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marginalization of socially disadvan-
taged groups (e.g., unskilled workers,
minority groups and disabled persons). 

The growing economic insecurity
causes a considerable burden especially
to families with a member suffering
from serious mental illness. These fami-
lies are often facing profound economic
hardship (4,5). Poverty has a significant
negative impact on psychological well-
being, self-esteem, health (physical and
mental) and the quality of life in general
(6). Particularly low levels of quality of
life in its various domains (social rela-
tions, leisure activities, nutrition, hous-
ing) are experienced by individuals suf-
fering from serious mental illness and
their family members (7). 

Moreover, the ongoing processes of
deinstitutionalization of long-stay inpa-
tients are involving the family and the
community. When the family and the
local community are unprepared or un-
able to accept the deinstitutionalized
patients, those patients are likely to be-
come homeless, or are trans-institution-
alized. In these cases, psychiatric reha-
bilitation sounds ironic. 

Apparently the era of globalization is
having negative implications for the pro-
vision of effective psychiatric rehabilita-
tion programs. The question is whether

the impact of globalization can be elimi-
nated or even “neutralized” for the ben-
efit of the patient and the family. The an-
swer is positive. There are solutions like
the empowerment of the international
movement of families and users of psy-
chiatric services, with parallel efforts for
self-actualization and self-determination
of any suffering person. At the commu-
nity level, the atmosphere could be
changed by the systematic implementa-
tion of various mental health interven-
tions directed at the modification of the
local community’s beliefs and attitudes
towards the interactions of the mentally
ill (8). The encouragement of volun-
teerism in the field of mental health and
the exploitation of any available com-
munity resource for food, housing and
work could somehow replace the ab-
sence of the social welfare state.

Psychiatric rehabilitation is a multi-
dimensional and dynamic process, in-
volving three parties: the patient/family,
the state and the community. The
process is taking place in a specific so-
cio-economic environment, not in a
vacuum. Every professional in this field
has to be optimistic as well skeptical or
critical to the role of the environment as
a major factor in the implementation of
effective psychiatric rehabilitation.  
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Psychiatric rehabilitation, or psy-
chosocial rehabilitation as is nowadays
more often termed, is a science in psy-
chiatry that has had a limited role in the
actual practice of managing mental ill-
nesses. Even in developing countries
the emphasis on rehabilitation as a
component of managing severe mental
illness is often neglected in favour of in-
stituting newer generations of medi-

cines with the premise that these will
produce dramatic improvements in
symptoms and subsequently in the level
of functioning of the patient. This is
borne out by the surprisingly limited
role of psychiatric rehabilitation in the
training programmes for psychiatric res-
idents. With this lack of understanding,
emphasis and training in the field of re-
habilitation in psychiatry, the World
Health Organization came out in 1996
with a consensus statement on psy-
chosocial rehabilitation (1). This state-
ment defines psychosocial rehabilita-

Psychiatric rehabilitation
and its present role
in developing countries

tion as a process that facilitates for indi-
viduals who are impaired, disabled or
handicapped by a mental disorder to
reach an optimal level of independent
functioning in the community. This core
statement is further elaborated with ob-
jectives through steps that reduce symp-
tomatology by pharmacological and
psychosocial means, reduce iatrogeny,
improve social competence, reduce dis-
crimination and stigma, and improve
family and social support and consumer
empowerment. 

The aims of psychosocial rehabilita-
tion in developing countries, while
largely similar to those in developed
countries, have several other important
additions (2). The economic problems
that affect non-mentally ill persons in
developing countries are often made
worse by mental illness, which, in the
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absence of any national insurance sys-
tem, unemployment benefits or social
security, places a heavy burden on the
patient and his or her family. The social
stigma of mental illness too is high, as
the individual and his or her family be-
come stigmatized in many ways, includ-
ing the reduced chances of marriage for
children or siblings of the ill person. To
make matters worse, the opportunities
for rehabilitation in developing coun-
tries are very much lower, as institution-
alized mentally ill patients lack staff
trained in basic principles of psychoso-
cial rehabilitation. Even where rehabili-
tation is practiced, the aims are seldom
the same as those described above. Re-
peated making of baskets or rugs with
little incentive or psychological and so-
cial measures to improve the quality of
life does little to rehabilitate the mental-
ly ill in the true sense of the concept of
psychosocial rehabilitation.

In many developing countries, train-
ing is rarely available for occupational
therapists, psychologists or social work-
ers. Psychiatrists are few, with many
countries having 1 psychiatrist for
300,000 to 1 per one million of popula-
tion. In these circumstances, the psychi-
atrist is most often occupied by numer-
ous medical, administrative and leader-
ship duties that leave him or her little
time to work with rehabilitation units,
even if there is one. 

There are also other conceptual dif-
ferences between psychosocial rehabili-
tation in developed and developing
countries. These include the emphasis
on housing in developed countries,
where individualism, availability of
public housing and social insurance
help the need for provision of houses
for the mentally ill. In developing coun-
tries, that of housing is usually not a
question, as the mentally ill person’s
family is expected to look after him or
her. It is only the destitute or the abject-
ly poor or those totally rejected by kith
and kin who present as those with
housing problems. The focus on recre-
ation, leisure time activities and recre-
ational therapy is also not as acute as is
seen in developed countries. The strong
family ties and strong sense of religion
and culture in many developing coun-

tries contribute to fill up spare time
when participation in family centered
daily activities is over. 

In many developing countries the
aim of rehabilitation is not fully under-
stood. This may result in the most diffi-
cult and sometimes misdiagnosed men-
tal patients being sent for rehabilitation,
in the mistaken impression that some-
how the process of rehabilitation by
non-doctors will solve the problem. The
high cost of the newer medicines with
fewer side effects poses major problems
in the less well-to-do countries, where
all medicines have to be bought without
subsidy or through out-of-pocket ex-
penses. Relapses due to poor compli-
ance, because the patient is unable to
afford the medicines, contribute to
negation of rehabilitative efforts.

While much has been said and writ-
ten about milieu therapy in psychiatry,
the process of rehabilitation is not de-
pendent on the atmosphere or milieu
alone. The rehabilitation unit has to be
both conducive as well as structured to
make the activities help the individual
overcome his or her inhibitions and so-
cial problems. Mentally ill and particu-
larly severely mentally ill often have had
premorbid difficulties with social skills
and have psychological conflicts which
remain unresolved despite treatment
with medicines. The cost-effective way
to address these psychological difficul-
ties is to introduce group therapies that
offer opportunities to bring about per-
sonal growth and change. But skills in
conducting group therapy are not easily
available in many developing countries
whose psychiatrists have had limited
training in psychotherapeutic skills in
their post-graduate training. 

The return of the mentally ill to a
functioning and productive state is a
crucial goal. In most developing coun-
tries, any person who has truly recov-
ered from any illness is expected by his
or her family to be productive and fully
or at least partly functional. Thus, re-
covery followed by unemployment or
being poorly functional is not only
frowned upon but in some may con-
tribute to rejection and additional stig-
ma even within the family. Thus, an im-
portant aim of any psychosocial rehabil-

itation is to get the recovering patient
back to employment or at least assume
a functional and productive role. Any
other outcome can be a source of stress
to patient and family. In developed
countries which expect the state to sup-
port the mentally ill through social secu-
rity arrangements or safety nets, the re-
turn to work may not take the same role
as in developing countries. Therefore,
many rehabilitation programmes in de-
veloping countries focus a lot of their
energies in getting the mentally ill in-
volved in income generation activities.
These include selling of craft work
made by patients undergoing rehabilita-
tion, selling of cooked food made by pa-
tients, and where possible sale of prod-
ucts from farms run by patients. In the
more industrializing countries, simple
subcontract work, such as assembly of
electrical components or packing of
goods from factories, adds to the occu-
pational rehabilitation work. The prof-
its from these sales or industrial work
are shared with the patients, which adds
to the sense of achievement that reha-
bilitation activities bring about.

The efforts at rehabilitation of the
chronically mentally ill will obviously
come to naught if the prevention of re-
lapses is not a part of the rehabilitation
process. To this end family and patient
education sessions are conducted in
many countries now. These include tak-
ing family and patient as allies in detec-
tion and early prevention of relapses,
medication education, discussion on the
side effects, and provision of a “hotline”. 

While psychosocial rehabilitation is
an important part of the overall process
of successful management of chronic
mental illnesses, its importance has not
been recognized in many developing
countries, and its practice is still rare
compared to the use of medicines to
“cure” illnesses. 
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