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elcome to this special premiere edition of the USPRA Newsletter, 
sponsored by the International Committee.  We are a Joint Committee of 
USPRA, PSR/RPS Canada, and international members of both 
associations.  Over the last year, our members have worked diligently to 

recruit articles from all over the globe on a variety of psychiatric rehabilitation topics.   
The response to our call for submissions to this first internationally themed 
newsletter has been outstanding and has provided us with the inspiration to plan 
future internationally themed newsletters for our two organizations. Please let us 
know what you think after reading this edition. 
 
We hope that you will respond to the authors and to the committee on our message 
board at www.uspra.org.  We welcome your responses and your own contributions 
and hope for a dynamic dialogue of interventions and issues in the future. See 
directions for accessing the message board on page 14 
 
If you have suggestions or comments on how we can better connect with PSR 
practitioners around the globe, please let us know. We welcome your input.  
 
We would like to extend special thanks to our authors and to committee members 
Mary Huggins, Vicky Huehn, Eileen Joseph, Tim Tentscher, Barbara Granger, Max 
Lachman, Janki Shankar, Lies Korevaar, Tony Zipple, Sally Thio, Chee Wai, staff 
Carla Sullivan and USPRA Board Liaison Bob Schuler.   
 
Please feel free to pass this on to your colleagues who may be interested in seeing 
these articles, as well submitting additional articles and attending future USPRA and 
PSR/RPS Canada conferences.    
 
Co- Chairs:  Carolyn Peterson, USPRA Sue Carr, PSR/RPS Canada 
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The Phyllis Levine 
International Fund 

 
By Mary Huggins 

International Committee Member 

 
The Phyllis Levine 

International Fund was established in 
late 1997 to honor the work of 
IAPSRS Board member Phyllis 
Levine.  Phyllis was the first President 
of the Michigan Chapter serving as 
both IAPSRS Board member and 
Chapter Representative.  She was very 
instrumental in the establishment of 
Community Support Programs, Fair-
weather Lodges and the setting up of 
Psychosocial Programs all over the 
State of Michigan.  She was the 
Director of the Michigan Supported 
Education Research Project and 
worked tirelessly to make the lives of 
people with mental illness better.  She 
loved to travel and in doing so was the 
unofficial ambassador for psychosocial 
rehabilitation wherever she went.   

This was particularly evident 
in South America. She became the first 
IAPSRS International Task Force 
Chairperson and worked with the 
Michigan Chapter to Co-sponsor a 
Latin American Exchange.  Mental 
health professionals from Brazil, 
Columbia and Venezuela participated 
in a month long exchange in 
cooperation with Michigan IAPSRS, 
University of Michigan School of 
Social Work, Eastern Michigan 
University Social Work Department 
and the College of Health and Human 
Services. At the time of her death, 
future plans were underway for the 
exchange including the development 
of a monograph of their experiences to 
date, a meeting in Bogotá in 1997 and 
the development of a joint research 
project dealing with attitudes towards 
people with mental illness in the 
various countries. 
           In recognition of these 
extraordinary efforts, the IAPSRS 
Board recognized Phyllis and her 
contributions as Chair of the 
International Task Force.  To keep her 

spirit alive the Phyllis Levine 
International Fund was established to 
provide scholarships to individuals 
outside of North America who are 
current members of USPRA or 
PSR/Canada and who are interested in 
developing their own psychiatric 
rehabilitation programs. 
          The International Committee is 
currently working to increase the 
funding for the Phyllis Levine 
International Fund; with hopes of 
having funds available by 2009.  
Criteria for application are being 
developed.  Inquiries should be made 
to the International Committee in care 
of the USPRA office 601 Global way 
Linthicum, MD 21090 (Attention 
Carolyn Peterson or Sue Carr). You 
may also send your inquiries by e-mail 
at info@uspra.org or join the 
International Committee 
teleconference call or message board. 
 

Member Spotlight 
 

By Tim Tentcher 
Crossing Cultures 

And International Committee Member 

 
Have you ever thought there 

is not enough funding to do the things 
we need to do to really make a 
difference? Only if… Only if…Only 
if…seems to be a mantra that we all 
think in our society today at one time 
or other. We need to open the 
windows of our mind and let in the 
fresh breeze of innovation.  

There was once a tribe in the 
1940s during WWII in Paw Paw, New 
Guinea. They were called the 
parachute culture. During the war food 
was dropped from the sky by 
parachute to the troops there. Much of 
it drifted off to the jungle and the 
remote tribe’s people gathered it and 
began eating the delights falling from 
the sky.  What a gift from God they 
thought and as the feast kept falling 
they started to worship the magic birds 
that were dropping these wonderful 
miraculous gifts. Soon they stopped 
farming and tilling the land. They 
became dependent on the gifts falling 

from the sky.  When the war was over 
they were crippled as the land was not 
tilled and could no longer be used and 
they suffered greatly. A true story is 
being told here. Do you see any 
parallels to our “only if” mantra? Have 
we gotten dependent on government 
funding being dropped upon us? Are 
we crippled as agencies being trapped 
in our thinking as this being the only 
answer? Are we trapped by our time 
constraints and do we have an 
empowered sense of positive 
expectation that other answers are out 
there? 
  

One window that is open 
today is Crossing Cultures 
(www.crossingcultures.ca) and their 
partner Action Based Coaching Inc. 
(www.actionbasedstressrelief.com). 
They have shown a way for private 
business and a private care provider 
can work together to come up with a 
working solution.  Tim Tentcher is the 
founder of both Crossing Cultures and 
Action Based Coaching Inc.  He has 
been in the field of Empowered 
change for over 20 years. Tim worked 
as a Social worker / mental health 
activist. He has been involved with the 
food cooperative movement for over 
20 years and is a currently a CPRP.  A 
minimum of 50% of his staff are 
participants of Action Based Coaching 
Inc. Promoting Empowered Ability not 
disability! Their product line is Pro 
Canadian as they wish to celebrate the 
vertical mosaic of their multicultural 
nation and help our most creative 
citizens to use their abilities.  

Crossing Cultures sells a 
variety of food product on the internet, 
in food shows and in stores. They are 
fun Asian cooking classes in a bag 
showing you how people in Thailand, 
India, and China cook in their homes. 
All the exotic hard to find ingredients 
are supplied in each class. Crossing 
Cultures also sells tasty teas that are 
terrific and fat free dip/salad dressings 
that are delicious.   
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Action Based Coaching Inc. 
coaches people with mental health 
issues to develop their own 
packing/sales business. A solid method 
of working together has been 
developed so all feel empowered 
knowing and acknowledging each 
others strengths and gifts. 
     We need to stop our “only if” 
mantra and hold our empowered hopes 
of open positive expectations that are 
filled with zeal. As we keep these 
feelings at the forefront of our 
approach, our mind will open and feel 
the breeze and catch new innovation.  
As we catch this breeze, novel ideas 
will come. As we hear these ideas we 
need to catch our feelings of being 
overwhelmed and stop worrying about 
time. There is lots of time: it is a 
resource that keeps repeating itself. 
Each day is a fresh 24 hours. How we 
focus and what are our moods are as 
we focus is the key to finding that 
creative innovation in us.  If you 
would like to contact Tim Tentcher 
please visit the site 
http://www.crossingcultures.ca or call 
519-993-4609.  

 
Psychiatric Rehabilitation in 

Singapore 
 

By Anthony M. Zipple, Sc.D., MBA 
CEO, Thresholds 

 
In October 2006, I was 

fortunate enough to make my third trip 
to Singapore to work with my 
Singaporean colleagues on the 
development of psychiatric 
rehabilitation services. Singapore’s 
community mental health services are 
at an interesting point of their 
evolution.  Historically, services in 
Singapore have been very medically 
oriented and hospital based.  
Supported employment, supported 
housing, clubhouses, Assertive 
Community Treatment, peer 
education, and many other services 
that are hallmarks of a modern 
psychiatric rehabilitation system were 
largely unknown in Singapore five 

years ago.  Today, many of these 
services and more have firm 
“footholds” in the fabric of the mental 
health system in Singapore.  While 
there is a long way to go, the pace of 
change and the intensity of interest in 
developing these services are 
impressive. 

In much the same way with 
the early success of psychiatric 
rehabilitation in the United States, 
success can be attributed to a relatively 
small group of visionary leaders. Dr. 
Sally Thio (a longtime 
IAPSRS/USPRA member) has served 
as the initial driving force in the 
development of these services in 
Singapore. Sally, a senior manager for 
the Singapore Anglican Community 
Services (SACS), has long recognized 
the need for improved community 
mental health services in Singapore. 
Ten years ago she began visiting the 
United States in search of models and 
lessons from our experiences in 
developing PSR services over the past 
50 years. Over the last decade, Sally 
and her staff have formed close 
relationships with a wide range of 
USPRA friends including Thresholds, 
Vinfen, the Dartmouth Psychiatric 
Research Center, University of 
Medicine and Dentistry of New Jersey, 
Boston University, and many others.  
Regular staff exchanges between 
Singapore and the United States have 
helped to export extensive learning 
from the United States to Singapore. In 
the past several years, professionals 
from many disciplines in Singapore 
have spent many months learning in 
the United States. In addition, many 
USPRA colleagues from the United 
States have spent time teaching in 
Singapore. The result has been 
improved services in Singapore and a 
rich set of international experiences for 
many USPRA leaders. 

Singapore is a very small 
country. With a total population of 
only 4,500,000 a geography which is 
smaller than Cook County Illinois, it is 
quite possible to personally know all 

of the nation’s senior behavioral health 
clinicians. This has made it possible 
for Sally and her colleagues to 
dramatically influence the service 
delivery, training, and relevant 
political landscape of Singapore in 
fundamental ways. For example, 
Singapore has rapidly embraced the 
USPRA Certification Program.  There 
have been at least three major 
certification preparation trainings done 
in Singapore and about 50 
Singaporeans have sat for the 
certification exam. Today, Singapore 
is the home of 28 proud Certified 
Psychiatric Rehabilitation 
Practitioners.  Singaporean mental 
health leaders are driving the 
development of several PSR advocacy 
and recovery oriented associations 
including ATOM (Association for the 
Open Minds), a peer run organization. 
As a support for developing PSR 
programs in China, Malaysia, 
Indonesia, and other countries in the 
region, Singapore has emerged as a 
key resource in Asian development of 
PSR services. 

When there is great focus on 
developing quality PSR services, 
CARF accreditation cannot be far 
behind.  In October, 2006, I was very 
pleased to participate in two-day 
“CARF Behavioral Health 101” 
training in Singapore.  This training, 
led by Nikki Migas, Managing 
Director of CARF, was an important 
beginning step in getting CARF 
Accreditation to Singapore.  CARF 
Accreditation is a wonderful way to 
continuously improve the quality of 
services and the CARF accreditation 
standards are an effective way to 
organize excellent psychiatric 
rehabilitation organizations. In April 
2007, Mary Anzilotti, Area Director of 
Quality at Thresholds, will be 
spending a week in Singapore working 
with SACS on CARF preparation. In 
October, I plan on returning to 
Singapore to conduct a “mock 
survey.” Sally Thio and her staff at 
Singapore Anglican Community 
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Services will be hard at work 
preparing for CARF Accreditation 
sometime in 2008. If they are 
successful (and they most certainly 
will be!), this Singaporean PSR 
provider will be the first behavioral 
health organization outside of North 
America to be accredited by CARF.  
This is a remarkable achievement and 
testimony to the competent and 
successful development of services in 
Singapore. 

Psychiatric Rehabilitation is 
based around universal principals, but 
PSR technology and many of the 
values on which psychiatric 
rehabilitation is based are rooted in 
western, predominantly urban, culture.  
The translation of psychiatric 
rehabilitation to a predominately Asian  

challenges. Public funding, 
insurance, entitlements, many social 
values and so on are different enough 
that simply lifting services from the 
United States and placing them in 
Singapore does not work very well.  
For example, in Singapore housing 
away of one’s family for an unmarried 
person under the age of 30 is rare. This 
means residential services need to take 
into account what constitutes “normal” 
housing in Singapore in the 
development of supported housing 
services.  In addition, there is far less 
tolerance for disruptive behavior in 
Singapore.  Political repercussions for 
a provider from community placement 
of the person with a severe mental 
illness that decompensate and create a 
disturbance are far greater for than 
they would be in the United States. In 
addition, stigma is a far greater issue 
than it is in the US and poses 
challenges to developing consumer 
leadership. Sally and her staff, as well 
as the visitors from the United States 
to Singapore have worked very hard 
on finding culturally appropriate 
adaptations of psychiatric 
rehabilitation technology. It is not 
always easy, but Sally and her staff 
have been quite successful at 
extracting the essential elements of 

PSR services and applying them in this 
very different cultural context. 

As I noted earlier, Singapore 
is becoming the Asian leader in the 
field of psychiatric rehabilitation. Sally 
and her colleagues have also joined the 
International Initiative for Mental 
Health Leadership, an international 
association of community mental 
health professionals from across the 
English speaking world. This will 
extend Sally’s network and open new 
possibilities for importing PSR 
technology to Singapore. There is no 
question that Sally and her colleagues 
will continue to push the development 
of psychiatric rehabilitation in 
Singapore as they attempt to build 
world class psychiatric rehabilitation 
services.  Having worked closely with 
Sally for almost ten years now, I have 
no doubt that she will succeed. 
 

My Journey of Change in 
Psychiatric Rehabilitation in 

Singapore 
 

By Sally Thio Director, Hougang Care Centre 
Companion article to Psychiatric Rehabilitation in Singapore 

 

 
If someone were to ask me, 

“How does one go about changing a 
mental health system?”, I believe my 
response would be, “Be willing to 
open and enlarge your mind, be 
prepared to be filled and transformed, 
be patient and persistent, and take it 
one step at a time.” 

I believe that is what initiated 
the cycle of change in the mental 
health system in Singapore. It was not 
about setting goals and having plans, 
but rather about changing mindsets – 
at least, that was how it was for me. A 
decade ago, the mental health system 
in Singapore was primarily hospital 
based and some of us were concerned 
about reintegrating people in the 
community. I had heard of Psychiatric 
Rehabilitation and the Clubhouse 

model. I was curious, and I wanted to 
find out if it was good approach for 
persons with mental illness coming out 
of the hospital. I wanted to learn about 
psychiatric rehabilitation and to find a 
better way for Singapore to support 
people. 

That desire took me to the 
United States in 1996, and it was on 
that visit where I first linked up with 
Dr. Tony Zipple, then Chief Operating 
Officer of Vinfen Corporation. The 
first time I met Tony, I was impressed 
by this important person who said he 
wanted to meet me after my two week 
visit. At the time, I wondered whether 
he really meant it, but he did. He 
explored in great depth what the needs 
were in Singapore. I invited him to 
come to Singapore to do some talks, 
but he said in no uncertain terms that 
his schedule left him little time to 
travel, but he was open to that 
possibility in the future. “Maybe one 
day, I might,” he said. The closing 
meeting had a phenomenal impact on 
the changes that took place in 
Singapore. Tony introduced me to Dr. 
Leroy Spaniol, who in turn introduced 
the possibility of taking a course in 
Psychiatric Rehabilitation as a 
specialized field of study in Boston 
University. Both Tony and Leroy 
greatly influenced me through their 
passion for improving the quality of 
life in persons with mental illness. 
That was not our focus then in 
Singapore, as we were still trying to 
figure out how best to meet the basic 
needs of persons with mental illness. 
 That was the beginning of my 
odyssey towards change in the 
psychiatric rehabilitation from the 
early days of contract work and social 
enterprises at Elliot Road Care Centre, 
to specializing in the field of 
Psychiatric Rehabilitation and the 
Clubhouse model at Hougang Care 
Centre (HCC). I was not sure where 
the path would lead, but I had a clear 
direction for change in Singapore. 

When I returned from my trip, 
I decided, with support from my 
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Board, that Psychiatric Rehabilitation 
and the Clubhouse would be the very 
key foundation stones for the HCC 
Program. There were endless 
struggles. Not only did the mindset of 
the staff need to change,  but also the 
beliefs that our clients had about what 
was possible for them needed to 
change. The concept of recovery had 
brought about a phenomenal personal 
change in me, and I had to introduce 
this concept as a way of transforming 
the mindset of everyone else in the 
system. Everyone that was won over 
by the concept was motivated to 
change and improve the quality of 
lives of persons with mental illness. 

Change can never happen in 
isolation. As I worked with persons in 
the Singapore Association for Mental 
Health (SAMH), Institute of Mental 
Health (IMH), and in my talks to 
various organizations and hospitals, I 
sought to transfer my new knowledge 
about recovery to others. The 
milestone was achieved when 
representatives from these key mental 
health organizations, decided to come 
together to form the Association for 
Psychiatric Rehabilitation (Singapore) 
or APRS. 

Change began happening at a 
more rapid rate. Many Singaporeans 
started visiting programs at Vinfen 
Corporation, Thresholds, University of 
Medicine and Dentistry, and Boston 
University. They attended the USPRA 
conferences.  Of greater significance, 
APRS conducted the training course 
and examination that leads to CPRP, 
for mental health professionals 
interested in pursuing psychiatric 
rehabilitation as a career.  This has 
raised over forty certified practioners 
over the last three years.  

Rajeswari and her colleagues 
from SAMH have also over the years 
integrated a lot of what they learned 
into their psychiatric rehabilitation 
programs in SAMH. Koh Chee Wai 
from IMH, pursued the Masters in 
Psychiatric Rehabilitation at Boston 
University, and started the Stepping 

Stones project using the skills and 
knowledge that he has acquired. In the 
last 3 years, ATOM or The 
Association of the Open Mind, a 
consumer group and CAMI or The 
Caregivers’ Association for the 
Mentally-ill, a caregivers’ group have 
been set-up in Singapore.  The Action 
Group for Mental Illness (AGMI) 
which is a very active advocacy group 
that has raised a lot of awareness about 
the stigma of mental illness in 
Singapore through its widely 
supported walkathon of over 1000 
participants, in the heart of town,  
More consumers are becoming open to 
share about their success stories and 
their road to recovery. 

There are now greater 
learning opportunities as the National 
Council of Social Services and other 
government authorities are also 
encouraging service provision and 
have allocated funds for upgrading. 
Thresholds Chicago, where Tony 
Zipple is now CEO, is providing 
consultation to HCC in its effort in 
working towards accreditation by 
CARF, hopefully in 2008.  The 
journey in psychiatric rehabilitation 
never ends. There is a growing passion 
and enthusiasm in improving the 
quality of life in persons with mental 
illness in Singapore. USPRA has been 
a vital part of this adventure. 
 

The Japan & US MH/ 
Employment Knowledge Exchange  

 
By Fumie Hisanaga, Ph.D 

National Institute of Mental Health  
In Japan Indianapolis IN and Fumie Hisanaga, PhD, Department of Psychiatric 

Rehabilitation, National Institute of Mental Health, National Center of Neurology 
and Psychiatry, Ministry of Health Labour and Welfare, Ichikawa, Chiba, Japan. 

This article was prepared by Barbara Granger, PhD, CPRP from The Matrix 
Center at Horizon House, Philadelphia PA/US, Eri Kuno, PhD, Indiana 

University 

  
What’s Happening in Japan 

 
In Japan mental 

health services have 
been shifting from a 
hospital-based to a 

community-based service system.  In 
2003, the Japanese government 
announced improvement of 

community-based mental health 
systems within the next ten years and 
set goals including: 

• Downsizing psychiatric beds 
from 320,000 to 250,000 

• Improving housing situations  
• Promoting competitive 

employment 
Non-profit organizations (NPOs) 

and social welfare corporations have 
been playing an important role in 
promoting community-based mental 
health services. In Ichikawa-city where 
Assertive Community Treatment   
(ACT-J) & Individualized Placement 
and Support (IPS-J) have been 
implemented, there are two NPOs and 
one social welfare corporation 
providing services of group homes, 
sheltered workshops,  a clubhouse (not 
certified ICCD) and a crisis home. The 
Ichikawa mental health system has 
received funds from district 
government to implement a limited-
term project called “Madison Model 
Utilization Project.”  This project 
seeks to develop and provide a variety 
of services for people in recovery to 
maintain a stable and independent life.  

Currently an improvement in 
employment support for people in 
recovery is one of the key issues. The 
mainstream approach of employment 
services for people in recovery in 
Japan has been the “train-place” model 
and people have been discouraged 
from working in competitive settings.  
The majority of people in recovery 
expressed the desire to work and that 
they needed adequate support to reach 
their goals. Currently a new law called 
the “Self-Reliance Law for People 
with Disabilities” has been enacted 
promoting employment, and a national 
affirmative action policy now requires 
businesses with 300 or more 
employees to hire 1.8% people with 
disabilities.  This has been a strong 
incentive for employment to be a key 
issue for community-based mental 
health services. Also, the IPS model 
has gotten a lot of attention since its 
principles are appealing and practical, 
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and IPS-J research has shown that this 
model has been effective for people 
who had not received benefits from 
existing employment services. 
 

What’s Happening in the US 
 

In the U.S., we learned there 
was funding for supported 
employment through The 
Rehabilitation Act for the past twenty 
years and further incentives for 
competitive employment through Title 
I of the 1990 Americans with 
Disabilities Act.  For the past 50 yrs 
the U.S. development of many 
psychosocial programs, federal/state 
funded mental health services system.  
However, competitive employment as 
an outcome continues to be a 
challenge.  Significant national 
research has taken place that facilitated 
the recent development of the 
Supported Employment Toolkit 
grounded in evidence-based research.  
Despite the presence of these positive 
research findings and service delivery 
tools the unemployment for people in 
recovery is estimated at 75%, persists 
in the U.S. With effective advocacy 
and growing transformation of U.S. 
mental health services systems from 
medically-oriented services to 
recovery-oriented services, there is a 
renewed commitment to providing 
mental health services that assist with 
integrating people into their 
communities of choice, including 
competitive employment and support 
for career building. 

 
Exchange Project Funded 
 
A partnership of mutual 

interest between people from Japan 
and the U.S to promote employment 
for people in recovery started as 
supported employment began to rise as 
a community-based service in the U.S.  
During the 1990’s visitors from Japan 
were very interested in the extensive 
employment research underway at that 
time and some exemplary programs 

here in the U.S.  The Center for Global 
Partnership of The Japan Foundation 
supported a two year (2005-06) project 
entitled “Building networks in Japan 
and the U.S. to Promote Excellence in 
Employment Support Programming 
for Individuals with a Psychiatric 
Disability.”  This project included two 
exchange visits, increased networking 
among community-based 
organizations, the development of two 
films and extensive correspondence 
and materials development between 
November 2004 and December 2006.  
The leadership for this knowledge 
exchange included Dr. Eri Kuno and 
Barbara Granger in the U.S. and Dr. 
Junichiro Ito and Iwao Oshima in 
Japan. There were many other people 
who contributed to the overall success 
of the project including family 
members, program staff, participants, 
other researchers and advocates. 

 
Japan team visits U.S. 

 
As soon as we learned that our 

project would be funded, we quickly 
developed the plans for the first 
knowledge exchange visit that took 
place in Philadelphia, January 24-28, 
2005.   Four visitors, all from 
Ichikawa, Chiba, flew into 
Philadelphia during one of the worst 
storms in our region, leaving the city 
in a very, very deep blanket of snow.  
Our visitors were Akiko Kondo, 
Kazuya Hanafusa, Mitsuyo Iwamoto, 
and Ryusuke Matsuura all of whom 
were engaged in direct mental health 
services in Ichikawa City.  They 
stayed at a hotel that was in walking 
distance to Horizon House – while 
Horizon House employees and other 
guests struggled to get through the 
snow.  Our visitor from Japan came 
with great enthusiasm and a readiness 
to be fully engaged despite the 
grueling weather.  The visit included a 
series of meetings and site visits with 
diverse people to maximize 
possibilities for knowledge exchange 
including visits at employment 

programs at Horizon House, 
Providence House Clubhouse and 
Hedwig House.  We also learned about 
the importance of supported education 
for enhancing career opportunities and 
an introduction to the Wellness 
Recovery Action Plan (WRAP).   
We wanted to make sure that the group 
observed and heard a variety of 
perspectives – program participants, 
direct service practitioners, program 
managers and supervisors and 
advocates.  Dr. Eri Kuno provided 
valuable conceptual and detail 
translation and other welcoming 
supports and Hiromi Akiyama 
provided translation services. 

 
Right after the wintry visit, 

project consultants, Drs. Ito and 
Oshima, received in February 2005 a 
research grant from Japan’s Ministry 
of Health, Welfare and Labor, an IPS-J 
(Individualized Placement & Support) 
model of a supported employment 
program in collaboration with their 
National Vocational Rehabilitation 
Research Center.  This 3-year research 
study to be conducted in the Ichikawa 
region is on the applicability of the IPS 
model in Japan.  Supported 
employment specialists have been 
added to the existing ACT-J team at 
the Kohnodai Hospital.  The 
combination of this study and the 
knowledge exchange visits 
strengthened the interest in planning 
for the upcoming visit from those of us 
from the U.S.  Indeed many of the 
staff and program participants who 
participated in the study were part of 
the planning for the U.S. participants 
to visit Japan. 
 
As soon as the visitors from Japan 
returned home, they formed study 
groups, meeting monthly to share the 
materials and knowledge with their 
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colleagues adapting U.S. experiences 
to what will work in Japan.  During 
this time many of the materials from 
the U.S. visit were translated into 
Japanese and Dr. Kuno visited on a 
few occasions to encourage and 
facilitate continued planning and 
networking.  Throughout the time 
between visits Hiromi Akiyama 
provided continuous translation 
services to keep our “email” 
correspondence flowing.  
 

US team visits Japan 
 
In preparation for the October 

2006 exchange visit, the Ichikawa 
network formed a planning group 
consisting of people in recovery, 
professionals, and researchers 
(Junichiro Ito, Iwao Oshima, Masako 
Shinigawa, Reiko Takano, Yumiko 
Takeda, Daiki Sakamoto, Ryusuke 
Matsuura, Mitsuyo Iwamoto, Akiko 
Kondo, Kazuya Hanafusa, Hikaru 
Ogawa, Masaya Ishii, Fumiaki Sato, 
Midori Oshima, Yukari Hoshi, 
Yumiko Watabanbe, Fumie Ito, 
Masaaki Nishio, Fumie Hisanaga, 
Nobuhiro Masukawa)  -- requiring 
many intense meetings.  They planned 
a weeklong event called “Employment 
FESTA.”  The U.S. team included two 
people from Horizon House in 
Philadelphia PA (Barbara Granger& 
Karen Escovitz), two people from the 
Howard Center, Burlington VT 
(Marlene Williamson and Laura Flint), 
Jeanie Whitecraft from the Mental 
Health Association of Southeastern 
PA, Dr. Eri Kuno and Hiromi 
Akiyama.  

The theme of this weeklong 
event was “employment in the 
community as a goal of recovery” 
titled FESTA.  The following events 
are the opportunities used for 
knowledge exchange: (1) an 
introductory presentation to Ichikawa 
City and the Japanese mental health 
system and visits to the many agency 
run businesses and mental health 
programs in the community; (2) 

roundtable discussions with clubhouse 
members on mutual support and the 
meaning of employment in life; (3) a 
video forum where both films 
produced by this project were 
premiered; (4) trainings in IPS and an 
IPS case conference with staff; (5) 
training on WRAP for staff and people 
in recovery; (6) site visits and 
presentations in Funabashi City at 
OASIS and Compor; and (7) a final 
symposium that included a variety of 
panel presentations to an audience of 
about 200 people.  During the FESTA 
everyone actively participated in 
making the exchange visit a grand 
success.  In addition to the hard work 
done every day, there were also many 
gala social events celebrating with 
each other this wonderful week 
together.   Just as with the planners, 
the FESTA attendees throughout the 
week reflected diverse participation – 
people in recovery, professionals, 
family members, researchers, 
employers, administrative staff, and 
hospital staff.  Everyone from Japan 
reported feeling empowered by the 
interaction with guests (“now our 
friends”) from the U.S, and program 
participants started expressing their 
hopes and goals related to 
employment, or wanting to be a peer 
specialist.  The FESTA has had an 
ongoing effect. More people in 
recovery have started working and 
trying to accomplish their goals, and a 
group of people formed “WRAP in 
Ichikawa” to promote and disseminate 
WRAP.  In March, 2007 Jeanie 
Whitecraft was invited back a few 
months later to conduct further 
training on WRAP facilitation with 
Stephen Pocklington of The Copeland 
Center in Vermont. 
 
Two Films Produced on Employment 
 

During the time between the 
first and second knowledge exchange 
visits, two films were produced.  The 
first film “SO-YU Social Welfare 
Inc.” developed by Nakajima Picture 

Productions shows us some examples 
of the types of employment available 
to people with a mental illness in this 
region through the help of SO-YU 
staff.  This 31” film depicts several 
work settings with interviews with 
employers, employees and SO-YU 
staff.  Another film (28”), “Work & 
Recovery:  Stories of Employment & 
Mental Health,” developed by Branch 
Valley Productions tells the story of 
five people including interviews with 
employees, employers and staff at the 
Howard Center in Vermont.  These 
films are in both Japanese and English 
and are scheduled for distribution in 
Fall, 2007 through USPRA.  Both of 
these films are designed to encourage 
people who are not yet working and 
have doubts about their own ability to 
work because of their illness.  
Announcements will be made widely 
when they are ready for purchase 
through USPRA.  Please go to 
www.uspra.org for more information. 

In addition to the two films, 
other materials developed through this 
project include extensive translations 
of presentations and publications 
concerning supported employment 
developed in the U.S. and made 
available to practitioners in Japan.  Of 
great interest to program participants 
in Japan are the WRAP materials.  In 
collaboration with the Copeland 
Center in Vermont, these materials 
have been translated into Japanese and 
are currently being distributed and 
training conducted in Japan.  In the 
U.S. there have been many 
presentations about the findings from 
these two exchange visits, recently at 
the May 2007 USPRA conference as 
well as other conferences and venues. 
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The Rotterdam Supported 
Education Program 

An integration of Services 
 

By Professor Lies Korevaar 
Professor of Rehabilitation, Hanze University Groningen, the Netherlands 

 
 In April 1999, the Rotterdam 
Supported Education (SEd) Project 
began through a grant from the 
Department of Health. The project was 
three year collaboration between the 
Rehabilitation ‘92 Foundation, the 
ROC Zadkine, and the Trimbos 
Institute1. The overall aim of the 
project was to develop, implement, 
and evaluate a Supported Education 
program within the ROC Zadkine in 
Rotterdam. The program was based on 
the Choose-Get-Keep model, 
developed by the Center for 
Psychiatric Rehabilitation at Boston 
University and adapted to the Dutch 
situation. The ROC Zadkine is a large 
community college with about 33,000 
students, 1,800 teachers and more then 
30 locations in the Rotterdam area.  
 The mission of the Rotterdam 
Supported Education program is to 
help students with psychiatric 
disabilities to choose, get and keep an 
educational environment of choice so 
they can be successful in this 
environment with the least amount of 
professional intervention. The theory 
behind the Choose-Get-Keep model is 
the psychiatric rehabilitation principle 
that the preference of a person with 
psychiatric disabilities for the student 
role, in an educational environment of 
choice, plus the skills required to 
perform the student role, and the 
support to assist with the demands of 
the educational environment lead to 
success and satisfaction. 
 In the Rotterdam Supported 
Education Project, the Choose-Get-
Keep model has been operationalized 

                                                 
1.  The aim of the Rehabilitation ‘92 Foundation in Rotterdam is to introduce and 
implement the psychiatric rehabilitation approach of the Center for Psychiatric 
Rehabilitation of Boston University in the Dutch Mental Health Care System. One 
of the activities of the foundation is the Supported Education project. The 
Trimbos Institute is the Netherlands’ Institute of Mental Health and Addiction. 
The aim of the institute is to promote mental health in the broadest sense of the 
term. 

 

through two services. The first is a 
preparation class, named Impulse, 
based on the self-contained classroom 
model; the second provides internal 
and external support, based on the On-
site and Mobile support models.  
 The aim of the preparation 
class is to help students with 
psychiatric disabilities choose and get 
their own educational goals, but also to 
help them feel comfortable in the post-
secondary educational environment, to 
help them utilize educational services 
such as the library, to build 
confidence, and to get used to the role 
of student instead of the role of 
patient. Thus, the class is located on 
the campus of a community college 
and not at a mental health agency, so 
that students can participate in normal 
educational experiences in an 
integrated setting. Classes meet at one 
of the locations of the ROC Zadkine, 
two times per week for 5½ hours per 
day. The duration of the class is 16 
weeks from January until April, 
because May is the month in the Dutch 
educational system in which students 
apply for admission to college. Most 
college courses start in September, 
after a two month school holiday. To 
keep SEd students occupied in the 
summer period, there are one-day 
sessions at the end of May, June, and 
August. 
 
A site visit to Kyrgyzstan to assist 

a local NGO 
 

By Steve Lurie 

 
The Open Society Institute’s 

Public Health Program (PHP) is 
committed to supporting a variety of 
civil society monitoring efforts, 
ranging from monitoring of 
international health commitments to 
monitoring of national government 
spending on health.   

The context for the budget 
monitoring project is worth noting. 
While Kyrgyzstan has a law on the 
books that confers rights to patients 
and could lead to the development of a 

more community focused system, as 
the 2004 MDAC report shows, there 
are numerous problems in the system, 
which include poor facilities, human 
rights violations, an institutional 
mindset, and regional disparities. 
While there have been a few 
improvements since the report was 
published, such as the closure of Ward 
12 and the labor colony at Chym 
Korgon (a division of the Republican 
Mental Health Center 85 km from 
Bishkek), reform is stalled and there 
appears to be no progress on the 
implementation of the 2010 mental 
health plan, except for the 
development of crisis services at 
regional hospitals, which itself appears 
to be problematic with respect to the 
model of service delivery.   

Based on the World Health 
Organization (WHO) Practice Atlas, 
which estimates spending of 7.9% on 
mental health, there appears to be a per 
capita expenditure of 23-29 sums per 
patient which is less than $1 US. 
While the 7.9% figure places 
Kyrgyzstan in the range of mental 
health spending for developed 
countries, Kyrgyzstan itself has one of 
the lowest per capita expenditures on 
health in the world (WHO 2005), and 
the share of health spending to GDP 
appears to be declining. Moreover, 
wages have fallen in the health sector 
since 1993 and this affects its ability to 
attract and retain health professionals, 
a problem that appears to be endemic 
in the mental health system as well. 

Despite these environmental 
problems, Kyrgyzstan has a cadre of 
mental health system reformers based 
in two organizations, Mental Health in 
Society and Families in Society, who 
are extremely committed to reform. 
They also have a number of the 
elements already in place that could be 
scaled up over time to implement a 
true community focused system. These 
include: an information center that 
does patient advocacy, a day center in 
one of Bishkek’s polyclinics, a mobile 
interdisciplinary team, and a 
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partnership with Habitat for Humanity 
that will provide housing for families 
living with mentally ill relatives. As 
well, there is evidence of user 
involvement in the staffing and 
leadership of the day center and 
information center. 

The budget monitoring project 
therefore needs to focus on articulating 
a vision for a community focused 
mental health system, as well as 
analyzing spending by government 
and donors on mental health. There is 
an opportunity to propose 
development of services on a regional 
basis that could build on the services 
that are already operating in Bishkek. 
Reform efforts will require a 3-5 year 
building block approach that leverages 
local talent and leadership as well as 
outside technical assistance. 
 

The Journey to Recovery – for 
People with Psychiatric Disabilities 

in Israel 
 

By Max Lachman, of the National Center for  
Training in Psychiatric Rehabilitation and International Committee Member       

together with 
 Amir Tal and Noami Hadas-Lidor 

 
 Since 2001 the Israeli 
Ministry of Health has been in the 
process of developing community 
based psychiatric rehabilitation 
services as part of the implementation 
of the Rehabilitation in the 
Community of People with a 
Psychiatric Disability Law or 
"Rehabilitation Law". Prior to this 
legislation, the Israeli mental health 
system mainly focused on providing 
alternatives to psychiatric 
hospitalization and neglected 
community based psychiatric 
rehabilitation issues.  The Law 
emphasized the importance of social 
inclusion of people with psychiatric 
disabilities (PD) as part of the 
rehabilitation process; and stated that 
all Israelis with PD will enjoy the right 
for community based psychiatric 
rehabilitation services provided by the 
country.  

 This worldwide innovative 
law combines the rights of people with 
disability and the rights to dignity and 
liberty– in the psychiatric 
rehabilitation field prospective. The 
main goal of this law is "to work 
diligently for the rehabilitation and 
social inclusion of people with PD in 
order to allow them to achieve the 
maxim amount of independence and 
quality of life, while keeping their 
dignity according to the Basic Law: 
Human Dignity and Liberty" (2000).  
It is estimated that more than 80,000 
people with PD are living in Israel. 
These people can benefit from 
community based psychiatric 
rehabilitation services but only 15% 
use them. Hence, there is a need to 
broaden the accessibility and 
availability of community based 
services.  
 This article will describe the 
processes that the Israeli psychiatric 
rehabilitation policy and practice has 
gone through in last couple of years 
and examine the changes that occurred 
in this field due to the legislation of 
the Rehabilitation Law (2000).   
 

Policy and practice in the Israeli 
psychiatric rehabilitation system 

The factors that assisted in the 
process of designing the Israeli policy 
and practice of community based 
psychiatric rehabilitation in the last 
decade.  We will also examine the 
difficulties that occurred in the shifting 
process from psychiatric 
hospitalization alternatives model to 
the social inclusion model. 

The Rehabilitation Law legislation and 
implementation have influenced the 
attitudes and social beliefs toward 
people with disabilities in general and 
it showed that community based 
rehabilitation services may promote 
social justice. The central changes that 
took place in the mental health policy, 
in and outside of Israel, and led to the 
development and implementation of 

community based rehabilitation 
services are: 

1. Deinstitutionalization: In the 
1970's Israel declared mental health 
policy were to shift the locus of 
psychiatric treatment and rehabilitation 
from psychiatric hospitals to the 
community.   As a result of this policy, 
some psychiatric hospitals were closed 
and innovative treatments were 
developed and implemented. The 
outcomes of these changes are still 
controversial by different professionals 
in the mental health system.  However, 
the shift of locus and focus in the 
mental health act influenced the 
understanding and recognition about 
people with PD and their ability to 
integrate with society. It is important 
to mention that though it was a change 
of locus in the Israeli mental health 
system (reduction in psychiatric beds 
and days of psychiatric 
hospitalization), the shift of locus in 
the resources aspect did not occur. 
Namely, psychiatric hospitals still hold 
most of the mental health resources in 
Israel. Most of the policy and decision 
makers are psychiatric hospitals 
managers and very few are experts 
from the community based 
rehabilitation system. As a result there 
is an impression that the discussions 
and the conceptions of the policy 
makers is still focus on services and 
less on the consumers that suppose to 
benefit from them – opposite to the 
rehabilitation spirit in the western 
world and to the Rehabilitation Law 
that will presented below.  

2. A shift from the medical model to 
the social model: focus on the illness; 
symptoms; deficiencies and 
weaknesses; treatments in the hospital 
and ambulatory services that focused 
on medication adherence, 
characterized the mental health system 
up until last year. Opposite to this 
view and practice, the social model 
emphasizes the healthy and functional 
aspects of the person; their strengths; 
and the life quality of the person and 
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their social inclusion. Today's 
professional concepts assume that 
people with PD have the abilities to 
determine their life goals while living 
meaningful and stratified life.  Hence, 
there is a need to build a rehabilitation 
system that will lean on mental health 
providers from different backgrounds 
and based on new concepts. In this 
new system, paternalistic approach 
should be diminished and replaced by 
an equal and cooperative approach that 
encourages self empowerment and 
recovery.               

3. The consumer2 movement: the 
consumer movement is the main 
catalysts to the development of 
innovative approaches and 
interventions in the mental health 
field. The consumer movements 
caused policy makers and mental 
health providers to change their 
attitudes and had a great impact on the 
awareness of rehabilitation and 
recovery approaches. This revolution 
is even more impressive due to the fact 
that the psychiatric system is 
characterized by an authoritative and 
paternalistic attitude. However, there 
are still hesitations among parts of the 
consumer movement regarding the 
change that the policy makers did or 
did not pass.  

4. New legislation: in 20 years there 
has been a growth of legislation in the 
mental health and human rights for 
people with disabilities field. For 
example, in 1998 the Equal Rights for 
People with Disabilities Law was 
legislated in order to prevent 
discrimination against people with 
disabilities (i.e. in the workplace and 
housing) and to promote 
accommodations and affirmative 
actions; and in 2000 the Rehabilitation 
Law was legislated in order to enhance 
rehabilitation, recovery and social 
inclusion of people with PD. In virtue 
of this law people with PD can make 
use of rehabilitation services, such as 
                                                 
2 Here we refer to a consumer as a person with PD that use mental health services 
provided by the country, and their family members 

supportive education and supported 
employment.       

5. Recovery: the recovery concept in 
psychiatric rehabilitation has been 
developed in the last 20 years and has 
had a positive impact on people with 
PD, their families, and mental health 
providers. Moreover, the recovery 
concept had an important role in the 
anti-stigma and pro-inclusion efforts – 
both aim to diminish social barriers 
that hinder life opportunities of people 
with PD, and to promote policies that 
favor recovery based interventions. 
The fact that there is evidence that 
people with PD can and do recover 
from mental illness gave hope not only 
to the consumers but also to providers. 
This hope led to motivation of the 
providers to promote recovery 
approaches and to advocate for more 
resources to this field. Hence, the most 
important contribution of the recovery 
approach and research was the 
emphasis on the potential and abilities 
of people.  

6. Mental illness stigma and 
discrimination – mental illness stigma 
and discrimination are one of the main 
obstacles to recovery and social 
inclusion of people with PD. People 
that hold negative attitudes and 
discriminatory behaviors can block life 
changing opportunities for people with 
PD, such as: housing, employment, 
education, and health care. Sometimes 
the stigma and discrimination are more 
damaging than the illness itself. 
Hence, fighting stigma should be part 
of the rehabilitation policy. Moreover, 
there is a need to allocate resources for 
anti-stigma programs and campaigns 
as part of the rehabilitation and 
recovery process; using strategies such 
as education and media campaigns that 
may increase opportunities for people 
with PD. 

 7. Development of new intervention 
technologies:  In the last couple of 
years there have been a large amount 
of innovative knowledge, concepts and 

interventions tools in the mental health 
field. For example: new anti-psychotic 
and anti-depressant medications were 
developed; new psycho-social 
approaches were implemented; new 
cognitive techniques were examined; 
and new evidence–based psychiatric 
rehabilitation approaches and 
interventions were developed and 
implemented. These varieties of 
approaches and tools allow mental 
health providers to assist people with 
PD, but unfortunately a large group of 
people that can benefit from it still do 
not seek and use mental health 
services. On the one hand, mental 
illness stigma cause people to hide and 
be ashamed of their situation and 
resulting in under adherence and on 
the other hand, lack of resources to 
this field do not allow the 
opportunities to use all the 
technologies. Moreover, in spite of the 
expeditious development of 
interventions technologies, it still 
under-represented in the curriculum of 
mental health professions in the 
academy.         

8. Assessment and monitoring: 
outcome measures of mental health 
services and technologies are very 
important. In the development process 
of mental health services it should be a 
strong emphasis on outcome measures 
in order to assure that the interventions 
are indeed efficient and promote 
recovery.   

The aforementioned changes led 
to the development of a new 
infrastructure in the community based 
psychiatric rehabilitation system in 
Israel. In the next part of this article 
we will explain the four factors that 
had a major influence on the shift of 
approach, policy and practice in the 
Israeli psychiatric rehabilitation 
system. 

i.Consolidation of the Covenant on 
psychiatric rehabilitation rights, 
2003:  
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This covenant, which was prepared by 
the Israeli National Council of 
Community Based Psychiatric 
Rehabilitation (NCCBPR) with the 
cooperation of parliament members, 
mental health professionals, 
consumers and their families, reflects 
the recovery and social justice 
approach for people with PD. The 
covenant’s main principles are: (1) 
recognizing the differences among 
people while accepting their common 
values and their continuous ability to 
learn and change throughout the 
rehabilitation and recovery process.  
(2) emphasizing the consumers' basic 
rights of choice and freedom 
throughout the rehabilitation and 
recovery process.  (3) accepting values 
of mutuality and responsibility 
between the individual to his/her 
society throughout the rehabilitation 
and recovery process. (4) emphasizing 
the consumers' right to self-fulfillment 
in all life aspects while referring to 
his/her uniqueness. (5)recognizing that 
the psychiatric rehabilitation act is a 
team work of all the central 
components that participate in the 
rehabilitation and recovery process 
(i.e., consumers, mental health 
professional and community 
members). (6) recognizing that 
personal and cultural sensitive 
approach may lead to optimal 
utilization of one's potential, according 
to her/his beliefs; abilities and 
limitations.  (7) realizing that there is 
lack of community based mental 
health services (i.e., employment, 
housing, education), thus there is a 
need to assure that community based 
services will be increased and will be 
accessible to all Israelis that need 
them. It is their civil right to get 
optimal services that promote 
rehabilitation, recovery and social 
inclusion. 

The covenant has a key role in the 
training process of mental health 
providers and different stakeholders 
that participate in the psychiatric 
rehabilitation act. We believe that the 

consolidation of conceptions and 
attitudes toward the consumers and the 
rehabilitation and recovery process 
had an effect on the development that 
occurred in Israeli community based 
psychiatric rehabilitation system.  

ii. The Israeli National Council of 
Community Based Psychiatric 
Rehabilitation (NCCBPR)– an 
opportunity to social & community 
discussion  

The NCCBPR was founded by the 
virtue of the Rehabilitation Law in 
2001, and include 23 members from 
different background: eight 
representatives from varies 
government offices; mental health 
professionals; faculty members from 
different Universities; two 
representatives from consumer's 
organizations; and two representatives 
from families' organizations. The role 
of the NCCBPR is to advise the 
Health Minister in psychiatric 
rehabilitation issues, such as:  
delineate a yearly national policy; 
planning and improving community 
based services; improving the 
accessibility and availability of these 
services and promote equal services 
among all cultures and areas in Israel. 
Making changes in the basket of 
services offered to consumers and 
their families and to monitor the 
implementation of the law.  The 
NCCBPR has monthly meetings while 
its committees meet more often, and 
deal with subjects such as: education, 
mental illness stigma, budget, 
research, and changes in the basket of 
services. Furthermore, the council 
members have meetings with policy 
makers in the Ministry of Health, 
parliament members and people from 
the community that have a role in the 
rehabilitation act. There is an annual 
meeting among all professionals and 
stakeholders that take part in this field 
in order to summarize the year and 
create goals for the following year. 

As a result of activity of the NCCBPR, 
the Ministry of Health and the network 
that it developed with factors in the 
public and private systems, five 
innovative projects that promote 
recovery and social inclusion of people 
with PD have developed and 
implemented in last years. (1) 
"Benafshenu"  (roughly means: "in our 
soul") consumer project -  Help and 
Resource Center in Jerusalem sets out 
to be a source of information and 
practical help to people with PD, their 
families and professionals in the fields 
of welfare and mental health (for the 
first time in Israel Consumers and 
Families direct by themselves a 
service). Moreover, the project seeks 
to increase awareness among 
professionals and the general public of 
what it means to be a person coping 
with mental illness. This is done in an 
effort to increase public awareness of 
their needs, their humanity, and their 
ability. (2) Keshet (means: rainbow): a 
course for parents with children that 
have PD that aims to improve 
communication and interaction 
between the parents and their child. 
The strategies that a parent can learn 
and use in this course are based on the 
Dynamic Cognitive Intervention. (3) 
Coffee Stands: community based 
employment model in which the 
consumers are running there own 
business. In the process of building 
and running the business they develop 
work skills and self empowerment 
while earning some money. (4) 
Consumers' satisfaction of community 
based services: due to the fact that 
consumers are the center of these 
services, it is important to assure that 
they are satisfied with them. The 
unique aspect of this project is that the 
people that work in the project and the 
people that assess the services are 
consumers – something that may 
increase self and group empowerment. 
(5) Academic supported education: a 
project that provide services to 
students with PD.  The services 
include support and accommodation in 
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the learning process and mediation 
between the student and the Academic 
staff. 

iii. Organization of the 
community based basket of services:              
in virtue of the Rehabilitation Law 
(2000), every Israeli aged 18+ with at 
least 40% of Psychiatric Disability, is 
entitled to apply for a personal 
community based psychiatric 
rehabilitation plan that aimed to assist 
them in rehabilitation, recovery and 
social inclusion processes. As a result 
of this legislation, nine districts 
rehabilitation committees were 
established in 2001. Their role is to 
examine applications for basket of 
community based plans that were built 
for different people in their district and 
to approve or deny the applications. 
During the decision process there is a 
discussion between the committee 
members the consumer and their 
family.  The next step is for the 
individual that applied and their 
representative to meet with the 
committee members. Afterwards, 
senior members of the committee are 
to examine the application; the 
proposed rehabilitation program and 
then decides with the person what 
services will be provided to the 
specific individual. By the end of 
2005, 18,485 people with PD had 
attended the rehabilitation committees. 
People that were approved to get the 
services are informed about 
organizations that provide community 
based services and have the right to 
choose their providers. Since 2001, 
13,548 people with PD were added to 
the community based services. The 
services that are provided include: 
housing, employment, case 
management, education and financial 
support. 

iv. Training and studying in the 
psychiatric rehabilitation field:               
interdisciplinary knowledge and 
training that emphasizes the large 
spectrum of the rehabilitation act 
should be provided to community 

based psychiatric rehabilitation 
providers. On the one hand, large 
amounts of the staff that provide these 
services do have the adequate 
knowledge and rehabilitation skills. 
On the other hand, most of them 
contribute to the rehabilitation act and 
have a strong ambition to assist to the 
consumers in their rehabilitation and 
recovery processes. Hence, it is 
important to develop training 
frameworks to the providers and other 
stakeholders in order to improve and 
enhance recovery approaches and 
recovery process. In recent years there 
has been an effort to develop training 
for community based psychiatric 
rehabilitation providers (i.e., Illness 
Management and Recovery course, 
improving family communication 
course, self and group empowerment 
for consumer training). As a result of 
the small number of professionals in 
this field in Israel, there is a limit to 
training that can be carried out. Hence, 
there is an effort to increase the 
amount of students and professional 
that specialized in this field.               

Summary and conclusions 
 

In recent years there have 
been substantial changes in the Israeli 
mental health field in general, and in 
the community based psychiatric 
rehabilitation in particular. These 
changes occurred both in policy 
making level and in practice level. 
However, there are still many barriers 
that slow down progresses in this 
field: the medical model approach is 
still dominant in policy and in budgets 
(85% of the mental health budget is 
directed to psychiatric hospitals); the 
shift from the "protected" 
rehabilitation approach that 
encourages low functioning and social 
exclusion to "empowered" 
rehabilitation approach that 
encourages high functioning and 
social inclusion is slow; the passage 
from paternalistic attitude from many 
sectors in the system to a more self 

definition attitude for the consumers 
and therapeutic practices and social 
attitude that maintain mental illness 
stigma and discrimination are still 
common. Hence, we would like to see 
a future where people with disabilities 
in general and PD in particular, will 
become part of the society and not just 
objectives of the mental health system. 
We would like to see a future where 
the psychiatric rehabilitation act is not 
just a health issue but a social issue 
that involve people from different 
backgrounds and different roles in the 
community. We would like to see a 
future where the psychiatric 
rehabilitation system works in a 
harmonic and cooperative way while 
including consumers, families and 
community members in the work 
processes. We would like to see a 
future where the psychiatric 
rehabilitation system gets enough 
resources to provide services to all 
people in need.  We would like to see 
a future society where people with PD 
will be judged by their merits and not 
by labels. Our job is to try and make 
these wishes come true and in turn, 
allow them to lead their own ways on 
their journey to recovery. 
   
The importance of the International 
Community in the transformation of 

the Israeli mental health system. 
 

We cannot end this article in this 
specific newsletter without emphasize 
the role the international cooperation 
in these changes. We can devise two 
different ways we use international 
exchange: 
1. The importance of visiting 

different countries and our 
participation in international 
conferences. Boston University 
and U.S.P.R.A. annual conference 
were always a source of 
information on how to change the 
Israeli reality. With the contacts 
that we made we were able to 
have wonderful discussion about 
how develop Psychiatric 
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Rehabilitation Policy and 
Practices in different countries. 

2. The importance of these visits to 
key figures in mental health field 
in Israel has aided us in numerous 
program developments. During 
the last 20 years we met with very 
prominent people who shared 
with us knowledge and wisdom. 
(Patricia Deegan, Shulamit 
Ramon, Marrianne Farkas, Kim 
Mueser, Sue Estroff, Susan R. 
McGurk, and many others) 

Max Lachman (Ph.D.), National Center for Training in Psychiatric 
Rehabilitation, Community  Integration and Recovery Practices in Mental 
Health, Ariel Institute; Faculty of Social Welfare & Health Sciences, 
Community Mental Health Department, University of Haifa; former 
Director of training, supervision & new services implantation in the 
Psychiatric Rehabilitation Care System, Israel Ministry of Health. 
Amir Tal, Head of "In Good Company - the Organization for reducing 
Mental Illness Stigma and Discrimination in Israel", Member of the 
Consumer and Family Forum, Student in the M.A. Program in the Faculty 
of Social Welfare & Health Sciences, Community Mental Health 
Department, University of Haifa. 
Noami Hadas-Lidor (Ph.D.), Director of the National Center for Training 
in Psychiatric Rehabilitation, Community  Integration and Recovery 
Practices in Mental Health, Ariel Institute; Faculty of Health Profession, 
Occupational therapy Department, Tel-Aviv University. Former Head of 
the Israeli National Council of Community Based Psychiatric 
Rehabilitation (NCCBPR). 
maxlac@zahav.net.il 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Conference 2007 
Round Table & International 

Reception 
 
On Wednesday May 23, 2007 

Orlando, FL at the United States 
Psychiatric Rehabilitation Association 
(USPRA) 32nd Annual Conference and 
an International Round Table 
discussion was well under way at 
11:45 a.m.  The topic for this year’s 
discussion was employment program.  
Some of the participants came as far 
away as Japan or as close to home as 
Florida.    This round table allowed 
members of USPRA to actually hold a 
discussion in person with people from 
around the world and share thoughts 
and ideas on methods to improve 
current PSR programs. 

Later that same day was the 
International Reception, which was 
held in honor of their International 
guest.  Some of the guest came as far 
as Japan, Singapore, Israel, Ireland and 
the Netherlands.  The event was held 
in an Executive suite between the 
hours of 5pm – 6:30pm at Wyndham 
Orlando Resort with a scenic view of 
one of the many water fountains and 
streams.  Guest enjoyed some 

International cuisines and discussion 
on PSR on a global front the reception 
allowed its participants to converse in 
a relaxed setting.   
 

 
 
 
 
 
 
 

 
 

Volunteer Opportunity 
 

Caravan of Life 
 

The Caravan of Life (COL) is a non-
profit organization set up to bring PSR 
to other non-profits that are located in 
Karachi, Pakistan Karawan-e-Hayat 
(K-E-H).  COL is committed to 
developing a Psychiatric. 
Rehabilitation component to add to 
their existing treatment facility 
(diagnoses & meds. inpatient & out-
patient). 
In COL’s commitment to training in 
Rehabilitation, Principles and 
overseeing the implementation and 
funding this of this process.  Currently 
they are developing a web-based 
program for K-E-H, an Introduction. 
To Psychiatric. Rehabilitation'.  This 
will be followed by on site training in 
Pakistan. 
They are currently requesting 
'Psychiatric Rehabilitation trainers, 
who would like to travel and train staff 
in Pakistan for a period of up to six 
month.   
 
If you are interested in this volunteer 
opportunity or to learn more about 
COL or please e-mails your questions 
to: shaheena@optonline.net or visit 
their website at www.keh.org.pk 
 
 

A Call for Papers 
 

 
PSR/RPS Canada is currently looking 
for submissions of papers for their 
upcoming Annual Conference.  The 
2008 conference theme is “Breaking 
Through the Barriers to Recovery”; it 
will be held in Winnipeg, MB from 
September 17-19, 2008.  Submission 
will be accepted until February 29, 
2008.  For more information please go 
to www.psrrpscanada.ca or click here 
to view PSR/RPS Canada web-site.   
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Directions for Message Board 
 
 

You can start interacting and networking with other fellow USPRA members and here’s how. 
 

1. Go to the USPRA website, www.USPRA.org 
2. If you are a member please select member log in from the top navigation and input your information. 
3. On the left hand side of the screen of your is a  navigation board; please scroll over the words “Members Only” 
4. A sub-menu will appear giving you the option to choose 1 of 5 features for USPRA members.  (Choose Message 

Board) 
5. After you scroll over the words Message Board, a second sub-menu will appear with three options for you to 

choose from, pick “Message Board List”. 
6. You will then need to register to use the boards creating a username and password.  You can use your login 

username and password, but you must register. The Register button is located at the top of your screen after the 
Message board welcome sign.  

7. After logging in as a registered member, you must then click Register to use the message boards.   
8. You may also check the Helpful Hints section for more tips.  
9. After you have finished registering you can choose from the Message Board List; you can choose any forum that 

peaks your interest and begin interacting with other fellow USPRA members.  
 
• Members will be able to engage in interesting forums such as CEOs, Educators & Trainers, Research and People in 

Recovery, Public Policy, Multicultural Issues, USPRA State & Chapters & International Networking, and 
Practitioners. 

 
We are certain members will benefit from the changes made. Thank you for your dedication and support to Psychiatric 

Rehabilitation. USPRA looks forward to providing many more useful resources in the future. 
 
 
 
 
 

 


