital psy chiatric units—the former being custodial in
nature and the latter usually pharmacotherapeutic. 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 pro-
grammes for day boarders as well. The National Institute of Mental Health
& Neurosciences, Bangalore, the Central Institute of Psychiatry, Ranchy, the
Institute of Mental Health , Madras, and a handful of other teaching centres
have well organised industrial and occupational therapy programmes cater-
ing to about 100-150 service seekers at a time alongside a psychosocial reha
bilitation programme. Their main disadvantage lies in their geographical
location—within the campus of the mental hospital—which makes the
patient more dependent on the hospital's services and in the iong term, ham-
perssocial reintegration.

Along with governmental services, a handful of voluntary agencies are also
trying to grapple with the problems faced by people with severe mental ili-
ness. Most of these agencies are urban-based and poorly funded as a result of
the antipathy to people who are mentally 1ll, and offer services ranging from
job placement to crisis intervention.

The NMHP, while realising the importance of rehabilitation, makeso  a
mention of rehabilitation, and does not recommend any specific strategies for
the purpose. The ‘Rekabilitation 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 prinaiples of rehabilitation would be provided by
the medical officer at the Pnmary Health Centre wherever practical, rehabili-
tation 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 rehabil-
itation, but can never be considered an end in itself. The Medical Officers at
the Primary Health Centre are already overburdened and 1t would no be fea-
sibleto let them shoulder the responsibility of rehabilitating people with
severe mental illness.

The reasons for the neglect of people with severe mental illness are mani-
fold 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 1s the absence of asuttable,
cost-effectie, easily replicable model of rehabiitation for people who are
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mentally il in India. Western models cannot be transplanted in their entirety
in view of the wide disparity in manpower and funding resourcesin India
compared to the developed world. A redefimtion of the goals and targets of
rehabilitation 1s urgently required. A few centres have done some quality
rescarch work on the aftercare of persons with severe mentalillness and 1n
the areas of disability prevention. The ime has now arnived to consolidate
all the knowledge and experience in the country and formulate a feasible
model for rehablitation.

Soctal attitudes toward mental tllness are notoriously negative and unul
some form of atttudinal change i1s brought about, people with severe mental
illness will continue to languish.

Most rehabihitation research and services in recent imes 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 1solation and hampers social reintegration for
people with severe mental illness.

Professtonal apathy1s an extremely unfortunate phenomenon. InIndia, 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.

ftis not really surprising that policy planners are apathetic to *he needs of
people unth severe mental illness. The pohcy planner requires dara inputs
from mental health professionals and alack of professional interest or sup-
port ensures a state of ennui on the part of the programme planner.

Poor utilisation of health—general and mental—services 1s a very frequently
occurring phenomenon for a vanety of reasons—dissatisfaction with the
services geographical maccessibility, belief in traditronal healers and illiter-
acy, are a few of the more important ones.

Obvious factors such as the lack and unequal distribution of pecumiary and
manpower resources are also extremely contributory.

Psychosocial Rehabilitation Policy

Itis evident from the foregoing that no clear psychosocial rehabilitation
policy exists in India. The NMHP has not developed any guidelines for devel-
oping 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-
tries—the Ministry of Health and the Ministry of Welfare—neither of whom
accept responsibility for them, An urgent need for a cogent policy for rehabil-
itation can be identified, more so because the health care provider isgoing 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 iliness 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 can-
not lie with the policy planner alone. .1ental health professionals in India are
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largely apathetic to the needs of peuple with severe mental illness. In the
absence of concrete data on psychosocial rehabilitation needs and methods 1t
1s reasonable to expect the policy plaiiner to launch initiatives directed at peo-
ple with severe mental illness.

The apathy of th policy planner and the mental health professional s but
areflection of the social stigma attached to people who are mentally 1ll. Rural
communities continue to have a magico-religious explanatory model for
mentalillness and people with severe mental illness consequently do not
receive the benefit of modern medical care. The highn illiteracy rates and poor
media exposure to the problems of people with severe mental illness does lit-
tle 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 severc mentalillness has to handle not only the problems of poor man-
power and limited resources, but also has to handle the frustrating social phe-
nomenon of sigma and quite often the professional’s best efforts come to
naught when the person who is mentally illis discharged from treatment/
rehabilitation programmes.

Some critical issues for policy

In the West, rehabilitation 1s entirely in the hands of the mental health pro-
fessional. Thisis 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 1s not in a position to take on the
entire responsibility of rehabilitating people with severe mental illness. Miore-
over, 1t1s well established that rural communities have a well integrated social
network, which the planner can take advantage of. It may be well worth con-
sidering the suggestion made here of permitting the co.nmunity 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 1s
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 mentalillness must have
emerged over the generations which mental health professionals have to
address their enquiries to. What s critical 1s that the community has coped
and is still coping. How does it do so? An answer to such a question would be
of smmense importance to policy planners; it 1s entirely possible that with
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munimal inputs, the commumty could be encouraged to cnpe better and
ensure a better quality of life for people with severe mental iliness.

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, thisindependence and functional autonomy is empha-
sised 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 man-
aging to survive in a competitive environment in the case of less severely ren-
tally 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 national development perspect: ve. Offering such
facilities for people with severe mental illness immediately accords them ‘priv-
ileged status’ and further alienates them from the communities they are trying
to be a part of. The professional unwittingly, defeats his own purpose by tak-
ing such an approach to rehabilitation. The goals of rehabilitation in India
chould be more limited and pragmatic, focussed on strengthening the support
of the community.

Itis extemely important that the rehabilitation service should be offered at
the level of communuty wself. Taking an individual from the commumity,
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 expec-
tations of both the individual and the service 1s 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 in1solation from other health care and devel-
opment services. An integrated programme in a defined catchment area
becomes necessary. Good programmes should also be easily replicable, capa-
ble of being integrated in the existing infrastructure, utilise minimal profes-
sional inputs, not dislocate the individual from his/her natural environment,
harness the valuaodle resource potential of fered by the family, not alienate the
client from his/her social environment by according him/her ‘privileged sta-
tus’ and focus on augmenting the community’s support system.

Psychosocial Rehabilltation Research

A recent review of rehabilitation research trends (Menon, 1985) empha-
sised the paucity of Indian research programmes in this field. Most rese~.rch
programmes have adcressed themselves to vocational rehabilitation/ occupa-
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tional therapy and few programmes have been undertaken 0 evaluate the effi-
cacy of psychosocial interventions. With the exception of a handful of
research programmes (Nagaswami, 1985; Suman, 1980; Shaila Pal, 1985;
Nagaswami, 1989) most centres undertake quality researchin more ‘glamor-
ous’ psychiatric frontiers. This, too, stems from the poor funding offered to
‘habilitation related research by national funding ageacies, 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 and rehabulitation 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. Whatare the perceived rehabilitation needs of persons with severe men-
tal illness in rural communities?

2. How do rural communities cope with their mentally ill citizens? An
understanding of this phenomenon is vital m planning and implement-
ing 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 cul-
ture-specific and cost effe-xive rehabilitation models with a wide cover-
age have to be developed and field tested.

4. Is the Primary Care infrastructure strong enough to cope with addi-
tional rehabilitation inputs? It is vital that the design of the rehabilita-
tion model allow for integraticn n the existing infrastructure to ensure
continuity of care. This question is of great importance to the policy
maker.

5. Psychoeducation—How, where and to whom?

6. Whatis the role of the traditional healer? The traditional healer occu-
pies - 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 commumty intensive. A redefinition of outcome indices is an urgent
need.

8. Whatis 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 pro-
gramme with people with mental illness bfing an indirect beneficiary.
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Community Based Rehabilitation

The macro planning of rehabilitation programnies in developing countries
is an extremely challenging proposition. Paucity of funding and manpower
resources pose seemngly 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 1s extremely wide 1n India and the policy maker’s current
preoccupation is to narrow this gap as much as possible witlhiout straining the
nation’s already overburdened exchequer.

Itis now well recognised that the most feasible approach to rehabilitation
in developing countriesis to draw on the community’s availabie resources.
The World Health Organisation has recently demonstrated the feasibility of
evolving Community Based Rehab:litation (CBR) programmes for people
with physical handicaps. The Government of India has also demonstrated its
concern far the physically handicapped by undertaking a series of CBR pilot
programmes and appears to be commutted to developing such programmes at
anational level. CBR attempts to 1der-1fy volunteer resource persons from
within a given commumity and offer d-.zentralised rehabilitative inputs chan-
neled through these resource persons who are expected to implement simple
rehabilitation strategies. It 1s entirely possible that CBR programmes can also
offer a mental health component without overloading the system if simple
training and rehabihitative measures could be devised, targetted 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
piloteffort 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 rehabilication within the frame-
work 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 1nitiate 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 (Ind1a), a non-governmental organisa-
tion, 1n a rural catchment area of 100,000 population. An outline of the pro-
ject entitled “Integration of Psychosocial Rehabulitation in the National
Mental Health Programme” s presented below.
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The Scart Experience

a. Objectives of the Programme
With the above background in mind, SCARF decided tonitiate an experi-
mental pilot CBR programme with the following objectives:
1. to examine the feasibility and effica - of initiating CBR programmes in
a defined rual catchment area.
2. toelucidate the qualitative and quantitative data that would be required
for such programmes.
3. to devise stmple rebabilitation strategies that could be deployed by the
untrained lay worker at the village itself.
4. 1o 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 solution 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 d:sabled ina
defined catchment area. It appeared that “piggy-backing;” on the IRCS’s
program could be useful in not only working towards the program’s objec-
tives, but also n assessing the feasibility of integrating amental health
comporicus . 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.suring long-term continuity of
this pilot effort. Accordingly, after a period oi haison and negotiation with
the IRCS, a protocol was drawn up to expand the scope of their pro-
gramme with inputs from SCARF, to includ= persons disabled by mental
disorders.
The IRCS operate in a dcfined rural catchment area about 60kms south of
Madras city. Thiruporur Block in the district of Chingleput in the state of
Tarmilnadu 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 chil-
drenin the Block receive their education from 66 schools scattered
throughout the region.
c. TheIRCs CBR Programme
In 1984, the IRCS initiated their CBR programme n Thiruporur Block in
a phased manner. Three permanent project staff (all non-professionals)
liaised with village leaders and requested them to identify responsible
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young persons, preferably 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 (RCRW:s) and offered a nominal stipend to cover their transpor-
tation costs. One RCRW was identified to serve a population of 1000 per-
sons. 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 remain-
ing population s presently being screened for disabilities. So far §,935
persons with physical handicap and mental retardation have been identi-
fied. The RCRWs arrange for the disabl. d persons to be examined by spe-
ctalists in special clinics conducted by the IRCS at different sites in the
black, and plan interventions. The existing :nterventions include provi-
sion of orthopaedic & hearing aids, spectacles and arranging for surgery
as appropriate.

d. Te SCARF-CBR Programme
The SCARF-CBR Programme was conceived of as a pilot exercise in four
phases:

Phasel: Traiming of a selected group of RCRWsn the principles of
detecting mental illnesses.

Phase Il Setting up mental health camps to medically treat the
detected cases.

Phase III: Integrating mental health in the existing health care infra-

structure by training health care personnel in the detection
and medical management of mental disorders.
PhaseIV: Developing a methodology to offer simple rehabilitation

approaches including vocational rehabiiitation, socia! skills
traiming and famly psychoeducation at the level of the vil-
lage wself by the RCRW.

TheProject started in October 1988 and the nirst four phases have been

completed.

Traming

20 RCRWs catering to an approximate population of 20,000 persons have
beentrained in two batches. The participatory-tramning programme was
offered by a Psychiatrist using audio-visual aids. The trainees were provided
basic informiation to be able to detect five categories of mental disorders iden-
tified by the NMHP—psychoses, depression, epilepsy, mental retardation
andalcohol/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 them to the proposed r.jenta! health camps.
They were not required to undertake a door-to-door suvvey, but were to use
their knowledge about their communities in detecting cases.
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Mental bealth clinics and follow up
In the second phase, four ceatrally located villages were identified and mental
health camps were organised in all of them on a weekly basis. The cases
detected by the RCR Ws were :valuated by a visiting psychiatri.: snd medica-
tion was imtiated. At each camp the RCRWSs were further sensitised about
handling day to day problerrs that : .ay be faced by people with severe mental
illness and also instructed ru carefully monitor medication compliance. The
weekly mental healtk clinics were then reduced to fortnightly visits by the psy-
chiatrist who monitors the progress of the patients through the RCRW in an
effort to strengthen the perception of the RCRW as the primary care provider.
Follow up 1s ensured by the RCRW who dispenses the medication fortmightly
to the patient and brings him/ her for amonthly assessmem by the
psychiatrist.
e. Random Observations
The first two phases of this pilot experience have generated valuable exper-
ymental data which will be drawn upon n planning and implementing the
progiamme’s subsequent phases. Summarised below are a few random
observations and areas worthy of exploration.

1. The commumty tolerates the erratic behaviour of ics mentally ill citi-
zens remarkably well, as long as the individual 1s not aggressive and
assaultive.

2. A high premium is accorded to the individual’s capacity to work and
earn a liv.ng. Interviews with community leaders and families of the
mental 11l member reveal that as long as the disabied person is ableto
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 manage-
ment. Only those persons who do not respond to traditional healing
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 professionalshould 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 disabili-
ties 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 toidentify training meth-
ods and standardise the contents of training programmes.

f. Futurs Plans
The pilot CBR programme has been expanded in the following manner:
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1. The Il{ I"hase consists of sensitising the existing health care infrastruc-
ture. The Medical Officers and Mulupurpose Health Wa “kers (MPW's)
are trained in the principles of de zection 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 psychia-
trist 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
imtiated using structured and unstructured interviev:s with patients,
far ly members, community leaders, health personnel and RCRWsto
assess the felt rehabilitation needs of persons with mental illness in the
community. Simultaneously, a liaison effort with a mosque and a tem-
ple 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 RCRW's as needing resi-
dential management will be sent to these centres with the request that
they also be given neuroleptic medication. Such an effort, however diffi-
cult, may ke well worth pursuing as a compromise between different
explanatory models of mental illness. It is hoped that the additve effi-
cacy of medication and social support in a culturally familiar environ-
ment will hasten social acceptance and social recovery from the illness.

3. Phase IV will require specific inputs for the severely disabled person.
Vocationa! rehabilitative efforts need to be imtiated—perhaps by sen-
sitising the Community leaders to the need for providing vocational
rehabilitation for their mentally disabled. If the imtiative for such a pro-
gramme came from the community itself, stands to reason that the
programme has a better chance of survival in the long term. RCRW's
will be traned in simple communmity case management techniques
which could emphasise the contribution of the family in providing a
caring environment. In short, a multi-disciplinary rehabilitation pro-
gramme has to be designed using xtremely simple techniques which
have to be devised, and its efficacy evaluated. It1s apparent that the ele-
ments of 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

It1s too premature to make more substantive reccommendations. As an
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explanatory effort it1s expected to generate more questions which research
could seek to answer. It 1s extremely gratifying to observe from the foregoing
report that it 1s feasible to integ-ate a mental health componentin the frame-
work 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, Anizona, and North Carolina in the US, and in Micrenesia,
India, and Australia. Becauserural areas typically have more intact and func-
tioning natural networks within the family and commumty, ard also because
they usually lack extensive professional resources when compared to urban
and suburban commumities, they offer useful studies in resourcefulness for
rehabilitation service providers,policy makers, and educators.

This report focusses on communty resource development ,conducted for
the purpose of making normative roles of living, working, socializing availa-
ble 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 pro-
jects, professional or lay, that facilitate community integration. For approxi-
mately three weeks in India, and approximately two weeks in Australia |
observed activities and programs that operated at the interface of commumty
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, par-
ticularly 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, f socializ-
ing. When not living with families, I resided in a hostel along with Indian
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mental health colleagues. In Austrahia I had an overmight stay onasheep sta-
tion, and spent considerable time in both informal and formal visits and dis-
cussions 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 hiid a series of individual interviews with virtually all
professional stz“f—an ! also rode a van with agency chents 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 beservice pro-
viders, 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 1llness. However, while the rehabilitation services pro-
vider 1s very much 1n 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
asimportant as preparing the individual for the community. Educators might
consider incorporation of commumty development principles and skills in
preparation of rehabilitation service providers.

In addition I make a case for cross-cultural learning experiences a- ~xpen-
ences as a component of rehabilitation education (Dunlap, in pres: . Zarlyin
my career, w.iile 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 famihar
surroundings and live for a time 1n a different culture. That1s an idea familiar
to most persons who have cross-cultural iving and working expertence, but it
bears repeating in the context of rehabilitation education in a plurahstic
world.

Considering that this study addresses two nations, and an extensive num-
ber of contacts with professionals, consumers, family members, and daily life
activities, it but summarizes observations. Persons interested 1n detailed
descriptions of agencies and programs, in protocols for chimical 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,, voca-
tional, social, and educational rehabihitation 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 humaukind, dating from the first efforts of individuals and groups pur-

ERIC 70

Aruitoxt provided by Eic:




Q

ERIC

Aruitoxt provided by Eic:

Volume 14, Number 1 Julv 1990 69

posely to go about the task of creating roles and responsibilities for individ-
uals 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 commumity as
the ideal locus for rehabiliation services has grown in interest—to the point of
mushrooming in the 1980’s. Clubhouse models, such as Fountain House,
(Beard, etal, 1982), Center House of Boston (Greb. 1983), and Honzon
House of Philadelphia (cnannet al., 1988), demonstrated that persons with
psychiatric disabil»** could experience successful rehabihtation outcome out-
side of hospital envi.onments. It 1s noteworthy that the commumty clubhouse
model has drawn international interest, and that sinilar programs have been
established 1n nations as diverse as Pakistan and Sweden.

Recent endeavors to help persons with psychiatric disability to function
effectively in the commumty include a multiphaity of models (e.g., voca-
tional, educational, residential, and case management programs) (cf. Farkas
& Anthony, 1989). One of the most effective commumty effortsin the USA
has been the Wisconsin program of Assertive Community Treatment (PACT)
(Stein & Test, 198 5; the Wisconsin Program of Assertive Community Treat-
ment (Stein and Test, 1980), Test et al., 1985), replications of which include
Austrahia (Hoult, 1986; Hoult & Reynolds, 1984; Reynolds & Hoult,1986).
Community resource development, and coordination of the use of such
resources has been 1dentified as a s, 7aificant contributing vaniable in rehabih-
tation outcome, as increasing attention 1s paid to the impact of environments
(Anthony & Liberman, 1986; Cnaanetal., 1988). The impor.ance of social
role (Watts & Bennett, 1983), and the development of community attention,
responsibility, and responsiveness to persons with severe and persistent men-
tal llness (Farkas & Anthony, 1989; Mosher & Burti, 1989) are emerging as
central ccncepts in psychiatric rehabilitation, as they have already toa large
extent in the field of physical rehabihtation.

Two sigmificant consumer movements stand as major influences nn the new
attention being paid to community resource developments. These are the
patient or chent movement, such as the National Alhance of Mental Pauents
(NAMP), and including many local, unaffihated groups, and the family
movement, exemplified by the Alliance for the Mentally Ill. Indeed, emer-
gence of advocacy groups in these movements may herald the latest revolution
in mental health services. Their importance lies in their articulate presenta-
uon to professionals, policy makers, and pohticians, of the lived experience
of psychiatric disability. Their interests lie not anly in improved quahty of
treatment, but also in increased a<cess to normative roles and to community
services and resources (Hatfield & Lefley, 1987; NAMP, 1989).

Much of the world’s psychatnic rehabihitation development has occured in
the context of deinstitutionalization. That s, in developing rehabilitation
programs, the questions are not only thuse of “What s 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, 1t 1sinstructive to look at nations which are
attempting to imtiate rehabilitation with and without extensive mental health
svstems in place. Austraha and India, respectively, provide the opportunities
to examine such 1ssues, while at the s: me time having sigmficant rural fea-
tures worthy of study.

The India portion of the study provided an opport.nity to view rehabilita-
tion in a setting quite different, culturally, from that of the US. Given major
health and social challenges faced by India, mental health has had a low pri-
onty in the national health scheme. Within mental health, rehabilitation, in
turn, has had a low pr.onity because of the pressing, if not overwhelming
acute care and treatment needs of the population. With a national population
now estimated at over 800 mllion, India has 42 psychiatric hospitalswith a
combined capacity of 20,000 persons, (Nagaswam, 1988) and a combined
total of 2500 mental health professionals. Psychiatric rehabihtation isin the
beginning stages in India, but heren 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 etal., 1983; Kapur et al., 1975; Mendis, 1988; Orley, 1988; Pai &
Kapur, 1981; Sartorius, 1988; Seal, 1984). If we were to design a rehabilita-
tion 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.

Austraha has cultural similarities with the US, but has u distinct, possibly
unique history of mental health services, shaped by its history of immugration
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. Vastin geographic
s1ze, but with a population of 16.5 million, Austraha affords a view of reba-
bilitation services in a significant rural context. It1s 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 centzrs, and rural pro-
jects associated with these centers, were principal resourc s for the India visit.
The Schizophrema Research Foundation (SCAR 1) Jocated in Madras, began
10 1984 when a group of psychiatrists and civic-ninded individuals orgamized
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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 south-
eastern India, with a population of 50 million. The SCARF project, while
based in Tamil Nadu, and undertaking a number of rural and urban proto-
type 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 charactenistics of Tarmil
Nadu. In February 1989 SCARF hosted an international conference on the
Natural History of Schizophrema. A major goal of SCARF is to develop reph-
cable, low-cost models for promoting rehabilitation of persons with schizo-
phrenia.

SCARF was my primary host in India, extending the original invitation to
visit. The agency arranzed my accommodations with families, and coordi-
nated a schedule that permitted me visits to a number of rural communities,
and to other rehabilitauon-related projects, including the second major insti-
tution onmy itinerary, the National Institute for Mental Health and Neuros-
ciences (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 prermer research, training, and treatment center for mental illness in all of
India. Italso purports to be the only such center with a Department of Reha-
bilitation. Amongits 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 pzrsonnel to treat and refer persons
with mentalillness.

Altogether, site visitsin India included these two centers, two model rural
projects, five rural villages, two farms, two psychiatric hospitals, a rehabilita-
tion facility for alcohol dependency, a slum outreach project, a civic organ:-
zation interested in sponsoring mental illness programs, a home visit to a
famly 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 ina
guest hostel with Indian mental health professionals, I spent ume obtaining
some community and professionals points of view on mentalillness and reha-
bilitation outside of professional settings. The community living arrange-
ments led to visitsto avariety of daily commumty activities: shopping,
worship, eating native food, family weekend outings. In the co rse of my vis-
its my contacts with Indian people ranged from official discussions with lead-
ersin rehabihitation and mental health, to riding in a van wath 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)

SCARP’s tri-part mission is clinical service research, public education, and
research, regarding schizophremia. From modest one-room beginnings in
1984, the organization’s present scope 1s local, regional, and national. Inthe
local and regional area SCARF endeavors to design and deliver service toindi-
viduals and families, evaluate vutcome, and disseminate resultsto profes-
stonal colleagues in India and elsewhere. This 1s 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 asto national and inter-
national conferences on rehabilitation and mentalillness. The day-to-day
chinical and commumity 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 special-
1zation 1s the rule.

It 1s noteworthy that SCARF focuses on schizophrema, certainly one of the
most disabling of mental illnesses, because community mental health pro-
grams in the US have come under cnticism 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 mentallluess. Further, it presents schizophrenia as a spe-
alfic, 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 recogmizes
that there are indigenous explanations of mental illness, such as possession,
that can cause a family or indwvidual not to seek treatment or to conceptuahze
rehabilitation as possible.

SCARF's leadership regards the major mental healtn challenge in India as
“the lack of a suitable, cost-effective model for 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 receving service. The prosy :ct of a Western-type mental
health system being developed in India, with a network of community mental
health and inpatient faciliics, 1s not real .ticbecause of funding and human
resource constraints. Further, given r'1e criticism of deinstitutionalization in
the West, particularly the faillure to provide appropriate community support
and services, on conceptual grounds, let along logsstical grounds, Western
models may be inappropnate.

A major SCARF endeavor is “development of a suitable rehabilitation
model which will be need-based, rurally-oriented, cost effective, easily reph-
cable, dependent on minimal professional inputs, and be capable of being
integraied within the existing mental health infrastructure without overbur-
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dening it” (Nagaswami, 1988b). India 1s a signator to the Alma Alta Declara-
tion of “Health For All BY the Year 2000™, and has developed a National
Mental Health Program which recognizes the necessity of rehabilitaion inter-
ventions at the local community level, and for commumty development that
engages existing community services in the rehabilitation effort, and dissemi-
nates information on psychiatric illness throughout the populace (NHMP,
1982).

A community-based, rural rehabilitation project undertaken by SCARFin
conjunction with the International Red Ross 1s the Commuty-based Reha-
bilitation Project (CBR Project). Key to the project 1s a community-based
rehabilitation worker, who 1s a volunteer identified by village leaders. The US
counterpart to the CBR worker 1s a case manager, except that the India
worker 1s selected for knowledge of the commumnity, and respectability from
the community. Volunteers receive a token amount of fifty roupees per
month. They accompany the SCARF psychiatrist during rural chimc 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, as the lack of adherence to medication regimes, particu-
larly in remote areas, 1s a major obstacle in the treatment of mental illness.
Education of individuals and familhes 1s a cntical function of these workers.

Beyond these clinical and education functions, the CBR worker acts as a
consultant to the community, with the purpose of idenufying appropriate,
contributory roles in farmly and community for service reciptents. In
SCARF’s view, a rehabilitation model utilizing local commumnity volunteers
may be more suitable than one relying on primary health care personnel, as
the latter are heavily burdened with tasi‘s including infectious disease and
family planning, and do not have the time to engage in community consulta-
tion.

A CBR Project | visited was 1 the Tirupur District, south of Madras. 1
accompanied the SCARF psych: rist and the CBR worker to three rual 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 chinic session by family members, as well as the rehabilita-
tion worker. Prospects for continuity of care appear excellent in such circum-
stances. Although the cultural context facilitates such participation and
continuity, it 1s as aspect of service that bears noting by Amencan rehabilita-
tion and mental health personnel given the concern 1n this country about con-
tnuity of care.

Related to the CBR Project 1s the enceavor of SCARF personnel to develop
linkages with commumity leaders, ana with local respected healers and help-
ers. On one visit, our team of psychiatrist and CBR worker stopped at the
village of Kovalam, where a Mushm holy man maintained an outdoor soup
kitchen. He spoke about encountering a number of persons with mental ill-
ness, and he and the psychiatrist discussed the needs of such persons, and
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ways of responding to those needs. Qut of these discussions came an agree-
ment 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-‘evelopment rehabilitation model. In one case a thirty-five year
old woman who had been diagnosed with «chizophrema for seven years, was
brought to the rehabulitation clinicsession by her husband and mother-in-
law. 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 CRR worker was ableto facilitate medication compliance in
consultation with the psychiatrist, and to consult with the family on helping
this woman to be productive inher family.

Another example 1s that of an eighteen year old young man brought to the
rehabilitation chnic at the encouragement of the CBR worker. This young
man had first been seen only six months ago. His diagnosis included “behav-
1oral disorder” and he 1s under continuing observation for diagnostic pur-
poses. Before coming to the climic he had been tied up by his famly to prevent
him 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 communmity.

Yetone more example of this community-based approach comes from one
of the SCARF urban slum projects. A woman of unspecified age diagnosed
with schizophrema was helped to start a modest business selling vegetables. |
Whenshe 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 that
“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 effec-
tive professional structures and services.

The SCARF CBR Project is amajor community development oriented pro-
ject. Worthy of mention are other community endeavors being pursued by
SCAREF, allof which I visited. Theseinclude sponsoring a famul- group called
AAHSA which means “hope” in the Hindi language. This group bears some
similanty to Alhance for the Mentally Illgroups inthe US. It operates with-
out professional leadership, and SCARF’s role 15 to support its development
asa commumity resource, with the pian for the group eventually to sever for-
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mal ties with SCARF once 1t 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 profes-
sional workshops, and recruiting public support through presentations to
civic organizations such as the Roundtable, are examples of SCARF’s
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 offer-
ing live-in famuly units, and a rehabilitation unit that emphasizes vocational
rehabilitation within the hospital setting. Described 1o me as the premier
mental health facility of its type in India, NIMHANS, in Bangelore, is a
ma,r tertiary care facility, as well as a commumity mental health service. So
extensive are the programs of NIMHANS—from studies of indigenous Ayur-
vedic medicine to neuroscience, from inpatient whole family treatment to
community outreach to remote, rural communities; it 1s tempting to try to
describe all. However, NIMHANS efforts are well-documented in itsown
professional journal (cf. Reddy et al, 1986) and newsletter (cf. Murthy, 1987),
and 1t 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 1s 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 tied to a dis-
trict and regional network of physicians and other health care providers,
potentially they are well supported for consultation and referral purposes.
Historically, mental illness has not been a major focus of these workers, nor
of the primary health care system 1n general. Accordingly NIMHANS 1
undertaking the orientation of primary providers in the identification and
treatment of mental illness (Isaac et al, 1985). A component in this commu-
nity endeavor 1s public education, and pictorial materials illustrating symp-
toms of mental illness have been designed for instruction and distribution, so
that the public will approach health personnel for treatment of the 1llnesses so
illustrated (Sekar, 1987)

Examples of demonstration projects are those at Sakalawara, a rural com-
munity 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 and 1980, involv-
ing an extensive rural sector of 122 villages with combined population of
76,000, inthe use of primary health care personnel for mental health pur-
poses. Following promising results in Sakalawara, a project began in Bellary
District in1983. These education and outreach projects endeavor to use exist-
ing personnel, already inplace, rather than create an additional mental health
infrastructure. There 15 also an effort to enhist local community leaders a.
allies n the program, as recogmtion of the validity of this outreach program 15
essential.

The NIMHANS and SCARF approaches to community-based services
have similanities :n that both seek to use a combination of pubhc education,
collaboration with local leaders, and incorporation of a mentai illness focus
into the work of outre.ach personnel. Differences appear to be in SCARF
emphasis on rehabilitation through a commumity-based worker, 1.e. the
assumption that primary treatment must be followed by monitoring and sup-
port of proper comphance with treatment, and that families and communi-
ties may require some education and consultation in how to make some
normative roles available to persons with serious mentalillness. The
NIMHANS approach works through an existing and extensive primary care
network, with health care providers who would appear to be well-received by
the communaty. It appears to be an assumption of this approach that rehabili-
tation may be delivered by families and community without much on-site
cunsultation, because there are existing traditions ¢ € care, particularly in
rural communities.

There are good arguments for both approaches. It1s to the creditto both
NIMHANS and SC.' RF 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 NIMHANS are worth
mentioning. I visited the Vocational Traiming Centre for the Handicapped in
Bangelore, a center started by an industrialist who has a family member with
apsychiatric disability. Significantis the involvement of a businesspersonin
creating a vocational rehabilitation center. At the center, employees produce
goods for the open market, in what 1s a kind of enclave supported employ-
ment model. Another vocitional project 1s operated by Friends of
NIMHANS, a group of volunteers that make space available in a home for
productions of household goods and office st~nhes. 1 also visited a half-way
home and hostel operated by the Medico-Pastoral Association, a charitable
organization. These are ul significant developments, all recewving enco 'rage-
ment and various kinds . institutional support from NIMHANS. T:.eir sig-
mficance lies inthe recogmtion by NIMHANS that vocational and restdential
rehabilitation in conimunity settings, run by lay people, 1s a vital, effective
component to mental health services.

T'he opportumty to visit farms, and rural villages, andto spend evening
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time with staff and their families, was exceptional, providing me with an
appreciation of the cultural context of rehabilitation services. A very memo-
rablc 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 famuly of a 48 year old man diagnosed with schizephrenia. Twas
accompanted by a NIMHANS social worker cn 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 farmly memter. Other
NIMHANS activities included participating 1n a chinical case conference, and
in numerous group and individual sessions discussing concepts of rehabilita-
tion. These previded an inside view of rehabilitation efforts of NIMHANS.

Summary

India 1s includir g mental illness in the “Health For All by the Year 2000™
World Health Orgauzauon effort. My inerary included two leading orgam-
zations that are devel :0ing model responses to rehabilitation needs of per-
sons with disabling men:al illness, one a non-government orgamzation
focusing on schizophrema, the other a government-supported major mental
health climcal, teaching, and research center. The former 1s field-testing a
communmity development approach involving the use of community-based
rehabilitation volunteer workers. The latter 1s 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 outstanding ' 2aders in the psychiatric rehabilita -
uion effort. By virtue of family and hc stel accommodations, ard the thought-
fulness of hosts, I enjoyed very instruc.tive exposure to Indian f2zaily and
community life. Also, ! had some dirzct contact with service recipients
through home visits, conjointintery iewing, partictpart observation in group
work, and corimunity visits.

India clearly faces a formidable psychiatric rek.abilitation challenge. On
the basis of my study-visit observations n appears that mental health and
rehabilitation leaders are attempting to develop a useful combination of mod-
ern and traditional principles and practices. Family and community integrity
is to be respected and supported, while modern methods of rehabilitation and
medicine are selectively apphed.

Particularly 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, industnal-
1sts and other employers, clergy, indigenous medical providers, civic orgamza-
tions, family members. These endeavors which may be charactenized as
mobilizing the community to support the individual, as weil as the individual
+0 adjust to the community are very much in the forefront or international reha-
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bilitation efforts. The fact that demographic, evaluation, and consumer
research 1s being conducted as standard component of program development
makes these endeavors all the more impressive.

AUSTRALIA
Context of Australia Study-visits

Austrahan mental health policy is largely determined by varicus state gov-
ernments. While in Australia for shghtly more than two weeks 1 visited serv-
ices, and pe ircy and training centers, in the two states of Victoria and New
South Wales. Serving bota as host for the Victoria portion of the study-visit,
and as coordinator of the overall Australia tinerary, was the Staff Training
Team, Office of Psychiatric Services, Health Department Victoria. My host
in New Souh Wales, who also welcomed me to Australia, was the Mental
Heatth Staff Eaucation Unit, Department of Health, New South Wales.

While these two Australian states were calied te my attention as the
nation’s most active in psychiatric rehahilitation 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-bused services differentially, 1t was quite instructive to view the
approaches of the se respective states.

Historically, Austrahan mental health services have reflected a Western,
particularly British, influence. The deinstitutionalization movement c¢the
1960« and 1970's in the West has touched Austraha, and by the late 1970’s
attention began to the need to provide an effective transition to the commu-
mity for persons who had been institutionahized, as well as a new, a-institu-
tionalized service population. A mazjor figure in the ~ommumity-based,
rehabilitation effort has been John Hoult who b.s proneered and pro.noted
the concept of commumity transition teams (Hoult, 1986; Hoult & Rey-
nolds, 1984; Reynolds & Hoult, 1983). Conceptually, the work of Watts and
Bennett of Great Britain in applying principles of rehabilitation to psychtatric
Atsability (Warts & Bennett, 1983); and of Stein and Test of Wisconsin in the
US regarding ccnmunity case management and treatment /Stein & Test,
1985} b ave been important infl: nces. The 1980's have emerged as a t.me for
policy formulation, basea 10 par. upon the effectiveness of early commumty
and rehabilitation effor's.

The State of Victoria

Victoria s Austraha’s second most populous state, at 4.3'million. Located
in the southeast corner of the continent, it 1s second to Tasmama as the small-
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est state, but is small only by Australian standards. Geographic areais 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 Mel-
oourne, the state capital, has a population of three million.

My study visit to Victoria was both intensive and extensive. In seven days|
visited three rural areas of Warnambool, Sheppardton, and Beechworth, as
well as policy and training centers in the greater Melbourne area. Thetiner-
ary was thoughtfully arranged to provide time to speak individually with
service recipients, family members, community program staff, hospita: staff,
and policy personnel. £mong the highlights of the Victoria experience was
spending a weekend with residents and staff of the Gilcrest Group Home in
Beechworth, visiting a community transition program associated with Brierly
hospital in Warnambool, and participauing in the quarterly “country forum"
—a gathering of rural service providers—in Sheppardton.

A noteworthy aspect of the history of mental health services in Victona s
that a number of asylums were butlt in gold rusk boomtowns in the eighteen
hundreds. A century later thesc former population centerstypically are rural,
sometimes remote, communities. Beechworth 1s one example, where the
Mayday Hills Hospital was built in 1867 as a lunauc 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.y be the principal employer in a rral community.
Herein hies a difference bet ¥een India and Austraha. In India tae 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
Austraha, however, con...amty-based rehabilita;ion may represent or require
re-allocation of resources. Thists a circumstance that presents policy makers
with commuinty socio-economic and pohtical variables to consider, along
with rehabilitation outcome variables. Accordingly, tie Victonia and Austra-
ha psychiatric rehabilitation effort 1s concerned not only with model build-
ing, but also significant system change to accon:modate new n.odels.

Mental health services in Victoria have these mojor components: state
operated hospital, community mental healti; center, ind specialist service
system psychiatric units in general hospitals; private practitioners, and the
emerging not-for-profit organizat:ons whose usual focus 1s commumty scttle-
ment and rehabilitation. Thi< composition of services 1s similar to that inthe
US, but without the component of a private psychiatric hospital. A shift
towards community treatment has resulted in a marked reduction in the aver-
age length of stay per hospital admission, but re-admission of previously di+-
chareed 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 srudy indicated that
between 8—19% of persons were readmutted within ten days, and 24-42%
witiun six months. These findings have suggested to Victorta authorities that
aneed 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-govern-
ment organization (NGO), operating with staff support from the OPS, and
sponsoring a range of rehabilitation-oniented residential and day programs. A
visit was made to Larundel Hospital in greater Melbo- rne for discussic s
with mental health professionals, for meetings with ciients in a psychosocial
disability unit, and observing components of a de-institution alization effort
that includes convertiag former staff residences to client residences. Victoria
has just completes: .he “decommissioning” of Willesmere Hospital in Mel-
bourne, and reallocated the former hospital’s funding to community services,
1n what appears to be a demonstration that the transition from a hospital-
pased system to a community-based, rehabilitation-oniented system s, in
fact, possihle.

Additional site visits were te the rural commumities of Warnambool, Shep-
pardton, and Beechworth, where inpatient units are located either hecause
once these were more populated areas, or because they were constructed in
this century to accomniodate the growing demand or “overflow” for :npatient
services for Melbou, ne-area individuals. Today, residents of such institutions
tend 10 come from communities far removed front these rural institutions.
Brierly Hospital in Warnambool has developed a network of fourteen com-
murnty residences, and a rehabilitation program to prepare residents for
them. These fourteen sites vary in the degree of supervision provided; accord-
ingly 1t 1s possible to arrange 1 match between the functional residential ak.%:-
ties and rehabilitation needs of indiviaaals, and the environmental de:nands
presented by the sites. At Mayday Hills Hospital in Beechworth. a simular
development of commumity 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 Grour Home. Th » Shep-
pardton hospital was the site of the Country Forum, which rotates among
rural host sites.

In addition having contact with professionals and serv tce recipients. I met
with a representative of the Schizophrema Fellowship of Victoria, and the
Scka-ophrenia Forum of Australia. These are family orgamizations, developed
along the lires of the Alliance for the Mentally 1111 the US.

Victoria Findings

Reviewed in this section are a series of exemplary policy and program
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developments in Victoria State. These were selected for their relevance tothe
community development theme of the study.

The Office of Psychiatric Services, Health Department Victora, has iden-
tified seven “Strategic Themes in Service Redevelopment™ (Rimmer, Bucking-
ham, & 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
fror. using a service; and developur  service alternatives. One theme of par-
ticular interest for this study 1s that of mobilizing community and pohitical
support to address 1solation and sgma associated with mental illness, and to
open up to persons with mental illness the range of formal and informal com-
munity resources and services available to other citizens.

The Staff Training Team (STT ) of the Office ot Psychiatric Services has
been organized to provide the staff tramming and support under pinnings of the
policy and program developments that flow from the above themes. Located
in Parkville, in greater Melbourne, the STT sponsors programs throughout
the state with emphasis on assistance to staff of new mental health services.
One example 1s the Country Forum, the quarterly meeting of rural service
providers. | attended this Forum, at which staff of various rehabihtation-on-
ented programs made pres:ntations, in a peer sharing and networking for-
mat. A second example 1s the psychosocial rehabilitation traming workshops
which are scheduled for Sep.ember and November 1989. These will offer
traiming 1n principles and practices of rehabihitation. Such a inking of profes-
stonal in-service training with policy development s logical, butin the US1s
more the exception than the rule.

The planned, progressive reallocation of resources from hospatal to com-
munuty ts a third finding. As indicated earhier 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 1sin place using one project,
the Willsmere decommussioming, 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, 1t becomes apparent that
the normative tasks in the community have great rehabilitatic 1 potential.
Having control over one’s living space, shopping, traveling, engaging in recre-
ational activities in the communtty—represents 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, [ joined
the residents on a Satvrday rappelling activity, and observed 2 50-year-old
man—who had been an inpatient for nearly half of his life before being given
“he opportunity to live in the community home —do the first rappel of this
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Ife, three stones high. The potential of this kind of cutdoor activity, and of
dozens of o*her normative activities, indoors and out, have yet to be explored
with this population.

Summary

Participant-observation in Victonia yielded findings of a planned, gradual
develonment of community residential and social-recreational resources. In
part, hospital faciliues, such as residences formerly used to house staff,
funds, and staff are resources for this community developiaent shift. But also,
the opportunity to utilize existing services, resources, and activities of the
kindthat are available to all citizens, 1s being explored. Interest is high 1n
international developments such as the programs at the Center for Psychiatric
Rehabilitation in Boston. Staff training 1s underway to provide concept and
skills supportive of the transition. Forums exist to facilitate the peersharing
of support around various pioncering community rehabilitation ventures,

The State of New South Wales

New South Wales 1s the most populous Australian state, at 5.7 mullion.
The greater Sydney area contains approximately five million of that number.
The next smallest state after Victona, at 309,000 square miles, likeits neigh-
boring state ‘small’ is quite relative for it 1s over half the size of Alaska! Once
one leavesthe Sydney and coastal areas, there is the broad expanse of bush
and outback that stretches west a quarter of the distance across the continent.
New South Wiales 1s the site of the first European settlement, n 1788, cele-
brated one year agoin Austraha’s bicentenmal (Hughes, 1987).

Asin Victonia, hospitals or asylums, built on a British model, were, untl
recently, the core of the mental health service system. In the early and mid-
1980’s through the efforts of John Hoult, Alan Rosen, and others, the use of
community teams, and of community residential, vocational, and social rec-
reational resources was undertaken and evaluated, in the North Shore area,
immediately nortli of Sydney (cf. Hoult, 1983). In 1982 the state government
establishcd a commurtee 1o examine the state of existing services for persons
with mental iliness, and developmental 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 hosptal care to supported community rehabilita-
tion asthe em. phasis 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 com nunity residences from
psychiatrichospitals, the purchase of 125 ¢ 'ymmunity properties, mostly for
residential purposes, establishment of 39 living skills centers, and establish-
ment of 12 crists intervention teams{Mental Health Services Unit, 1988).
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Subsequent reviews and recommendations called for an eight-year plan
beginning 1n 1987 that included community-based service as its primary
objective, and promused to close five psychiatric hospitals. However, the issue
of hospital closures proved to be controve rsial enough that it became a politi-
cal 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 commuttee 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, rec-
ommends 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 Umit, 1989). The Barclay Report was
submuitted to the Minister for Health n November 1988, and information
slieets summarizing its recommendations were publishe 1in Februrary 1989,
only two months prior tomy visit.

Accordingly, my visit to New South Wales occurred during a period of pol-
1cy change so nc-a that full impact has yet to be felt. In this context { visited
what appeared to be exemplary community-based rehabilitation services—
the result of the few hospital-to-community program transitions in the early
and mid-1980s. I also met with those who foresaw the return of hospitalsto a
central role, as proposed in the Barclay Report. Yet others said that the com-
mumty 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 upportunity for an intriguing case
study in systems change, comparing and contrasting the Victoria and New
South Wales experiences. Such a study1s beyond the scope of this report ast
is still very early in the process for both states.

Gne footnote to this period of change is the announced plan to phase out
the Staf¢ Education Unit of the Mental Health Services Unit, of the Depart-
ment 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 umiversities to be the primary vehicles for
in-service mental health training. This state and unuversity collaboration in
support of training for rehabilitation-oriented program developmentisa
model 1n use in my home state of Maine, and through the rehabilitation edu-
cation program in which 1 teach (Dunlap & Wygal, 1989). It1s, however, the
exception rather than the rule inthe U.S. for a umversity to have major staff
support functions. I did not visit any university units in NSW that were pre-
paring 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. [ visited the North Shore Project, which 1s very much in operation.
Given my rural interests, a very instructive and enjoyable part of the itnerary
was a two-day visit to the town of Orange, 260 kilometers west of Sydney.
Orange 1s home to Bloomfield Hospital, and to an exemplary commumty
development and rehabilitation project. Titled ‘SHIPS’, for the ‘Satellite
Housing Integrated Programmed Support’ program, this endeavor enables
persons with disabling mental illness to live 1n the community with choices
from a rang= ol residential options, varying in the amount of supervision pro-
vided. As i Victoriak, I participated in a number of forums and discussion
groups, formal and informal, during my time 1n New South Wales.

I'was very fortunate, and very grateful, to be the overmght houseguest on a
sheep station in the Orange area. This experience afforded a ghmpse into
rural Austrahian hife, and the values exposed in rural communities. Accord-
ingly, the New South Wales visits offered contact with demonstration projects
of nauional prominence (and in my view, international significance); with
staff and service recipients; with families; and with service reapients. My
participant-observation experiences included making an evening home visit
to a home shared by three service recipients, having meals with residents of
other prcgrams.

New South Wales Findings

The SHIPS project 1s an exemplary rural psychosocial re1abilitation pro-
gram. In essence the program uses the communuity as the ' -.us of rehabilita-
tion, and provides staff to assist program participants to 1 'nction effecuvely
in the community, with staffing patterns and interventions designed accord-
ing to the skill needs and support or supervision needs of individuals. For res-
idential rehabilitation, the program includes use of residences purchased by
the government. These are ordinary homes usually with a mimimum of three
bedrooms. They are selected to be uninstitutional in appearance, and are dis-
persed throughout the Orange area. Residences vary in the amount of staff
support provided, varying from 24-hour coverage to once per week contact. It
1s not required that these residences be the only options; private apartments
or ‘private accommodation’ as it 1s called,, 1s possible as a logical part of res-
dential 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 dehvered by
using existing community services open to all citizens. For example, adult
education services may be used. The program does sponsor a crafts-oriented
center, as a day activity. However, in keeping with program philosophy, it1s
optional, and participams choose from their own hours and activities, and
arrange their own transportation. One rural residence has a seedling bus:-
ness, and conducts some subsistence gardeing and sheep raising. use of
social services 1s encouraged; during a visit to one of four homes in the com-
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munity, I met outreach persons from a church- related program. Most resi-
dents 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 muitiple
functions: drop-in center; site for pre-vocational programs; social and voca-
tional skill traming sessions, and individual problem-solving, goal setting,
and assessinent services. The Center has work crews as part of its vocational
rehabihitation programs. These crews perform various maintenance jobs in
the area.

While SHIPS genwcally relies on existing community services, the North
Shore has this Center as a resource. Noteworthy 1s the combination of ‘fow
demand’ an<. igh demand’ access to the Center. Low demand programs have
as their goal developing trust and confidence; an example 1s ‘drop-in’ ume,
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 sup-
port needs of persons ready to move ahead 1n the rehabulitation process. Hav-
ing witnessed the iow versus high demand philosophy debatcd ini the U.S., the
combination of thetwo in one center is a logical, but perhaps overlooked
solution.

Quite apparent in both SHIPS and North Shore 1s a service philosophy that
builds arehabil: *10n response around the needs of the individual. While
meeting individual neeus has become virtually professional jargon, in these
programs one is impressed by the options available, and by the commitment
to assist program participar s to make choices, and to help them to attain the
goals inherent in their choices.

For rural communities, SHIPS 1s a userul model. Focus ... |he model s on
community support services to participant., and to cominunity agencies and
individuals who are actual or potential resou, ces. It represents a king of reha-
bilitation without walls. Participants learn hov' to live in the commumity by
lving there, with staff support. Their residences look like the other resi-
dences 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.

Finanaing of community-based programs such as those [ visited has been
achieved largely through reallocation of hospital budgets. Some interim addi-
tional funding may be required during the period when new community-
based services are being planned, but Bloomfield, i particular 1s an example
of asuccessful reallocauon project.

However creative reallocation is from a funding standpoint, 1t has oppo-
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nents. As I did in Victoria, I encountered employees of the menta' ch sys-
tem 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 persists. Ai least one commumity residence | 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 elec-
tions one year previous. But, in turn, the SHIPS program n the rural Orange
area is described by 1ts proponents as having been accepted by the commu-
nity.

Summary

Itappears thar in New South Wales working models for commumity-based
rehabulitation services have been developed, and evaluated as effective for
their target population—persons with severe and persistent mental illness
with long institutional histories. A series of issues now to be addressed con-
cern systemic developments, such asthe 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 professicnal and public reactions to any systemic change in how service is
dehvered.

Implications For Psychosocial Rehabilitation in the United States

Two major questions arise from the study which are pertinent to rural reha-
bihtation efforts in the U.S. The first question arises from the India context. It
1s how to deliver services of quality to unserved and « ~derserved populations,
wholive in areas with minimal or non-existent professional mental health
and rehabihitation resources. The second question, which arnses 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 1s not to categorize rigidly either
nation, however, for both face both issues, but with a different emphasis at
thistime. For India, as well as Austraha, h-s a network of psychiatric hospi-
tals, general hospital psychiatric units, and private mental health practition-
ers. 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. rehabih-
tation and mental health communities face these 1ssues as well.

One of the points made by Indian mental health leaders is that the effort to
develop community-based, rehabilitation-oriented services is not onlya
funding or resource 1ssue. It is an issue of effective service. The American
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mental health services experience is hardly viewed as a success, with 1ts reli-
ance on institutions, its separation from medicine, social service, and rehabil-
itation; its professionalism and professional rivalries; and its limited response
to the needs of culture-specific persons. India hopes to do better by ..ot imi-
tating the W_:st.

The paradigm issues raised in Australia, at least that dialogue exists. One
of the frustrations of the U.S. rehabihtation community has been the diffi-
culty in getting state mental health departments, the mental health profes-
stons, and institutions of higher education to even acknowledge the vahdity
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), 1t 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 force-
ful and effective in moving rehabilitation issues toward the center stage, not
established .nental health professionals and entities. The Austrahia experi-
ence 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 rehabihta-
tion philosophy.

The following are specific implications fo: -ehabilitation pchcy makers,
rehabilitation educators, and rehabilitation practitioners, particilarly those
concerned for rural areas, and for the application of rehabuiitation principles
and practices to mental illness.

* Psychiatric rehabilitation 1s a worldwide interest and movement. It1s use-
ful paradigmatically and practically to exchange views and information
withinternational colleagues. This may be accomplished by attending to
international pubhications; soliciting contributions from international
colleagues; actively encouzuzing presentations at professional confer-
ences on international perspectives and programs; promoting exchanges
of policy makers, practitioners, and ecucators.

* Of particular value durning tlus series of study visits were opportunities to
obtain the points of view of consumers of services, and of families
affected by mentalillness. It dues not require international travel todo
this. Consumer organizations and fammly orgamizations 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 hive-in experiences were extremely instructive regardiug the
cultural and commumity context on services. Such experiences can be
arranged in the U.S. They should be a standard component of rehabilita-
tion education. International hve-in experiences offer t.e 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, voca-
tional, and residential nature have been demonstrated as effective for per-
sons with mental illness. These services require community development
competencies that may not ordinarily be included or emphasized in reha-
bilitatoon education, such as public education to eliminate stigma, enlist-
ing 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 hous-
ing, job, social, and educational opportunities; networking with
resources that are used by consumers, but perhaps nct ordinarily viewed
as resources by practitioners, such as clergy; networking with consumer
and famly groups.

* The most effective rehabilitation efforts | observed were in the commu-
nity. Practitioners ought to view the conimunity as the work milieu. Pro-
fessionalism tends to assign higher status to those in the office, than to
those on the street, and this onen:ation needs be be reversed.

® ‘Resource-poor’ communities ought to be viewed as potentially resource-
rich. If the disability-handicap paradigm is app lied to communities, 1t 1s
unfair to label communities. Whether a .ommunity has resources 1s not
the issue; rather the1ssue is how resourceful are the rehabilitation practi-
tioners. This s particuiarly poignant in rural communities where many
informal resources—fan tly, employers, social and civic organization,
clergy, health care persom. *l—zwait the community development skills
of rehabilitation practitione s.

®Social, recreational, and »ersc nal-rrowth enhancing acuvities used by the
general public can be appliedto s population. The rapelling and trek-
king observed in Australia are exai.  fes. Indian examples include garden-
ing, and dramatics.

¢ Researcliinto rehabilitation outcome, f.mily and consumer views of serv-
ice, and 1dentification of target population are all inquiries urgenily
needed in the field. Competencies for conducting such research should be
in rehabiliritton education curriculum. Certainly there should be in reha-
bilitation education curriculum. Certainly there should be plenty of pro-
grams in the field available for rehabilitation students to practice ind
apply their research competencies. It was impressive that such research
was an integral part of servicesin India.

A Final Word

Some very powerful images persist from this study visit. I recall the eager-
ness of a commumty-based volunteer rehabilitation worker at Tirupur Dis-
trict 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;l a 32-year-old *hopeless’
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patient hvingin his own apartment in Melbourne, no longer hiding inthg
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 commumity potential. Clearly, there is much
to be learned from the East.
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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
Cirector, Northern New York Center, 63 Broad St.,
Plattsburg“, 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., $71.95.

Imagine you work 1n a psychosocial pre  am. You have been given the task
of designing and implementing a program .. .each 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? Furst there is figuring out what
concepts fall into the category of “mental Liealth” concepts. Thenthere are
decisions to be made about process and content. There are lesson plans to
write and staff to be trained. Allthistime you are wondering if this product
you've spent countless hours developing will accomplish your pedagogical
objectives. So you testit to see if it works.

In the midst of all this creative fervor, y»u begin to woader if you are simply
reinventing the wheel. Your altern: tiv. 1s to use “prepackaged” programs.
The problem 1s deci ding which cz:: will do. Having faced this problem in the
past, L have afew guidelines T nce when choosing a “packaged” program. The
farst point is that the stated purpose/outcome of the program must corres-
pond to my program g “als. If  am looking for a program that teaches skills, |
am not going to choose a program that does not assess skill per formance.

Secondly, the material has to be relevant to the people learming it. It should
be appropriate to the abilities and the disabilities of the learners. [ will allow
for adaptability. If the program is designed for adnlts of average intellectual
ability, can it be easily adapted for adults with developmental 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 1s presented in a logical, organized system; (3) mimimal preparation
tume is required (4) psychotechno jargon s avoided; and(5) 1 won't need to
spend the uext two years training myself and other staff to use the program.
Extra f vints are awarded for extensive field testing.

Using these guidelines, [reviewed a book by Ann Vernon, Thinking, Feel-
ing, Behaving: An Emotional Education Curriculum for Adolescents, to deter-
mine 1ts usefulness in a psychosocial rehabilitation program and discovered
that it met all three of my criteria. The book isbased on the principles of
Rational Emotive Therapy (RET) introduced by Albert Ellis in the 1960s.
Therapy? In a psychosocial program? Although itis 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
mnety, 1-2 page lesson plans, divided by grades (7-8, 9-10, 11-12) and 1s orga-
nized into five categories: Self-Acceptance, Feelings, Beliefs and Behavior,
Problem Solving and Decision Making, and Interpersonal Relationships. The
lessons are sequenced to build on learming from previous lesscns. Each lesson
planincludes 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 pont to emphasize.

The major strength of Vernon’s curniculum s that it 1s very user friendly. It
1s well-organmized 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 doit. There 1s nothing complicated about the methodology or the
language. It does not require extensive training to lead con<umers through
any of the lessons.

The curriculum can be used 1n psychosocial programs, in formally struc-
tured 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, resslving relationship
1ssues, are relevant to adults. Lessons would need to be modified, which
largely entauls changing the situations being discussed from school situations
to situations that are more common to clients in psychosocial rehabilitation
programs. This s an easy translation which makes them relevant ro the par-
ticipants. After reviewing the book | have begun to incorporate the exercise
into some of the work vccurring in my own program.

The book does have its imitations. Although the lessons provide for active
participation of the learners in the sumulus activity and follow-up discussion,
the curriculum 1s designed to teach concepts and not to me asure skill per-
formance. While 1t has imphcations for skili training, 1t does not directly
assess improved behavioral functioning as a result of learning these concepts.
Using it 1n a rehabilitative context might require incorporating performance
objectives to correspond with the concepts being taught. However, thisis a
relatively easy modification.

On balance, Vernon’s curriculum should prove useful to a broad range of
psychosacial programs. It i1s structured and simple enough to fit numerous
models of psychosocial rehabilitation and serve th2 needs of a large group of
consumers. While it is not ideal and forces the pr ictitioner to spend time
modifying the material, it 1s a very helpful starting point for social skills train-
g programs.

Lamar Gunter, M.S.
Archway Station, Cumberiand, MD
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Supervising Counselors and Therapists: A Developmental Approach

CalD. Stoltenberg and Ursula Delworth. San Francisco: Jossey-Bass Publishers,
1988,212pg.. $22.95.

As fiscal and human resource shortages increase, admimstrators of psycho-
social rehabilitation programs face new challenges in staff hiring, retention,
and development. One such challenge 1s providing quality supervision which
will menitor employee performance cof job duties while enhancing the effec-
1iveness of their interactions with clients. Supervisors may be selected based
on sentonty or climcal skill rather than training or experience as supervisors.
cven staff with advanced degrees may have little or no training in how to
supervise. Publications for supervisors are often geared towards one theoreti-
cal orientation and/ or one chimcal discipline. This book provides an
atheoretical framework for assessing and describing supervisees, and offers
some practice suggestions for facihtating the growth and development of new
chimaarss.

The book i1s divided into ten chapters. The first two review developmental
theories— first, human growth and development, then developmental models
of chnical supervision. The next three chapters define the developmental ley-
els of supervisecs. The concluding chapters discuss assessing the development
of supervisee, how training affects professional development, and imphca-
tions for supervision research and practice.

The text presents a picture of the developing supervisee, describing changes
in each of the various domains of chinical practice. The three overriding Jtruc-
tures of development are self- and other-awareness, motivation, and auton-
omy. 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 speaific domains of supervisee devel-
opment are described as: intervention skills competence, assessment tech-
niques, interpersonal assessment, client conceptuahzation, individual
differences, theoretical orientation, treatment goals and plans, and profes-
stonal ethics.

Supervisee development 1s characterized as occurring in three phases. The
Level One supervisee focuses primarily on “self,” is highly motvated to
become an effective helper, and 1s quite dependent on the supervisor. As the
supervisee moves to Level Two, he or she becomes so focused on “other” that
each chent becomes remarkably unique—so unique that the supervisee resists
any suggestions from the supervisor that gereral principles may apply to tlus
particular person. This new perspective on uniqueness of individuals can be
both exciting and paralyzing to the budding climician. In combination with
vacillating needs for dependency and autonomy, the supervisee may feel over-
whelmed, 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 s beginning to develop a personal clinical style, which decreases depen-
dence on the supervisor. Rarely, one finds a “master therapist” who has
achieved Level Three in all of the domains of clinical practice, and 1s labelled
by the authors as “Level Three Integrated.”

By describing the levels of supervisees, the authors have identified a valu-
able language for describing the clinical development of practtioners. This
book contributes new guidelines for assessment and training practicies for
counselors and therapists. Both of the authors are educators in counseling
psychology, and approach their matenal from the point of view of the
trainer/supervisor. Professional training and development is thoroughly dis-
cussed, yet may not be relevant to supervisors of paraprofessional staff who
struggle to balance task monitoring with chinical supervision.

The authors’ efforts to ground their concepts in broad theories of develop-
ment dilutes the impact of their points. The early chapters provide too much
inrormation for readers familiar with developmentaltheory, and not enough
information to educate readers unfamiliar with this field. The book begins
ar.d ends with poetry, apparently created by a former supervisee of the
authors. This1s 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 rele-
vance for practuicing supervisors. Additionally, some of the concepts may help
admimstrators in developing hiring guidelines by defining what level of prac-
titioner 1s 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 ofthe Bowery: Strategies for Survival Aamong the HHomeless
Carl 1. Cohen and Jay Sokolovsky. Guilford Press, 1988, 248 pg., $35.00.

As the authors tell us in the Introduction, “Their li” * pathways point to
where today’s young homeless will head if meaningful in... ventions are not
introduced.” This 1s an ominous statement since there are more homeless peo-
ple of every type than there have been since the Great Depression. All those
who would concern themselves with the 1ssue of American life quahity should
read this book. It is a basic orientation to homelessness with specific attention
paid toelderly 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. Thereis statistical data in Chapter seven concerning the
physical and mental health of these old men. | found the chapter on the his-
tory of homelessness and the tenth Chapter on intervention most fascinating.
Inthe tenth Chapter we are presented with a clear, scientifically based blue-
print to provide services for these older homeless men. The authors cover res-
pite 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 1n the face of growing numbers of other homeless people,
1.e., women, children and young people.

Maurice J. Moutlan, MSW
Program Director

Bay View Inn/Vinfen Corp.
P.O. Box 2080

Quincy, MA 02269
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ORGANIZING EXHIBITIONS OF ART BY PEOPLE
WITH MENTAL ILLNESS
A STEP-BY-STEP MANUAL

By
Susan Evans Spaniol
Price: $19 00
Manual Covers.
—Historical Background —Registration Process
—Grant Proposal and Budget — Opening Receptions
—Soliciting Art Works — Catalog Preparation
—Application Process — Assessment Tool
—]Jury Selection — Extended Bibliography

This manuai is based on the experience of the Commuttee for Advoacy Through
Art in organizing and successfully implementing the exhibition “Art and Mental
lliness. iNew Images™ held at Boston University from September 22 through
October 24, 1989. The manual is designed to meet the challenge of oromoting 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

Price: $8.00
Catalog Includes:
—Forward — List of Works and Artists
—Introduction — Afterword
—Illustrations of - .ists’ Works — Bibliography

—Comments by Artists

This catalog describes the exhibition “Art and Mental Iliness: 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 4 wide range of artistic styles. Contributing artists
included nonprofessionals who use art for self-expression as well as professional
artists.

Available From' The Commuttee for Advocacy Through Art
Center for Psychiatnc Rehabihtation
Boston {Tniversity
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.
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International Exchange of Expects and Information in Rehabilitation

Monograph Series

#15 A National Transport System for Severely Disabled Persons—A Swedish
Model, Birger Roos, (1982),18 pp.

#18 International Approaches to Issues in Pulmcnary Disease, Irving Kass,
Ed. (1982), 40 pp.

#21 Rehabilitarion in Australia and New Zcaland: U.S. Observations,
Diane Woods, Ed. (1983),189 pp.

#23 Methods of Improving Verbal and Psychological Development in Chil-
dren 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. Ernle W.D. Young, PhD (1985),
86 pp.

#26 Community-Based Rehabilitation Services— Experience of Bacolod,
Philippines and the Asia/Pacific Regi'n, Antomo Periquet, M.D.,
(1984),63 pp.

#27 IndependentLiving 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 Cornes (1984), 80 pp.

#30 Employer Initiatives in the Employmen« or Re-Employmest of People
with Disabilities: Views from Abroad, Diane Woods and Sheila Aka-
bas, 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 Bridgesfrom School to Working Life: The View from Australia, Trevor
Parmenter (1986), 76 pp.

#34 IndependentLiving and Attendant Care in Svieden: A Consumer Per-
spective, 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. Pedott1 and R. Andrich, Eds.
(1986), 59 pp.

#36 An International Perspective on Community Services and Rehabilita-
tion for Persons with Chronic Mental lilness, Mary A. Jansen, Ed.
(1987), 78 pp.

#37 Interactive Robotic Aids—One Option for Independent Living: An
International Perspective, Richard Foulds, Ed. (1986), 64 pp.

#39 Family Supports for Fami..es with a Disabled Member, Dorothy Lipsky,
Ed.(1987),79 pp.

WRF/HRC The Changing Nature of Work, Scciety 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. Remeny1, Hal Swerissen, Shane A. Thomas, Eds.
(1987),102 pp.

#41 Social Security Disability Programs: An International Perspective, Bar-
bara Duncan, Diane Woods, Eds. (co-published by WRF with Rehabili-
tation 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 Environiments: The New Zealand Experience,
Wilhlam Wrightson

#45 Aphasia Rehabilitation in the Asia-Pacific Region. (1989), Ed Martha
Sarno.

#46 Prevention: The First Step in Rehabilitacion, (1989), lan Campbell

#47 Developing Strategies for Communications about Disability: Experiences
in the U.S., Hong Kong, India and Pakistan, (1989), Barbara Koluck:.
$5.00

IEEIFs Monographs Published i )90

E thical Issues in Disability and hehabilitation: An Iaternational Peispective,
(co-published with World Institute of Diability and Rehabilitation Interna-
tional) $10.00
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#48 Development and Direction of Rehabilitation Efforts, in the Pacific Basin:
A Contexrual Overview, {from San Diego State University’s Project on the
Pacific) $5.00

#49 Psychosocial Rehabilitation and Mental Illness: Views from Africa, India,
Asia, and Australia. $10.00 (Co-published with IAPSRS)

#50 Rehabilitation and Community Integration of Persons with Traumatic
Brain Injury in Isracl. $5.00. Available October 1990

A charge of $3.00 is being asked for each monograph except where another

charge appears in the list.

IEEIR After September 30,1990
World Rehabilitation Fund IEEIR
400 E 34th Street </o Institute on Disability
New York,NY 10016 Morrill Hall

University of New Hampshire

Durham, N.H. 03824-3595



The Facts About

IAPSRS

The International Association of I’sychosocial Reha-

bilitation Services (IAPSRS) is an organization dedi-

cated to the promotion, protection and improvement

of the psychosocial rehabilitation field. Its success

WH . "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 main-
tain productive relationships with federal, state and
local policy makers to achieve adequate funding and
fair regulations; and to stay on top of important 1s-
sues affecting the psychosocial rehabilitation field.
]

WHAT a !APSRS is a clearinghouse of information and re-

———— SOUrces for a wide variety of topics concerning the
psychosocial rehabilitation field which are available
to IAPSRS 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
ficld, at any level from directors to direct service

staff to legislators and policy makers to consumers

] and family members, car benefit from IAPSRS affili-

s ation. IAPSRS is the only association whose exclu-
—————————— sive interest is psychosocial rehabilitation, so the

day-to-day issues and concemns 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.
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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—

* Organizational Bulletins * Discounts on Alamo Rent-A-

* Public Policy Alerts Car, This End Up furniture,

* Consultation and technical Sears major appliances, auto-
assistance mobile/van purchases

* 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 ® Chapter membership (where

* JAPSRS Newsletter crganized)

o Community Support Network * Participation in IAPSRS
News national/international and

* Discounts on IAPSRS publications chapter activities

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 rchabilitation services. Benefits include—

¢ JAPSRS Newsletter * Member discounts, at the
o Community Support Network National IAPSRS Annual
News Conference

® Psychosocial Rehabilitation Journal subscriptions may be purchased at the
discounted rate of $26.00 per year
Dues for Associate membership are $25.00 per year.

| Please send me ar Organ‘zational____ Individual/Associate
: application.

1

: Name:

| Title:

membership :

!

: Agency:
: Address:
| City, State, Zip:

: Telephone #: Fax #:
|
! Mail to: IAPSRS, 5550 Sterrett Place, Suite 214, Columbia, Maryland 21044




Advertising Rates

- Classified advertisements accepted fo positions avalable and positions wanted at
$10.0G per hine, averaging 52 characters and spaces. Please type double-spaced.
Mimmum: $30.00.

. Display advertising rates:

Full page: $300.00
Half page: $175.00

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

. Purchase order or check must accompany the advertising copy.

- The Psychosoctal Rebabilitation Journal reserves the nght to change copy to conform
to the style established by the E ditors.

. Address correspondence to Managing Edutor.
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PSYCHOSOCIAL REHAB!LITATION JOURNAL

ORDER FORM

Subscription: Four 1ssues per year July, Oct., Jan., Apnl
3 Individua: $35.00 3 Foreign Insttutional $75.00
0 Institunional $70.00 (3 Full-Time Student $22.00

3 Foreign Individual $45.00

Name

Address

City State/ Zap Code

Please make checks for Journal subscriptions payable to Psychosocial
Rehabilitation Journal and .1ail to 730 Commonwealth Avente, Boston, MA
02215 (617-353-3549). All Canadian and foreign checks must be in U.S. funds and
drawn from a US. bank.




WORLD REHABILITATION FUND, INC.
400 East 34th Street
New York, NY 100%6

FOUNDER:
Howard A. Rusk, M.D.

PRESIDENT:
Howard A. Rusk, Jr
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