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OM THE INITIATIVE

WHO's "Initiative of Support to People Disabled by Mental liness’ i3
part of WHO's work on the prevention and freafment of mentdl disorders.
It is an attempt to speed up the dissemination of information to
govermmeants and professionals about good community services for those
with ehromic mental iiness ond about new developments in this field, The
Imitiative Gims to help in reducing the disabling effects of chronic mental
llness and to highlight social and ervironmental barriers which hinder
treatment and rehabilitation effors and which add to the stigma of
chronic mental iiness, It also stimulates consumer emgowerment and
involvement with planning, delivery and evaluation of mental heglth
services,

The following sites have officially joined the Initictive and have
paricipated in its variows activities:

* The Queersiond Notthern Penninsula and Mackay Region
Mental Health Service (centred in Townsvile, Australia).

N British Columbia Ministry of Health - Mental Health Services
Vancouver, Canada).

) Centre Studi e Ricerche Salute Mentale - Regione Autonoma
Friull Venezia-Gidlia (Trieste, Haly).

* Highland Healitn Board - Mental Healih Unit and Highland
Regional Coungil (rnvermess, UK.

* Mimistry of Health (The Netherands),

Thes Dowdakai Chiba Hospital (Funabashi, Japan) also takes part in
some of the Initiative octivities: other centres are af different levels of
discussion concearming their joining the Initiative,

Further information on this Initictive can be requested to

Dr J.M, Bertolote
Medicat Officer
WHO - Division of Menfal Health and Prevention of Subsiance Abuse
1211 Geneva-27 Switzerland
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The main interest behind the production of this document was,
on the one hand, to reach a degree of consensus on concepts and
terminolgy and. on the other hand, fo contribute 16 the improvement
of living conditions of people with mental disorders, through the
implementation of the principles described herein. Comments and
suggestion on i, as well as information on its utilization and application,
are welcome and shouid be addressed to the Editors. Those wishing 1o
translate and/or adapt it into local languoges are invited 1o do so,
while keeping the Editors informed,

Dr B. Saraceno, Co-Editor Dr J. M Bertolote, Co-Editor
President, WAPR Mental Disorders Control Unit
Mario Negri Institute Division of Menfal Hedith and
Vig Eritrea., 62 Prevention of Substance Abuse
20157 Miian  Italy WHQO

121 Genava-27 Switzerond

This document has been endorsed by the

World Association for Psychosocial Rehabilitation
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BACKGROUND

Psychosocial rehabiliiation (P3RY, praviously considered a5
tertiary prevention, has evolved into a concept, a body of knowledge
on ways of organizing services and methods subject to empitical
validation, and is concemed with the prevention and/or reduction of
disability associated with mental ang behavioural disorders,

Owing to the fact that it was initiclly practiced inthe asylum-like
old, large state mental hospital, most of its techniques and termindiogy
are somehow associated with hospital-based care. Nevertheless, recent
efforts and initictives have demonstrated its power not only for people
who have been associated with hospital-based care, but also - and
particularly - for those in predominantly community-based core,

fts methods include modes of organizing services so Qs o
maximise continuity of care, treatment and  comprehensive
interventions with the individualy’ capacities being enhanced and
excessive stress reduced in order to enable optimal economic and
social participation and avoidance of relapse. It should be a joint
enterprise in which professionols and users combine 10 transform the
social roles of service recipients.

Becouse PSR aims o reduce stigma and handicap and
promote  equity and  opporfunity, its  proponents engage in
organizational, legisiative, professional, quality of care and qudlity of life
assurance, family arganization and support, self hely and paricipation,
educational and promotive efforts to strengthen services, expansion of
services and research, and improvement of delivery systems. As such,
PSR aims at helping individuals 1o fully enjoy all their rights, as expressed
in international legal instruments and, when appropriate, by national
Iws,
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As is the case with any developing fleld, PSR concepts and
practice have not vet acquired full stability, hence the need for an
authoritative consensus statement representing the views of those in o
position to contribute to its formulation and advancement. This
consensus staterment, rather than being the final word on the subject,
is infended to be a common ground which will faciitate further
conceptual refinements and thus stfrengthen and improve services.

DEFINITION

Psychosocial rebhabilitation s a process that facilitates the
opportunity  for individuals - who are impaired, disabled o
handicapped by a mentol disorder - to reach their optimal level of
independent functioning in the community. It implies both improving
individuals” competencies and infroducing environmentdl changes in
order to crecte a life of the best quality possible for people who have
expernanced o mental disorder, or who have an impairment of their
rmental capacity which produces a centain leve! of disability. PSR aims
1o provide the optimal level of functioning of individuals and societies.
and the minimization of disabilties and handicaps, stressing individuals’
choices on how 10 live successfully in the community.

P3R is complex and ambitious because it encompasses many
different sectors and levels. from mental hospitals to homes and work
settings. Hence it encompasses society as @ whole. Nonetheless, it is an
essenticl and integral part of the total management of persons
disabled by mental disorders. In consequence, the bodies involved in
PSR are also varied, e.¢. consumers, professionals, families, employers,
rmanagers and administrators of community agencies and the overall
community itself. Given this complexity, the means to provide PSR vary,
depending on the gecgraphic, cuttural, economic, political, sociat and
organizational characteristics of the settings where PSR is provided.
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OBJECTIVES

Inftermedicate objectives of the PSR process involve o series of
steps which, while separate and valuable on their own, acquire their
full meaning and force when closely coordinated. The steps include:

- reducing symptomatology through dppropriate
pharmacotherapy, psychological treatments and psychosocial
interventions;

- reducing iktrageny by diminishing and eliminating., whenevet
possible, the adverse physical and behavioural conseqguanceas
of the above interventions, as well as - and in paricular - of
prolonged institutionalisation;

improving secicl competence by enhancing individuals’ social
skills, psychological coping and occupational functioning:

- reducing discrimination and stigrmo;

- family support 10 those families with a member who has a
mental disorder:

- social support by creating and maintaining a long term system
of social support, covering of least basic needs related fo
housing, employment, social network and leisure;

- consumer empowerment by enhancing consumer’s and carer’s
autonormy, self-suffciency and self-aavocacy copabilifies.
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STRATEGIES

Experience has shown that PSR efficiency is highest when
provided in the context of a community-based activity. The main
components of PSR can be described at different levels of operation,
of which the most relevant are the individual, the service, and the
environment. PSR can be most effective when community-based, with
the involverment of individugis, families and communities.

At individual level

Pharmacological treatment.  Skiful use of psychotropic
medication is often an essential component of PSR, Appropriate
medication is useful in the reduction of symptoms and ensuing
disturbances and in preventing relQpses.

Independent living skills and social skills training. Independant
living skills training concems all those interventions related to basic daily
living activities (e.g. feeding. bathing, dressing, grooming). Social skills
training may be defined as those methods which use the specific
principles of learing theory to promote the acquisition, generalisation
and durability of skills needed in social and interpersonal situgtions.

Both types of fraining have to take place in the context of real,
averyday life experiences, not in closed, unrealistic settings. Social skills
training is most useful when given as part of an overall rehabilitation
package; several equally effective approaches are available.

Psychological support to patients and their families,
Psychological support represents an important framework in which PSR
nas to be undertaken. Regordless of the specific techniques employed,
intensive and continuing psychological support to patients and to their
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famities, including education, is widely accepled as a key component
of PSR programmaes. Seff-heln groups for relatives of long-term patients
have also been proved to be an effective strateqy.

The psychological support should qiso include informetion about
consumers’ ond families” rights, and availabilty of psychosocial
resourceas,

Housing. A sericus effort to set up living alfernatives o the
mental hospital is an essential component of PSR, Different housing
strategies con be adopted, depending on local resources and local
cuttural norms.

|deolly, normal housing (single, or shared if acceptable 1o client)
with gppropriate support from specialist staff should be provided, If
sufficient resources are not available, group living aifernatives may
have to be considered.

The risks of maintaining large groups of disabled people
together in ingtitutional settings should not be overlocked. While
alternatives are most desirable, the environment of many mental
hospitals can ond must be improved.

Vocdational rehabilitation and employment. The importance of
work and employment for people disabled by mentaol disorders cannot
be overemphasized. Working and having a job increases the
consumet’s satisfaction and seif-esteermn and brecks the cycle of
poverty and dependence. In addition, woik gives an opportunity to
socidlize and communicate,  Tharefore, it is essential to set up
vocational training activities that are related 1o reql and concrate work
expearanceas, Some individuals may ako greatly benefit from specific
pre-vocational training as well as from transticnal employment
programmes.
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Vocational training should start in hospital settings and Icter
move outside to protected workshops in contact with the labour
market. An effective solution 1o the sometimes variable health of
people disabled by mental disorders could be the creation of self-
sufficient enterprises which, whilst ensuring permanent jobs for those
people are organized in a very flexible way as cooperatives - or social
enterprises. Having an independent income is a powerful tool in
enhancing consumer empowearment,

Social support networks. Social support networks are an
enduring set of human relationships experienced by individuals In @
positive fight, that are iikely 1o have a lasting impact on their life
through the exchange of emotional, physical, economical and
intellectual influence. They work mostly by strengthening  the
individual’s coping ability.

Social support has a positive effect on mental health which may
be direct (mental health is improved, irespective of any stressors 1o
which the individual may be exposed) or indirect (@ "buffer” effect,
which manifasts itself only when the individual is exposed 1o stressors).
They can dlso provide an integrated and comprehensive framework for
all PSR services available.

Laisure. The ability to participate In and enjoy leisure activifies
of one’s choice is also an important element of PSR, Access o
appropriate leisure activities and freedom of choice are indispensable
conditions for healthy leisure pursuifs,

At the mental heatth services’ and humaon resources’ level

Mental health service policy and fund allocafion. PSR must be
considered as an essential component in every mental health service




WHO/MNH/MND /962

policy. When mental health policies are being formulated, it is
important 1o avoid o split between services oriented to speacific
medical treatment - such as psychophamacology - and services
ofiented 1o PSR. The integration of these components is essential and
adequdte funds have 1o be assured for PSR programmes.

The community-based mental health service has to become a
‘case manager centre” able nat only to provide freatment, but also 1o
faciltote access to community rasources, for the clients and their
relatives. The integration of resources belonging to the health system
with those of the community increases the mixing of knowledge and
opportunities.

Improvement of institutional and residential seftings. The
improvement of human resources and material conditions of institutions
where PSR clients are often living is an essential pre-condition for any
PSR programme. They must progress wherever the client is iving; thus
the psychiatric hospital has 1o be considered as a part of the overall
PSR environment; there 5 an urgent need for guidelines on the
minirum and Jfor optimum standards of care for those patients and
clients.

Training for staff. Current training curricula for health workers are
insufficiently oriented towards PSR. Therefore, specific PSR componeants
should be infroduced into the curicula of all relevant heatth
gualification courses. Equally important is the inclusion of PSR-related
content in continuing education programmes for all relevant heatth
workers irespective Of profession, experience and pravious training.

Quaility assurance. The question of quality of care is crucial.
Health workers have striven o provide good quality care, from their
own perspective. However, consumets Insist on having not only good
quality care, but clso on having access 1o a range of different
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rmodalities of care. Thus what exacty constitutes "good quality” i stil
open to debate and a negoticted agresment needs to be arived af
in each case. However, there are several inffiatives tringing together
all those concerned in order to find @ common definition of good
quality mental health care.

A key issue related o the assessment of quality is the availQbility
of written standards and indicators covering the whole ronge of
services and facilities essential for psychosocial rehabilitation. These
indicators and standards should be formulated so as to dllow
modification and adaptation info local guidelines and norms of care
according to locol needs and circumstances.  Indicators  are
fundamental for both monitoring and evaluating PSR.

At societal level

Improvement of perfinent legislafion. In most  places.
improvements in existing, or the formulation of new, legal provisions
goveming the organization of and access 10 the mentfal health care
system are necessary in order to create the formal framework in which
PSR programmes can aftain their maximum efficiency. Disabled persons
should be entitled to the same rights and benefits, imespective of the
underlying cause (e.g. physical or mental) of thelr disability, The revised
legislation should cover involuntary freatment and hospitalization,
patients’ rights, and access 1o labour markets, housing, education and
other social welfare banefits,

Consumer empowerment. Consumer empowerment constitutes
both a component and a goal of PSR. Consumers should actively
participate in planning, delivering and evaiuating PSR programmes, This
empowerment is not simply o realisation of the formal rights of patients
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but also promotes gredgter access to community resowrces for clients
and thelr families,

Improvement of public opinion and atfitudes related to mental
disorders, The stigma attached 1o mental disorders touchas not
only people with mental disorders, but also their carers, both family
members and heatth workers. Stigma and discrimination are based on
negdative affitudes and beliefs (Usually erroneous ones) aobout mental
disorders; such gititudes and bellefs are sormetimes found even among
mental health workers. While the modification of attitudes related to
rmental disorders may take a long time, interventions through legisiation
can produce much faster resulis,

RESEARCH

Given the many aspects involved in PSR it is felt that o gregt
dec! of research is necessary, covering all of the subjects and items
mentioned previously. Universities, research institutes and professionals
are therefore invited to examine the possibility of developing research
activities in those areas, whereas governments and funding agencies
are strongly urged 1o consider the establishment and strengthening of
funds specifically allocated to activities related to PSR,
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