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Foreword
In discussion with the Mental Health Council of Australia (MHCA) in November 2008, Professor Henry Jackson (President of the Australasian Society for Psychiatric Research) agreed to investigate an issue of significant concern to supplement the MHCA’s “Let’s Get to Work: A National Mental Health Employment Strategy for Australia” (MHCA, 2007); namely, the dearth of educational support services available for young people with severe mental illness in Australia, particularly those in the younger age range for early onset of psychiatric illness (approximately 15-17 years of age). The MHCA document highlighted the association between serious mental illness and unemployment; an issue that is now well documented in the literature. Following on from this is increasing awareness of the underlying need for improving education opportunities for young people with severe mental illness to access, enter, and remain in education, as increased education significantly increases likelihood of employment. What follows is a review of the literature pertaining to educational programs for young people with severe mental illness; however, surprisingly, the research deals exclusively with tertiary-aged students rather adolescents. The lack of research and support programs in this area is of great concern, as a great majority of such individuals have the motivation and capacity to engage in meaningful study, training, and employment given the appropriate supports, and have an enormous amount to contribute as a result. This, in turn, reduces the need for reliance on long-term benefits and support and the associated financial burden. This paper reviews the available literature and research, identifies the key features of successful supported education programs (SEPs), discusses the implementation for SEPs within the current National Mental Health Strategy framework, and highlights the dire need for federal funding to enable thorough research, develop demonstration projects, and implement SEPs for young people with severe mental illness in both secondary and post-secondary education across Australia. 
Background
The extensive and significant impact of severe mental disorders (namely psychotic and serious mood disorders) can be detrimental to a diverse range of functioning including personal relationships, social skills, self-care, self-esteem, and, of particular note, the attainment and maintenance of education and employment (Kessler, Foster, Saunders, & Stang, 1995; Swanson et al., 1998; Waghorn, Still, Chant, & Whiteford, 2004). Furthermore, age of onset for these illnesses is typically in late adolescence or early adulthood; a vital period in a young person’s education and career trajectory. This population comprises the highest prevalence of mental disorder across the lifespan, with 26% of Australians aged between 16-24 years having experienced a mental disorder (prevalence figure taken across a 12-month period; Australian Bureau of Statistics, 2008). For this reason, the provision of support services covering numerous needs including educational support, is crucial in addressing the rehabilitation for young people with severe mental illness, providing them with the skills and emotional wellbeing to enable them to lead active, fulfilling lives, and reduce their long-term dependence on psychiatric, financial, and other support services. Moreover, as there is a significant positive association between educational attainment and employment for individuals with severe mental illness (Australian Bureau of Statistics, 2008; Waghorn, Chant, & Whiteford, 2003), young people with severe mental illness are particularly vulnerable to experiencing long-term difficulties associated with unemployment as a result of interruptions to secondary and post-secondary education. In fact, individuals with mental illness are then five times more likely to be unemployed than their mentally healthy Australian counterparts (SANE Australia, 2003), and are more likely to be employed in unskilled labour rather than pursuing career paths that reflect their potentials (Mowbray, Collins, & Bybee, 1999). However, whilst there are presently several federally-funded disability employment and vocational rehabilitation services available for individuals with mental illness, educational assistance programs are currently run informally or by independent organisations, and there are currently no government-funded educational assistance programs developed for individuals with psychiatric illness in Australia (Waghorn et al., 2004). SEPs have been increasingly identified as both necessary and viable for enabling young people with severe mental illness to complete their education successfully. Such programs variably incorporate both on and off-site support networks and services to ensure that the necessary academic, psychiatric, and practical support is provided for students. 

There are various benefits in the promotion of SEPs for young people with severe mental illness. Firstly, meaningful education and employment are important factors in effectively managing and recovering from mental illness (Bellamy & Mowbray, 1998; Hutchinson, Anthony, Massaro, & Rogers, 2007; Unger, Anthony, Ciarappa, & Rogers, 1991; Wolf & DiPietro, 1992). Secondly, as previously noted, young people with severe mental illness who complete education are more likely to gain meaningful employment. Therefore, these individuals are then able to develop a sense of fulfilment and heightened self-esteem, whilst also reducing their dependence on long-term government benefits and other community services.  For example, Hutchinson et al. (2007) found that, after engaging in a SEP incorporating development of both educational and vocational skills, students experienced not only an improvement in work status, but also a decrease in mental health services utilisation, and improvements in self-esteem and self-empowerment over and 18-month follow-up period.  Similarly, Unger et al. (1991) reported that employment and enrolment rates more than doubled in young adults with severe psychiatric illnesses who participated in a university-based SEP.  Moreover, the students also experienced a significant decrease in psychiatric hospitalisations, and a significant increase in self-esteem. These findings were reflected in a qualitative assessment of a SEP by Bellamy and Mowbray (1998), in which students reported improvements in self-efficacy, confidence, a sense of belonging, and both individual and collective empowerment.

Overcoming the Barriers to Education for Young People with Severe Mental Illness

The age of onset for severe mental illness typically occurs in late adolescence or early adulthood when individuals may be engaged in secondary school, tertiary education, or vocational training, and such disorders frequently persist throughout life with relapses and remissions. Despite their chronic nature, there is increasing evidence that individuals with such severe mental illness can successfully complete education and training, given the appropriate support through SEPs and can go on to engage in long-term stable, meaningful employment. Through early intervention and the provision of effective support and training, young people with severe mental illness may also face significantly improved prognoses in relation to their quality of life (Collins, Bybee, & Mowbray, 1998; Mowbray et al., 1999).  

Nevertheless, there are several barriers to completion of education and training for young people with severe mental illness. These can include: 
· the stigma and lack of psycho-education associated with mental illness (Bellamy & Mowbray, 1998; Padron, 2006); 
· fear that financial entitlements would be withheld (Bellamy & Mowbray, 1998);

· poor self-efficacy coupled with low expectations of the individual, their family, and people involved in their care (Navin, Lewis, & Higson, 1989);

· fluctuating symptoms of the illness (Atkinson, Bramley, & Scheider, 2009);

· elevated prevalence of substance abuse and homelessness (Australian Bureau of Statistics, 2007). 
Other factors may also impact education and training attrition such as attention and concentration difficulties associated with mental illness, side effects of medication and other invasive treatment such as electroconvulsive therapy, lack of appropriate supports (financial, institutional, professional, and personal), inadequate training of case managers and staff in managing students with mental illness, and poor prior educational attainment (impacted by illness or prodromal symptoms). 
Comprehensive SEPs are equipped to address many of these factors; however, to minimise the impact of these potential barriers, a multi-faceted approach must be taken in implementing SEPs, encompassing mental health, financial, housing, disability support, and educational supports, with adequate training and psycho-education provided to staff across all elements of service provision. A flexible approach enabling individual students to tailor programs to their abilities and their fluctuating symptoms may also be important in ensuring that students are able to complete subjects and courses successfully. Finally, follow-up career counselling and jobseeker assistance from staff with training in mental illness is essential in ensuring a transition to appropriate and sustainable employment (Bellamy & Mowbray, 1998; Waghorn et al., 2004).
Existing Supported Education Programs: Australia and Abroad

Online searches via MEDLINE, PubMed and PsycINFO revealed that a number of SEPs have been documented in the United States and Canada through various universities and government initiatives (see Unger, 1990, for a review; see also Mowbray et al., 2005, for a review). These programs vary in methodology, spanning on and off-campus supports, and integrated versus specialised classroom settings; however, all relate to tertiary students rather than secondary school students. 
The varying methodologies adopted by differing SEPs were summarised by Unger (1990), who proposed three distinct structural models for SEPs: 
1) the self-contained classroom model, which involves classes provided at a tertiary institution or appropriate community setting in which students attend tailored classes outside of the mainstream programs and are provided with staff support within classes; 
2) the onsite support model, in which students attend mainstream classes with extra support provided by the institutional services; and 
3) the mobile support model, in which students attend mainstream classes and receive support onsite from community mental health staff. 
Evidence for the comparative effectiveness of differing models is limited to date, and whilst a number of SEPs in North America and Canada have been documented, research findings are limited by methodological issues such as minimal longitudinal follow-up assessments, small sample sizes, and lack of control or comparison groups. 
Even more limited are studies carried out within Australia, with only one documented program available in the published literature (see Best, Still, & Cameron, 2008), perhaps reflecting the difficulties faced in establishing and maintaining SEPs independently. The Early Psychosis Prevention and Intervention Centre (EPPIC) in Melbourne has also established some preliminary findings in support of SEPs for adolescents with early-onset psychosis (Killackey, Ring, & Connor, unpublished). From the minimal research available, there exists strong indication that SEPs are an effective means of improving the rates of integration and reintegration into education for young people with severe mental illness, and they highlight a number of core features that are important, regardless of the methodology used. Examples of several programs from North America and an overview of the findings from the programs in Australia, are provided below. 

North America

Documented SEPs in North America began to emerge in the 1980s. Two such programs were initiated between 1989 and 1990 in Southwest Connecticut (see Wolf & DiPietro, 1992). These programs developed relationships with area educational institutions and offered various supports to aid in students returning to study. The programs were run through existing community service providers (namely a work services provider and a social rehabilitation program) and adopted a mobile support model approach. Due to the co-ordination between the two external agencies, a flexible approach was required which considered the differing organisational and philosophical approaches of each organisation in addition to the variable needs of students and educational institutions. Seeding and annual funding was provided by state government. 

In the assessment of the Southwest Connecticut programs, the need for training for academic staff was highlighted; in particular, training focused on the development of tailored strategies for teaching students with psychiatric illness, information regarding the specific students to alleviate any concerns regarding safety to selves and others, and educating staff about the support network available to them through the program from the program organisers and public mental health services (Wolf & DiPietro, 1992). Furthermore, specific supports were identified as important for the students. These included assisting students to become comfortable in the academic environment, helping them to navigate through the application and admissions process, assisting them with securing financial aid, assisting them in choosing appropriate courses for their career goals, peer group meetings for students, counselling, and providing them with adequate tutorial support/study skills classes (Wolf & DiPietro, 1992). Students in these programs took at least one subject per semester and obtained passing grades in 75% of cases. Nearly two-thirds of the students attended community colleges, while one-third attended technical or vocational schools, and a small number attended universities.  Students also reported increased self-esteem and confidence after participating in the program for 1 year. 

Another leading SEP has been the Continuing Education Program at the Sargent College of Allied Health Professionals, Boston University (Unger, Danley, Kohn, & Hutchison, 1987) which began in the mid-1980s. The Boston program uses a mixed self-contained classroom and onsite support model, and runs for three or four semesters, enabling students to learn career development skills in a closed and specialised environment whilst attending several hours of mainstream classes per week. Students receive Continuing Education Credits through their participation in the program, which is run by staff from the university psychiatric rehabilitation service and postgraduate students, supplemented by external therapeutic support from community services.  Approximately two-thirds of participants successfully completed the full four semesters of the program and assessment of change was based on improvement over time rather than comparison to a control group (Unger et al., 1991). Significant improvements were noted in self-esteem, significant decreases in hospitalisations in the first year of the program, and 42% of the participants were employed or enrolled in an educational program following program completion, compared with 19% prior to the program commencement Unger et al., 1991). No long-term follow-up assessments were included in this study.
The Michigan SEP was first implemented in the mid 1990s and was initially developed as a research demonstration project for 3 years (Mowbray, 2000; Mowbray, Collins, & Bybee, 1999). The program was then established long-term amongst a number of services offered by the local County Community Mental Health Agency and continues to support 150 individuals each year. It is delivered on two college campuses and uses a self-contained classroom model. Program content has been adapted from the program at Boston University, and covers academic and social skills, including both written and verbal assignments with a view to acquiring the skills necessary to develop career and educational goals so that they are able to matriculate at the college. Assessment of the program involved an evaluation of the first 15 months of enrolment, and included follow-ups after 6 and 12 months of program completion with comparison to a control group who did not participate in the program. Those who did participate demonstrated significant improvements in self-esteem, quality of life, social adjustment, use of improved coping and problem solving strategies, and a higher level of participation in college or vocational training. At the 12-month follow-up, participants were nearly twice as likely as those in the control group to be at school, vocational training, or employed (Mowbray et al., 1999). 
Australia

Comparatively, there has been a dearth of SEPs in Australia that has been documented or formally reviewed. Documentation for only one program has been published; namely, a program for adults with severe mental illness which was run jointly between the Therapy and Recovery Service (TARS) of the Division of Mental Health, Liverpool and Fairfield Health Services and the Fairfield Health Services and South Western Sydney Institute of TAFE (Best et al., 2008). This program was based on the self-contained classroom model, with support provided either by the specialist teacher from the TAFE or from an occupational therapist from mental health services. The TARS comprised three initiatives: horticulture, hospitality, and computing, and there were a number of key elements of support provided. These included in-class assistance (supportive counselling and symptom management strategies), ensuring that students felt comfortable in the classroom environment, providing assistance to teaching staff regarding strategies for managing students’ cognitive deficits, providing psycho-education for teaching staff regarding mental health issues, goal-setting and vocational planning, follow-up of absenteeism and identification of barriers to course completion, liaison with case managers, providing free courses and assisting with access to Centrelink benefits, and tailoring courses to demand and likelihood of employment on completion.  
Sixty-one students participated in the TARS program, three-quarters of whom had a diagnosis of schizophrenia. Four features were identified to be core features that contributed to successful course completion in the program: high levels of collaboration between TAFE and health staff, the use of teachers who had knowledge and understanding of both delivery of course content and disability, the provision of support consistently across courses, and rapport-building between support staff and students. The average course completion rate across the courses was 72%, with 100% course completion for the horticulture course. This figure is comparable to the average completion rate of 77% across a 5-year period in mainstream NSW TAFE classes. The TARS program provides evidence for the feasibility of running SEPs in Australia through collaboration between resource providers. 
In addition to the TARS program, the EPPIC service in Melbourne has also developed and implemented a preliminary SEP modelled on the Individual Placement and Support model of mental illness enabling young people with psychosis to engage in a range of secondary and TAFE courses (Killackey et al., unpublished). The 19 participants in this study were drawn from the clinical program at Orygen Youth Health and were aged between 15 and 25 years. Prior to participation in the program, 11 students were enrolled in courses but not attending, 8 were not enrolled in any course, and none were employed. The program ran for approximately 6 months after which time 18 of the 19 participants were either enrolled and continuing to attend their course or had successfully completed their course, providing preliminary but optimistic evidence that the SEP model may be equally effective for adolescents.
Key Features of Effective SEPs

Through reviewing the literature both from Australia and abroad, nine key features for the implementation of successful SEPs in Australia can be identified (for reviews, see Mowbray & Moxley, 1993; also Waghorn et al., 2004). These include:
1) Collaboration between service providers to ensure that services work towards a shared SEP goal and address educational barriers faced by individuals with severe mental illness (Best et al., 2008; Mowbray, 2000; Mowbray & Moxley, 1993; Waghorn et al., 2004). These include:

· community mental health services; 
· disability support services;

· financial assistance; 
· housing; and 
· employment assistance 
2) Program staff who are trained specifically to work with students with severe mental illness, and to work towards their SEP goals (Best et al., 2008; Mowbray & Moxley, 1993; Unger et al., 1987; Wolf & DiPietro, 1992);
3) Specialised career counselling (Bellamy & Mowbray, 1998; Mowbray et al., 2005; Mowbray et al., 1999; Mowbray & Moxley, 1993; Pettella & Tarnoczy, 1996; Wolf & DiPietro, 1992) including:

· vocational planning: 
· choosing appropriate courses for career goals: and 
· follow-up jobseeker assistance 
4) Assistance in accessing financial aid or contingency funds,  e.g., the Education Supplement in addition to the Disability Support Pension (Bellamy & Mowbray, 1998; Mowbray et al., 1999; Mowbray & Moxley, 1993; Waghorn et al., 2004) and education about other supports available to students (Wolf & DiPietro, 1992);

5) Teaching students skills to manage the academic environment, e.g., time management, stress management, library research and study skills, with individual tutoring as necessary (Bellamy & Mowbray, 1998; Mowbray, 2000; Mowbray et al., 2005; Mowbray & Moxley, 1993; Pettella & Tarnoczy, 1996; Wolf & DiPietro, 1992);

6) On-campus information regarding student rights and resources (Bellamy & Mowbray, 1998; Mowbray et al., 2005; Mowbray et al., 1999);

7) Assist students in navigating the application and admissions process and become comfortable in and familiar with the academic environment (Mowbray & Moxley, 1993; Wolf & DiPietro, 1992);

8) Mentoring and peer support programs available to students during study (Mowbray & Moxley, 1993; Pettella & Tarnoczy, 1996; Wolf & DiPietro, 1992);

9) Assisting students to develop contacts and supports within the educational institution to ensure that they are able to access specific courses and staff who are able to provide within-course assistance and with whom they can develop rapport (Mowbray et al., 1999; Wolf & DiPietro, 1992);

Implications for Implementation of National Policy Directions  

The Australian National Mental Health Policy 2008 (Commonwealth of Australia, 2009) has acknowledged the importance of enabling people with psychiatric illness to contribute meaningfully to the community without discrimination and to have the necessary access to vocational rehabilitation to facilitate this end: 

All Australians, including those with mental health problems and mental illness, have a right to participate meaningfully in individual and community life without discrimination, stigma or exclusion. (p.12)

People with mental health problems and mental illness should be able to access a necessary range of mental and general health services, disability services, and services offering vocational rehabilitation, housing and supported accommodation, and respite care. (italics added; p.12)

As repeatedly highlighted in the literature, SEPs enable people with mental illness to develop a social identity as students rather than as psychiatric patients, and can similarly challenge and overcome low expectations of carers, family members, and clinicians (Mowbray et al., 1999; Navin et al., 1989; Unger, 1991). Such outcomes aid in de-stigmatising mental illness, provide opportunities for those with mental illness to fulfil their potentials and contribute to society, and improve symptoms of the illness by developing self-esteem and life goals. 

The need for appropriately trained mental health workers in Australia has also been highlighted in the National Mental Health Policy 2008, which noted that opportunities for suitable tertiary and other education and training opportunities would attract and retain sufficient numbers of qualified workers, and would aid in providing “high quality care that promotes prevention, early intervention and recovery” (p.23). To this end, the specialist training of disability and teaching staff is crucial in addressing the educational rights of people with psychiatric disabilities and ensuring that effective, comprehensive SEPs are available and based on best practice principles and expertise. 

Furthermore, one of the key barriers to participation in education for individuals using mental health services identified by community mental health care co-ordinators in the United Kingdom was that of lack of funding for courses (Atkinson et al., 2009). Additional federal funding and co-ordination of service provision is therefore vital for facilitating a national SEP strategy that ensures programs can be successfully established and maintained. 

In addition to the essential features of a successful SEP previously outlined, at a broader level, a cultural shift in the expectations of and by young people with severe mental illness needs to occur, particularly in regards to their capacity for meaningful and significant contribution to society through educational and training pathways into professional careers. Due to the overrepresentation of severe mental illness in young people and the ongoing stigma and societal misconceptions regarding such illnesses, educational institutions and mental health services cannot facilitate cultural change independently, and such cultural shifts require support through educational policy reform and the resultant implementation of systemic change in educational institutions. Additionally, Federal support is required for seeding and ongoing funding, and for the integration of public mental health services, disability support services, employment, housing, and financial assistance to enable individuals with severe mental illness to engage in SEPs and successfully complete higher education courses. 

Conclusions 

Increasing evidence exists highlighting the valuable role of SEPs in enabling young people with severe mental illness to complete secondary and post-secondary education successfully. Key benefits include: 

· increased meaningful and sustained employment; 

· an improvement in psychiatric symptoms and general wellbeing; and 

· a resultant reduction in reliance on government support services. 

Whilst the evidence for SEPs has generated widespread support for young adults with severe mental illness, there is a lack of research and programs available for secondary students; however, adolescents between 15-17 years of age are an elevated risk of experiencing either early onset of psychotic illness or prodromal symptoms. Both late adolescence and early adulthood are periods during which individuals are typically completing secondary and post-secondary education, thus elevating the likelihood of either cessation of education or impairing level of achievement. This in turn leads to an elevated lifelong risk of reduced unemployment and compromised well-being. Development and implementation of SEPs in both secondary and post-secondary educational facilities is a means of providing long-term opportunity for individuals with severe mental illness to lead fulfilling lives and maximise their potential.
Recommendations

In response to the available research, four recommendations for the development and systematic implementation of SEPs in Australia are outlined below:
1)
Implement federally-funded and co-ordinated research into the benefits of SEPs in the Australian context, particularly for adolescents, thereby garnering further evidence and establishing core essential elements for the development of local program models;

2)
Enable development of SEPs throughout Australian as per the existing National Policy model through: 

· Provision of seeding and ongoing federal funding; 

· Provision of specialist training of disability and teaching staff;
· Co-ordination service provision through partnership between relevant government departments including public mental health services, disability support services, employment, housing, and financial assistance

3)
Proceed with demonstration projects integrating mental health services and education (paralleling the Individual Placement Support model for employment as outlined in A National Mental Health Employment Strategy for Australia; MHCA, 2007). The development of two program models is recommended for each state to incorporate both urban and rural settings. 

4)
Implement the SEPs with seed funding to finance an initial 5-7 year implementation period followed by a review and possible long-term program delivery. This could be well auspiced by the Social Inclusion Agenda currently adopted by the Australian Government. 
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