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Introduction

It is widely acknowledged by Disability Liaison Officers and allied professionals working within the education sector, that supporting students with mental health issues can be a profoundly complex and challenging experience for all parties.  Indeed, we have experience in assessing and providing supports for students with mental health issues, but we at times forget to refer to the theories which underpin our practice.

In 1985, the International Association of Psychosocial Rehabilitation Services (APRS) defined psychosocial rehabilitation as follows:

“The process of facilitating an individual’s restoration to an optimum level of independent functioning in the community….While the nature of the process and the method differ in different settings, psychosocial rehabilitation invariably encourages persons to participate actively with others in the attainment of mental health and social competence goals.  In many settings, participants are called members.  The process emphasises wholeness and wellness of the individual and seeks a comprehensive approach provision of vocational, residential, social/recreational, educational and personal adjustment services.”  (Cnaan et al, Psychosocial, Rehabilitation Journal, Vol. No.4. April 1988, p.61).

Psychosocial rehabilitation is based on a couple of assumptions.  The first being, people are motivated by a desire and need to master and become competent in areas leading to independence and confidence.  Secondly new behaviour can be learned, given people’s capacity to adapt their behaviour to meet their basic needs.

Psychosocial rehabilitation gives reason for what we do as practitioners when dealing with people with mental illness, and is the basis for our decision making and is in keeping with research that subscribes to motivational change, direction and end goals, i.e. education.
Psychosocial rehabilitation explained in brief

The psychosocial model of rehabilitation can be seen as an eclectic mental illness rehabilitation model that moves away from the traditional medical therapies model.  The model draws from a wealth of understandings from different professionals, but all share the same belief that it encompasses complex interventions including goal setting, skills training, occupational therapy, case management and an adherence to the systems model from the area of social work
This premise is underpinned by fifteen principals as discussed by Cnaan (1989), who states rehabilitation takes place when (1) the client develops under utilised potential, is (2) equipped with people skills, is (3) empowered with self determination, when (4) normalisation occurs when activities can take place similarly to other members of the community.  Further he asserts that each individual has (5) differing needs and care, requires (6) the commitment of support staff, (7) a de-professionalisation of staff bringing about a one-on-one partnership for recovery.  It is essential for (8) early intervention to occur as long-term hospitalisation can hinder recovery.  Rehabilitation most often occurs when a full social network is in place and an environmental approach is taken.  Cnaan goes on to explain that (10) changing the environment to a more accepting one by educating the community and having broader community contact will provide better opportunity for recovery.  (11) Given this theory focuses on achievement and goal setting, time limits should not be imposed on participation.  This is especially pertinent when dealing with educational needs.  (12) Emphasis should be placed on strengths, not weaknesses.  (13) It is through work or employment (in what ever form), that is pivotal in building confidence and self esteem and contributes to inclusion into society.  The completion of a qualification could lead to employment.  (14) This model is not a medical one; it focuses on recovery and is mindful that when recovery takes place it may mean that some symptoms may prevail.  (15) The Psychosocial Rehabilitation model focuses on the moment rather than past events.  It encompasses not only the client but includes, partners, family, employment, education, housing and social aspects of the person.  In a nutshell it relates to the systems that operate within the client’s life.

(Cited Psychosocial Rehabilitation Journal Vol 1 pp 39-44 2003).

Case study

Susan Smith came to the attention of Disability Services at the commencement of semester 1 in 2003.  Susan is currently a TAFE student studying a Diploma course within the building trades industry.

Susan presented as a person having an “Acquired Brain Injury” as her primary disability, and with a secondary disability pertaining to a mental health disorder as a result of her acquired injury.  Susan has ongoing physical pain and the inability to sit or stand for long periods of time.  This together with a mental health disorder manifesting itself by depression, difficulty with sustained of concentration, short-term memory loss, fatigue, low self-esteem, difficulty with acceptance from her peers; and added issues of skill deficits in the areas of time management and writing.

During the assessment interview conducted by the Disability Liaison Officer, Susan went to great lengths to explain her journey through her disability, to her eventual decision to take up a trades focused course.  She was keen to have teaching staff well appraised of her disability issues in order for her educational accommodations to be taken seriously.  During the discussion, Susan disclosed that since her motor vehicle accident she had become a very different person/personality compared to before the accident occurred.  When asked to explain, Susan stated that she had a very different personality to the Susan she used to be.  She said that although her body and physical features were the same in that everyone she knew recognised her, her personality was not, it was altered.  She had become withdrawn and was not the fun loving carefree person she used to be.  Susan informed the Disability Liaison Officer that she had changed her first name to one she thought suited her new persona; such was the depth of feeling towards self acknowledgment of this new personality.  Susan needed to inform her world that she had changed.

The Disability Liaison Officer duly assessed Susan, made recommendations in the form of in-class accommodations, informed teachers and arranged for services such as note-takers, extra time for assignments, individual time with teachers for tuition, outside supported tuition (agency funded) a locker to keep her bag and back support in, the use of a room for rest periods and a tape recorder.  It was the usual supports expected in line with the disability assessment.

Three months later, Susan arranged to meet with the Disability Liaison Officer to discuss how the semester had gone.  She presented her results and was excited to have achieved average marks of 90% overall.  The student had chosen to take on five subjects and was studying on a full-time basis.  During the same week, the Disability Liaison Officer received a letter from the agency providing the funding for supported in-home tuition. The letter stated, due to Susan’s above average results for the semester, she was no longer entitled have her in-home tuition paid for by the agency.  It was deemed that she had demonstrated competence and therefore such assistance was no longer a necessity for her to study.  Frantic communications took place between the agency and Disability Services in an effort to have the funding reinstated, and indeed an appeals procedure was instigated by the University and the student.  It became significant that the funding agency wanted to understand how the service had assessed that Susan required access to in-home tuition.  Disability Services subscribes to the principals that underpin the theory of “Psychosocial Rehabilitation”, and was the framework used in the preparation of the “Disability Support Advice”; and was offered as supporting evidence to the agency’s investigator.

As a result of the targeting of the student’s funding arrangements, Susan went into the depths of despair, depression ensued as she came to understand that it did not matter to the agency that she was achieving wonderful results, they merely required her to pass her subjects and was the lynch pin of the criteria for her funding.

On further investigation it was discovered the agency had made independent approaches to one of Susan’s teachers, asking for confirmation that she did not require extra tuition to pass.  The teacher, through discussions inadvertently remarked that in his opinion he did not think she would fail if out of hours tuition was not available, as teaching staff might be able to lend a hand occasionally.  It was at this stage that funds were formally withdrawn.  Through discussions with the relevant school, Disability Services discovered that these statements were elicited from a person who was not qualified to assess Susan’s disability and the supports required for her to study, therefore it was concluded there was no justification for the funding to be withheld.  As part of the argument for reinstatement of funding, Disability Services put forward the notion of “Psychosocial Rehabilitation” as the key rational for the continuance of her home-tuition.  The principals supported and provided a sound rationale for the successful reinstatement of funding for the student.  Below are statistics that became important in the provision of research evidence to support reinstatement of funding.

Research findings on types of functional limitations

A recent program review conducted by the Center for Psychiatric Rehabilitation involved interviews of 25 students attending a community college in Worcester, Massachusetts. The findings identified several critical functional limitations which were accommodated in a variety of ways. Supported education service providers were often very helpful to educators and administrators in identifying the limitations and suggesting effective academic adjustments.

	Educational Skills for Which Assistance Was Needed:
	

	None
	30% 
	

	Content comprehension
	30%
	

	Writing/grammar
	26%
	

	Mathematics
	26%
	

	Time management/organizing
	17%
	

	Stress management 
	14% 
	

	Note-taking
	 9%
	

	Obstacles needed to be overcome to continue education:
	

	Difficulties with memory/concentration
	69%
	

	Rusty academic skills
	61%
	

	Lack of goals
	22%
	

	Non-accommodating instructors
	30%
	

	Lack of funds
	22%
	

	Difficulty w/peers
	30%
	

	Transportation
	35% 
	

	Ongoing obstacles (No common responses):
	

	Lack of goals
	Lack of self confidence
	

	Difficulty walking
	Difficulty retaining information
	

	Non-accommodating instructors
	Panic attacks
	

	Low self esteem
	Skill deficits in the areas of time management, concentration, & writing
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