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Int tion by the column editors:
Clinicians face a difficult dilemma
when they are asked to evaluate an
individual's disability status. On
one side they face the Scylla of the
Social Security Administration and
its demand that those with serious
mental illness be “permanently dis-

abled” to be eligible for benefits.”

These benefits may make the differ-
ence between consumers living in-
dependently in the community, liv-
ing marginally on general relief, or
being institutionalized. On the oth-
er side lurks the Charybdis of
stigmatization and disincentives for
rehabilitation. Once individuals re-
ceive SSI or SSDI benefits, they
may identify themselves as “sick”
and may become unwilling or un-
able to proceed to financial inde-
pendence.

The challenge for rehabilitation
practitioners is to use the outdated
perspective of conventional psychi-
atric thinking—that those with seri-
ous mental illness are by definition
permanently disabled—to obtain
the necessary benefits for their
clients while keeping their eyes and
the eyes of the client on the prize of
rehabilitation and recovery. These
tasks require practitioners to be
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willing to engage clients wherever
they may be along the continnum of
rehabilitation. Given the numerous
barriers to rehabilitation (1), devel-
oping rehabilitation readiness is a
necessary but frequently forgotten
step between disability and rehabil-
jitation. In this month’s column,
Mikal R. Cohen, Ph.D., and her col-
leagues emphasize the importance
of engaging the active participation
of the client in a motivational pro-
cess leading toward “rehabilitation
readiness.”

One of the harshest pronounce-
ments professionals make to
people with severe psychiatric dis-
abilities and their family members is
some variation of the following
phrase: “You are not ready for reha-
bilitation.” With that shibboleth, peo-
ple who want rehabilitation services
can be rejected or banished from re-
habilitation programs. The implicit
directive to the potential client is to
somehow “get ready.” In the mean-
time, opportunities to participate in
normal work, educational, residen-
tial, and social environments are re-
stricted.

* In contrast to this traditional dog-

roa is the correct assumption that all

" people who show an interest in reha-

Dilitation services are ready for reha-

* Dilitation. Unfortunately, it is the pro-

grams that are often not ready for the
clients (2). People differ in their reha-
Dilitation readiness just as they differ

in their readiness for college, for a
physical fitness program, or for a va- -

cation. It is up to practitioners to help
potential recipients of rehabilitation
services determine their level of
readiness so that when rehabilitation

interventions are made, they begin
where the person is, rather than
where the program is.

Survey after survey of consumer
preferences has indicated that most
people with psychiatric disabilities
want to participate and feel included
in natural community settings_(3).
The technology of rehabilitation
readiness is designed to help con-
sumers feel more confident, aware,
and committed to their rehabilitation
(4). The New York State. Office of
Mental Health has made the assess-
ment and development of rehabilita-
tion readiness an expected service
provided by state hospitals and con-
tinuing day treatment centers and a
Medicaid-reimbursable service in in-
tensive psychiatric rehabilitation
treatment programs (5).

Assessing readiness

for rehabilitation

Readiness is a reflection of con-
sumers’ interest in rehabilitation
and their self-confidence, not of
their capacity to complete a rehabil-
itation prograi. Persons who are
ready for rehabilitation are minimal-
ly ready on six dimensions. They
perceive a need for rehabilitation to

- help’ them pursue their life goals,

view change as desirable, and are
open to establishing relationships.
They also-have sufficient under-
standing of themselves, can mean-
ingfully interact with their environ-
ment,“and have significant others
who encourage their participation in

- rehabilitation seérvices.

The purpose of assessing readiness
for rehabilitation is to make clear the
level of the consumer’s commitment
to participating in rehabilitation ac-
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tivities at a given point in time. The
assessment is also used also to identi-
fv dimensions of readiness that need
further development.

The skills the practitioner uses to
involve consumers in assessing their
own readiness include gathering rel-
evant information, rating the con-
sumer's readiness on each of the six
dimensions, processing the results of
the readiness assessment with the
consumer, and choosing a direction
for use of services (6). Readiness for
rehabilitation is usually assessed be-
fore the consumer enters a rehabilita-
tion program. However, readiness for
rehabilitation is not a stable charac-
teristic, and thus assessments should
be repeated periodically.

Developing readiness
for rehabilitation
The task of developing readiness for
rehabilitation lies in creating learn-
ing experiences that, when they are
understood by consumers, are likely
to encourage their participation in
rehabilitation services. Developing
readiness activities begins only after
consumers have processed the re-
sults of their readiness assessments,
_have understood their ambivalence
toward rehabilitation, and have cho-
sen to participate in activities de-
signed to develop readiness. The
practitioner and consumer jointly or-
chestrate a change process directed
toward enhancing readiness on the
dimensions that received low ratings.
To develop rehabilitation readi-
ness, consumers and practitioners

work together to organize motiva--

tional activities that produce incen-
tives and new personal insights and
that clarify the personal implications
of those insights for decisions about
whether to participate in a rehabilita-
tion program. Also, the practitioner
demonstrates to consumers that they
will receive credible support from
significant others if they participate
in rehabilitation. :
Developing readiness for rehabili-
tation is usually a cumulative pro-
cess. Subtle changes in the con-
sumer’s commitment to rehabilita-
tion occur only after the consumer
has gained numerous insights both
from planned motivational activities
and from naturally occurring experi-

ences and has realized that signili- ™ tronar-or-cuuvacw.

cant others will provide reliable
backing il the consumer participates
in rehabilitation.

A case example

Maria was a 24-vear-old, single
woman living in a group home for
persons with psychiatric disabilities.
Maria had dropped out of college be-
cause of a series of psychiatric hospi-
talizations, the first of which oc-
curred when she was 19. She was dis-
charged to live in the group home
after her last hospitalization. Her di-
agnosis was schizophrenia, paranoid
type. ‘

Maria worked for a while in the
clerical unit at a psychosocial club-
house but was bored and dropped
out. Although she continued to par-
ticipate in the social aspects of the
clubhouse, she felt aimless and rest-
less. She worked as a volunteer for a
few hours every week in the neigh-
borhood library and spent the rest of
her time browsing in bookstores.

- Maria felt hopeless and felt that

something had to change. She was
sure that if she could pinpoint a di-
rection for either getting a job or go-
ing back to school, her life would im-
prove.

She was unclear about different
tvpes of academic programs that
might be options for her because she
had chosen the college she attended
based on her parents’ recommenda-
tion. She knew she liked her science
courses but did not know why. She
had no idea about job possibilities
available without a college degree.

She was depressed about the loss of .

her friends and her identity as a stu-
dent—in short, about the loss of the
last five years of her life while she
had been in and out of hospitals. Her
parents -were worried that Maria

would get lost in the mental health -

system and not fulfill her potential.
Maria believed that her parents
wanted to help her. She was begin-
ning to receive services at a continu-
ing day treatment program.

Overall, Maria was moderately
ready to make a commitment to par-
ticipate in a vocational rehabilitation
program. She had perceived the need
for rehabilitation. She was dissatis-
fied with her luack of a full-time voca-

PSYCHIATRIC SERVICES ¢ May 1997 Vol. 48 No. 5

Her parents also wantm; o
develop a career. Maria had some re-
solve to change but strongly lacked
the belief that change was possible.
She had a strong positive orientation
toward relationships dnd participated
in thé social aspects of the clubhouse.
Her sadness at the loss of her old
friends indicated that she, in fact,
preferred being connected to others
over being isolated.

Maria’s self-awareness was mini-
mal, and she could only vaguely de-
scribe her experiences at school and
at woik. Similarly, Maria’s environ-
mental awareness was limited to her
knowledge about the school program
she had attended and the few jobs
she had-held. However, Maria did
have the strong support of her par-
ents for rehabilitation.

After completing a readiness as-
sessment and processing the results,
Maria and her practitioner agreed
that they would pursue two tracks.
During the next three months the
practitioner would help Maria fur-
ther develop her readiness for reha-
bilitation, especially her resolve to
change, her self-awareness, and her
environmental awareness. Simulta-
neously, they would start exploring
different vocational rehabilitation
services that Maria could begin to
use in three months.

Maria and her practitioner agreed
to focus first on enhancing Maria’s
resolve to change. They began by
defining her need to understand that
change could be both positive and
possible. Together they chose a task
whose completion would signify to
Maria that she had made a meaning-

. ful personal change—working part-

time in her parents’ store for two
weeks without having an emotional
blow-up with them. - :
Maria and the practitioner devel-
oped a detailed plan to ensure that
the action would occur. The practi-
tioner elicited specific commitments
from Maria’s parents to enable Maria
to complete the task: they agreed to
give her daily positive feedback on
her work behavior. Frequently dur-
ing Maria’s work toward this person-
al accomplishment, the practitioner
met with her to summarize her expe-
rience, help her to conceptualize the
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- insights and awareness she gained

‘from the experience, and help her to
state the implications of her insights
for her decision about whether to en-
ter a vocational rehabilitation pro-
gram. With support Maria completed
the task. Afterward she acknowl-
edged learning that she could re-
strain the expression of her angry
feelings and that other changes in her
life were possible. '

Research _

The concept of readiness has been
studied in several projects at the
Center for Psychiatric Rehabilitation,
One is an experimental study de-
signed to assess the effectiveness of a
highly individualized, rehabilitation-
oriented, supported housing ap-
proach (Felton C, unpublished data,
1996). Clients were randomly as-
signed to a treatment or a conitrol

condition. Ninety-one people who
were severely mentally ill and lived .

on the streets were assigned to the
rehabilitation condition (7). As part of
the intervention, rehabilitation readi-
ness was assessed regularly.

Each subject in the experimental
condition whose overall rehabilita-
tion readiness was assessed at least
once (76 of 91 subjects) received an
overall readiness score, calculated as
the average of all individual overall
readiness ratings. Overall readiness
was significantly related to two hous-
ing outcomes—time spent on the
streets and time in community hous-
ing. Individuals with higher readi-

ness scores spent less time on the

streets (r=-318, p<.01) and more
time in community housing (r=.413,
p<.0l). : ‘

A second investigation was an ex-
perimental study of two types of vo--
cational interventions (Rogers S,

Martin R, Danley K, unpublished

data, '1996). Before ‘random assign-
ment, all potential subjects partici-
pated in groups - designed to help
them ‘make an informed decision
about their readiness to participate in

-the rehabilitation -interventions. Re-

sults indicated that subjects who dis-
continued participation on their own
before random assignment to study

. groups scored at a lower level of

readiness to change than those who
decided to enter the study.
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Afterword by the column editors: In-
corporating their many years of expe-
rience in psychiatrie rehabilitation,
the authors have developed a reha-
bilitation readiness technology (6)
and a compendium of readiness de-
velopment activities (4) to help men-
tal health settings of all tvpes over-
come the barriers encountered by in-
dividuals attempting to benefit from
rehabilitation services. As the au-
thors note, the purpose of a readiness
assessment is not to label or exclude
people from participation in rehabili-
tation services, but rather to help the
person decide whether to actively
participate in rehabilitation activities
at this time and if needed to engage

in activities to become ready to par-

ticipate. .

Future work in this field may in-
clude expanding the definition of re-
habilitation readiness from “desire to
work™ to include the idea of “capaci-
ty for work” as well as exploring the
relationship between these two con-
cepts and variables such as psy-
chopathology, social functioning,
work history, and disability status. A
possible direction is to examine
whether receiving Supplemental Se-
curity Income or Social Security Dis-
ability Insurance serves as a disin-
centive for rehabilitation readiness,
For example, a growing body of evi-
dence suggests that cognitive dys-
functions—such as negative symp-
toms and problems with sustained at-
tention and verbal learning—may be
important in predicting social and
vocational functioning (8). If these

findings can be confirmed, newe
technologies such as Cognitive reme
diation, focused behavior therapy
and atypical antipsychotie agents
which target some of the putativi
causes of poor rehabilitation read;
ness, may enhance rehabilitation out
comes. 4
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