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elcome to another edition of the Joint (USPRA - PSR/RPS Canada) 
International Committee's newsletter. Our membership continues to 
grow every year. We truly are an international group.

We are certain you will enjoy this newsletter and we encourage you to circulate 
it widely to your colleagues around the world. Please do not hesitate to send us 
a comment or two on your responses to any of the articles in this newsletter. 
You can contact us through either of the contacts listed below in the next 
section. 

We would like to thank each and every author who contributed to this edition. 
Thank you so much for sharing your information and reaching out to connect 
with others. It is always exciting to hear of the various ways PSR practice is 
being conducted around the globe, with so many different cultures and funding 
challenges. 

The co-chairs would also like to thank all our regular committee members: 
Mary Huggins, Chee Wai, Max Lachman, Gilles Lauzon, Sheena Ahmed, 
Marianne Farkas, Brenda Singer, Chris Higgins, and Medhat Elsabbahy, Lisa 
Razzano, and Bob Schueler . We would also like to thank Melissa Mercer, staff 
support from USPRA and Sherry Sims, staff support from PSR/RPS Canada.

Joint International Committee Co-Chairs

Carolyn Peterson, USPRA 
(cpeterson@highlandscsb.org)

Sue Carr PSR/RPS Canada 
(sue.carr@sympatico.ca)
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International News
The International News newsletter is published twice a year (Fall/Winter and Spring/Summer) by the 
International Committee of IAPSRS (International Association of Psychosocial Rehabilitation Services).  
Responsibility for the production of the newsletter alternates between the USA (represented by co-chair 
Carolyn Peterson, publishing the Fall/Winter issue) and Canada (represented by co-chair Sue Carr, publishing 
the Spring/Summer issue).  

The International Committee welcomes your submissions at all times throughout the year.  Submissions 
should be in MS Word format, whenever possible.  Submissions in languages other than English must be 
accompanied by an English translation.  Submissions may be edited for length and clarity.  

Submissions and correspondence should be addressed to: International Committee of IAPSRS, Mail: 
Attention: Melisa Mercer, USPRA, 601 Global Way, Suite 106, Linthicum, Maryland 21090, United States of 
America. Phone: 410.789.7054. Fax: 410.789.7675.  E-mail: info@uspra.org.

11th European Clubhouse Conference
November 14 – 17, 2010

Wesenufer, Upper Austria

Heartwing Clubhouse, the first ICCD Clubhouse in 
Mainland China, officially opened its doors in 

Changsa, Hunan, in July, 2007.  Visit 
www.iccd.org/tourone.html
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Cultural Perspectives on Wellness and Recovery
by Stephen Pocklington

As director of the Copeland Center, it is my great 
pleasure to introduce Wellness Recovery Action 
Planning (WRAP) to new parts of the world.  With
programs in the US, Canada, the United Kingdom, 
and stretching as far as Japan, New Zealand and 
Australia, the Copeland Center is engaged in a 
conversation about recovery that reaches far across 
borders and cultural differences.  With any honest 
exchange of ideas, the resulting transformation is 
mutual, and so it is that my own understanding of 
recovery has deepened and been enriched with 
each new encounter.

In New Zealand, among the Maori, I learned to see 
beyond the notion of an individual with a mental 
illness—to see clearly instead how the unwell-ness 
of a family or community can manifest itself 
through its most vulnerable members. There, 
without an endless debate over nature vs. nurture, 
the whole family sees the matter as “our being 
unwell.”  This difference is not some semantic 
nicety; rather it is fundamental, and it illustrates the 
potential benefit of making the shift toward more 
broadly addressing underlying contributing factors. 
What astounded me most in New Zealand was how 
profoundly a family’s united quest for wellness 
(asking, “how can we get well?”) can support an 
individual’s efforts and encourage his or her 
recovery journey, regardless of how the illness is 
professionally defined.

In Japan, my ideas about personal responsibility
and self-determination were similarly challenged 
and transformed.  I was surprised to discover that 
these key concepts were frequently interpreted as 
being selfish and as inconsistent with duty.  It took 
me quite a while to see how my emphasis on self-
determination and making choices for oneself 
appeared to be dismissive of the culturally different 
but very special and desired interconnectedness of 
Japanese families—a cultural value that I clearly 
didn’t understand.

Slowly, my new Japanese friends helped me see a 
broader truth that transcends culture: how 
important it is for each of us to think critically 
about all that is important to us personally, much 
of which is necessarily shaped by our culture, 
including our sense of duty to others.  They helped 
me see that there are no choices that we make only 
for ourselves; all choices reverberate throughout 
the web of relationships that connect our lives to 
others.  Only when I have thought deeply about all
that is important to me personally and really gotten 
in touch with what matters most, can I make 
decisions that truly reflect my core values.  If 
family matters, or other relationships matter, then 
whatever matters to those relationships matters in 
the choices I make—they must factor into my 
sense of personal responsibility and inform my 
self-determination.

Perhaps wiser people wouldn’t have had to travel 
half way round the world for these simple lessons, 
but the fact that I did illustrates perhaps the 
greatest value of our international exchanges.
Often, a simple shift in perspective is all that is 
needed to knock one out of old cultural (or 
personal) assumptions enough to facilitate new 
learning, seeing with new eyes, or understanding a 
single nuance that changes everything.  At the very 
least, these exchanges teach us a humility that 
helps us live interdependently in this increasingly 
small but diverse world where, seemingly, we very 
much need each other.

Stephen Pocklington is the founding director and 
lead trainer for Well Beyond Recovery, an 
organization that promotes well-being and self-
determination for all people.  He formerly served 
as the executive director of the Copeland Center 
and as deputy director of a public, multi-
community, multi-service human service 
organization.  He can be reached at 
spocklington@suddenlink.net.
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Quality of Life of Schizophrenic and 
Mood Disorder Patients and the 
Role of the Day Center

by Medhat Elsabbahy, Adel Sadek,  Elzin A. Omara, and Hisham A. Ramy

BACKGROUND
Health related quality of life moves beyond direct 
manifestations of illness to study the patient's 
personal morbidity, that is, the various effects that 
illnesses and treatments have on daily life and life 
satisfaction.

In conclusion, quality of life (QOL) is a global or 
holistic as well as a subjective psychological 
concept. Schipper and colleagues (1990) delineated 
several QOL paradigm properties, for example: 
multidimensionality, variability over time, and 
subjectivity. They also noted that researchers 
seemed to agree on the following four domains as 
being critical to QOL: physical function, 
psychological state, social interaction, and somatic 
sensation (e.g., pain, nausea). 

Day care is an essential component of community 
care, providing structured and individualized care 
close to the patient's home.  It fills the gap between 
the inpatient setting and the outpatient clinic.

There are three groups of patients who may use 
day care: 

1. Patients attending day care as an 
alternative to inpatient care,

2. Patients attending day care as an 
alternative to outpatient care, and

3. Long-term mentally ill who join day care 
for support and prevention of further 
deterioration.

Schizophrenia, bipolar disorder, and major 
depression are chronic serious mental disorders. 
They have direct and indirect costs. The direct 
costs are mental health treatment, medical care, 

criminal justice contact, and social services; 
whereas indirect costs are loss of patient and 
family productivity (Bebbington, 1996).

The day center program and interventions improve 
the quality of life of these patients, which has 
implications for economic benefits in the 
developing countries.

This current study was designed to test our main 
hypothesis that a psychosocial day center program 
will improve outcome and quality of life of 
patients suffering from schizophrenia, bipolar I 
disorder, or major depression. 

Moreover, we attempted to detect the psycho-
demographic data that mediate the effect of day 
center program on the outcome. 

RATIONALE

The rationale of this work stems from the 
following: 

1. Schizophrenia, bipolar disorder, and 
major depression are chronic serious 
mental disorders. They have direct and 
indirect costs. The direct costs are mental 
health treatment, medical care, criminal 
justice contact and social services, whereas 
indirect costs are loss of patient and family 
productivity (Bebbington, 1996).  The day 
center program and interventions improve 
the quality of life of these patients, which 
has implications for economic benefits in 
the developing countries. And, 

2.  There is no similar study done in the 
Arab countries.
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SUBJECTS AND METHODS

Site of the study

The study was done in the Abu Dhabi New
Psychiatry Hospital, in its day center and 
outpatient clinic. 

Control group 

Major depression patients             20
Bipolar I patients                            17
Schizophrenic patients                    21

Study group

Major depression patients                18
Bipolar I patients                              19
Schizophrenic patients                      22

Before engaging in the study, we had to prepare the 
tools of the study. The PCASEE (Physical, 
Cognitive, Affective, Social, Economic-social 
stressors, Ego function) Scale (Bech, 1996) and the 
Structured Clinical Interview for DSM Disorders 
(SCID) were translated and back-translated (from 
English to Arabic and from Arabic to English) as 
this was the first time to use these measures in an 
Arabic speaking country.

After establishing the diagnosis, the two groups of 
patients were subjected to the following scales:

o The patients of Major Depression were 
subjected to the Beck Depression Inventory 
(Beck, 1961),

o The patients of Bipolar I disorder were 
subjected to the Bech-Rafaelsen Mania Scale 
(Bech et al., 1979), and

o The patients of schizophrenia were subjected to 
the Brief Psychiatric Rating Scale (BPRS) 
(Overall and Gorham, 1962).

All the patients were subjected to the GAF scale 
(Axis V of DSM IV) and PCASEE.

Then the patients continued their program 
according to the group (control group in the 
outpatient clinic and study group in the day center).

Then the patients were subjected to the same scales 
after three months and again after six months.

STATISTICAL MEASUREMENT

The results were analyzed using the computerized 
version of Statistical Package for Social Sciences 
(SPSS 11).

Appropriate statistical measurements were applied 
to the collected data.
  
o The Spearman Rank Correlation Test - To find 

out the relation between the different items of 
quality of life in different groups of patients 
treated in outpatient clinic and day treatment 
center of Abu Dhabi New Psychiatry Hospital, 
we did the non-parametric correlation test 
(Spearman Rank Correlation Test). The 
Spearman Rank Correlation Test was done 
between each set of quality of life and different 
variables.

o Paired Sample T Test - To find out the 
improvement of quality of life through time, 
we used the paired sample T test. We 
compared between the different columns of 
quality of life at time of start of the study and 
after three months, and between time of the 
start of the study and after six months.

o Independent Samples T Test - To find out if a 
significant improvement to the patients 
happened due to day center program compared 
to outpatient clinic, we did the independent 
samples T test. We compared between the 
scores of the two groups of patients at 
different times, and the final response of the 
patients at the end of the study (after six 
months of follow-up) were considered.

o Cohen’s Kappa - We used this statistical test to 
correct the chance agreement between two 
raters.
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RESULTS

Effect of the day center on quality of life

According to our assumption about the effect of the day center program on the outcome of the long-term 
psychiatric disorders (major depression, bipolar I, and schizophrenia), we collected the data and compared 
between the two groups of patients through time. Statistical analysis of the data showed that:

The group of major depression patients:
   

Independent Samples Test

1.215 .278 4.630 36 .000 1.1556 .2496 .6494 1.6617

4.668 35.931 .000 1.1556 .2475 .6535 1.6576

4.715 .037 -3.422 36 .002 -.8722 .2549 -1.3892 -.3552

-3.471 35.133 .001 -.8722 .2513 -1.3824 -.3621

10.912 .002 3.613 36 .001 1.1222 .3106 .4922 1.7522

3.526 27.702 .001 1.1222 .3183 .4699 1.7745

3.278 .079 .803 36 .427 .2111 .2629 -.3221 .7444

.793 32.509 .433 .2111 .2661 -.3306 .7528

3.158 .084 6.618 36 .000 1.7778 .2686 1.2330 2.3226

6.738 34.189 .000 1.7778 .2638 1.2417 2.3138

.001 .976 3.695 36 .001 .7778 .2105 .3509 1.2047

3.696 35.607 .001 .7778 .2105 .3508 1.2048

21.470 .000 9.281 36 .000 1.2889 .1389 1.0072 1.5705

9.491 32.753 .000 1.2889 .1358 1.0125 1.5653

2.311 .137 3.785 36 .001 .7333 .1937 .3404 1.1262

3.724 30.935 .001 .7333 .1969 .3317 1.1350

1.765 .192 13.066 36 .000 2.1167 .1620 1.7881 2.4452

13.102 35.882 .000 2.1167 .1615 1.7890 2.4443

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

affective problems

beck depression

cognitive problems

economic problems

ego problems

GAF scale

physical problems

qol total

social dysfunction

F Sig.

Levene's Test
for Equality of

Variances

t df Sig. (2-tailed)
Mean

Difference
Std. Error
Difference Lower Upper

95% Confidence
Interval of the

Mean

t-test for Equality of Means

USA Mid-States Clubhouse Conference
August 30 – September 3, 2010

Detroit, Michigan
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The group of bipolar I patients:

Independent Samples Test

.007 .932 1.368 34 .180 .2910 .2127 -.1412 .7232

1.362 32.740 .182 .2910 .2137 -.1438 .7258

.375 .544 1.755 34 .088 .3437 .1958 -5.4180E-02 .7415

1.729 29.834 .094 .3437 .1987 -6.2305E-02 .7496

2.684 .111 -1.603 34 .118 -.3622 .2259 -.8214 9.694E-02

-1.562 25.970 .130 -.3622 .2319 -.8389 .1144

15.874 .000 3.942 34 .000 1.1672 .2961 .5654 1.7690

3.790 21.249 .001 1.1672 .3080 .5271 1.8072

.122 .729 3.436 34 .002 .6006 .1748 .2454 .9558

3.473 33.817 .001 .6006 .1729 .2491 .9521

5.941 .020 -2.446 34 .020 -.3777 .1544 -.6916 -6.3861E-02

-2.419 31.165 .022 -.3777 .1561 -.6960 -5.9378E-02

.035 .852 -.094 34 .926 -1.5480E-02 .1650 -.3508 .3198

-.094 33.604 .926 -1.5480E-02 .1649 -.3508 .3198

.084 .774 5.201 34 .000 .6656 .1280 .4055 .9257

5.187 33.130 .000 .6656 .1283 .4046 .9267

13.524 .001 4.935 34 .000 1.0186 .2064 .5991 1.4381

4.755 22.009 .000 1.0186 .2142 .5744 1.4628

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

affective problems

cognitive problems

economic problems

ego problems

GAF scale

mania scale

physical problems

qol total

social dysfunction

F Sig.

Levene's Test
for Equality of

Variances

t df Sig. (2-tailed)
Mean

Difference
Std. Error
Difference Lower Upper

95% Confidence Interval of
the Mean

t-test for Equality of Means

The group of schizophrenic patients:
     

Independent Samples Test

.041 .841 1.415 41 .165 .3571 .2524 -.1527 .8670

1.413 40.509 .165 .3571 .2528 -.1536 .8679

.375 .543 -3.259 41 .002 -.4913 .1507 -.7958 -.1869

-3.254 40.434 .002 -.4913 .1510 -.7964 -.1863

.006 .940 3.357 41 .002 .6342 .1889 .2526 1.0158

3.344 39.277 .002 .6342 .1897 .2506 1.0178

3.072 .087 -.359 41 .722 -.1320 .3681 -.8753 .6113

-.361 39.424 .720 -.1320 .3659 -.8719 .6078

2.431 .127 1.075 41 .289 .2749 .2558 -.2416 .7914

1.080 39.847 .286 .2749 .2544 -.2394 .7892

1.216 .277 3.888 41 .000 .7056 .1815 .3391 1.0722

3.886 40.802 .000 .7056 .1816 .3388 1.0724

5.254 .027 1.848 41 .072 .2987 .1616 -2.7695E-02 .6251

1.837 37.398 .074 .2987 .1626 -3.0721E-02 .6281

13.369 .001 1.775 41 .083 .3615 .2037 -4.9820E-02 .7728

1.794 35.463 .081 .3615 .2015 -4.7486E-02 .7704

.329 .570 2.687 41 .010 .6147 .2288 .1527 1.0767

2.698 40.338 .010 .6147 .2278 .1544 1.0751

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

Equal variances
assumed

Equal variances
not assumed

affective problems

bprs total

cognitive problems

economic problems

ego problems

GAF scale

physical problems

qol total

social dysfunction

F Sig.

Levene's Test
for Equality of

Variances

t df Sig. (2-tailed)
Mean

Difference
Std. Error
Difference Lower Upper

95% Confidence
Interval of the Mean

t-test for Equality of Means
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DISCUSSION

The group of major depression patients in the 
control group showed significant improvement in 
different columns of quality of life and total quality 
of life.  Yet, some components showed no 
improvement after three months. These are ego 
problems, social dysfunction and total quality of 
life.  But, it showed significant improvement at the 
end of the study.

The group of major depression patients in the study 
group showed significant improvement in all 
columns of quality of life and total quality of life.  
Moreover, when we compared the two groups 
together, we found that there was significant 
improvement in the study group, compared to the 
control group, in affective problems, cognitive 
problems, ego problems, physical problems, social 
dysfunction, and total quality of life score.  Also, 
there was significant improvement in GAF scores 
and Beck Depression Inventory. There was no 
significant difference between the two groups 
regarding economic problems.

These results indicate the improvement in both 
subjective and objective aspects of quality of life, 
but there are other factors that interfere with the 
economic aspects of quality of life.  These are 
availability of jobs and the economic and social 
status of the patient’s family. Also, the nationality 
of the patient has its role; of course, each Arab 
country has its own economic situation, and this 
has its influence on the economic aspect of quality 
of life.  

The group of bipolar I patients in the control group 
showed significant improvement in different 
columns of quality of life and total quality of life. 
The group of bipolar I patients in the study group 
showed significant improvement in different 
columns of quality of life and total quality of life.  
But, when we compare the two groups together, we 
found that there was significant improvement in 
the study group compared to the control group in 
ego problems, social dysfunction, and total quality 
of life score.  Also, there was significant 
improvement in GAF scores and Mania Scale. 
There was no significant difference between the 

two groups regarding affective problems, cognitive 
problems, economic problems, and physical 
problems.  Again, these results confirm that the 
day center has a role in improving the quality of 
life of the chronic mental patients, both 
subjectively and objectively. 

The group of schizophrenic patients in the control 
group showed significant improvement in different 
columns of quality of life and total quality of life 
after six months. Yet, the improvement was not 
significant in the first three months in affective, 
cognitive, economic, and ego problems. The group 
of schizophrenic patients in the study group 
showed significant improvement in different 
columns of quality of life and total quality of life 
after six months, except the economic problems.  
But, when we compared the two groups together, 
we found that there was significant improvement in 
the study group, compared to the control group, in 
cognitive problems and social dysfunction.  Also, 
there was significant improvement in GAF scores 
and BPRS Scale. There was no significant 
difference between the two groups regarding 
affective problems, economic problems, ego 
problems, total quality of life score, and physical 
problems.

When we compare these results to our hypothesis -
that the psychosocial day center program will 
improve the quality of life of those patients - we 
will find that it was right in this respect.  Again, 
these results confirm the improvement in different 
aspects of quality of life, especially the objective 
ones denoted by the improvement of the GAF, the 
other objective scales (BECK, MANIA SCALE, 
and BPRS), and the improvement noticed in the 
subjective parameters of QOL.

In depression, the affective, cognitive, ego, 
physical, and social components of the PCASEE 
questionnaire showed significant improvement, 
compared to the control group.

In bipolar I, the ego and social components showed 
significant improvement, compared to the control 
group.
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In schizophrenia, the cognitive and social 
components showed significant improvement, 
compared to the control group.

CONCLUSION

At the end of our study, we may conclude that 
implementation of the day center program appears 
to have positive impact on quality of life 
of chronically mentally ill patients.  This is 
evidenced by the fact that all the objective scales 
applied to the three groups of patients of the study 
group showed significant improvement more than 
the control group.  Also, the results showed that the 
patients’ opinions through the subjective self-
reporting questionnaire of quality of life 
(PCASEE) confirm the objective scales, that the 
day center program improved their quality of life. 

Moreover, the results allow to conclude that the 
patients’ opinions regarding their health, personal
problems, and many other factors are of big help to 
the clinicians in understanding better patients’ 
situations, during and after therapy.

The repeated quality of life evaluation, after more 
extended period of time, may also be helpful in 
understanding the process of clinical improvement 
in chronic mental illnesses. 

Medhat Elsabbahy, Adel  Sadek,  Elzin A. Omara, 
and Hisham A. Ramy are members of the Day
Center, Abu Dhabi Psychiatry Hospital, United 
Arab Emirates.  Medhat Elsabbahy is Head of 
Psychiatric Rehabilitation Unit, and may be 
contacted at medhatelsabbahey@gmail.com

9th Australian Clubhouse Conference
September 26 – 29, 2010
Mt. Tamborine, Australia

USA Western Regional Clubhouse Conference
October 12 – 15, 2010
San Diego, California
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Canada’s National Conference Promotes Recovery
by Steve Bornemann

More than 250 persons filled the Valhalla Inn in 
Thunder Bay, Ontario to explore the theme, 
“Recovery: Practicing in Recovery,” from 
September 22 to 25.  Three keynote speakers 
provided stimulation for participants, and 
numerous workshops offered opportunities for 
attendees to explore the application of psychosocial 
rehabilitation principles in practice across the 
country.

Dr. Mark Ragins, medical director of Village 
Integrated Service Agency in Long Beach, 
California, was the first of three keynote speakers.  
He stressed that only a small fraction of people 
released from hospital end up on the streets or in 
jail. “Two-thirds actually end up fully recovered, 
working on productive activities with families,” he 
reported.  “They end up with lives, but that story -
the large number of people who left hospital and 
led full lives - isn‘t told in the media, hardly at all,” 
he said. 

Ragin uses the word ‘recovery’ a lot when 
referring to mental health patients.  “If you can go 
back to life, have sex again, go back to work and 
do stuff, then you‘re recovered,” he said.  
“Recovery means you‘re able to maintain some 
hope, some wellness, some self-care; you‘re able to 
return to meaningful things in your life and you‘re 
able to do things for yourself and don‘t need 
professional treatment all the time,” he said.

Since being diagnosed with bipolar disorder, 
anxiety and psychosis about 16 years ago, Victoria 
Maxwell, the second keynote speaker, has become 
one of North America‘s top speakers and educators 
on recovery from mental illness and successful 
return-to-work strategies. 

“I was having a lot of financial stress.  I was an 
actress at the time.  There wasn‘t a lot of work, and 
I went into a psychotic episode,” Maxwell said.  
“So, I started hearing things, seeing things, and I 
was taken to the hospital.”

Left to right: Victoria Maxwell (keynote speaker) 
and Vicky Huehn (President, PSR/RPS Canada)

She was diagnosed with bipolar disorder.  She 
refused to take medication and, for the next five 
years, she was in and out of psychiatric wards. 

Maxwell now combines her theatre and writing 
background with her personal experiences to 
educate the public on how to deal openly and 
effectively with mental illness.

Maxwell wants to increase awareness, lessen the 
fear of mental illness, and emphasize that people 
can recover and lead meaningful lives. 

Her one-woman play, ‘Crazy for Life and Funny . . 
.You Don‘t Look Crazy’, has won awards in the 
United States and Canada.  It‘s about living with 
mental illness.  “To be honest,” Maxwell said, “it 
had nothing to do with helping people, but because 
I had a funny story to tell.” 

Eventually, she realized the play could be helpful 
to people with mental illness by conveying a 
message.  “One of the key elements of recovery is 
having a sense of hope that people can get better,” 
she said.  “If you are willing to look and take 
responsibility for your health, then it can definitely 
help people.”
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Now, according to Ragins’ definition, it‘s fair to 
say she’s recovered.

Peter Ashenden was the Conference’s third 
keynote speaker.  Ashenden is the President and 
Chief Executive Officer of the Depression and 
Bipolar Support Alliance, based in Chicago.  The 
Alliance was formed in 1985 “to ensure that people 
living with mood disorders are treated equitably.”  
The Alliance sponsors 1,000 patient-run support 
groups across the United States, as well as a 
myriad of educational and advocacy services.

Ashenden spoke of his illness, his self-destructive 
behaviors, his turning point, and how he maintains 
his wellness today.  He then described the results 
of a survey conducted by the Alliance.  The top 
five wishes that consumers had for what they 
receive from providers were:

1. Provide me with tangible things to do between 
appointments,

2. Help me create a plan for my life with specific 
goals,

3. Talk about my whole life, not just medications,
4. Give me information about my illness, and
5. Provide choices, instead of telling me what to 

do.

In summary, Ashenden said, give me hope for 
recovery, build on my strengths, and listen deeply 
for what is important to me.

Maurice Fortin, executive director of the Canadian 
Mental Health Association, Thunder Bay branch, 
was one of the hosts of the Conference.  He noted 
that, “In a lot of cases we have people living in 
Thunder Bay who are suffering from mental illness 
who really aren‘t getting engaged with services.”  
He said some may be living in sub-standard 

housing and many could be living in shelters such 
as Shelter House or the Salvation Army.

Fortin said his organization is reaching out to help 
these people with programs such as Getting 
Appropriate Personal and Professional Support 
(GAPPS), in partnership with St. Joseph‘s Care 
Group and Alpha Court.  Under GAPPS, support 
workers go to shelters, the streets and riverbanks to 
connect with people suffering from mental illness.  
“They‘ll engage with them, talk to them and form 
relationships, while trying to find out what it is 
they need, and they‘ll try to provide them with 
some services,” Fortin said. 

“It‘s about really helping people to get the things 
they need, specifically a safe place to live, a decent 
place to live, employment and a decent income,” 
he said.  “It‘s also about helping people rejoin the 
community life.”  

Fortin went on to say, “We‘re not expecting people 
to be cured from their illness, but recovery is all 
about finding meaningful roles in the community 
and being able to live with their illness.”  For 
example, taking a meaningful role means people 
should join their church, become sports fans or 
volunteer. “That‘s part of the recovery journey for 
many people,” he said.

This account of the Thunder Bay Conference was 
adapted in large part from the positive reporting 
of the Thunder Bay Chronicle Journal’s reporter, 
Jim Kelly.  Jim wrote two fine articles – ‘Mental 
Health Recovery Stories Abound’ and ‘Getting 
Back into the Community Seen as Key to 
Overcoming Mental Illness’ – that appeared in 
his paper’s September 24th edition.  Steve 
Bornemann is the editor of the PSR/RPS 
Express; he can be reached at 
steve.bornemann@gmail.com.
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Fall 2009 World Congress of WAPR 
Attracted Delegates from 55 Countries
by Marianne Farkas

The World Association of Psychosocial 
Rehabilitation held its World Congress in 
Bangalore, India, November 12-15, 2009.  This 
Congress was co sponsored by nine
organizations, including the World Health 
Organization, the National Institute of Mental 
Health and Neuro Sciences, Sri Siddhartha 
University, and the World Psychiatric Association.

The title of the Congress was "One World: A Quest 
for Integration." There were 940
participants from 55 countries who attended the 
event, including family members, consumers, 
psychiatrists and other mental health professionals, 
administrators and psychiatry residency students. 
Presentations included everything from 
‘Electroconvulsive Shock Therapy’ and 'Suicide in 
South East Asian Countries' to 'Mental Health in 
Asia: Regional Collaboration' (a Government of 
India symposium covering the issues of manpower 
development in both Community Mental Health 
Services and PSR Services) to ‘Human Rights 

Issues and Legislation' - and everything in 
between.

In addition, there were 28 posters exhibited. 'The 
Present Challenges in Implementing Assertive 
Community Treatment in Japan' by Fumie 
Hisanaga was judged to be the Best Poster.  Fumi 
Hisanaga is a member of both USPRA and the 
International Committee.

WAPR held its Presidential elections during the 
meeting. The new President is Dr. Lourdes 
Ladrido-Ignacio, with the President-Elect for the 
subsequent three-year term being Dr. Afzal Javed.

Marianne Farkas is a Member-at-Large on the 
Board of Directors of the World Association of 
Psychosocial Rehabilitation.  For more 
information about the WAPR, please visit the 
WAPR website at  www.wapr.com, and/or write to 
Marianne Farkas, at mfarkas@bu.edu.

PSR Principles and Practices in South Africa
by Roy Harris

Real Psychosocial Rehabilitation (PSR) is 
primarily a process of continual and facilitated 
change.  It is a metamorphosis in the making, 
working towards required goals.  These goals 
should be designed by the very people who make 
use of the services themselves.  Essentially PSR is 
about helping individuals within a community.  It 
is a process whereby every individual strives to 
discover their true purpose in life.  With this 
enlightenment, we naturally become more 
passionate about our lives, living it to the fullest 
and making a greater contribution to the 
community within which we live.

The goals of this process are not simplistic, and 
therefore not easily defined.  Every individual has 
their own unique set of goals and aspirations.  
These goals and aspirations differ not only from 
individual to individual, but also between cultures 
and countries.  This is especially evident in South 
Africa, where we have a very diverse and 
cosmopolitan population, with no less than eleven 
official languages.

The Core Principles of Psychosocial Rehabilitation 
play an enormous role in goal setting.  The 
unfortunate reality is that since the inception of 
deinstitutionalization in the 1990s, the South 
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African government has not been able to take a 
leading role in promoting PSR.

The practical implementation and knowledge of 
PSR remains limited, especially within the various 
South African government ranks.  This is not 
necessarily due to a lack of interest, but rather the 
result of limited resources.  In South Africa, 
deinstitutionalization is seen as a way to save on 
stringent budget deficits.  It is common practice for 
individuals to be discharged from hospitals and 
placed in dilapidated old hospital buildings, instead 
of being integrated back into the communities, 
which is one of the goals of PSR.

As a result thereof, budgets do not move with the 
clients.  This places an enormous burden on the 
few Non-Profit Organizations (NPOs) willing or 
able to take on the role and responsibility of the 
core functions, which according to the South 
African Mental health Act should remain the 
responsibility of the State.

However, it is not all doom and gloom!  The focus 
now is on establishing community-based services 
and integrating mental health services into primary 
health care.  Despite all the challenges described 
above, there is a group of community organizations 
known as MHNS (Mental Health NPO 
Stakeholders) who have taken on a new attitude.  
This group represents more than 150 community-
based projects, focusing on service delivery in the 

communities of the Western Cape.  They are well-
represented and recognized by the Western Cape 
Department of Health, having a good working 
relationship.  They are planning on expanding to 
all nine provinces of South Africa within the next 
two years.  The MHNS seeks to advocate for those 
without a voice, to ensure consumer participation 
on all levels of decision-making, and to focus on 
recovery as the ultimate goal, by ensuring the 
following:

1. Constant lateral communication and collective 
planning with relevant government role 
players.

2. Access to the appropriate services for all in 
need thereof.

3. Community integration within the constraints 
of limited resources.

4. Self-determination of the client’s future –
Greek ‘parakletos’ meaning ‘to walk alongside 
with’ – rather than to make decisions on their 
behalf or dictate to them.  We find life 
coaching techniques to be very helpful in this 
area of facilitating, rather than causing, change.

5. Engaging clients on an equal level, assisting 
them in an almost spontaneous way in their 
living, working, learning and socializing 
environments.  

Roy Harris is the Chief Executive Officer of 
Community Mental Health and Psychiatry 
(CMPH) in Cape Town, South Africa.

Canadian Clubhouse Conference
November 3 – 6, 2010
Mississauga, Ontario
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