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Dear learner,

I extend my heartfelt greetings and profound enthusiasm as I warmly wel-
come you to Sreenarayanaguru Open University. Established in September 
2020 as a state-led endeavour to promote higher education through open 
and distance learning modes, our institution was shaped by the guiding 
principle that access and quality are the cornerstones of equity. We have 
firmly resolved to uphold the highest standards of education, setting the 
benchmark and charting the course.

The courses offered by the Sreenarayanaguru Open University aim to 
strike a quality balance, ensuring students are equipped for both personal 
growth and professional excellence. The University embraces the wide-
ly acclaimed “blended format,” a practical framework that harmonious-
ly integrates Self-Learning Materials, Classroom Counseling, and Virtual 
modes, fostering a dynamic and enriching experience for both learners 
and instructors.

The university aims to offer you an engaging and thought-provoking ed-
ucational journey. The undergraduate programme in Psychology is de-
signed to match the high standards of top universities across the country. 
We have included the most up-to-date methods for teaching psycho-
logical concepts and ideas in our curriculum. This approach helps spark 
learners’ interest and encourages them to go deeper into the subject. Our 
courses cover both theories and real-world examples, giving the learner 
a well-rounded understanding of psychology. The Self-Learning Material 
has been meticulously crafted, incorporating relevant examples to facili-
tate better comprehension.

Rest assured, the university’s student support services will be at your dis-
posal throughout your academic journey, readily available to address any 
concerns or grievances you may encounter. We encourage you to reach 
out to us freely regarding any matter about your academic programme. It 
is our sincere wish that you achieve the utmost success.

Warm regards.
Dr. Jagathy Raj V. P.						        01-09-2026
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Introduction to  
Rehabilitation Psychology

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ understand the concept, scope, and relevance of rehabilitation psychology

	♦ explain the historical development of rehabilitation psychology

	♦ identify and describe major theoretical frameworks and models                     

Imagine that a person meets with an accident and is no longer able to walk as 
before. Everyday activities such as moving around, studying, working, or interacting 
with others may suddenly become difficult. The person may experience sadness, 
fear, frustration, or loss of confidence. Family members may also need to adjust to 
these changes. Recovery, therefore, is not limited to the treatment of the body; it also 
involves supporting the person’s emotions, behaviour, relationships, independence, 
and participation in society. Rehabilitation psychology focuses on understanding 
and supporting individuals who experience disability, chronic illness, injury, or 
other conditions that affect their daily lives.

	♦ Before beginning this unit, reflect on the following questions:

	♦ How can an injury or illness affect a person’s daily life? 

	♦ How might a person feel after experiencing a disability? 

	♦ Why is emotional support important during recovery? 

	♦ How can family members contribute to the rehabilitation process? 
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Rehabilitation Psychology is essential in 
cases such as the one described earlier, where 
a sudden physical injury affects mobility, 
emotional well-being, confidence, and 
everyday functioning. It supports individuals 
in adjusting to their new circumstances, 
regaining independence, and reintegrating 
into family, academic, and social settings. 
This chapter will help learners understand 
the scope and significance of Rehabilitation 
Psychology, showing how it addresses these 
interconnected challenges and enhances 
overall quality of life after disability or injury.

1.1.1 Definition of 
Rehabilitation Psychology

Rehabilitation psychology is a specialty 
area within psychology that focuses on the 
study and application of psychological 
knowledge and skills on behalf of individuals 
with disabilities and chronic health conditions 
in order to maximize health and welfare, 
independence and choice, functional abilities, 

and social role participation across the life 
span (Scherer, 2010).

According to the American Psychological 
Association, rehabilitation psychology applies 
psychological knowledge to assist people 
across the lifespan in coping with disability, 
managing stress, improving adjustment, 
and enhancing functional outcomes (APA, 
2023). Unlike traditional clinical psychology, 
rehabilitation psychology places strong 
emphasis on adaptation, resilience, and 
functional recovery, rather than cure alone.

In simple terms, rehabilitation psychology 
focuses on helping individuals live 
meaningful lives despite physical, cognitive, 
or emotional limitations. 

1.1.2 Scope of Rehabilitation 
Psychology

The scope of rehabilitation psychology 
is broad and interdisciplinary, extending 
across healthcare, education, employment, 
and community settings.

Discussion

Keywords
Rehabilitation, Disability, Biopsychosocial  model, Relevance, Medical Model, Social 

Model, Quality of life 

	♦ What difficulties might a person with a disability experience in society? 

	♦ How can psychological support improve a person’s confidence and 
independence? 

This unit introduces learners to the basic meaning, scope, goals, and significance 
of rehabilitation psychology.
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Table 1.1.1 Scope of rehabilitation psychology in different areas. 

Area Description

Psychological 
Assessment and 
Intervention

Rehabilitation psychologists assess emotional adjustment, 
cognitive functioning, behavioural responses, and mental 
health conditions such as depression, anxiety, and post-
traumatic stress disorder (PTSD) following illness or injury. 
Interventions focus on coping skills, pain management, 
emotional regulation, and acceptance of disability.

Adjustment to Disability 
and Chronic Illness

Focuses on facilitating psychosocial adaptation to conditions 
such as spinal cord injury, traumatic brain injury, stroke, 
cancer, amputation, and neurological disorders. Counselling 
addresses grief, loss of identity, and role changes.

Cognitive and 
Neuropsychological 
Rehabilitation

Addresses impairments in attention, memory, executive 
functioning, and problem-solving skills, particularly among 
individuals with brain injury or neurodegenerative disorders.

Vocational and 
Educational 
Rehabilitation

Supports individuals in returning to work or education by 
addressing psychological barriers, enhancing motivation, 
and facilitating workplace or academic adjustments through 
vocational counselling.

Family and Caregiver 
Support

Recognises the impact of disability on families and 
caregivers, focusing on caregiver counselling, stress 
management, and strengthening family coping mechanisms.

Community 
Reintegration and 
Advocacy

Promotes social inclusion, independent living, stigma 
reduction, and participation in community-based 
rehabilitation programmes and disability policy advocacy.

1.1.3  Relevance of 
Rehabilitation Psychology

Rehabilitation psychology has gained 
increasing importance in modern healthcare 
systems for several reasons.

	♦ Increasing Prevalence of 
Chronic Illness and Disability: 
Advances in medical care have 
improved survival rates, leading 
to a growing population living 
with long-term health conditions. 
Rehabilitation psychology 

addresses the psychological and 
social challenges associated with 
living with chronic illness and 
disability (Elliott et al., 2010).

	♦ Biopsychosocial Approach 
to Health: Modern healthcare 
recognises that recovery involves 
biological, psychological, and 
social factors. Rehabilitation 
psychology plays a key role in 
integrating mental health into 
physical rehabilitation, thereby 
improving overall outcomes 
(Frank & Elliott, 2007).
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	♦ Focus on Quality of Life 
and Well-Being: Beyond 
physical recovery, rehabilitation 
psychology emphasises quality 
of life, self-efficacy, resilience, 
and life satisfaction, even when 
complete physical recovery is 
not possible (Livneh & Antonak, 
2005).

	♦ Alignment with Global 
Disability Frameworks: 
The discipline aligns with the 
World Health Organization’s 
International Classification 
of Functioning, Disability 
and Health (ICF), which 
conceptualises disability as 
an interaction between health 
conditions and environmental and 
personal factors (WHO, 2001).

1.1.4 Historical Development 
of Rehabilitation Psychology

1.1.4.1 Early Foundations: 
Before the Twentieth Century

Before the twentieth century, the care 
of individuals with disabilities was largely 
custodial and family-based. Disability was 
commonly understood through a medical 
perspective that regarded it primarily as an 
illness, defect, or physical limitation requiring 
treatment. Consequently, psychological 
factors such as emotional well-being, 
personal identity, adjustment, and coping 
received little attention. However, the gradual 
development of clinical and counselling 
psychology created an early foundation for 
understanding the emotional and behavioural 
responses associated with illness, injury, 
and disability.

1.1.4.2 Influence of the First and 
Second World Wars

The First and Second World Wars played 
an important role in the development of 

rehabilitation psychology. Large numbers of 
injured soldiers returned with amputations, 
spinal cord injuries, brain injuries, and other 
long-term physical conditions. It became 
evident that medical treatment alone was 
insufficient to ensure complete recovery and 
successful reintegration into society. As a 
result, rehabilitation centres and vocational 
training programmes were established to help 
injured individuals regain independence and 
return to work and social life. Psychologists 
became involved in supporting emotional 
adjustment, improving motivation for 
recovery, and assisting individuals in 
resuming occupational and social roles. 
This period contributed significantly to the 
emergence of rehabilitation psychology as 
an applied field.

Fig. 1.1.1 Rehabilitation during World War

1.1.4.3 Formal Recognition and 
Growth: 1960s–1980s

Between the 1960s and 1980s, 
rehabilitation psychology gradually emerged 
as a distinct speciality within psychology. 
Its scope expanded beyond war-related 
injuries to include chronic illnesses, stroke, 
neurological conditions, and congenital and 
developmental disabilities. During this 
period, rehabilitation increasingly adopted 
a multidisciplinary approach in which 
psychologists worked alongside doctors, 
physiotherapists, occupational therapists, 
social workers, and other professionals. 
Greater attention was given to psychological 
adjustment, coping, pain management, 
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self-efficacy, motivation, and vocational 
rehabilitation.

1.1.4.4 Shift towards the 
Biopsychosocial Model

The development of the biopsychosocial 
model brought an important change in the 
understanding of disability. Disability was no 
longer viewed only as the result of physical 
impairment or disease. Instead, it came to be 
understood as the outcome of interactions 
among biological conditions, psychological 
processes, and social and environmental 
circumstances. This approach recognised 
that emotional well-being, family support, 
social attitudes, accessibility, and community 
resources could influence an individual’s 
functioning. Consequently, rehabilitation 
began to focus on quality of life, participation, 
independence, and overall functioning rather 
than physical recovery alone.

1.1.4.5 Influence of the Disability 
Rights Movement: 1980s–1990s

The disability rights movement of 
the 1980s and 1990s strongly influenced 
the values and practices of rehabilitation 
psychology. The movement emphasised the 
rights, dignity, equality, and social inclusion 
of persons with disabilities. Rehabilitation 
psychologists began to address broader 
issues such as stigma, discrimination, social 
exclusion, and barriers to accessibility. The 
focus of rehabilitation expanded to include 
independent living, self-advocacy, community 
participation, and equal opportunities. 
As a result, rehabilitation psychologists 
increasingly assumed the roles of advocates, 
facilitators, and collaborators in addition to 
providing psychological assessment and 
therapy.

1.1.4.6  Development in the 
Indian Context

In India, rehabilitation psychology 
developed alongside the expansion of 

healthcare services, disability-related 
legislation, and rehabilitation programmes. 
Its importance increased because of the rising 
prevalence of road traffic accidents, stroke, 
chronic illnesses, developmental disabilities, 
and neurological conditions. Rehabilitation 
practices in India often place considerable 
emphasis on family involvement because 
family members frequently provide long-term 
care and emotional support. Community-
Based Rehabilitation has also become 
significant, particularly in areas where 
specialised services and financial resources 
are limited. Rehabilitation psychologists in 
India work in hospitals, rehabilitation centres, 
non-governmental organisations, schools, 
special education settings, and community-
based programmes.

1.1.4.7 Present Status and 
Significance

Rehabilitation psychology is now 
recognised as an important component of 
modern healthcare and social support systems. 
It helps individuals adjust emotionally to 
disability, injury, or chronic illness and 
supports the development of independence, 
autonomy, and effective coping. The field 
also promotes social participation, vocational 
reintegration, inclusive education, and 
community involvement. Its central concern 
is not merely the treatment or cure of a 
medical condition but the improvement of 
functioning, participation, psychological 
well-being, and overall quality of life.

1.1.5 Theoretical Frameworks 
and Models

	 Rehabilitation psychology helps 
people adjust to life after illness, injury, 
or disability. To understand how recovery 
happens, psychologists use different models 
or frameworks. Each model explains 
disability and rehabilitation differently. 
Together, these models help us understand 
that recovery is not only about healing the 
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body, but also about emotions, thoughts, 
family support, and society.

1.1.5.1  Medical Model 

The medical model explains disability as 
a problem in the body or mind. According to 
this view, illness or injury must be diagnosed 
and treated by doctors. Recovery is measured 
by improvement in physical health, such 
as reduced pain or better movement. This 
model is very useful in the early stages of 
treatment, such as after an accident or surgery.

However, the medical model does not fully 
explain how a person feels emotionally or 
how disability affects daily life. It does not 
consider fear, sadness, loss of confidence, 
or social problems. Therefore, while 
important, this model alone is not enough 
for rehabilitation psychology.

Fig. 1.1.2 Medical Model of Disability

1.1.5.2   The Social Model of 
Disability

The social model looks at disability 
differently. It suggests that people are disabled 
mainly because society is not designed for 
everyone. Barriers such as stairs without 
ramps, negative attitudes, and lack of 
support create difficulties for people with 
impairments.

In rehabilitation psychology, this model 
helps students understand the importance 

of changing the environment, not just the 
person. It highlights the need for accessibility, 
inclusion, and respectful attitudes. This model 
is especially relevant in everyday life, where 
social support and acceptance play a major 
role in recovery.

1.1.5.3   The Biopsychosocial 
Model

The Biopsychosocial Model of 
Rehabilitation is a holistic approach that 
explains that a person’s recovery and 
functioning are influenced by the interaction 
of biological, psychological, and social 
factors. Rather than focusing only on the 
disease or injury, it considers the whole person 
and their environment. It combines ideas 
from both medical and social approaches. 
It explains that health and disability are 
influenced by the body, the mind, and the 
social environment together. For example, a 
person with an injury may also feel anxious 
or sad, and may face difficulties due to a lack 
of family support or social understanding.

This model is the most widely used in 
rehabilitation psychology today. It helps 
psychologists plan treatment that supports 
physical recovery, emotional well-being, 
and social participation at the same time.

Fig. 1.1.3 Biopsychosocial Model
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1.1.5.4  Adjustment and Coping 
Models

When a person experiences illness or 
disability, it often changes their life suddenly. 
Adjustment and coping models explain how 
people emotionally respond to such changes. 
Common reactions include shock, anger, 
sadness, fear, and eventually acceptance.

These models help psychologists 
understand that emotional reactions are 
normal and part of the recovery process. 
People use different coping strategies to 
deal with stress. Some try to solve problems 
actively, while others focus on managing 
emotions. Rehabilitation psychology supports 
healthy coping so that individuals can adapt 
better over time.

1.1.5.5 The Cognitive–
Behavioural Model

Fig. 1.1.4 Cognitive – Behavioural Model

The cognitive–behavioural model explains 
how thoughts affect feelings and behaviour. It 
proposes that a person’s thoughts, emotions, 
and behaviours influence how they adjust to 
illness, injury, or disability. Rehabilitation 
focuses not only on improving physical 
functioning but also on modifying unhelpful 
thinking patterns and behaviours that may 
hinder recovery. After an injury, a person may 
think, “I can’t do anything anymore.” Such 

thoughts can lead to sadness and withdrawal. 
Rehabilitation psychologists help individuals 
identify these negative thoughts and replace 
them with realistic and positive ones.

By changing unhelpful thinking patterns, 
people often feel more confident and 
motivated to participate in rehabilitation. 
This model is widely used to manage pain, 
stress, and low self-esteem.

1.1.5.6  The Ecological or 
Systems Model

The ecological model explains that 
individuals do not live in isolation. Recovery 
is influenced by the interaction between 
the individual and multiple environmental 
systems, including the family, school, 
workplace, healthcare services, community, 
culture, and society. Supportive families, 
accessible environments, and positive social 
attitudes facilitate rehabilitation, whereas 
stigma, environmental barriers, and lack of 
support can hinder recovery. Rehabilitation 
therefore focuses not only on the individual 
but also on modifying environmental 
factors, promoting social inclusion, and 
strengthening support systems. In India, 
family involvement is especially important, 
as family members often act as primary 
caregivers. Rehabilitation psychologists 
work with families, communities, schools, 
employers, and community resources to 
support the individual, improve adjustment, 
and enhance participation and quality of life.

1.1.5.7 Quality of Life and 
Strength-Based Models

These models focus on living a meaning-
ful and satisfying life, even with disability. 
Instead of concentrating only on limitations, 
they highlight strengths, abilities, and per-
sonal goals. Rehabilitation is seen as helping 
people rediscover purpose and independence 
in new ways.

8 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



This approach encourages hope, resil-
ience, and self-respect.  It reminds students 
that rehabilitation psychology is not about 

curing every problem, but about improving 
overall quality of life.

Recap

	♦ Rehabilitation psychology is a specialty area that applies psychological 
knowledge to support people with disabilities and chronic health conditions.

	♦ Its central goals include improving adjustment, independence, functional 
ability, social participation, and quality of life.

	♦ The scope of rehabilitation psychology includes psychological assess-
ment, intervention, cognitive rehabilitation, vocational support, family 
support, and community reintegration.

	♦ Rehabilitation psychologists work in healthcare, educational, vocational, 
and community settings as part of interdisciplinary teams.

	♦ The field is increasingly relevant because more people are living with 
chronic illnesses, disabilities, and long-term consequences of injury.

	♦ Rehabilitation psychology follows a biopsychosocial approach that con-
siders biological, psychological, social, and environmental influences 
on recovery.

	♦ Quality of life, resilience, self-efficacy, coping, and participation remain 
important even when complete physical recovery is not possible.

	♦ Early approaches to disability were mainly custodial and medical, with 
limited attention to psychological adjustment and social participation.

	♦ The First and Second World Wars increased the need for rehabilitation 
services for injured soldiers and encouraged vocational and psycholog-
ical rehabilitation.

	♦ From the 1960s to the 1980s, rehabilitation psychology developed as a 
distinct specialty and adopted a multidisciplinary approach.

	♦ The disability rights movement shifted rehabilitation toward dignity, 
equality, accessibility, self-advocacy, and social inclusion.

	♦ In India, rehabilitation psychology has developed alongside disability 
legislation, healthcare services, family-based support, and communi-
ty-based rehabilitation.
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	♦ The medical model views disability primarily in terms of impairment or 
disease within the individual and emphasises diagnosis and treatment.

	♦ The social model emphasises environmental and attitudinal barriers 
that restrict the participation of persons with disabilities.

	♦ The biopsychosocial model integrates physical conditions, psychological 
processes, and social circumstances to explain functioning and recovery.

	♦ Adjustment and coping models explain how people respond emotionally 
and behaviourally to illness, injury, and disability over time.

	♦ The cognitive-behavioural model explains how thoughts, emotions, 
and behaviours influence adjustment and participation in rehabilitation.

	♦ The ecological or systems model highlights the influence of family, 
school, workplace, healthcare, community, culture, and society on 
rehabilitation.

	♦ Strength-based approaches focus on abilities, personal resources, hope, 
resilience, and meaningful goals rather than limitations alone.

	♦ Modern rehabilitation psychology aims not merely at cure, but at helping 
individuals achieve meaningful participation, autonomy, well-being, 
and a satisfying quality of life.

Objective Questions

1.	 What is the branch of psychology that focuses on disability and chronic 
illness? 

2.	 Which model views disability primarily as a problem within the indi-
vidual? 

3.	 Which model attributes disability mainly to societal and environmental 
barriers? 

4.	 Which model integrates biological, psychological, and social factors 
in understanding disability? 

5.	 What is the process of emotionally adapting to disability called? 
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6.	 Which organisation provides an international framework for under-
standing disability and rehabilitation? 

7.	 What is the WHO framework that explains the interaction between 
health conditions and environmental factors? 

8.	 What is the psychological process of managing stressful situations called? 

9.	 What is the major focus of rehabilitation psychology beyond cure? 

10.	Which type of rehabilitation focuses on helping individuals return to 
employment? 

11.	What process includes emotional reactions such as shock, denial, and 
acceptance following disability? 

12.	Which psychological model focuses on the relationship among thoughts, 
emotions, and behaviour? 

13.	Which form of rehabilitation provides services within the local com-
munity? 

14.	Which movement advocates equality, inclusion, and rights for persons 
with disabilities? 

15.	What type of support is provided specifically to relatives involved in 
rehabilitation? 

16.	Which form of care historically characterised the early treatment of 
persons with disabilities? 

17.	Which approach in rehabilitation emphasises an individual’s abilities 
and positive resources? 

18.	What social outcome does rehabilitation psychology promote for per-
sons with disabilities? 

19.	What outcome, beyond physical recovery, reflects an individual’s overall 
well-being and functioning? 

20.	Which psychological concept represents a person’s belief in their ability 
to function effectively despite challenges?
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Answers

1.	 Rehabilitation psychology

2.	 Medical

3.	 Social

4.	 Biopsychosocial

5.	 Adjustment

6.	 American Psychological Association

7.	 ICF

8.	 Coping

9.	 Adaptation

10.	Vocational

11.	Adjustment

12.	Cognitive–behavioural

13.	Community

14.	Disability

15.	Caregiver

16.	Family

17.	Strength

18.	Reintegration

19.	Quality

20.	Self-efficacy
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Assignments

1.	 Explain the meaning of Rehabilitation Psychology in your own words. 
Discuss how it differs from traditional clinical psychology with reference 
to adaptation and quality of life. 

2.	 Using the case described in the unit, explain how rehabilitation psychology 
addresses emotional, social, and academic challenges following disability. 

3.	 Trace the historical development of rehabilitation psychology from 
early custodial care to modern biopsychosocial approaches. 

4.	 Describe how the medical model and social model explain disability 
differently. Illustrate your answer with real-life examples from the 
Indian context. 

5.	 Explain the biopsychosocial model and show how it provides a holistic 
understanding of rehabilitation using any one health condition. 

6.	 Discuss the importance of family and community support in rehabilitation 
psychology, especially in India. 

7.	 Rehabilitation psychology focuses on quality of life rather than cure alone.” 
Critically explain this statement with reference to strength-based and 
quality-of-life models. 
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Ethical and Legal 
Considerations

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ explain the ethical principles and professional standards that guide 
practice in rehabilitation psychology

	♦ describe the key legal frameworks and disability rights relevant to 
rehabilitation settings

	♦ understand the importance of confidentiality, informed consent, and 
professional boundaries in rehabilitation practice                                                              

	♦ apply ethical and legal concepts to real-life rehabilitation situations 
involving individuals and families       

Imagine that a person shares a private health problem with a psychologist. The 
person expects the psychologist to listen respectfully, protect the information, and 
provide appropriate support without discrimination. Before studying this unit, 
learners should have a basic understanding of personal rights, privacy, consent, 
fairness, responsibility, and respectful behaviour while working with individuals 
with disabilities or health conditions.

Reflect on the following questions:

	♦ What is meant by right and wrong conduct? 

	♦ Why should a person’s private information be protected? 
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Rehabilitation psychology deals with 
individuals who experience illness, injury, 
disability, or chronic health conditions. 
Because these individuals often face physical, 
emotional, and social vulnerability, ethical 
and legal considerations occupy a central 
place in rehabilitation practice. Ethical 
decision-making in this field is not limited 
to rare dilemmas but is embedded in everyday 
clinical interactions, teamwork, assessment, 
intervention, and advocacy for persons with 
disabilities.

1.2.1 Ethical Principles and 
Standards of Rehabilitation 
Psychology

Ethical practice in rehabilitation 
psychology is guided by internationally 
accepted professional standards, particularly 
the Ethical Principles of Psychologists 
and Code of Conduct of the American 
Psychological Association. At the same 

time, rehabilitation psychologists in India 
must align their practice with national 
disability laws, professional regulations, and 
sociocultural realities. Ethical responsibility 
in rehabilitation therefore involves protecting 
dignity, promoting independence, ensuring 
fairness, and working within legal and 
institutional frameworks relevant to the 
Indian context. (APA, 2017)

The major  ethical practices are as follows

1.2.1.1  Beneficence and Non-
maleficence

Beneficence refers to the ethical obligation 
to promote the well-being of individuals 
with disabilities, while non-maleficence 
requires professionals to avoid causing 
harm. In rehabilitation psychology, this 
principle applies not only to physical safety 
but also to emotional and psychological well-
being. In the Indian rehabilitation context, 

Discussion

Keywords

Ethical Principles, Beneficence and Non-maleficence,  Autonomy, Justice, Integrity, 
Legal issues, Confidentiality

	♦ Why is permission necessary before providing a service? 

	♦ Should all individuals be treated equally and respectfully? 

	♦ What responsibilities does a psychologist have towards a client? 

	♦ When may confidential information need to be shared? 

	♦ Why are laws and professional rules necessary in rehabilitation services?

This unit introduces learners to the basic ethical principles, legal responsibilities, 
professional standards, and rights of individuals involved in rehabilitation psychology.
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individuals often experience delayed access 
to services, financial constraints, and strong 
family involvement, all of which can increase 
vulnerability.

Ethical practice therefore requires 
rehabilitation psychologists to choose 
interventions that are evidence-based, 
culturally appropriate, and realistic 
within available resources. For example, 
encouraging independence must be balanced 
with sensitivity to pain, fatigue, and emotional 
readiness. Pressuring individuals to meet 
rehabilitation goals without considering their 
physical condition or social context may 
lead to emotional harm, reduced motivation, 
or feelings of failure. Thus, beneficence in 
Indian settings often involves gradual goal-
setting, psychoeducation, and emotional 
support alongside physical rehabilitation. 
(American Psychological Association [APA], 
2017; Stiers et al., 2015)

1.2.1.2   Respect for Autonomy

Respect for autonomy emphasizes the 
individual’s right to participate actively in 
decisions affecting their rehabilitation and 
life choices. In India, autonomy may be 
challenged by strong family decision-making 
traditions, medical authority, and social 
attitudes toward disability. Individuals with 
disabilities may be treated as dependent or 
incapable, even when they have full decision-
making capacity.

Rehabilitation psychologists play a crucial 
role in safeguarding autonomy by ensuring 
that clients are heard, informed, and involved 
in goal-setting and treatment planning. This 
includes explaining rehabilitation options in 
simple language, checking understanding, 
and supporting self-expression. Respecting 
autonomy also aligns with Indian disability 
law, which recognizes persons with disabilities 
as rights-holders capable of making decisions 
about education, employment, and healthcare. 
Ethical practice therefore involves balancing 

family involvement with the individual’s 
right to self-determination. (American 
Psychological Association [APA], 2017; 
Stiers et al., 2015)

1.2.1.3 Justice

The principle of justice focuses on 
fairness, equity, and non-discrimination 
in the provision of services. Persons with 
disabilities in India often face systemic 
barriers such as inaccessible public spaces, 
limited rehabilitation facilities in rural 
areas, financial hardship, and social stigma. 
Ethical rehabilitation psychology requires 
professionals to recognize these inequalities 
and work toward reducing their impact.

Justice-oriented practice involves ensuring 
fair access to assessment and intervention, 
supporting reasonable accommodations, 
and advocating for inclusive practices in 
educational institutions, workplaces, and 
community settings. This principle aligns 
closely with Indian disability legislation, 
which emphasizes equality, accessibility, 
and non-discrimination. Rehabilitation 
psychologists may ethically engage in 
advocacy by supporting certification 
processes, educational accommodations, 
workplace adjustments, and community-
based rehabilitation initiatives, thereby 
linking individual care with social justice. 
(Kerkhoff & Hanson, 2015; APA, 2017)

1.2.1.4  Integrity

Integrity requires honesty, accuracy, 
and transparency in professional conduct. 
In rehabilitation psychology, integrity is 
especially important because clients and 
families often rely heavily on professional 
guidance during uncertain and emotionally 
challenging periods. Ethical integrity 
involves providing realistic information about 
prognosis, avoiding false reassurance, and 
maintaining accuracy in assessment reports 
and documentation.

17SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



In Indian rehabilitation settings, where 
families may seek clear predictions about 
recovery or independence, psychologists 
must communicate honestly while 
remaining sensitive and compassionate. 
Misrepresentation of progress or exaggeration 
of outcomes can lead to unrealistic 

expectations, emotional distress, and loss 
of trust. Integrity also involves clear role 
boundaries within multidisciplinary teams 
and adherence to professional regulations 
governing rehabilitation practice in India. 
(APA, 2017)

Table 1.2.1 Ethical Principles, Explanations and e\Examples. 

Ethical 
Principle

Explanation Illustrative Example

Beneficence and 
non-maleficence

Promoting the well-
being of persons with 
disabilities while avoiding 
physical, emotional, or 
psychological harm.

A rehabilitation psychologist working 
with a spinal injury patient avoids 
pushing intensive therapy sessions when 
the client is experiencing severe pain 
and emotional distress, instead adopting 
gradual goal-setting and providing 
emotional support

Respect for 
Autonomy

Respecting the individual’s 
right to make informed 
decisions about their 
rehabilitation and life 
choices.

A young woman with a physical disability 
wishes to continue her college education, 
even though her family is hesitant. The 
psychologist ensures her views are heard, 
explains options clearly, and supports 
her decision-making.

Justice

Ensuring fairness, equity, 
and non-discrimination in 
access to rehabilitation 
services and resources.

A psychologist advocates for reasonable 
academic accommodations (extra time, 
accessible classrooms) for a student with 
disability in a university setting, ensuring 
equal educational opportunities.

Integrity

Maintaining 
honesty, accuracy, 
and transparency 
in professional 
communication and 
practice.

When a family asks whether full recovery 
is guaranteed after a brain injury, the 
psychologist provides realistic information 
about prognosis without giving false 
reassurance, while remaining empathetic 
and supportive.
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1.2.2  Ethics-Guided Practice 
in the Indian Rehabilitation 
Context 

Contemporary rehabilitation psychology 
follows an ethics-guided practice approach, 
where ethical principles guide routine 
professional decisions and not only major 
ethical dilemmas.

	♦ This approach is especially 
important in the Indian context 
due to cultural diversity, strong 
family involvement, varying 
awareness of disability rights, and 
unequal access to rehabilitation 
services.

	♦ Ethics-guided practice encourages 
rehabilitation psychologists to 
continuously reflect on key issues 
such as informed participation, 
respect for autonomy, family 
influence, confidentiality, and 
fairness in service delivery.

	♦ It promotes the use of consultation 
and professional supervision, 
particularly when ethical 
uncertainties arise in complex 
rehabilitation situations.

	♦ Adherence to professional 
standards and disability-related 
laws is emphasised to ensure 
accountability and responsible 
practice.

	♦ Over time, this reflective approach 
helps psychologists internalise 
ethical reasoning as part of their 
professional identity rather than 
viewing ethics as a separate or 
occasional requirement.

	♦ Ethics-guided practice ultimately 
supports ethical, inclusive, 
culturally sensitive, and legally 
compliant rehabilitation services 
for persons with disabilities in 
the Indian context.

1.2.3  Legal Issues and 
Disability Rights

Rehabilitation psychology operates 
within a legal framework that protects the 
rights, dignity, and equality of persons with 
disabilities. Legal considerations shape how 
rehabilitation services are delivered, how 
decisions are made, and how professionals 
are held accountable. Unlike purely clinical 
disciplines, rehabilitation psychology must 
engage with laws related to disability rights, 
access, non-discrimination, consent, and 
professional regulation. Legal awareness is 
therefore essential for ethical and effective 
rehabilitation practice (Frank & Elliott, 
2014).

1.2.3.1   Legal Foundations of 
Disability Rights

Disability rights are grounded in the 
recognition that persons with disabilities 
are entitled to the same human rights and 
freedoms as all individuals. Modern disability 
law has moved away from a charity-based 
or medicalised view of disability toward a 
rights-based approach which emphasizes 
equality, autonomy, and participation. This 
shift has strongly influenced rehabilitation 
psychology by redefining rehabilitation goals 
as inclusion and quality of life rather than 
mere symptom reduction (Golden et al., 
2008).

1.2.3.2   International Legal 
Framework: UN Convention 
on the Rights of Persons with 
Disabilities (UNCRPD)

A major global legal influence on 
rehabilitation psychology is the United 
Nations Convention on the Rights of 
Persons with Disabilities (UNCRPD). The 
Convention affirms that disability results 
from the interaction between impairment 
and societal barriers, and it obliges signatory 
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nations to remove these barriers. Key 
principles of the UNCRPD include respect 
for inherent dignity, individual autonomy, 
non-discrimination, full participation, and 
accessibility.

For rehabilitation psychologists, the 
UNCRPD provides a legal and ethical 

mandate to promote independence, 
supported decision-making, community 
inclusion, and equal access to services. 
Psychological rehabilitation is thus framed 
not only as clinical support but also as a 
means of enabling participation in education, 
employment, and social life (United Nations, 
2006; Frank & Elliott, 2014).

Fig. 1.2.1  United Nations Convention on the  
Rights of Persons with Disabilities (CRPD).

1.2.3.3 Indian Legal Framework: 
Rights of Persons with 
Disabilities Act, 2016

In India, the Rights of Persons with 
Disabilities Act, 2016 (RPwD Act) is the 
primary legislation protecting the rights of 
persons with disabilities. The Act expands 
the definition of disability, mandates non-
discrimination, and emphasizes accessibility, 
reasonable accommodation, and inclusion. It 
legally recognises persons with disabilities 
as rights-holders rather than dependents.

For rehabilitation psychology practice, 
the RPwD Act has direct implications in 
areas such as certification, educational 
accommodations, workplace inclusion, 
and access to healthcare and rehabilitation 
services. Psychologists often play a role 
in functional assessment, documentation, 
and advocacy to help individuals access 
legal entitlements. The Act reinforces 
the professional responsibility to respect 
autonomy and promote social participation 
as part of rehabilitation (Government of 

India, 2016).

1.2.3.4  Reasonable 
Accommodation and 
Accessibility

A central legal concept in disability rights 
is reasonable accommodation, which refers to 
necessary and appropriate modifications that 
enable persons with disabilities to enjoy their 
rights on an equal basis with others. Examples 
include assistive technology, flexible work 
conditions, examination accommodations, 
or accessible infrastructure.

Rehabilitation psychologists contribute 
to this process by assessing functional 
limitations, recommending accommodations, 
and supporting individuals in negotiating 
inclusive arrangements with institutions. This 
legal principle directly connects rehabilitation 
psychology with social justice, as it shifts 
responsibility from “fixing the individual” 
to adapting the environment (Golden et al., 
2008; Frank & Elliott, 2014).
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1.2.3.5  Legal Regulation of 
Professional Practice

Legal issues in rehabilitation psychology 
also include regulation of professional 
competence and accountability. Laws 
and professional councils define who is 
qualified to provide rehabilitation-related 
psychological services and what standards 
must be followed. In India, professional 
regulation through statutory bodies ensures 
that services are delivered by trained and 
recognised professionals.

From a rehabilitation psychology 
perspective, legal compliance involves 
maintaining accurate records, following 
scope-of-practice guidelines, obtaining 
valid consent, and adhering to institutional 
and governmental regulations. Legal 
accountability reinforces ethical practice 
and protects both clients and professionals 
(Frank & Elliott, 2014).

1.2.3.6  Legal Capacity and 
Supported Decision-Making

Legal capacity refers to an individual’s 
right to make decisions about their 
own life. Disability laws increasingly 
emphasize supported decision-making 
rather than substitute decision-making. 
This is particularly relevant in rehabilitation 
psychology, where clients may have cognitive 
impairments due to brain injury, stroke, or 
neurological conditions.

Rehabilitation psychologists are legally 
and ethically expected to support decision-
making capacity by simplifying information, 
using alternative communication methods, 
and involving trusted supporters when 
necessary. Even when full legal consent is 
not possible, the individual’s preferences, 
values, and assent must be respected. This 
approach aligns rehabilitation practice with 
both human rights law and ethical standards 
(Golden et al., 2008; United Nations, 2006).

1.2.3.7  Role of Rehabilitation 
Psychologists in Legal Advocacy

Beyond compliance, rehabilitation 
psychologists often engage in legal and rights-
based advocacy. This includes educating 
clients and families about disability rights, 
supporting appeals for accommodations, 
contributing expert opinions, and working 
with institutions to implement inclusive 
policies.

Advocacy is not seen as separate 
from clinical work but as an extension of 
rehabilitation goals. By linking psychological 
rehabilitation with legal empowerment, 
psychologists help individuals achieve long-
term participation, autonomy, and quality 
of life (Frank & Elliott, 2014).

Legal issues and disability rights form 
a foundational pillar of rehabilitation 
psychology. International conventions and 
national laws have reshaped rehabilitation 
practice by emphasising dignity, equality, and 
inclusion. For rehabilitation psychologists, 
legal knowledge is not merely technical; 
it is integral to ethical practice, client 
empowerment, and social justice. 
Understanding and applying disability 
law enables psychologists to move beyond 
treatment toward meaningful participation 
and rights-based rehabilitation.

1.2.4  Confidentiality in 
Rehabilitation Psychology

Confidentiality refers to the ethical and 
professional obligation to protect a client’s 
personal information and to limit disclosure 
to appropriate circumstances. In rehabilitation 
psychology, confidentiality is particularly 
challenging because care is frequently 
delivered within multidisciplinary teams 
that include physicians, neuropsychologists, 
physiotherapists, occupational therapists, 
social workers, and caregivers. While 
teamwork is essential for effective 
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rehabilitation, it increases the risk of 
unnecessary or inappropriate information 
sharing.

The Handbook of Rehabilitation 
Psychology emphasizes that confidentiality 
in rehabilitation settings must follow the 
principle of minimum necessary disclosure, 
meaning that only information directly 
relevant to rehabilitation goals should be 
shared with team members (Brenner et al., 
2019). Psychologists must clearly explain 
to clients how information will be shared 
within the team and must document consent 
for such sharing. Importantly, confidentiality 
does not disappear simply because care is 
collaborative; rather, it must be actively 
managed.

Clinical neuropsychological rehabilitation 
further complicates confidentiality because 
assessment reports may contain sensitive 
cognitive, emotional, and behavioural 
information. Golden (2014) notes that 
neuropsychological findings can influence 
legal decisions, disability certification, 
employment, and family dynamics. Ethical 
practice therefore requires careful control 
over who receives reports, how findings are 
explained, and how long records are retained. 
Misuse or misinterpretation of assessment 
data can lead to stigma or discrimination.

Exceptions to confidentiality may occur 
when there is a risk of serious harm, legal 
obligation, or court order. Even in such cases, 
rehabilitation psychologists are encouraged 
to inform clients about disclosures whenever 
possible and to disclose only what is required. 
Maintaining confidentiality strengthens trust, 
which is essential for long-term rehabilitation 
engagement and psychological adjustment 
(APA, 2017; Brenner et al., 2019).

1.2.5  Informed Consent in 
Rehabilitation Psychology

Informed consent is a fundamental ethical 
and legal requirement in rehabilitation 

psychology and refers to the process by 
which clients voluntarily agree to assessment 
or intervention after receiving adequate 
information. In rehabilitation settings, 
informed consent is best understood as an 
ongoing process, not a single signature on 
a form.

According to Brenner et al. (2019), clients 
in rehabilitation may experience fluctuating 
capacity due to pain, fatigue, medication 
effects, brain injury, or emotional distress. 
As a result, rehabilitation psychologists must 
frequently revisit consent, especially when 
treatment goals change, new assessments are 
introduced, or long-term interventions are 
planned. Information should be provided in 
clear, simple language, avoiding technical 
jargon, and comprehension should be actively 
checked.

In clinical neuropsychological 
rehabilitation, informed consent has 
additional importance because assessments 
may influence diagnosis, prognosis, legal 
status, and eligibility for services. Golden 
(2014) stresses that clients must understand 
the purpose, limits, and possible consequences 
of neuropsychological testing. This includes 
explaining how results may be shared, how 
long assessments take, and how findings 
may affect rehabilitation planning.

When clients have impaired decision-
making capacity, ethical practice requires 
a supported decision-making approach 
wherever possible. This involves simplifying 
information, using visual aids, involving 
trusted family members, and seeking the 
client’s assent even when legal consent is 
provided by a guardian. The aim is to respect 
autonomy while ensuring protection and 
beneficence (APA, 2017; Brenner et al., 
2019).

Confidentiality, informed consent, 
and professional boundaries are not 
isolated ethical rules but interconnected 
responsibilities that shape everyday 
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rehabilitation practice. In rehabilitation 
psychology, these ethical principles must 
be applied flexibly yet rigorously, taking 
into account vulnerability, team-based care, 
cultural context, and long-term relationships. 
Ethical sensitivity, reflective practice, and 
adherence to professional standards ensure 
that rehabilitation psychology remains 
respectful, effective, and rights-oriented.

1.2.6   Professional Boundaries 
in Rehabilitation Psychology 

	♦ Professional boundaries define 
the limits of the therapeutic 
relationship and protect both 
the client and the psychologist 
from harm, exploitation, and role 
confusion.

	♦ Boundary issues are especially 
important in rehabilitation 
psychology because rehabilitation 
is often long-term, emotionally 
demanding, and involves client 
dependency due to physical or 
cognitive limitations.

	♦ Clients may develop strong 
emotional attachment to 
rehabilitation professionals as 
a result of prolonged contact and 
reliance for psychological and 
functional support (Brenner et 
al., 2019).

	♦ While empathy, warmth, 
and support are essential in 
rehabilitation work, psychologists 
must avoid dual relationships, 
such as acting as a family 
advisor, financial helper, social 
companion, or decision-maker 
for the client.

	♦ Dual relationships can impair 
professional objectivity, increase 
dependency, and raise the risk 
of emotional or psychological 
harm to the client (Brenner et 
al., 2019).

	♦ In neuropsychological 
rehabilitation, boundary 
violations may occur when 
professionals overstep their 
scope of competence or engage 
in advocacy or decision-making 
without clear client consent 
(Golden, 2014).

	♦ Ethical practice requires 
psychologists to remain within 
their professional role while 
collaborating respectfully 
and appropriately with 
multidisciplinary rehabilitation 
teams.

	♦ Boundary management also 
involves careful handling of gifts, 
personal favors, social media 
contact, and communication 
outside therapy sessions. 

	♦ Clear documentation, regular 
supervision, and professional 
consultation are essential 
strategies for recognising and 
managing boundary challenges 
in rehabilitation settings.

	♦ Ethical standards emphasise that 
the responsibility for maintaining 
professional boundaries always 
lies with the psychologist, not 
with the client, regardless of 
the client’s vulnerability or 
dependence (APA, 2017).
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Recap

	♦ Ethical and legal considerations are central to rehabilitation psychology 
because clients may experience physical, psychological, and social 
vulnerability.

	♦ Beneficence requires rehabilitation psychologists to promote the well-
being of clients through appropriate and helpful interventions.

Case Illustration: Professional Boundaries in Rehabilitation Psychology

Mr. Arun, a 38-year-old software technician from Kochi, sustained a moderate 
traumatic brain injury  following a road traffic accident. After acute medical 
care, he was referred to a neuro-rehabilitation centre for cognitive rehabilitation 
and psychological support. Due to memory difficulties, reduced concentration, 
and emotional instability, Arun required long-term rehabilitation including 
weekly sessions with a rehabilitation psychologist over several months.

During the course of therapy, Arun developed a strong emotional attachment 
to the psychologist, as she became one of the few professionals who consis-
tently listened to his fears about job loss, family responsibilities, and reduced 
independence. His wife also began relying heavily on the psychologist for 
guidance, frequently seeking advice on financial decisions, workplace com-
munication, and family conflicts. At one point, the family offered an expensive 
gift as a gesture of gratitude and requested the psychologist’s presence during 
a legal meeting related to Arun’s compensation claim.

Recognising the risk of boundary crossing, the psychologist addressed the 
situation ethically by clarifying her professional role and gently declining 
responsibilities outside her scope. She explained the importance of maintain-
ing professional boundaries for Arun’s long-term rehabilitation and referred 
the family to appropriate professionals for legal and financial matters. She 
documented these interactions and discussed the situation in supervision to 
ensure ethical decision-making.

By maintaining clear boundaries while continuing to provide empathic psy-
chological support, the psychologist protected both the client and herself from 
role confusion and dependency. This approach helped Arun gradually regain 
confidence, strengthened family coping, and reinforced trust in the rehabili-
tation process—demonstrating how professional boundaries are essential for 
ethical, effective, and respectful rehabilitation psychology practice.
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	♦ Non-maleficence requires professionals to avoid physical, emotional, 
psychological, and other forms of harm.

	♦ Respect for autonomy protects the individual’s right to participate in 
decisions about rehabilitation, treatment, and life goals.

	♦ Justice requires fairness, equity, non-discrimination, and reasonable 
access to rehabilitation services and opportunities.

	♦ Integrity requires honesty, accuracy, transparency, and realistic 
communication about assessment, treatment, and prognosis.

	♦ Ethics-guided practice applies ethical principles to routine professional 
decisions and encourages reflection, supervision, consultation, and 
accountability.

	♦ Ethical rehabilitation practice in India must consider cultural diversity, 
family involvement, unequal service access, disability rights, and 
professional regulations.

	♦ The UN Convention on the Rights of Persons with Disabilities promotes 
dignity, autonomy, non-discrimination, accessibility, and full participation.

	♦ The Rights of Persons with Disabilities Act, 2016 is a major Indian legal 
framework supporting equality, accessibility, reasonable accommodation, 
and inclusion.

	♦ Reasonable accommodation involves necessary and appropriate 
modifications that enable persons with disabilities to participate on an 
equal basis with others.

	♦ Legal capacity and supported decision-making emphasise the right of 
persons with disabilities to make choices with appropriate assistance 
when required.

	♦ Rehabilitation psychologists may contribute to disability-rights advocacy 
through assessment, documentation, education, and recommendations 
for accommodations.

	♦ Confidentiality requires psychologists to protect private client information 
and share only information that is necessary and appropriate.

	♦ In multidisciplinary rehabilitation teams, clients should be informed 
about how relevant information may be shared among professionals.

	♦ Exceptions to confidentiality may arise when there is serious risk of 
harm, a legal obligation, or a valid court order.
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	♦ Informed consent is an ongoing process in which clients voluntarily 
agree to assessment or intervention after receiving understandable and 
adequate information.

	♦ When decision-making capacity is limited, psychologists should support 
understanding, involve appropriate supporters where necessary, and 
respect the client’s preferences and assent.

	♦ Professional boundaries protect clients and psychologists from exploitation, 
dependency, dual relationships, role confusion, and loss of professional 
objectivity.

	♦ Ethical and legally responsible rehabilitation practice ultimately protects 
dignity, strengthens trust, supports autonomy and participation, and 
promotes inclusive rehabilitation outcomes.

Objective Questions

1.	 Which organisation issues the international ethical code followed by 
rehabilitation psychologists? 

2.	 Which ethical principle refers to promoting the well-being of clients? 

3.	 Which ethical principle refers to avoiding harm to clients? 

4.	 Which ethical principle protects a client’s right to make independent 
decisions? 

5.	 Which ethical principle emphasises fairness and non-discrimination? 

6.	 Which ethical principle represents honesty and transparency in professional 
practice? 

7.	 What is the application of ethical principles to everyday professional 
practice called? 

8.	 Which international convention protects the rights of persons with 
disabilities? 

9.	 Which Indian Act protects the rights of persons with disabilities? 

10.	What type of accommodation refers to necessary modifications for 
persons with disabilities? 

26 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



11.	What type of disclosure involves sharing only essential information 
within a professional team? 

12.	What is the protection of private client information called? 

13.	What type of consent involves voluntary agreement after receiving 
complete information? 

14.	What type of consent is treated as an ongoing process? 

15.	What form of decision-making enables individuals to make choices 
with appropriate assistance? 

16.	What are the limits defining the therapist–client relationship called? 

17.	What are relationships outside therapy that may affect professional 
objectivity called? 

18.	What is professional oversight and guidance provided by a senior 
practitioner called? 

19.	Which type of rights are promoted through advocacy for inclusion and 
accessibility?

Answers

1.	 American Psychological Association

2.	 Beneficence

3.	 Non-maleficence

4.	 Autonomy

5.	 Justice

6.	 Integrity

7.	 Ethics

8.	 UNCRPD
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9.	 RPwD

10.	Reasonable

11.	Minimum

12.	Confidentiality

13.	Informed

14.	Ongoing

15.	Supported

16.	Boundaries

17.	Dual

18.	Supervision

19.	Disability 

Assignments

1.	 Explain the ethical principles of beneficence, autonomy, justice, and 
integrity in rehabilitation psychology with suitable Indian examples. 

2.	 Discuss the importance of disability rights in rehabilitation psychology 
with reference to the UNCRPD and the Rights of Persons with Disabilities 
Act, 2016. 

3.	 Describe confidentiality and informed consent in rehabilitation 
psychology. Explain why these concepts are more complex in team-
based rehabilitation settings. 

4.	 Using the case of Mr. Arun, analyse how professional boundaries help 
prevent dependency and role confusion in long-term rehabilitation. 

5.	 “Ethical practice in rehabilitation psychology goes beyond therapy and 
includes advocacy.” Critically examine this statement with reference 
to ethics-guided practice in India. 
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Psychological Assessment in 
Rehabilitation

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ identify the types of cognitive, emotional, and behavioral assessments

	♦ compare standardized tests and assessment tools for different evaluation 
purposes

	♦ demonstrate the process of conducting comprehensive assessments 
using appropriate methods

	♦ Interpret results from various assessments to provide accurate conclusions.

Imagine a student who has learned about basic human behaviour, emotions, 
personality, and psychological processes. Understanding how people think, feel, and 
respond to different situations provides a foundation for learning how psychological 
assessments are used in rehabilitation settings. Psychological assessment helps 
professionals understand a person’s strengths, difficulties, emotional adjustment, 
cognitive functioning, personality characteristics, and needs after disability, illness, 
or injury.

Before beginning this unit, reflect on the following questions:

	♦ Why is it important to understand a person’s psychological functioning 
during rehabilitation?

	♦ How can emotional difficulties affect a person’s recovery and adjustment 
to disability?
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Psychological Assessment in 
Rehabilitation

Psychological assessment plays a 
crucial role in the field of rehabilitation, 
particularly for individuals recovering 
from injuries, disabilities, or medical 
conditions that affect cognitive, emotional, 
and behavioral functioning. It involves the 
systematic collection of data to understand 
an individual’s mental health, cognitive 
abilities, emotional state, and behavioral 
patterns. These assessments are vital for 
formulating effective treatment plans, 
monitoring progress, and providing 
personalized rehabilitation strategies that 
address the unique needs of each patient.

In rehabilitation settings, psychological 
assessment typically encompasses a variety of 
tools, including standardized tests, interviews, 
and observational techniques, to evaluate 
cognitive, emotional, and behavioral aspects 

of a person’s functioning (Groth-Marnat, 
2016). Cognitive assessments are used to 
measure an individual’s memory, attention, 
problem-solving skills, and intellectual 
abilities. In contrast, emotional assessments 
are used to evaluate mood disorders, anxiety, 
and depression, which are common in patients 
dealing with physical disabilities (Kendall, 
2017). Behavioral assessments focus on 
measuring changes in behavior, social 
interactions, coping strategies, and adjustment 
to the disability or injury. In addition, 
rehabilitation psychologists assess functional 
independence, coping strategies, adjustment 
to disability, motivation for rehabilitation, 
self-efficacy, social support, and quality of 
life to develop individualized intervention 
plans and monitor rehabilitation progress. 
The data collected from these assessments 
provide rehabilitation professionals with a 
comprehensive understanding of the patient’s 
psychological well-being and aid in the 
design of tailored interventions.

Discussion

Keywords

Assessment, Cognitive, Behavioural, Emotional, Standardised tests, Assessment tools 

	♦ What information do psychologists need before planning rehabilitation 
interventions?

	♦ How can psychological tests help professionals identify a person’s 
strengths and challenges?

	♦ How can assessment results support better rehabilitation planning and 
improve quality of life?

This chapter introduces learners to the basic concepts, purposes, types, and 
significance of psychological assessments used in rehabilitation settings.
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The importance of psychological 
assessment in rehabilitation is underscored 
by the need for a holistic approach to 
recovery. For example, patients recovering 
from spinal cord injuries, traumatic brain 
injuries, or strokes often face a combination 
of physical limitations and psychological 
challenges such as depression, anxiety, and 
cognitive impairments (Armitage et al., 
2020). Psychological assessments enable 
clinicians to identify these challenges 
early, allowing timely implementation of 
therapeutic interventions that address physical 
rehabilitation while promoting mental and 
emotional recovery (Bell & Greenberg, 2019). 
Moreover, comprehensive assessments are 
essential for tracking rehabilitation progress, 
as they provide measurable data that can be 
used to adjust treatment plans and improve 
outcomes.

Effective interpretation of psychological 
assessments requires a deep understanding of 
the patient’s background, culture, and specific 
rehabilitation goals. Cultural sensitivity is 
especially important in the Indian context, 
where attitudes toward disability, illness, and 
mental health may vary significantly across 
different regions and communities (Thomas 
& Veeran, 2021). Therefore, culturally 
appropriate assessment tools and techniques 
should be employed to ensure accurate results 
and avoid misinterpretation. Additionally, 
psychological assessments should not only 
inform clinical decision-making but also 
empower patients by providing insights 
into their mental health, promoting self-
awareness, and fostering a sense of agency 
in their recovery process.

In conclusion, psychological assessment 
is an integral component of rehabilitation, 
providing valuable insights into the 
cognitive, emotional, and behavioral 
factors that influence recovery. Through 
a comprehensive and culturally sensitive 
approach, psychological assessments help 
clinicians design personalized interventions 

that promote both physical and psychological 
well-being, ultimately leading to better 
rehabilitation outcomes.

2.1.1  Types of Assessments: 
Cognitive, Emotional, and 
Behavioral

Psychological assessments are essential 
tools used to evaluate various facets of a 
person’s functioning, including cognitive, 
emotional, and behavioral dimensions. 
These assessments not only help clinicians 
understand individuals’ overall psychological 
health but also guide treatment plans, track 
progress, and support rehabilitation. Cognitive, 
emotional, and behavioral assessments 
are particularly crucial in rehabilitation 
psychology, where understanding how an 
injury, illness, or disability affects a person’s 
mental functioning, emotions, and actions is 
central to developing effective interventions. 
Below is a detailed exploration of these 
three types of assessments, their purpose, 
and how they contribute to rehabilitation.

2.1.1.1  Cognitive Assessments

Cognitive assessments evaluate a person’s 
mental processes such as memory, attention, 
problem-solving, learning, and reasoning 
abilities. These assessments are crucial 
in identifying cognitive impairments that 
may result from injuries, brain damage, or 
neurological disorders, such as in the case 
of stroke victims, individuals with traumatic 
brain injuries, or those recovering from a 
spinal cord injury (Groth-Marnat, 2016). 
Cognitive evaluations help in understanding 
how a person’s brain processes information 
and how different brain functions are 
impacted by injury or disease.

Key Areas of Cognitive 
Assessment:

	♦ Memory: Evaluating the ability 
to store, retrieve, and use 
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information. Memory tests might 
focus on short-term memory, 
long-term memory, and working 
memory.

	♦ Attention and Concentration: 
Measures how well a person can 
focus on a task without getting 
distracted.

	♦ Problem-solving and 
Reasoning: Assesses the capacity 
to think logically, analyze 
situations, and make decisions.

	♦ Executive Functioning: 
Examines skills related to 
planning, organization, an 
decision-making, problem-
solving, cognitive flexibility, 
inhibitory control, and goal-
directed behaviour. 

	♦ Language and Communication: 
Evaluates the ability to 
understand and produce language, 
which is critical in brain injury 
rehabilitation.

Common Cognitive Assessment 
Tools:

	♦ Wechsler Adult Intelligence 
Scale (WAIS): A widely used 
tool to measure intelligence and 
cognitive abilities (Wechsler, 
2008).

	♦ Montreal Cognitive Assessment 
(MoCA): A brief screening tool 
designed to detect mild cognitive 
impairment (Nasreddine et al., 
2005).

	♦ Trail Making Test (TMT): Used 
to assess attention, cognitive 
flexibility, and motor functioning.

	♦  Mini-Mental State Examination 
(MMSE): A brief screening 
tool used to assess orientation, 

attention, memory, language, and 
visuospatial abilities. 

	♦  Repeatable Battery 
for the Assessment of 
Neuropsychological Status 
(RBANS): Assesses immediate 
and delayed memory, attention, 
language, and visuospatial/
constructional abilities, 
commonly used in neurological 
rehabilitation. 

	♦   Wisconsin Card Sorting Test 
(WCST): Evaluates executive 
functioning, cognitive flexibility, 
abstract reasoning, and problem-
solving abilities. 

	♦   Stroop Color and Word Test: 
Measures selective attention, 
cognitive inhibition, and 
processing speed. 

	♦  Digit Span Test (from WAIS): 
Assesses attention, concentration, 
and working memory. 

	♦  Clock Drawing Test (CDT): 
A quick screening tool for 
visuospatial skills, executive 
functioning, and cognitive 
impairment. 

These tools allow clinicians to identify 
cognitive deficits early, providing essential 
information for developing tailored 
rehabilitation strategies. For example, if 
cognitive testing reveals deficits in working 
memory, rehabilitation strategies can include 
exercises designed to enhance memory 
retention and processing speed.

2.1.1.2 Emotional Assessments

Emotional assessments focus on evaluating 
an individual’s emotional state, including 
mood, anxiety, depression, and stress levels. 
Emotional health is often compromised after 
traumatic events, such as physical injuries or 
life-altering conditions, where individuals 
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may experience heightened stress, anxiety, 
or depressive symptoms. These emotional 
assessments are key to understanding the 
psychological impact of a condition and 
addressing the patient’s emotional needs 
throughout recovery.

Key Areas of Emotional 
Assessment:

	♦ Mood Disorders: Identifying 
signs of depression, anxiety, or 
bipolar disorder.

	♦ Anxiety disorders: Identifying 
excessive fear, worry, panic, 
or anxiety symptoms that 
may interfere with recovery, 
participation in rehabilitation, 
and daily functioning. 

	♦ Emotional Regulation: 
Assessing a person’s ability to 
manage and control emotions 
such as anger, sadness, or 
frustration.

	♦ Stress and Coping: Evaluating 
how an individual copes with 
stressful situations, especially 
relevant for those recovering 
from a traumatic injury.

	♦ Self-Esteem and Self-Worth: 
Investigating how a person 
perceives their abilities and 
overall worth, which can 
be crucial in rehabilitation, 
especially for individuals dealing 
with disabilities.

	♦ Adjustment to Disability: 
Evaluating how well an individual 
is adapting psychologically 
to physical illness, injury, or 
disability. 

	♦ Motivation and Treatment 
Adherence: Assessing the 
individual’s motivation to 

participate in rehabilitation 
and comply with treatment 
recommendations. 

Common Emotional Assessment 
Tools:

	♦ Beck Depression Inventory 
(BDI): A widely used self-
report questionnaire to assess the 
severity of depressive symptoms 
(Beck et al., 1961).

	♦ State-Trait Anxiety Inventory 
(STAI): Measures both the 
temporary condition of anxiety 
(state anxiety) and the general 
tendency to experience anxiety 
(trait anxiety) (Spielberger, 1983).

	♦ Positive and Negative Affect 
Schedule (PANAS): Measures 
positive and negative emotional 
states (Watson et al., 1988).

	♦ Hospital Anxiety and 
Depression Scale (HADS): 
Screens for symptoms of anxiety 
and depression in individuals with 
physical health conditions and 
is widely used in rehabilitation 
settings.

	♦ Generalized Anxiety Disorder-7 
(GAD-7): A brief self-report 
measure used to assess the 
severity of generalized anxiety 
symptoms.

	♦ Coping Inventory for Stressful 
Situations (CISS): Assesses task-
oriented, emotion-oriented, and 
avoidance coping styles, which 
are important for understanding 
adjustment during rehabilitation. 

Emotional assessments help clinicians 
understand how a person is psychologically 
adjusting to their physical condition. For 
instance, if a patient exhibits symptoms of 
severe depression post-stroke, emotional 

36 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



therapy and counselling might be introduced 
alongside physical rehabilitation to address 
these psychological challenges.

2.1.1.3  Behavioral Assessments

Behavioral assessments examine how 
individuals act or respond to different stimuli 
in their environment. These assessments 
are concerned with observable actions and 
provide valuable insight into how a person 
interacts with others, copes with stress, 
and manages their day-to-day activities. 
In rehabilitation psychology, behavioral 
assessments are critical in understanding how 
an individual adjusts to their new limitations 
or challenges after an injury or illness.

Key Areas of Behavioral 
Assessment:

	♦ Activities of Daily Living 
(ADLs): Assessing the 
individual’s ability to perform 
everyday tasks such as dressing, 
bathing, eating, grooming, and 
mobility independently.

	♦ Treatment Adherence: 
Evaluating the individual’s 
consistency in following 
medication regimens, therapy 
sessions, home exercises, 
and other rehabilitation 
recommendations. 

	♦ Social Interaction: How well 
a person interacts with others, 
including family members, 
caregivers, and peers. Social 
withdrawal is common in 
individuals undergoing 
rehabilitation, especially if 
their injuries lead to disability 
or visible changes in appearance.

	♦ Coping Mechanisms: 
Identifying the strategies used 
by an individual to cope with 
stress, pain, or disability. Coping 

can be adaptive (e.g., seeking 
support) or maladaptive (e.g., 
substance abuse or avoidance).

	♦ Motivation and Engagement: 
Evaluating a person’s level of 
motivation to participate in 
rehabilitation activities. Low 
motivation can hinder recovery, 
especially if the person feels 
hopeless or discouraged.

	♦ Behavioral  Changes: 
Monitoring changes in behavior, 
such as aggression, passivity, or 
compliance with treatment plans.

	♦ Community Participation: 
Assessing the individual’s 
involvement in work, education, 
leisure activities, and social roles 
following illness or injury. 

Common Behavioral Assessment 
Tools:

	♦ Functional Independence 
Measure (FIM): A tool used in 
rehabilitation settings to assess a 
patient’s level of independence in 
performing daily activities (Keith 
et al., 1994).

	♦ Behavioral Rating Scales: Tools 
that allow clinicians to rate the 
severity of specific behavioral 
symptoms, such as aggression 
or withdrawal.

	♦ Self-Report Questionnaires: 
Instruments that allow individuals 
to assess their behavior, such as 
the Coping Strategy Inventory 
(Tobin et al., 1989).

	♦ Community Integration 
Questionnaire (CIQ): Measures 
participation in home, social, 
and productive activities after 
rehabilitation.
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	♦   Behavior Assessment System 
for Children (BASC): Used 
with children and adolescents to 
assess behavioural and emotional 
functioning across multiple 
settings. 

Behavioral assessments allow clinicians 
to measure not just physical recovery 
but also how individuals are adapting to 
their new lives. For example, if a patient 
is showing signs of maladaptive coping, 
such as aggression or excessive alcohol 
consumption, intervention strategies can 
be introduced to address these behaviors 
and promote healthier coping mechanisms.

2.1.1.4    Integration of Cognitive, 
Emotional, and Behavioral 
Assessments in Rehabilitation

In rehabilitation settings, cognitive, 
emotional, and behavioral assessments 
are rarely used in isolation. Often, they 
are integrated into a comprehensive 
assessment that provides a complete picture 
of an individual’s functioning. This holistic 
approach ensures that rehabilitation efforts 
address not just the physical recovery but also 
the psychological and behavioral aspects of 
recovery, which can significantly influence 
the overall outcome.

The Role of Comprehensive Assessments 
in Rehabilitation:

	♦ Guiding Treatment Plans: 
Cognitive, emotional, and 
behavioral data guide clinicians in 
creating individualized treatment 
plans that target all areas of 
functioning, rather than focusing 
solely on physical recovery.

	♦ Tracking Progress: These 
assessments allow for the 
monitoring of changes over 
time, ensuring that rehabilitation 
programs are adjusted as needed.

	♦ Improving Outcomes: By 
addressing cognitive, emotional, 
and behavioral challenges, 
rehabilitation programs can help 
patients achieve better overall 
outcomes and enhance quality 
of life.

Cognitive, emotional, and behavioral 
assessments are fundamental to the 
rehabilitation process, particularly in 
individuals recovering from trauma, disability, 
or illness. Each type of assessment offers 
a unique lens through which clinicians can 
evaluate different aspects of an individual’s 
functioning and well-being. By using a 
combination of cognitive tests, emotional 
inventories, and behavioral assessments, 
clinicians can design more comprehensive, 
personalized rehabilitation programs that 
promote holistic recovery, improving both 
the physical and psychological health of 
the individual. (To know about the types 
of psychological assessments used in 
rehabilitation settings, their purpose, tools, 
and application, see the table 2.1.1)
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Cognitive, emotional, and behavioral 
assessments are fundamental to the 
rehabilitation process, particularly in 
individuals recovering from trauma, disability, 
or illness. Each type of assessment offers a 
unique lens through which clinicians can 
evaluate different aspects of an individual’s 
functioning and well-being. By using a 
combination of cognitive tests, emotional 
inventories, and behavioral assessments, 
clinicians can design more comprehensive, 
personalized rehabilitation programs that 
promote holistic recovery, improving both 
the physical and psychological health of 
the individual.

2.1.2   Standardized Tests 
and Assessment Tools in 
Rehabilitation Psychology

In the field of rehabilitation psychology, 
standardized tests and assessment tools play 
a critical role in evaluating an individual’s 
cognitive, emotional, and behavioral 
functioning. These tools are essential for 
developing tailored rehabilitation programs 
that address the specific needs of patients 
recovering from injuries, disabilities, or 
medical conditions. Standardised tests are 
administered and scored consistently across 
different individuals, allowing for reliable 
and valid comparisons of performance. 
In rehabilitation settings, they provide 
objective data that help clinicians make 
informed decisions, track progress, and 
adjust interventions.

 What Are Standardized Tests?

Standardized tests are psychological 
tools that have been rigorously tested and 
validated to ensure they measure what they 
intend to, with a high degree of consistency 
across different administrations. These tests 
are developed using a systematic process 
that involves:

	♦ Establishing norms based on 
a large, representative sample 
from the target population.

	♦ Ensuring reliability so that the 
test produces consistent results 
over time.

	♦ Ensuring validity so that the 
test accurately measures the 
construct it is intended to measure 
(e.g., intelligence, depression, 
memory).

In rehabilitation psychology, standardized 
tests are used to assess various aspects of 
a patient’s functioning, such as cognitive 
abilities, emotional states, and behavioral 
patterns. These tools are vital for 
understanding how an individual is adjusting 
to their condition and help in designing 
effective rehabilitation interventions.

2.1.2.1   Types of Standardized 
Tests and Assessment Tools in 
Rehabilitation Psychology

a.	 Cognitive Assessments

Cognitive assessments are used to 
evaluate an individual’s mental functions, 
such as memory, attention, problem-solving 
abilities, and reasoning. These assessments 
are particularly important in rehabilitation 
settings where cognitive impairments may 
result from traumatic brain injuries (TBI), 
strokes, or other neurological conditions. 
They provide insight into the cognitive 
deficits that may hinder rehabilitation 
progress.

Common Cognitive Assessment 
Tools:

	♦ Wechsler Adult Intelligence 
Scale (WAIS-IV): This is one of 
the most widely used intelligence 
tests for adults. It measures 
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various aspects of intelligence, 
including verbal comprehension, 
perceptual reasoning, working 
memory, and processing speed 
(Wechsler, 2008). It is valuable 
in assessing cognitive abilities 
and identifying specific areas of 
difficulty in patients recovering 
from brain injuries or strokes.

	♦ Mini-Mental State Examination 
(MMSE): This brief 30-point 
questionnaire assesses 
cognitive function in areas 
such as arithmetic, memory, and 
orientation (Folstein, Folstein, 
& McHugh, 1975). It is often 
used to screen for cognitive 
impairments in older adults or 
those with neurological disorders.

	♦ Montreal Cognitive Assessment 
(MoCA): The MoCA is a widely 
used screening tool for detecting 
mild cognitive impairments 
(Nasreddine et al., 2005). It 
assesses multiple cognitive 
domains, including memory, 
attention, language, and executive 
function, and is particularly 
useful for assessing patients 
with conditions like Alzheimer’s 
disease or TBI.

	♦ Trail Making Test (TMT): 
The TMT measures cognitive 
flexibility, attention, and motor 
speed. It is commonly used to 
assess executive functioning in 
patients with neurological injuries 
(Reitan, 1958).

b.	 Emotional and Psychological 
Assessments

Emotional and psychological assessments 
focus on understanding an individual’s 
emotional well-being. In rehabilitation 
psychology, emotional assessments are 
critical in understanding how a patient is 
coping with the psychological impact of their 
injury, illness, or disability. Psychological 

distress, anxiety, depression, and stress 
are common in individuals undergoing 
rehabilitation, and these assessments help 
clinicians develop appropriate interventions 
to address these issues.

Common Emotional and 
Psychological Assessment Tools:

	♦ Beck Depression Inventory 
(BDI): The BDI is one of the 
most widely used self-report 
tools for measuring the severity 
of depressive symptoms (Beck 
et al., 1961). It helps clinicians 
assess the emotional impact of 
a disability or injury and guide 
interventions for managing 
depressive symptoms during 
rehabilitation.

	♦ State-Trait Anxiety Inventory 
(STAI): The STAI assesses 
both the transient, state anxiety 
(temporary anxiety related to 
specific situations) and the more 
enduring, trait anxiety (general 
tendency to experience anxiety) 
(Spielberger, 1983). It is useful 
for assessing anxiety levels in 
patients with physical disabilities 
or those recovering from medical 
procedures.

	♦ Positive and Negative Affect 
Schedule (PANAS): The PANAS 
is a widely used tool to measure 
the two broad dimensions of 
emotional experience—positive 
and negative affect (Watson et 
al., 1988). In rehabilitation 
psychology, it helps in 
understanding how patients are 
emotionally adjusting to their 
condition.

	♦ Hospital Anxiety and 
Depression Scale (HADS): 
The HADS is a self-report tool 
designed to identify symptoms 
of anxiety and depression in 
patients, particularly in those with 
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chronic illness or undergoing 
rehabilitation (Zigmond & 
Snaith, 1983). It is widely used 
in medical settings to evaluate 
the emotional state of patients 
recovering from physical injuries 
or surgeries.

c.	 Behavioral Assessments

Behavioral assessments focus on 
understanding a person’s observable 
behaviors and how these behaviors relate 
to their emotional and cognitive state. In 
rehabilitation, behavioural assessments help 
clinicians evaluate how a patient is adjusting 
to new limitations, interacting with others, 
managing stress, and coping with challenges.

Common Behavioral Assessment 
Tools:

	♦ Functional Independence 
Measure (FIM): The FIM 
assesses the degree of disability 
and the amount of assistance 
required for performing daily 
activities (Keith et al., 1994). It 
is a valuable tool in rehabilitation 
settings to measure a patient’s 
functional abilities and track their 
progress.

	♦ Behavioral Rating Scales: These 
scales are used to assess specific 
behaviors such as aggression, 
withdrawal, and compliance. 
They help clinicians understand 
how a patient is responding 
to their environment and to 
rehabilitation efforts (Achenbach 
& Rescorla, 2001).

	♦ Self-Report Questionnaires: 
Tools such as the Coping Strategy 
Inventory (Tobin et al., 1989) 
assess how individuals cope 
with stress and challenges. 
This is particularly important 
in rehabilitation settings 
where patients may experience 

emotional distress due to their 
condition.

	♦ Activity Card Sort (ACS): 
The ACS is an assessment 
tool that measures the level of 
participation in daily activities 
following illness or injury. It is 
particularly useful in evaluating 
the impact of disability on a 
patient’s lifestyle and identifying 
areas for rehabilitation focus 
(Kane & Kane, 2003).

2.1.2.2  The Role of Standardized 
Tests and Assessment Tools in 
Rehabilitation

Standardized tests and assessment tools 
are indispensable in rehabilitation psychology 
for several reasons:

1.	 Objective Measurement: 
These tools provide objective 
and reliable data that clinicians 
can use to assess the patient’s 
condition. This ensures that 
decisions are based on empirical 
evidence rather than subjective 
interpretation.

2.	 Tracking Progress: These 
assessments allow clinicians to 
track the patient’s progress over 
time. By conducting repeated 
assessments, rehabilitation teams 
can evaluate whether the patient 
is improving, maintaining, or 
regressing, helping them adjust 
interventions as needed.

3.	 Personalized Interventions: 
Standardized tests help clinicians 
identify the specific cognitive, 
emotional, and behavioral 
challenges faced by an individual. 
This allows for the development 
of personalized treatment plans 
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that address each patient’s unique 
needs and circumstances.

4.	 Improving Rehabilitation 
Outcomes: By using appropriate 
assessments, clinicians can 
intervene early to address issues 
such as cognitive impairment, 
emotional distress, or behavioral 
problems, which can significantly 
impact the effectiveness of 
rehabilitation efforts.

Standardized tests and assessment tools 
are integral to rehabilitation psychology, 
providing clinicians with objective data to 
evaluate cognitive, emotional, and behavioral 
functioning. These assessments not only 
guide the development of individualized 
rehabilitation programs but also help 
monitor progress and adjust interventions as 
needed. By utilizing tools like the WAIS-IV 
for cognitive assessment, the BDI for 
emotional health, and the FIM for behavioral 
functioning, rehabilitation professionals can 
create a holistic treatment plan that addresses 
all aspects of a patient’s recovery. Ultimately, 
these tools enhance the effectiveness of 
rehabilitation programs, ensuring better 
outcomes for individuals recovering from 
injuries, illnesses, or disabilities.

2.1.3  Conducting 
Comprehensive Assessments 
and Interpreting Results in 
Rehabilitation Psychology

In rehabilitation psychology, conducting 
comprehensive assessments and interpreting 
the results are critical components in 
understanding a patient’s cognitive, 
emotional, and behavioral functioning. 
These assessments help clinicians develop 
individualized rehabilitation plans, track 
progress, and adjust interventions to 
ensure optimal recovery. A comprehensive 
assessment involves not only collecting data 
from a variety of standardized tools but 

also synthesizing information from clinical 
interviews, observations, and patient history. 
The interpretation of these results is a nuanced 
process that requires integrating data from 
multiple domains, considering cultural and 
contextual factors, and making informed 
decisions to guide the rehabilitation process.

2.1.3.1  Steps in Conducting 
Comprehensive Assessments

1.	Establishing the Assessment 
Objectives: The first step in conducting 
a comprehensive assessment is to define 
the objectives of the evaluation clearly. 
The purpose of the assessment could 
range from diagnosing a psychological 
disorder, measuring cognitive 
impairments, evaluating emotional 
well-being, or understanding behavioral 
changes post-injury. It is essential that 
the assessment be tailored to the specific 
goals of the rehabilitation process 
(Groth-Marnat, 2016).

2.	Selecting Appropriate Assessment 
Tools: Once the objectives are defined, 
the next step is to choose appropriate 
standardized tests, questionnaires, 
and observational tools. These may 
include cognitive assessments such as 
the Wechsler Adult Intelligence Scale 
(WAIS-IV), emotional assessments like 
the Beck Depression Inventory (BDI), 
and behavioral assessments such as the 
Functional Independence Measure (FIM 
A combination of these tools is used 
to assess various domains, including 
memory, attention, mood, and daily 
functioning (Groth-Marnat, 2016).

3.	Collecting Data through Multiple 
Methods: Comprehensive assessments 
in rehabilitation psychology typically 
use multiple methods to gather data:

	♦ Standardized Tests: These 
provide objective measurements 

44 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



of cognitive, emotional, and 
behavioral domains.

	♦ Clinical Interviews: Interviews 
with patients, family members, 
and healthcare providers help 
contextualize test results and 
gain insights into the patient’s 
experience and concerns.

	♦ Observations: Clinicians may 
observe the patient’s behavior 
in natural settings (e.g., during 
rehabilitation activities or social 
interactions) to assess how they 
are coping with their condition.

	♦ Self-Reports: Patient self-reports 
provide subjective data on their 
emotional state, pain levels, 
and perceptions of their own 
functioning (Beck et al., 1961).

4.	Collaboration with Other 
Professionals: Rehabilitation 
psychologists often collaborate with 
a multidisciplinary team of healthcare 
providers, including physical therapists, 
occupational therapists, and social 
workers. This collaboration ensures that 
all aspects of the patient’s functioning 
are considered, and the rehabilitation 
plan is holistic and well-coordinated 
(Fiske, 2019).

2.1.3.2  Interpreting Assessment 
Results

Interpreting the results of comprehensive 
assessments requires careful consideration of 
multiple factors, as the data from standardized 
tests, observations, and interviews need to be 
synthesized into a coherent understanding of 
the patient’s needs. The interpretation process 
can be broken down into the following steps:

1.	Analyzing Cognitive Test Results: 
Cognitive assessment results, such as 
those from the WAIS-IV or MoCA. 
provide insight into areas such 

as attention, memory, executive 
functioning, and intellectual abilities. 
For example, if a patient recovering 
from a brain injury shows deficits in 
memory and attention, the clinician 
might conclude that these cognitive 
impairments need to be addressed 
through specific therapeutic 
interventions aimed at enhancing 
cognitive function (Wechsler, 2008). 
It is also important to assess whether 
cognitive impairments are impacting 
other areas, such as emotional regulation 
and social interactions.

2.	Understanding Emotional Health 
Data: Emotional assessments like the 
BDI or STAI   provide valuable data 
on the patient’s emotional state. For 
example, if a patient recovering from 
a stroke score high on the BDI, this 
may indicate significant depressive 
symptoms, which are common in 
rehabilitation settings. This result would 
prompt further investigation into the 
patient’s emotional health and could 
lead to recommendations for therapy, 
medication, or increased social support 
(Spielberger, 1983).

3.	Evaluat ing Behavioral 
Observations: Behavioral assessments, 
such as the FIM or ACS, offer insights 
into a patient’s functional abilities and 
participation in daily activities. A low 
score on the FIM, for instance, might 
indicate that the patient requires more 
assistance with daily activities like 
bathing, dressing, or eating. Behavioral 
observations also help assess social 
interaction and coping mechanisms, 
providing information on how well 
the patient is adjusting to their new 
limitations (Keith et al., 1994).

4.	Cultural and Contextual 
Considerations: When interpreting 
results, it is essential to consider the 
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cultural and contextual factors that may 
influence the patient’s performance on 
tests. For instance, cultural differences 
in how people express emotions or 
conceptualize disability can affect 
how patients respond to assessments. 
In India, for example, stigma around 
disability or mental health may influence 
how individuals report their emotional 
well-being. Therefore, clinicians must 
be mindful of cultural nuances when 
interpreting the results of emotional 
assessments (Thomas & Veeran, 2021).

5.	Integrating Data to Form a 
Comprehensive Picture: After 
analyzing the data from all sources, 
clinicians must integrate the information 
into a comprehensive picture of the 
patient’s strengths and weaknesses. This 
integration allows for the development 
of a personalized rehabilitation plan. For 
example, if a patient shows significant 
cognitive impairments but has intact 
emotional regulation and strong coping 
strategies, the focus of rehabilitation 
may be on cognitive remediation while 
leveraging the patient’s emotional 
resilience to enhance recovery outcomes.

6.	Recommending Interventions: 
Based on the comprehensive 
interpretation of assessment results, 
the clinician recommends specific 
interventions. These interventions 
may include cognitive rehabilitation 
(e.g., memory exercises), emotional 
interventions (e.g., therapy for depression 

or anxiety), and behavioral strategies 
(e.g., techniques to enhance functional 
independence). Recommendations 
may also include family education 
and counselling, environmental 
modifications, assistive technologies, 
vocational rehabilitation, referrals to 
other rehabilitation professionals, and 
community-based support services 
to promote long-term recovery and 
successful reintegration into daily life. 
It is crucial that these interventions be 
tailored to the patient’s specific needs 
and goals, and they may evolve over 
time as the patient progresses (Fiske, 
2019).

Comprehensive assessments are vital in 
rehabilitation psychology as they provide 
a detailed understanding of a patient’s 
cognitive, emotional, and behavioral 
functioning. Conducting these assessments 
involves selecting appropriate tools, 
gathering data through various methods, and 
collaborating with a multidisciplinary team. 
The interpretation of results requires careful 
analysis, considering both objective data and 
subjective patient experiences, while also 
accounting for cultural factors. This approach 
enables clinicians to develop individualized, 
effective rehabilitation plans that promote 
recovery and improve overall quality of life 
for patients. By continuously monitoring 
and adjusting these plans, rehabilitation 
psychologists can ensure that patients 
receive the most effective care tailored to 
their unique needs
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Recap

	♦ Psychological assessment systematically examines cognitive, emotional, 
and behavioural functioning during rehabilitation. 

	♦ Assessment helps identify an individual’s strengths, difficulties, adjustment 
needs, and barriers to recovery. 

	♦ Cognitive assessments examine memory, attention, concentration, reasoning, 
problem-solving, language, and executive functioning. 

	♦ Common cognitive assessment tools include the WAIS-IV, MoCA, MMSE, 
TMT, RBANS, WCST, Stroop Test, Digit Span Test, and Clock Drawing 
Test. 

	♦ Emotional assessments evaluate depression, anxiety, stress, emotional 
regulation, coping, self-esteem, adjustment to disability, and treatment 
motivation. 

	♦ Common emotional assessment tools include the BDI, STAI, PANAS, 
HADS, GAD-7, and CISS. 

	♦ Behavioural assessments focus on observable behaviour, activities of 
daily living, treatment adherence, social interaction, coping, motivation, 
and community participation. 

	♦ Common behavioural assessment tools include the FIM, Behaviour Rating 
Scales, Coping Strategy Inventory, Community Integration Questionnaire, 
BASC, and Activity Card Sort. 

	♦ Cognitive, emotional, and behavioural assessments should be integrated 
to obtain a comprehensive understanding of the individual. 

	♦ Comprehensive assessment supports holistic rehabilitation rather than 
focusing only on physical recovery. 

	♦ Standardised tests are administered and scored consistently to permit 
meaningful comparison of results. 

	♦ Standardised psychological tests should demonstrate appropriate norms, 
reliability, and validity. 

	♦ Standardised assessment provides objective information that supports 
clinical decision-making and rehabilitation planning. 

	♦ Repeated assessment helps clinicians monitor improvement, stability, 
or deterioration during rehabilitation. 
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	♦ Comprehensive assessment begins by clearly identifying the purpose 
and objectives of the evaluation. 

	♦ Assessment tools should be selected according to the individual’s 
condition, difficulties, and rehabilitation goals. 

	♦ Information should be collected through multiple methods, including 
standardised tests, interviews, observations, self-reports, and relevant 
history. 

	♦ Collaboration with professionals such as physicians, physiotherapists, 
occupational therapists, and social workers strengthens rehabilitation 
assessment. 

	♦ Assessment results should be interpreted by integrating cognitive, 
emotional, behavioural, cultural, contextual, and functional information. 

	♦ Accurate interpretation of assessment results helps clinicians develop 
personalised interventions, monitor progress, promote independence, 
and improve quality of life.

Objective Questions

1.	 What type of assessment evaluates a person’s memory, attention, and 
reasoning abilities?

2.	 What is the name of the widely used intelligence test for adults?

3.	 Which emotional assessment tool measures depressive symptoms?

4.	 Which tool is used to assess mild cognitive impairment?

5.	 What test evaluates a person’s social interaction and coping strategies?

6.	 Which behavioral assessment tool measures a patient’s functional 
independence?

7.	 What is the name of the emotional assessment tool used to measure 
anxiety levels?

8.	 Which cognitive assessment tool evaluates cognitive flexibility and 
motor functioning?
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9.	 What is the term for assessing observable actions and behavior?

10.	What inventory is used for measuring depression severity?

11.	Which emotional assessment tool measures both state and trait anxiety?

12.	What test is used to evaluate executive functioning in brain injury 
patients?

13.	What term refers to the holistic approach to recovery that considers 
cognitive, emotional, and behavioral aspects?

14.	Which tool assesses a person’s coping mechanisms during rehabilitation?

15.	What is the tool used to assess memory, problem-solving, and intellectual 
abilities?

Answers

1.	 Cognitive

2.	 WAIS

3.	 BDI

4.	 MoCA

5.	 FIM

6.	 FIM

7.	 STAI

8.	 TMT

9.	 Behavioral

10.	BDI

11.	STAI

12.	TMT
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13.	Comprehensive

14.	Coping Strategy Inventory

15.	WAIS

Assignments

1.	 Analysis of Cognitive, Emotional, and Behavioral Assessments in 
Rehabilitation Psychology 

2.	 Comparative Study of Standardized Cognitive and Emotional Assessment 
Tools in Rehabilitation 

3.	 Designing a Comprehensive Assessment for a Rehabilitation Case Study 

4.	 Evaluating the Role of Cultural Sensitivity in Psychological Assessments 
in Rehabilitation 

5.	 Exploring the Relationship Between Cognitive Impairments and Emotional 
Well-being in Rehabilitation Patients 

6.	 Critical Review of Behavioural Assessment Tools in Rehabilitation 

7.	 Impact of Emotional Regulation on Rehabilitation Outcomes: An 
Assessment-Based Approach 
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Diagnosis and  
Case Formulation

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ identify and describe common psychological conditions

	♦ understand and apply diagnostic criteria

	♦ develop comprehensive case formulations

	♦ design and implement effective treatment plans

Before beginning this unit , reflect on the following questions:

	♦ Why is it important to identify and understand psychological symptoms 
before planning intervention?

	♦ How can a psychologist differentiate between normal emotional responses 
and signs of psychological disorders?

	♦ What information is required to understand an individual’s psychological 
difficulties?

	♦ How can a person’s biological, psychological, and social factors influence 
their mental health?

	♦ Why is it important to consider the individual’s personal history and 
life experiences during diagnosis?
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In Rehabilitation Psychology, the 
processes of diagnosis and case formulation 
play pivotal roles in understanding the 
psychological effects of disabilities, chronic 
illnesses, and injuries. These processes help 
clinicians identify and address the emotional, 
cognitive, and behavioral issues that may 
arise due to health conditions, as well as 
the barriers individuals face in adapting to 
their new circumstances. Proper diagnosis 
ensures that individuals are accurately 
assessed for the psychological and emotional 
challenges they may experience, while case 
formulation provides a coherent narrative of 
the individual’s situation, helping to guide 
treatment plans and interventions (American 
Psychological Association [APA], 2023).

The goal of diagnosis in rehabilitation 
psychology is not limited to labelling a 
condition but rather understanding its 
comprehensive impact on an individual’s 
life. This includes assessing the emotional, 
cognitive, social, and behavioral 
consequences of a disability or chronic 
condition (Livneh & Antonak, 2005). Case 

formulation goes beyond the diagnostic 
label and takes into account the individual’s 
history, environmental factors, social support 
systems, coping mechanisms, and current 
psychological state. Case formulation is 
an ongoing process that is revised as new 
information emerges and as the individual’s 
needs, progress, and circumstances change 
during rehabilitation. Diagnosis and 
case formulation also help identify the 
individual’s strengths, protective factors, 
and rehabilitation potential, allowing 
clinicians to build on existing resources 
during treatment. They provide a framework 
for setting realistic rehabilitation goals, 
predicting potential barriers to recovery, and 
facilitating interdisciplinary collaboration 
among healthcare professionals. 

Together, diagnosis and case formulation 
enable rehabilitation psychologists to design 
and implement personalized treatment plans 
that address the multifaceted nature of the 
individual’s recovery process (Elliott et al., 
2010).

Discussion

Keywords

Diagnosis, Case formulation, Differential Diagnosis, Treatment Plan, Predisposing 
factors, Precipitating factors

	♦ How can a comprehensive case formulation help in planning effective 
psychological interventions?

This unit introduces learners to the basic concepts, principles, and processes 
involved in psychological diagnosis and case formulation, including understanding 
symptoms, classification of disorders, and integrating assessment information to 
develop an individualised understanding of a person’s psychological concerns.
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2.2.1 Common Psychological 
Conditions in Rehabilitation 
Settings

Rehabilitation is not concerned only with 
restoring physical functioning. An injury, 
disability, or chronic illness can also affect how 
an individual thinks, feels, behaves, relates 
to others, and views the future. For example, 
a person who loses mobility following an 
accident may receive physiotherapy to 
improve physical functioning, but at the 
same time may experience sadness about lost 
independence, anxiety about employment, 
fear of another accident, or uncertainty about 
relationships. Psychological well-being is 
therefore an important component of the 
overall rehabilitation process.

Psychological difficulties may develop 
directly following an injury or illness, 
may already have been present before the 
health condition occurred, or may emerge 
gradually during the rehabilitation process. 
Their severity also varies considerably. 
Temporary sadness or worry after a major 
health event is a normal emotional response 
and should not automatically be considered 
a psychological disorder. Clinical concern 
arises when symptoms become persistent 
or severe and interfere significantly with 
everyday functioning, relationships, treatment 
participation, or quality of life.

Common psychological conditions 
encountered in rehabilitation settings include 
depression, anxiety disorders, post-traumatic 
stress disorder (PTSD), adjustment disorders, 
and psychological difficulties associated with 
chronic pain. Recognising these conditions is 
important because psychological distress can 
influence motivation, adherence to treatment, 
social participation, and progress towards 
rehabilitation goals.

1. Depression

Depression is an important psychological 

condition encountered in rehabilitation 
settings. The experience of disability, 
chronic illness, or serious injury can involve 
significant changes in an individual’s 
life. A person may experience reduced 
independence, interruption of employment or 
education, changes in family responsibilities, 
financial difficulties, altered body image, or 
restrictions in previously enjoyable activities. 
Such changes can create feelings of loss, 
grief, helplessness, and uncertainty.

Depression, however, is more than simply 
“feeling sad.” According to the Diagnostic 
and Statistical Manual of Mental Disorders, 
Fifth Edition, Text Revision (DSM-5-TR), 
depressive disorders involve characteristic 
patterns of emotional, cognitive, behavioural, 
and physical symptoms. Important symptoms 
may include persistent depressed mood, 
markedly reduced interest or pleasure in 
activities, changes in sleep or appetite, 
fatigue, difficulty concentrating, feelings of 
worthlessness or excessive guilt, psychomotor 
changes, and recurrent thoughts of death. 
For a major depressive episode, the required 
pattern of symptoms persists for at least two 
weeks and produces clinically significant 
distress or impairment in important areas 
of functioning (American Psychiatric 
Association, 2022).

In rehabilitation, depression can become 
particularly important because it may interfere 
with active participation in treatment. A 
person who feels hopeless may begin to 
think, “There is no point in doing these 
exercises because I will never improve.” 
Consequently, the person may miss therapy 
sessions, practise exercises less frequently, 
withdraw socially, or stop working towards 
rehabilitation goals. Depression can therefore 
affect both psychological well-being and 
the rehabilitation process.

Example: Consider Arun, a 38-year-old 
employee who experiences a spinal cord 
injury following a road accident. Before the 
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accident, he was independent, employed, 
and socially active. During rehabilitation, 
he becomes increasingly withdrawn and 
stops interacting with other patients. He 
reports that he no longer enjoys speaking 
with friends, has difficulty sleeping, feels 
worthless because he cannot return to 
work immediately, and frequently says 
that his future has been “destroyed.” His 
difficulties extend beyond understandable 
temporary sadness and begin to interfere 
with his rehabilitation participation. The 
rehabilitation team therefore arranges a 
psychological assessment alongside his 
physical rehabilitation.

A useful distinction is:

Sadness after disability → may 
be a normal emotional reaction 
Persistent symptoms + significant impairment 
→ require psychological assessment

Rehabilitation psychologists should 
therefore avoid assuming that every person 
with a disability will become depressed. 
Disability itself does not automatically 
produce depression. The individual’s 
coping resources, social support, financial 
circumstances, previous mental health, 
meaning attached to the disability, and 
environmental barriers can all influence 
psychological adjustment.

2. Anxiety Disorders

Anxiety is another common concern in 
rehabilitation settings. Fear generally refers 
to an emotional response to an immediate 
or identifiable threat, whereas anxiety often 
involves anticipation of a possible future 
threat. A certain amount of anxiety can be 
understandable during rehabilitation. A 
patient may naturally worry about recovery, 
employment, finances, dependence on family 
members, or whether previous activities 
can be resumed.

An anxiety disorder involves anxiety, 
fear, or related behavioural disturbances 
that are excessive or persistent and cause 
clinically significant distress or impairment. 
Different anxiety disorders have different 
diagnostic requirements (American 
Psychiatric Association, 2022). Therefore, 
anxiety experienced during rehabilitation 
should not automatically be diagnosed as 
an anxiety disorder.

Anxiety may influence rehabilitation 
in several ways. A patient may become 
excessively afraid of pain during 
physiotherapy, worry about falling while 
learning to walk again, fear embarrassment 
when using an assistive device in public, or 
constantly worry about the possibility of the 
illness worsening. Anxiety can consequently 
lead to avoidance.

Avoidance is especially important for 
students to understand. Avoiding a feared 
activity can reduce anxiety temporarily, but 
repeated avoidance may maintain fear and 
restrict functioning.

Example : Meera is recovering from 
a serious leg injury caused by a fall. Her 
physiotherapist determines that she can safely 
begin walking with support. However, Meera 
becomes extremely anxious whenever she is 
asked to stand. She repeatedly imagines falling 
again and avoids walking practice whenever 
possible. Avoidance makes her feel safer 
temporarily, but it also limits opportunities 
to rebuild confidence and functional ability. 
Psychological intervention may therefore 
focus on anxiety management and gradual 
engagement with safe rehabilitation activities.

Another person with a chronic cardiac 
condition might constantly monitor bodily 
sensations and interpret every minor increase 
in heart rate as evidence of another medical 
emergency. Such anxiety may restrict daily 
activities even when the medical team has 
advised that appropriate activity is safe.
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3. Post-Traumatic Stress 
Disorder (PTSD)

Some disabilities and injuries result from 
traumatic events such as road accidents, 
workplace accidents, violence, natural 
disasters, burns, or other life-threatening 
experiences. In such circumstances, 
rehabilitation professionals must consider 
not only the physical consequences of the 
event but also its possible psychological 
effects.

Post-traumatic stress disorder (PTSD) 
may develop following exposure to traumatic 
events under specified diagnostic conditions. 
PTSD is characterised by several groups of 
symptoms, including intrusive symptoms, 
avoidance, negative changes in cognition and 
mood, and alterations in arousal and reactivity 
(American Psychiatric Association, 2022).

Intrusive symptoms may involve 
distressing memories, nightmares, or a 
feeling that the traumatic event is happening 
again. Avoidance occurs when the person 
attempts to avoid thoughts, feelings, people, 
places, or situations associated with the 
trauma. Changes in mood and cognition 
can include persistent negative beliefs, 
emotional detachment, or reduced interest 
in activities. Increased arousal may involve 
irritability, sleep difficulties, exaggerated 
startle responses, or hypervigilance.

PTSD can create particular difficulties 
during rehabilitation because aspects of 
treatment may remind the individual of the 
original traumatic event.

Example: Rahul survives a severe road 
accident and sustains multiple fractures. 
During rehabilitation, the sound of vehicles 
outside the hospital makes him extremely 
distressed. He repeatedly experiences 
nightmares about the accident and refuses 
to travel in a car for follow-up appointments. 
He also avoids discussing the accident and 
becomes highly alert whenever he hears 

sudden noises. These symptoms may require 
assessment for trauma-related psychological 
difficulties.

Learners should remember that 
experiencing a traumatic event does not 
automatically mean that a person has PTSD. 
Temporary distress after trauma can occur 
without developing the disorder. Formal 
diagnosis requires assessment of the nature, 
duration, severity, and functional impact 
of the symptoms according to established 
diagnostic criteria.

4. Adjustment Disorders

Adjustment is a central concept in 
rehabilitation psychology because illness 
and disability frequently require individuals 
to adapt to major changes. A person may have 
to adjust to changes in mobility, appearance, 
communication, employment, relationships, 
financial circumstances, family roles, or 
independence.

Adjustment disorders involve emotional or 
behavioural symptoms occurring in response 
to an identifiable stressor and causing 
clinically significant distress or impairment. 
The person’s response must be evaluated 
according to the relevant diagnostic criteria 
rather than merely assuming that difficulty 
adapting to disability constitutes a disorder 
(American Psychiatric Association, 2022).

Adjustment difficulties can appear in 
different ways. Some individuals primarily 
experience sadness, while others experience 
anxiety, irritability, behavioural difficulties, 
or combinations of these reactions.

Example: Anjali, a 45-year-old teacher, 
develops a chronic neurological condition 
that temporarily prevents her from working. 
She becomes distressed about losing her 
professional role and worries continuously 
about how colleagues and students will 
perceive her. She frequently cries, avoids 
social interactions, and struggles to adapt to 
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changes in her daily routine. Her symptoms 
developed in response to the major life 
changes associated with her condition. A 
psychologist would assess the nature and 
severity of these symptoms and determine 
whether they meet the diagnostic requirements 
for an adjustment disorder.

Adjustment should also be understood 
as a process rather than a single event. A 
person may adjust successfully in one area but 
continue to experience difficulty in another. 
For example, an individual may accept the 
use of a wheelchair but remain distressed 
about returning to employment. Similarly, a 
person may function independently at home 
but experience anxiety about participating 
in social situations.

This is particularly relevant in rehabilitation 
psychology because successful adjustment 
does not necessarily mean returning to 
exactly the same life that existed before the 
disability. Instead, it may involve developing 
new strategies, roles, goals, and sources of 
meaning.

5. Chronic Pain and Associated 
Psychological Difficulties

Chronic pain is highly relevant to 
rehabilitation because persistent pain can affect 
physical activity, sleep, mood, concentration, 
employment, family relationships, and overall 
quality of life. Individuals undergoing 
rehabilitation following spinal injuries, 
musculoskeletal conditions, amputations, 
neurological disorders, or other long-term 
health conditions may experience persistent 
pain.

Pain should not be understood as 
merely a physical sensation. Contemporary 
rehabilitation approaches recognise that pain 
experiences are influenced by interactions 
among biological, psychological, and social 
factors. This does not mean that pain is 
“imaginary” or “only psychological.” 

Rather, psychological processes such as fear, 
attention, emotional distress, expectations, 
and coping can influence how individuals 
experience and respond to persistent pain.

A particularly useful concept is the fear-
avoidance cycle. An individual experiences 
pain during an activity and begins to believe 
that movement will cause further injury. 
The person consequently avoids physical 
activity. Prolonged avoidance may contribute 
to reduced activity, loss of confidence, 
social withdrawal, and greater disability. 
Emotional distress can then increase, further 
complicating pain management.

Example: Suresh experiences persistent 
lower-back pain following an occupational 
injury. Although his rehabilitation team 
recommends gradual activity within 
medically appropriate limits, he becomes 
convinced that any movement will cause 
serious damage. He stops exercising, avoids 
household activities, and rarely leaves home. 
Over time, his physical activity decreases and 
he becomes increasingly anxious and socially 
isolated. Rehabilitation therefore needs to 
address not only pain management but also 
his beliefs about pain, fear of movement, 
coping strategies, and gradual return to 
meaningful activity.

A second example can be seen following 
amputation. A person may experience 
persistent or phantom limb pain that 
interferes with sleep. Poor sleep can increase 
fatigue and irritability, which may reduce 
participation in prosthetic training. Reduced 
progress may then increase frustration and 
emotional distress. This illustrates how 
physical and psychological factors can 
interact continuously during rehabilitation.

Understanding the Conditions Together

These psychological conditions should 
not always be viewed as completely separate 
problems. In rehabilitation settings, symptoms 
can overlap. For instance, a person recovering 
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from a traumatic accident may experience 
pain, anxiety, sleep problems, depressive 
symptoms, and trauma-related symptoms 
at the same time. This is one reason why 
careful assessment and differential diagnosis 
are important.

Consider a person who stops attending 
physiotherapy. It would be inappropriate 
to immediately label the individual as 
“unmotivated.” Several explanations are 
possible:

	♦ Depression may have reduced 
motivation and hope.

	♦ Anxiety may have created fear 
of falling or pain.

	♦ PTSD may cause avoidance 
because therapy reminds the 
person of the traumatic event.

	♦ Persistent pain may make 
participation difficult.

	♦ Adjustment difficulties may 
affect acceptance of changed 
circumstances.

The rehabilitation psychologist therefore 
asks not merely “What symptom does this 
person have?” but also “Why is this symptom 
occurring, how does it affect functioning, 
and what factors are maintaining it?”

A Simple  Learner Example

Imagine a 25-year-old college student 
who sustains a serious leg injury in a road 
accident. Different psychological reactions 
might occur:

Depression: “Nothing interests me 
anymore. My future is hopeless.”

Anxiety: “What if I fall when I start 
walking again?”

PTSD: “Whenever I hear a vehicle 
braking, I feel as though the accident is 
happening again.”

Adjustment difficulty: “I cannot cope with 
depending on my parents for everything.”

Pain-related fear: “If I move my leg, I 
will damage it again.”

Although all these reactions occur in the 
context of the same injury, they represent 
different psychological processes and may 
therefore require different assessment and 
intervention strategies.

A major principle of rehabilitation 
psychology is to treat the person, not merely 
the diagnosis. Two individuals with the same 
physical disability can have very different 
psychological experiences. One person 
may adapt effectively with strong family 
support and constructive coping strategies, 
while another may experience severe 
anxiety, depression, or difficulty adjusting. 
Rehabilitation assessment must therefore 
consider the individual’s psychological 
state, physical functioning, family and social 
environment, personal strengths, coping 
resources, and rehabilitation goals.

Early identification of psychological 
difficulties can help the rehabilitation 
team provide appropriate support, improve 
participation in treatment, strengthen coping, 
promote independence, and enhance overall 
quality of life. Psychological assessment 
should therefore be viewed as an integral 
part of comprehensive rehabilitation rather 
than as an optional service provided only 
when severe psychological problems appear.

2.2.2 Diagnostic Criteria and 
Differential Diagnosis

Accurate diagnosis is an important 
component of rehabilitation psychology 
because psychological symptoms may 
influence an individual’s participation in 
treatment, adjustment to disability, functional 
independence, interpersonal relationships, 
and overall quality of life. However, diagnosis 
in rehabilitation settings can be particularly 
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challenging because psychological symptoms 
often occur together with physical illness, 
neurological impairment, chronic pain, 
medication effects, fatigue, sleep disturbances, 
and major changes in life circumstances. 
Therefore, clinicians should not identify a 
psychological disorder solely on the basis 
of the presence of one or two symptoms. 
Diagnosis requires systematic consideration 
of the nature of the symptoms, their duration 
and severity, their effect on functioning, 
possible alternative explanations, and the 
individual’s medical and psychosocial 
context.

Two major classification systems are 
particularly relevant to the diagnosis of 
psychological disorders: the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth 
Edition, Text Revision (DSM-5-TR) published 
by the American Psychiatric Association, and 
the International Classification of Diseases, 
Eleventh Revision (ICD-11) developed by 
the World Health Organization.

DSM-5-TR and ICD-11

The DSM-5-TR, published in 2022, 
provides diagnostic classifications, diagnostic 
criteria, and descriptive information for 
mental disorders. For individual disorders, 
DSM-5-TR specifies which symptoms must 
be present, how long they should persist when 
a duration requirement applies, and which 
other conditions should be excluded before 
a diagnosis is made. Its descriptive sections 
also address functional consequences, 
differential diagnosis, comorbidity, culture-
related issues, and other clinically relevant 
characteristics. 

The ICD-11 is the World Health 
Organization’s international classification 
system for diseases and health-related 
conditions. It was adopted by the World 
Health Assembly in 2019 and formally came 
into effect for health reporting in January 
2022. WHO subsequently published the 

Clinical Descriptions and Diagnostic 
Requirements for ICD-11 Mental, Behavioural 
and Neurodevelopmental Disorders in 
2024 to support accurate clinical diagnosis 
internationally. 

ICD-11 is particularly important in an 
international and Indian educational context 
because it provides a common diagnostic 
language for healthcare systems across 
WHO member states. Its clinical guidance 
also gives attention to cultural variations, 
lifespan differences, and dimensional aspects 
of psychological functioning. 

Although DSM-5-TR and ICD-11 differ 
in their organisation and some diagnostic 
details, both systems aim to improve the 
reliability and consistency of diagnosis. A 
diagnosis should nevertheless never be made 
mechanically from a checklist. Diagnostic 
criteria must be interpreted by appropriately 
trained professionals using clinical judgement 
and information obtained from assessment. 
The American Psychiatric Association 
explicitly emphasises that DSM criteria are 
intended for use by trained professionals 
rather than for self-diagnosis. 

Main Components of Diagnostic 
Criteria

When evaluating a possible psychological 
disorder, several components should be 
considered.

1. Symptoms

Symptoms refer to the emotional, 
cognitive, behavioural, and sometimes 
physical experiences associated with a 
psychological disorder. Different disorders 
have characteristic patterns of symptoms.

For example, symptoms associated with 
depression may include persistent low 
mood, loss of interest or pleasure, fatigue, 
feelings of worthlessness, difficulties with 
concentration, changes in sleep or appetite, 
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and other associated features. Anxiety 
disorders may involve excessive worry, 
fear, physiological arousal, avoidance, or 
apprehension. PTSD may involve intrusive 
memories, avoidance, changes in mood and 
cognition, and heightened arousal.

The presence of an isolated symptom 
is generally insufficient for diagnosis. 
Clinicians examine the overall pattern and 
combination of symptoms.

2. Duration

Many diagnostic conditions require 
symptoms to persist for a specified period 
or follow a particular temporal pattern. 
Duration helps clinicians distinguish 
short-term psychological reactions from 
more persistent clinical conditions. DSM 
diagnostic criteria explicitly specify symptom 
duration where relevant. 

This issue is particularly important in 
rehabilitation. Immediately after an accident, 
diagnosis of a serious illness, amputation, 
spinal cord injury, or stroke, an individual 
may experience sadness, fear, confusion, 
anger, or sleep disturbance. Such reactions 
may be understandable responses to a major 
life event. Their presence immediately after 
an injury does not automatically establish 
a psychological disorder.

3. Severity

Clinicians also assess how intense, 
frequent, and pervasive the symptoms are. 
Mild symptoms may cause relatively limited 
difficulty, whereas severe symptoms may 
substantially interfere with rehabilitation 
and everyday activities.

Severity may therefore be considered in 
relation to questions such as:

	♦ How frequently does the 
symptom occur? 

	♦ How intense is the symptom? 

	♦ Can the individual manage the 
symptom? 

	♦ Does it interfere with 
rehabilitation? 

	♦ Has the symptom become 
progressively worse? 

	♦ Does it create significant distress? 

Assessing severity prevents clinicians 
from treating all psychological responses 
as equally serious.

4. Functional Impairment

One of the most important considerations 
is whether symptoms interfere significantly 
with everyday functioning. Mental disorders 
commonly involve significant distress, 
functional impairment, or both. WHO 
similarly describes mental disorders in 
relation to clinically significant disturbances 
that may be associated with distress or 
impairment in important areas of functioning. 

In rehabilitation settings, functional 
impairment may appear in several ways. 
The individual may:

	♦ repeatedly miss rehabilitation 
sessions; 

	♦ refuse medically appropriate 
activities because of excessive 
fear; 

	♦ withdraw from family and social 
relationships; 

	♦ have difficulty returning to 
employment or education; 

	♦ stop performing activities of daily 
living despite having the physical 
capacity to do so; 

	♦ show significantly reduced 
motivation; 
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	♦ become unable to manage usual 
responsibilities; or 

	♦ experience substantial 
deterioration in independence 
and community participation. 

Thus, rehabilitation psychologists are 
concerned not only with whether symptoms 
exist but also with how those symptoms 
affect functioning and recovery.

Differential Diagnosis

Differential diagnosis is the systematic 
process of considering and distinguishing 
between different possible explanations for 
an individual’s symptoms before deciding 
on the most appropriate diagnosis. DSM-
5-TR specifically incorporates differential 
diagnosis and the exclusion of alternative 
conditions within its diagnostic framework. 

In rehabilitation psychology, differential 
diagnosis should be broader than simply 
deciding whether a person has depression, 
anxiety, PTSD, or an adjustment disorder. 
The clinician must consider at least four 
major possibilities.

1. Distinguishing Between 
Psychological Disorders

Several psychological conditions can 
produce similar symptoms.

For example, sleep disturbance, poor 
concentration, irritability, fatigue, and reduced 
participation may occur in depression, anxiety 
disorders, PTSD, adjustment disorders, or 
chronic pain conditions. Therefore, the 
clinician examines the complete symptom 
pattern, circumstances in which symptoms 
developed, duration, severity, and associated 
features.

For example, avoidance following a road 
accident may have several explanations:

	♦ In PTSD, the person may avoid 
vehicles because they trigger 

traumatic memories. 

	♦ In an anxiety disorder, avoidance 
may be related primarily to fear 
of another accident. 

	♦ In depression, reduced travel may 
result from loss of motivation 
or interest. 

	♦ In chronic pain, the individual 
may avoid travelling because 
prolonged sitting increases pain. 

The observable behaviour is similar, but 
the psychological processes responsible for 
it are different.

2. Distinguishing Psychological 
Disorders from Medical or 
Neurological Conditions

This issue is especially important in 
rehabilitation settings.

Symptoms that initially appear 
psychological may sometimes result partly 
or primarily from a medical or neurological 
condition. For example, difficulties in 
attention, memory, emotional control, 
motivation, or behaviour may follow 
traumatic brain injury, stroke, neurological 
disease, or other medical conditions.

A patient recovering from a stroke who 
demonstrates reduced emotional expression 
should not automatically be diagnosed with 
depression. Similarly, memory difficulties 
following traumatic brain injury should 
not automatically be interpreted as poor 
motivation.

Assessment may therefore require 
collaboration between rehabilitation 
psychologists, physicians, neurologists, 
psychiatrists, physiotherapists, occupational 
therapists, speech-language professionals, 
nurses, and other members of the 
rehabilitation team.
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This multidisciplinary approach is 
consistent with the broader purpose 
of rehabilitation assessment described 
throughout this unit. 

3. Considering Rehabilitation-
Related Factors

A number of factors associated with 
rehabilitation itself may produce symptoms 
resembling psychological disorders.

These include:

Pain: Persistent pain can produce 
sleep disturbance, irritability, reduced 
concentration, fatigue, and decreased activity.

Fatigue: Fatigue associated with 
neurological or medical conditions can 
resemble reduced motivation or depressive 
symptoms.

Sleep disturbance: Poor sleep can 
contribute to emotional instability, memory 
problems, reduced concentration, and 
irritability.

Medication effects: Some medicines may 
affect alertness, sleep, concentration, mood, 
or behaviour.

Physical limitations: Reduced activity may 
be caused by genuine physical impairment 
rather than loss of motivation.

Communication difficulties: Aphasia or 
other communication problems following 
neurological injury may make an individual 
appear socially withdrawn when the primary 
difficulty is neurological.

Environmental barriers: Lack of 
accessibility, financial difficulties, 
unemployment, inadequate social support, 
or stigma may contribute to distress and 
restricted participation.

Consequently, clinicians should avoid 
interpreting every rehabilitation difficulty 
as evidence of psychopathology.

Normal Psychological Reactions Versus 
Psychological Disorders

One particularly important principle 
in rehabilitation psychology is that 
psychological distress following disability, 
injury, or chronic illness is not automatically 
a psychological disorder.

Major illness and disability can produce 
understandable emotional reactions. A person 
may temporarily experience:

	♦ sadness about loss of 
independence; 

	♦ fear about recovery; 

	♦ worry about employment or 
finances; 

	♦ frustration about dependence on 
others; 

	♦ anger regarding the accident or 
illness; 

	♦ embarrassment about physical 
changes; 

	♦ grief regarding loss of previous 
roles or abilities; or 

	♦ uncertainty about the future. 

These reactions may be part of the normal 
process of psychological adjustment.

A diagnosable psychological disorder 
becomes more likely when there is an 
appropriate pattern of symptoms meeting 
recognised diagnostic requirements, 
particularly when symptoms are 
persistent or severe, are disproportionate 
to the circumstances where relevant to 
the diagnosis, cause clinically significant 
distress or impairment, and cannot be better 
explained by another psychological, medical, 
neurological, substance-related, or contextual 
condition. DSM-5-TR diagnostic criteria 
require clinicians to consider symptoms, 
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duration and alternative explanations, while 
ICD-11 similarly provides structured clinical 
diagnostic requirements. 

Example in a Rehabilitation Setting

Consider Arun, who sustained a spinal 
cord injury following a road accident.

During the first few days after learning that 
recovery may take considerable time, Arun 
becomes tearful and worries about whether 
he will be able to return to employment. 
Such sadness and worry may represent an 
understandable psychological reaction to a 
major life-changing event.

However, several weeks later, Arun 
remains persistently depressed, loses interest 
in previously enjoyable activities, experiences 
severe feelings of worthlessness, withdraws 
from family members, and repeatedly refuses 
rehabilitation sessions because he believes 
that improvement is impossible.

At this stage, a more detailed psychological 
assessment is required.

The psychologist should not simply 
conclude that Arun has depression. 
Differential diagnosis should consider:

	♦ whether the symptoms meet 
recognised DSM-5-TR or ICD-11 
diagnostic requirements; 

	♦ whether the symptoms are better 
explained by an adjustment-
related condition; 

	♦ whether pain or sleep disturbance 
contributes to his difficulties; 

	♦ whether medication is affecting 
mood or alertness; 

	♦ whether  neurological 
complications are present; 

	♦ whether social or financial 
problems contribute to his 
distress; and 

	♦ how strongly the symptoms are 
interfering with rehabilitation and 
everyday functioning. 

Only after integrating this information 
should the clinician reach a diagnostic 
conclusion and develop an appropriate 
intervention plan.

Key Point for Learners

Diagnosis in rehabilitation psychology 
should therefore follow the principle:

Symptoms → Duration → Severity 
→ Functional impairment → Context → 
Alternative explanations → Diagnosis

The purpose of diagnosis is not simply 
to attach a label to the person. It is to 
develop an accurate understanding of the 
individual’s difficulties so that appropriate 
psychological, medical, social, and 
rehabilitation interventions can be planned. 
Differential diagnosis protects against both 
overdiagnosis, in which understandable 
reactions to disability are incorrectly 
labelled as disorders, and misdiagnosis, 
in which symptoms produced by medical, 
neurological, or rehabilitation-related factors 
are incorrectly attributed to a psychological 
disorder.

2.2.3 Developing Case 
Formulations & Treatment 
Plans

Case formulation is a systematic process 
through which information obtained during 
assessment is organised into a meaningful 
explanation of an individual’s psychological 
difficulties. While diagnosis identifies and 
classifies a psychological condition, case 
formulation attempts to explain why the 
difficulty developed, what triggered it, what 
is maintaining it, what strengths or resources 
may support recovery, and how these factors 
should guide intervention. Thus, formulation 
moves beyond the diagnostic label and 
develops an individualised understanding 
of the person.

63SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



In rehabilitation psychology, case 
formulation is particularly important 
because psychological functioning is 
closely connected with physical health, 
disability, pain, cognitive functioning, 
family relationships, environmental barriers, 
social participation, employment, and 
independence. Consequently, a formulation 
should consider biological, psychological, 
social, and environmental factors rather 
than examining psychological symptoms 
in isolation. This approach is consistent 
with the biopsychosocial understanding 
of rehabilitation and with the emphasis on 
functioning and participation in rehabilitation 
practice (Engel, 1977; World Health 
Organization, 2001).

Case formulation is also a dynamic process 
rather than a one-time conclusion. It may 
be revised when new information becomes 
available or when the individual’s medical 
condition, psychological functioning, family 
circumstances, rehabilitation progress, or 
goals change.

Steps in Developing a Case 
Formulation

1. Assessment

The first stage involves gathering 
comprehensive information about the 
individual. Information may be obtained 
through clinical interviews, psychological 
tests, behavioural observations, medical 
records, discussions with family members, 
and consultation with other rehabilitation 
professionals.

Assessment should examine areas such as:

	♦ current psychological symptoms;

	♦ cognitive functioning;

	♦ physical and medical condition;

	♦ pain and fatigue;

	♦ coping strategies;

	♦ emotional adjustment to 
disability;

	♦ activities of daily living;

	♦ level of functional independence;

	♦ family and social support;

	♦ treatment adherence;

	♦ educational and vocational 
functioning;

	♦ environmental barriers;

	♦ community participation; and

	♦ personal strengths and 
rehabilitation goals.

A comprehensive assessment allows the 
psychologist to understand not only the 
individual’s problems but also the person’s 
existing abilities and resources.

2. Identifying and Understanding 
the Presenting Problems

The clinician next identifies the 
major difficulties currently affecting the 
individual. These may include depression, 
anxiety, trauma-related symptoms, fear of 
movement, chronic pain-related distress, 
poor motivation, cognitive difficulties, social 
withdrawal, difficulty accepting disability, 
family conflict, or problems returning to 
employment or education.

The psychologist should also examine how 
these problems interfere with rehabilitation.

For example, anxiety about falling may 
cause a person to avoid walking practice, 
while depression may reduce motivation 
to participate in physiotherapy. Cognitive 
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impairment following traumatic brain injury 
may make it difficult for an individual to 
remember rehabilitation instructions.

Therefore, the important question is not 
simply:

“What problem does the individual have?”

but also:

“How did the problem develop, what 
maintains it, and how does it interfere with 
functioning and rehabilitation?”

Key Components of Case Formulation: 
The Four Ps

A useful method for organising 
formulation information is through 
predisposing, precipitating, perpetuating, 
and protective factors. These factors help 
clinicians understand both the causes and 
maintenance of the individual’s current 
difficulties.

1. Predisposing Factors

Predisposing factors are conditions 
or experiences that may have made the 
individual more vulnerable to developing 
psychological difficulties. They usually 
existed before the current problem or 
rehabilitation condition developed.

Predisposing factors may be biological, 
psychological, or social.

Examples include:

	♦ previous history of depression 
or anxiety;

	♦ previous traumatic experiences;

	♦ chronic medical conditions;

	♦ family history of psychological 
disorders;

	♦ low self-esteem;

	♦ limited coping skills;

	♦ social isolation;

	♦ previous experiences of disability;

	♦ financial insecurity; and

	♦ limited social support.

For example, a person who had experienced 
episodes of depression before sustaining a 
spinal cord injury may be more vulnerable 
to developing depressive symptoms during 
rehabilitation.

Predisposing factors do not necessarily 
cause a disorder. They indicate conditions 
that may increase vulnerability.

2. Precipitating Factors

Precipitating factors are the events or 
circumstances that trigger the onset or 
worsening of the current psychological 
problem.

In rehabilitation settings, common 
precipitating factors include:

	♦ road traffic accidents;

	♦ stroke;

	♦ traumatic brain injury;

	♦ amputation;

	♦ diagnosis of a chronic illness;

	♦ sudden loss of mobility;

	♦ onset of chronic pain;

	♦ loss of employment;

	♦ prolonged hospitalisation;

	♦ changes in physical appearance;

	♦ increased dependence on family 
members; and

	♦ disruption of important social or 
occupational roles.
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For example, a road accident resulting 
in permanent mobility limitations may 
precipitate anxiety, depressive symptoms, 
or difficulty adjusting to disability.

The precipitating factor answers the 
question:

“Why did this difficulty develop or 
become worse at this particular time?”

3. Perpetuating Factors

Perpetuating factors are conditions 
that maintain or worsen the psychological 
problem after it has developed. Identifying 
these factors is especially important because 
many psychological interventions directly 
target them.

Common perpetuating factors in 
rehabilitation include:

	♦ avoidance of feared activities;

	♦ catastrophic beliefs about pain;

	♦ negative beliefs about disability;

	♦ social withdrawal;

	♦ poor treatment adherence;

	♦ lack of physical activity;

	♦ sleep disturbance;

	♦ unresolved family conflict;

	♦ excessive dependence on 
caregivers;

	♦ environmental barriers;

	♦ unemployment;

	♦ financial stress;

	♦ stigma;

	♦ lack of accessible facilities;

	♦ maladaptive coping strategies; 
and

	♦ limited opportunities for 
community participation.

For example, a patient who becomes 
afraid of falling may avoid walking practice. 
Avoidance temporarily reduces anxiety 
but prevents the patient from developing 
confidence and physical ability. Continued 
avoidance therefore maintains both the 
anxiety and functional limitation.

Similarly, an individual with chronic pain 
may believe that any movement will cause 
further physical damage. This belief may 
lead to inactivity, physical deconditioning, 
increased dependence, and further emotional 
distress.

Understanding perpetuating factors is 
important because they often represent 
modifiable targets for treatment.

4. Protective Factors

Protective factors are strengths, resources, 
abilities, or environmental conditions that 
support psychological adjustment and 
rehabilitation.

Examples include:

	♦ supportive family relationships;

	♦ positive coping strategies;

	♦ motivation for rehabilitation;

	♦ good problem-solving skills;

	♦ realistic hope about recovery;

	♦ financial resources;

	♦ access to healthcare;

	♦ supportive rehabilitation 
professionals;
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	♦ previous successful coping 
experiences;

	♦ strong social relationships;

	♦ educational or vocational skills;

	♦ religious or spiritual resources, 
where personally relevant;

	♦ availability of assistive 
technology; and

	♦ opportunities for meaningful 
social participation.

Protective factors are important because 
case formulation should not focus only on 
weaknesses and problems. Rehabilitation 
psychology also identifies existing strengths 
that can be used to promote recovery, 
independence, and participation.

For example, strong family support may 
help an individual maintain motivation during 
a prolonged rehabilitation programme. Social 
support may also reduce the psychological 
effects of stressful experiences (Cohen & 
Wills, 1985).

Integrating the Four Ps

The four factors should not be considered 
separately. The psychologist integrates them 
to develop a working explanation of the 
individual’s difficulties.

Consider the following example:

Case: Ravi, a 35-year-old man, sustained a 
spinal cord injury following a road accident. 
During rehabilitation, he becomes socially 
withdrawn, frequently misses physiotherapy 
sessions, and states that his life has no future.

His case formulation may include:

Predisposing factors: Previous history 
of anxiety and limited coping strategies.

Precipitating factors: Sudden spinal cord 

injury, hospitalisation, loss of mobility, and 
temporary inability to work.

Perpetuating factors: Social withdrawal, 
negative beliefs about disability, inactivity, 
financial concerns, and avoidance of 
rehabilitation activities.

Protective factors: Supportive spouse, 
good relationship with the rehabilitation 
team, previous occupational skills, strong 
motivation to support his family, and access 
to rehabilitation services.

The formulation may therefore suggest 
that Ravi’s psychological distress is not 
explained by his spinal cord injury alone. 
It reflects an interaction between previous 
vulnerabilities, the sudden consequences of 
the accident, current negative beliefs and 
avoidance behaviours, and the resources 
available to him.

This formulation then provides the basis 
for treatment planning.

Treatment Plans

Once the case formulation has been 
developed, the next stage is to prepare an 
individualised treatment plan. A treatment 
plan translates the information obtained from 
assessment and formulation into specific 
therapeutic and rehabilitation actions.

In rehabilitation psychology, a treatment 
plan should not focus only on reducing 
psychological symptoms. It should also 
aim to improve functioning, independence, 
participation in rehabilitation, activities of 
daily living, social relationships, community 
participation, and return to meaningful 
educational or vocational roles.

A comprehensive treatment plan should 
contain five major components:

1.	 treatment goals;

2.	 interventions;
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3.	 expected outcomes;

4.	 methods for monitoring progress; 
and

5.	 periodic review and modification 
of the plan.

1. Treatment Goals

Treatment goals describe what the 
individual and rehabilitation team aim to 
achieve.

Goals should be individualised, realistic, 
meaningful to the person, and directly related 
to rehabilitation needs.

Examples include:

	♦ reducing symptoms of depression 
or anxiety;

	♦ improving emotional adjustment 
to disability;

	♦ increasing participation in 
physiotherapy or occupational 
therapy;

	♦ improving coping with chronic 
pain;

	♦ reducing fear and avoidance of 
movement;

	♦ increasing independence in 
activities of daily living;

	♦ strengthening adherence to 
rehabilitation exercises;

	♦ improving communication and 
social interaction;

	♦ developing effective coping 
strategies;

	♦ improving family adjustment;

	♦ increasing community 
participation;

	♦ returning to education;

	♦ preparing for employment or 
return to work; and

	♦ improving overall quality of life.

Where possible, broad goals should 
be converted into specific and observable 
targets.

For example:

Broad goal: Improve rehabilitation 
participation.

Specific goal: Attend scheduled 
physiotherapy sessions regularly and practise 
recommended exercises according to the 
rehabilitation programme.

Similarly:

Broad goal: Increase independence.

Specific goal: Improve the individual’s 
ability to independently complete identified 
activities of daily living using appropriate 
rehabilitation strategies and assistive devices.

2. Interventions

Interventions are selected according to the 
difficulties and maintaining factors identified 
in the case formulation.

	♦ Cognitive Behavioural Therapy: 
Cognitive Behavioural Therapy 
(CBT) may be used to identify and 
modify unhelpful thoughts and 
behavioural patterns associated 
with depression, anxiety, chronic 
pain, and adjustment difficulties. 

	♦ For example, a patient may 
believe:“Because I use a 
wheelchair, I can no longer 
live an independent life.” 
CBT can help the person 
examine this belief, develop 
more realistic interpretations, 
identify achievable goals, and 
gradually increase participation 
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in meaningful activities. CBT 
can also address fear-avoidance 
patterns associated with chronic 
pain or injury.

	♦ Behavioural Interventions: 
Behavioural strategies may 
include activity scheduling, 
behavioural activation, 
graded activity, goal setting, 
reinforcement, self-monitoring, 
and gradual exposure to feared 
but medically safe activities. 

	♦ For example, a patient who fears 
walking after a fall may gradually 
practise standing and walking 
within medically appropriate 
limits with support from the 
rehabilitation team.

	♦ Mindfulness and Acceptance-
B a s e d  A p p r o a c h e s : 
Mindfulness and acceptance-
based interventions may help 
individuals manage persistent 
pain, emotional distress, 
uncertainty, and limitations that 
cannot be completely eliminated. 
Rather than focusing entirely on 
removing unpleasant experiences, 
these approaches can help 
individuals develop greater 
psychological flexibility and 
continue engaging in meaningful 
activities despite discomfort or 
difficult emotions.

	♦ Coping-Skills Training: 
Individuals may be taught 
problem-solving, relaxation, 
stress management, emotional 
regulation, communication skills, 
and adaptive coping strategies. 
The goal is to increase the 
individual’s ability to manage 
rehabilitation-related challenges 
independently.

	♦ Family and Caregiver 
Interventions: Disability 
and chronic illness affect 

family systems as well as the 
individual. Family members 
may require education about the 
condition, guidance regarding 
appropriate levels of assistance, 
communication training, or 
caregiver support. Intervention 
may also address situations 
in which excessive assistance 
unintentionally reduces the 
individual’s independence. The 
objective is to create a family 
environment that provides 
appropriate support while 
encouraging autonomy.

	♦ Cognitive Rehabilitation: When 
cognitive impairments are 
present following conditions 
such as traumatic brain injury or 
stroke, interventions may include 
memory strategies, attention 
training, organisational aids, 
environmental modifications, 
compensatory strategies, or 
assistive technology.

	♦ Social and Community 
Reintegration: Treatment may 
include strategies for rebuilding 
social relationships, increasing 
community participation, using 
public facilities, participating in 
leisure activities, and reducing 
social isolation. Environmental 
barriers should also be considered 
because restricted participation 
may result not only from the 
individual’s impairment but also 
from inaccessible environments 
or negative social attitudes.

	♦ Vocational and Educational 
Rehabilitation: For individuals 
who wish to return to employment 
or education, treatment planning 
may include:

	♦ assessment of work abilities;

	♦ vocational counselling;
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	♦ gradual return-to-work planning;

	♦ workplace modifications;

	♦ development of new occupational 
skills;

	♦ communication with employers 
when appropriate; and

	♦ educational accommodations.

The aim is not merely psychological 
symptom reduction but restoration of 
meaningful life roles.

3. Expected Outcomes

Expected outcomes describe the changes 
that are anticipated following intervention.

Examples include:

	♦ reduced psychological distress;

	♦ improved emotional regulation;

	♦ increased confidence;

	♦ greater participation in 
rehabilitation activities;

	♦ improved adherence to treatment;

	♦ increased independence in daily 
activities;

	♦ reduced avoidance behaviour;

	♦ improved coping with pain;

	♦ improved social interaction;

	♦ greater community participation;

	♦ successful return to education 
or employment; and

	♦ improved quality of life.

Expected outcomes should be realistic 
and linked directly to the identified treatment 
goals

4. Monitoring Progress

Treatment planning does not end when 
interventions begin. The rehabilitation 
psychologist continuously monitors the 
individual’s progress.

Progress can be evaluated through:

	♦ clinical interviews;

	♦ behavioural observations;

	♦ repeated psychological 
assessments;

	♦ self-report measures;

	♦ rehabilitation attendance;

	♦ achievement of functional goals;

	♦ reports from family members;

	♦ feedback from physiotherapists, 
occupational therapists, 
physicians, and other 
professionals;

	♦ changes in activities of daily 
living; and

	♦ changes in social, educational, 
vocational, and community 
participation.

Progress should be assessed not only by 
asking whether psychological symptoms have 
decreased but also whether the individual’s 
functioning and participation have improved.

For example, a reduction in anxiety is 
valuable, but an even more meaningful 
rehabilitation outcome may be that the 
individual has begun travelling independently, 
attending therapy regularly, returning to 
college, or participating again in community 
activities.
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5. Review and Modification of the 
Treatment Plan

The treatment plan should be reviewed 
periodically because rehabilitation is a 
dynamic process.

During review, the clinician considers:

	♦ Have the treatment goals been 
achieved?

	♦ Has psychological distress 
reduced?

	♦ Has participation in rehabilitation 
improved?

	♦ Has functional independence 
increased?

	♦ Are the interventions effective?

	♦ Have new problems emerged?

	♦ Have the individual’s goals 
changed?

	♦ Are environmental or family 
barriers interfering with progress?

	♦ Are additional rehabilitation 
services required?

If progress is limited, the case formulation 
should be reconsidered. Previously 
unidentified perpetuating factors may 
be present, or the intervention may need 
modification.

For example, a person may continue 
missing physiotherapy despite receiving 
treatment for depression. Further assessment 
may reveal that severe pain or fear of 
reinjury, rather than depression, is primarily 
responsible for non-participation. The 
formulation and treatment plan should then 
be revised accordingly.

Relationship Between Case 
Formulation and Treatment 
Planning

Case formulation and treatment planning 
are closely connected.

Assessment identifies the problems 
→ formulation explains the problems → 
treatment planning determines what should 
be done → monitoring determines whether 
the intervention is working → review 
modifies the formulation and treatment 
plan when necessary.

Thus, case formulation should not be 
viewed as a descriptive exercise performed 
only at the beginning of rehabilitation. It 
provides an ongoing framework for clinical 
decision-making.

A useful sequence is:

Assessment → Presenting Problems → 
Predisposing Factors → Precipitating Factors 
→ Perpetuating Factors → Protective Factors 
→ Formulation → Rehabilitation Goals 
→ Interventions → Expected Outcomes 
→ Progress Monitoring → Review and 
Modification

The ultimate purpose of case 
formulation and treatment planning in 
rehabilitation psychology is not merely 
to reduce psychological symptoms. It is 
to help individuals adapt effectively to 
illness or disability, participate actively 
in rehabilitation, maximise functional 
independence, resume meaningful family, 
social, educational, and vocational roles, 
and improve overall quality of life.

The processes of diagnosis and case 
formulation in rehabilitation psychology 
are integral to understanding and treating the 
psychological challenges faced by individuals 
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Recap

	♦ Diagnosis and case formulation help rehabilitation psychologists understand 
psychological difficulties associated with disability, injury, and chronic 
illness. 

	♦ Common psychological conditions in rehabilitation include depression, 
anxiety disorders, PTSD, adjustment disorders, and psychological difficulties 
associated with chronic pain. 

	♦ Depression may reduce hope, motivation, social engagement, treatment 
adherence, and participation in rehabilitation. 

	♦ Anxiety may produce excessive fear, worry, and avoidance that can 
restrict rehabilitation activities and functional recovery. 

	♦ PTSD may involve intrusive memories, avoidance, negative changes in 
cognition and mood, and increased arousal following traumatic experiences. 

	♦ Adjustment disorders involve clinically significant emotional or behavioural 
difficulties associated with adapting to identifiable stressors. 

	♦ Chronic pain is influenced by interacting biological, psychological, 
and social factors and may contribute to fear, avoidance, inactivity, and 
emotional distress. 

	♦ Psychological conditions can overlap, making careful assessment and 
differential diagnosis essential in rehabilitation settings. 

	♦ DSM-5-TR and ICD-11 provide recognised systems for classifying and 
diagnosing psychological disorders. 

	♦ Diagnostic decisions should consider the pattern of symptoms, duration, 
severity, and degree of functional impairment. 

	♦ Temporary sadness, fear, worry, anger, or grief following disability or 
injury should not automatically be classified as psychological disorders. 

with disabilities or chronic illnesses. By using 
structured diagnostic criteria and differential 
diagnosis, clinicians can accurately identify 
psychological conditions and develop 
personalized treatment plans. These plans 

not only aim to improve emotional well-being 
but also help individuals regain functional 
independence, enhance their quality of life, 
and successfully reintegrate into their social 
and vocational roles.

72 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



	♦ Differential diagnosis distinguishes between disorders that may produce 
similar psychological symptoms. 

	♦ Clinicians must also distinguish psychological disorders from medical, 
neurological, medication-related, pain-related, and other rehabilitation-
related factors. 

	♦ Diagnosis should consider the individual’s medical condition, psychological 
state, social circumstances, functioning, and rehabilitation context rather 
than simply applying a diagnostic label. 

	♦ Case formulation organises assessment information to explain why a 
problem developed, what triggered it, what maintains it, and what may 
support recovery. 

	♦ Case formulation considers predisposing, precipitating, perpetuating, 
and protective factors in understanding the individual’s difficulties. 

	♦ Protective factors such as family support, adaptive coping, motivation, 
healthcare access, and personal strengths can promote successful 
rehabilitation. 

	♦ Treatment plans should include individualised goals, suitable interventions, 
expected outcomes, progress monitoring, and periodic review. 

	♦ Rehabilitation interventions may include CBT, behavioural strategies, 
mindfulness and acceptance approaches, coping-skills training, family 
support, cognitive rehabilitation, and social or vocational rehabilitation. 

	♦ Effective case formulation and treatment planning ultimately aim to 
improve psychological adjustment, functional independence, rehabilitation 
participation, community reintegration, and quality of life.

Objective Questions

1.	 What is the primary focus of diagnosis in rehabilitation psychology?

2.	 Which condition is often diagnosed in rehabilitation settings due to 
grief and loss of identity?

3.	 What psychological condition commonly involves persistent fear or 
worries?
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4.	 Which condition is associated with flashbacks and nightmares following 
trauma?

5.	 What is the main focus of differential diagnosis?

6.	 Which model is often used to assess psychological conditions in 
rehabilitation psychology?

7.	 What type of therapy is commonly used to address maladaptive thinking 
patterns?

8.	 Which psychological condition commonly occurs with chronic pain 
syndromes?

9.	 What type of psychological assessment involves observation and 
interviews?

10.	Which type of therapy focuses on emotional regulation and stress 
management?

11.	Which therapy focuses on acceptance and flexibility?

12.	What type of support helps families and caregivers of individuals with 
disabilities?

13.	Which model of disability emphasizes societal barriers over physical 
limitations?

14.	What is the first step in developing a case formulation?

15.	Which type of rehabilitation aims at community reintegration and 
vocational training?

Answers

1.	 Comprehensive Impact
2.	 Depression
3.	 Anxiety
4.	 PTSD
5.	 Distinguishing
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6.	 DSM-5
7.	 CBT
8.	 Depression
9.	 Assessment
10.	CBT
11.	Mindfulness
12.	Caregiver Support
13.	Social Model
14.	Assessment
15.	Vocational Rehabilitation

Assignments

1.	 Analyse common psychological conditions in rehabilitation and their 
impact on recovery. 

2.	 Examine the role of DSM-5-TR and ICD-11 in psychological diagnosis. 

3.	 Differentiate normal psychological reactions from diagnosable 
psychological disorders. 

4.	 Analyse the importance of differential diagnosis in rehabilitation 
psychology. 

5.	 Develop a case formulation using presenting, predisposing, precipitating, 
perpetuating, and protective factors. 

6.	 Design an individualised rehabilitation treatment plan with goals, 
interventions, and expected outcomes. 

7.	 Discuss how psychological treatment promotes independence, 
participation, and quality of life.
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Cognitive and Behavioural 
Interventions

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ explain the principles and history of behaviour therapy and CBT

	♦ identify behavioural and cognitive-behavioural techniques used in 
rehabilitation

	♦ describe how these techniques support rehabilitation

	♦ compare behavioural and cognitive-behavioural approaches

Before studying this unit, learners should have a basic understanding of rehabilitation, 
its goals, and its multidisciplinary and person-centred nature. Familiarity with 
basic psychological concepts such as thoughts, emotions, motivation, learning, 
and behaviour, along with principles of conditioning, reinforcement, practice, and 
observation, will be helpful.

Rehabilitation involves more than restoring physical functioning. Individuals 
may need to adjust to changes in their abilities, manage emotional difficulties, 
develop new skills, and remain motivated to participate in treatment. For example, 
a person may be physically able to perform an exercise but avoid it because of fear, 
frustration, or low confidence. Understanding the relationship among thoughts, 
emotions, and behaviour is therefore important for effective rehabilitation.

This unit examines psychological and behavioural interventions used in 
rehabilitation, with particular attention to behavioural therapy, cognitive-behavioural 
therapy, skill training, and problem-solving approaches. These interventions can 
support emotional adjustment, motivation, social functioning, independence, and 
functional recovery.
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3.1.1 Cognitive-Behavioural 
Therapy (CBT) Techniques: 
Overview of Cognitive-
Behavioural Therapy

Cognitive-Behavioural Therapy (CBT) 
is a form of psychotherapy that combines 
principles of behavioural therapy with a focus 
on cognitive processes. Earlier approaches 
to behaviour therapy mainly concentrated on 
observable behaviour and learning principles 
such as conditioning and reinforcement. 
Over time, clinicians recognised that 
thoughts, beliefs, and expectations also play 
a significant role in the development and 
maintenance of psychological problems. This 
shift led to the development of cognitive-
behavioural approaches.

CBT is based on the idea that maladaptive 
thoughts influence emotions and behaviour. 
From this perspective, psychological 
problems stem not only from external 
situations but also from how individuals 
interpret and think about them. CBT therefore 
aims to identify, modify, and replace distorted 
or unhelpful thinking patterns to change 
emotional responses and behaviour.

CBT grew out of learning theories that 
included cognitive factors, particularly 
social learning theory. The work of theorists 
such as Rotter and Bandura highlighted the 
importance of expectations, beliefs, and 
self-efficacy in determining behaviour. 
These theories helped bridge the gap 
between traditional behavioural methods 
and cognitive approaches, leading to more 

comprehensive treatment models.

(CBT) is based on the principle that our 
thoughts, emotions, and behaviours are 
closely interconnected. How we interpret a 
situation influences how we feel and respond, 
rather than the situation itself. Unhelpful 
or distorted thinking patterns can lead 
to distressing emotions and maladaptive 
behaviours, creating a cycle that maintains 
psychological problems. By identifying 
and modifying these unhelpful thoughts 
and adopting more adaptive behaviours, 
individuals can experience healthier 
emotional responses and lasting positive 
changes in their functioning.

Within this perspective, a range of 
structured techniques have been developed 
to help individuals identify and modify 
maladaptive thoughts, emotions, and 
behaviours.

1. Cognitive Restructuring

Cognitive restructuring is a central 
cognitive technique used in Cognitive-
Behavioural Therapy (CBT). It involves 
identifying and examining inaccurate, 
unhelpful, or maladaptive patterns of 
thinking and developing more balanced and 
realistic ways of interpreting situations. The 
technique is based on the understanding 
that people’s interpretations of events can 
influence their emotional responses and 
behaviour. Therefore, changing unhelpful 
patterns of thinking can contribute to changes 
in emotional and behavioural responses.

Discussion

Keywords
Behaviour therapy, Cognitive-behavioural therapy (CBT), Skill training, 

Emotional regulation, Rehabilitation interventions
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The process commonly begins by 
identifying a situation that causes emotional 
distress and recognising the thoughts or 
beliefs associated with that situation. The 
individual is then encouraged to examine 
these thoughts, consider the evidence 
supporting or contradicting them, and develop 
a more balanced alternative interpretation. 
The aim is not simply to replace negative 
thoughts with positive ones, but to develop 
thoughts that are more accurate, flexible, 
and supported by available evidence.

Cognitive restructuring may involve 
identifying common patterns of unhelpful 
thinking, such as all-or-nothing thinking, 
catastrophising, overgeneralisation, mind 
reading, personalisation, and selective 
attention to negative information. The 
individual learns to recognise these patterns 
and examine whether they provide an accurate 
interpretation of the situation.

The development of cognitive restructuring 
is associated with cognitive approaches 
developed by theorists such as Albert Ellis 
and Aaron Beck. Ellis’s Rational-Emotive 
Behaviour Therapy (REBT) emphasises 
identifying and challenging irrational beliefs 
that contribute to emotional and behavioural 
difficulties. Beck’s Cognitive Therapy focuses 
on identifying and modifying maladaptive 
cognitions, including automatic thoughts 
and underlying beliefs. These approaches 
contributed significantly to the development 
of contemporary CBT.

Cognitive restructuring can be combined 
with behavioural techniques such as 
behavioural experiments, behavioural 
rehearsal, and activity-based interventions. 
For example, an individual who believes, “I 
will never be able to function independently 
again” may be encouraged to examine 
evidence concerning their current abilities, 
progress, available support, and achievable 
goals. This may help the individual develop 

a more balanced understanding of their 
situation and identify realistic ways of 
responding to difficulties.

Cognitive restructuring is used in CBT 
to address unhelpful patterns of thinking 
associated with a range of psychological 
difficulties. It helps individuals develop 
greater awareness of their thoughts, evaluate 
them more systematically, and adopt more 
adaptive ways of interpreting and responding 
to situations.

2. Identification and Challenging of 
Automatic Thoughts

Automatic thoughts are rapid and often 
unexamined interpretations that occur in 
response to situations. They may influence 
emotional reactions and behaviour without 
the individual fully noticing them.

CBT helps individuals identify these 
thoughts and examine their accuracy. 
Thought records are commonly used for 
this purpose. The individual records the 
situation, automatic thought, associated 
emotion, evidence supporting the thought, 
evidence against it, and a more balanced 
alternative interpretation.

This technique can be particularly useful 
in rehabilitation because individuals may 
develop automatic negative thoughts 
related to pain, disability, dependence, 
social rejection, treatment failure, or future 
functioning. Helping individuals recognise 
these thoughts can reduce distress and 
improve their willingness to participate in 
rehabilitation activities.

3. Behavioural Activation

Behavioural activation is a CBT technique 
particularly associated with the treatment of 
depression. It is based on the understanding 
that withdrawal, inactivity, and avoidance can 
reduce opportunities for positive experiences 
and thereby maintain low mood.

80 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



The technique involves identifying 
meaningful and achievable activities and 
gradually increasing participation in them. 
Activities may include self-care, physical 
activity, social interaction, hobbies, 
educational tasks, or other personally 
meaningful goals.

In rehabilitation, behavioural activation 
can help individuals overcome inactivity and 
withdrawal following illness or disability. 
Activities are selected according to the 
person’s abilities and rehabilitation goals. The 
emphasis is placed on gradual engagement 
rather than waiting for motivation or mood 
to improve before acting.

4. Problem-Solving Training

Problem-solving training helps individuals 
develop systematic methods for dealing 
with practical and emotional difficulties. 
The approach generally involves identifying 
the problem clearly, generating possible 
solutions, evaluating alternatives, selecting 
an appropriate solution, implementing it, 
and reviewing the outcome.

This technique is particularly relevant to 
rehabilitation because disability may create 
new practical problems involving mobility, 
communication, education, employment, 
relationships, self-care, and community 
participation.

The therapist encourages individuals 
to distinguish between problems they can 
directly change and circumstances that may 
require adaptation or acceptance. Developing 
effective problem-solving skills can increase 
self-efficacy, independence, and confidence 
in managing everyday challenges.

5. Behavioural Experiments

Behavioural experiments are structured 
activities used to test the accuracy of an 
individual’s beliefs through direct experience. 
They are particularly useful when an 

individual holds strong negative predictions 
about a situation.

For example, an individual may believe, 
“If I ask for help, everyone will think I am 
incapable.” A behavioural experiment might 
involve appropriately requesting assistance 
in a low-risk situation and observing the 
actual response of others.

Behavioural experiments allow individuals 
to gather real-world evidence rather than 
relying only on assumptions or predictions. In 
rehabilitation, they can help challenge beliefs 
related to dependence, social participation, 
physical limitations, competence, and fear 
of failure.

6. Exposure-Based Techniques

 Exposure is a behavioural component 
frequently incorporated into CBT. It involves 
systematic and planned contact with feared 
or avoided situations while reducing reliance 
on avoidance and safety behaviours.

Exposure may involve real-life situations, 
imagination, or controlled exposure to 
internal sensations. The purpose is to help 
individuals learn that anxiety can be tolerated 
and that feared outcomes may not occur as 
predicted.

Exposure techniques are discussed in 
greater detail under Behavioural Modification 
and Reinforcement Strategies.

7. Relaxation and Stress-Management 
Techniques

CBT frequently incorporates techniques 
that help individuals manage physiological 
arousal and stress. These may include 
diaphragmatic breathing, progressive 
muscle relaxation, guided imagery, and 
other relaxation strategies.

Such techniques can be particularly useful 
when anxiety, tension, or stress interferes 
with participation in rehabilitation. They may 
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also be used as part of a broader treatment 
programme rather than as stand-alone 
interventions.

8.Self-Monitoring

Self-monitoring involves systematically 
recording one’s thoughts, emotions, 
behaviours, triggers, and consequences. It 
helps individuals become more aware of 
patterns that may otherwise remain unnoticed.

For example, an individual may record 
situations in which they avoid rehabilitation 
exercises, the thoughts and emotions 
associated with avoidance, and what happens 
afterwards. This information can help the 
therapist and individual identify maintaining 
factors and develop appropriate interventions.

Self-monitoring also encourages active 
participation in therapy and can promote 
self-management, which is particularly 
important in long-term rehabilitation.

9. Skills Training

Skills training involves teaching and 
practising specific behaviours that individuals 
require for effective daily functioning. 
Depending on the person’s needs, CBT-based 
skills training   may address communication, 
assertiveness, social interaction, coping, 
emotional regulation, problem-solving, or 
self-management.

The process may involve explanation, 
modelling, behavioural rehearsal, feedback, 
and practice in real-life settings. Skills 
training is particularly relevant for individuals 
with disabilities because rehabilitation often 
involves learning or relearning behaviours 
that support independence and community 
participation

Dialectical Behaviour Therapy

Dialectical Behaviour Therapy (DBT), 
developed by Marsha Linehan, is a cognitive-
behavioural approach primarily designed 

for individuals with borderline personality 
disorder (BPD) and related difficulties 
involving emotional dysregulation and 
impulsive behaviour. DBT arose from 
Linehan’s clinical work with women who 
engaged in self-harm and suicidal behaviours, 
and it is based on the understanding that 
some individuals are born with emotionally 
sensitive temperaments which, when 
combined with invalidating environments—
where emotional expression is dismissed 
or punished—can lead to severe emotional 
instability and maladaptive coping. The 
therapy combines individual sessions with 
group skills training in a supportive, validating 
environment, focusing on mindfulness, 
emotional regulation, distress tolerance, and 
interpersonal effectiveness. Clients are guided 
to increase present-moment awareness, 
manage and reduce negative emotions, cope 
with crises without worsening them, and 
navigate interpersonal conflicts effectively. 
Treatment usually involves a 12-month 
commitment, cycling through the skills 
modules twice, and research shows that DBT 
is more effective than standard treatments 
in reducing self-harm, hospitalizations, and 
substance use. The approach emphasises a 
structured, skill-based framework delivered 
within a validating therapeutic relationship, 
helping patients build practical coping 
strategies while addressing the underlying 
emotional vulnerabilities that contribute to 
their difficulties.

3.1.2	 Behavioural 
Modification and 
Reinforcement Strategies

Behavioural and cognitive-behavioural 
therapies have several strengths that have 
contributed to their widespread use in 
psychological and rehabilitation settings. 
Behaviour therapy emphasises the systematic 
assessment and modification of observable 
behaviour using established principles of 
learning, while cognitive-behavioural 
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approaches additionally examine how 
thoughts, beliefs, and interpretations influence 
emotional and behavioural responses. 
Both approaches generally use structured 
interventions that focus on specific problems 
and clearly defined treatment goals.

These approaches use a wide range of 
techniques, including relaxation training, 
systematic desensitization, exposure, 
reinforcement procedures, token economies, 
behavioural rehearsal, cognitive restructuring, 
and rational restructuring. Clinicians 
can select and adapt these techniques 
to the individual’s needs, abilities, and 
circumstances. Their structured and skills-
based nature also allows individuals to 
practise strategies outside the therapy setting, 
thereby promoting self-management and 
greater independence. In rehabilitation, this 
is particularly valuable because the ultimate 
goal is not merely symptom reduction but 
improved functioning and participation in 
everyday life.

Despite these strengths, behavioural 
approaches have also faced criticism. 
Traditional behaviour therapy has sometimes 
been viewed as overly mechanical or 
controlling, with critics arguing that its 
emphasis on observable behaviour may 
give insufficient attention to subjective 
experiences, personal meaning, and broader 
contextual factors. Some techniques may 
also be effective in controlled therapeutic 
settings but may not automatically generalise 
to everyday life. Similarly, excessive reliance 
on external reinforcement may interfere with 
the development of intrinsic motivation if 
rewards are not gradually reduced.

Cognitive-behavioural approaches 
addressed some of these limitations by 
incorporating thoughts, beliefs, expectations, 
and self-efficacy into the understanding 
of behaviour. Contemporary behavioural 
practice also places greater emphasis on 

individualised treatment, generalisation 
of skills, collaborative goal-setting, and 
helping individuals develop strategies that  
they can  use  independently.  Thus,  modern 
behavioural and cognitive-behavioural 
interventions are best understood as flexible, 
evidence-informed approaches that can be 
adapted to the individual’s psychological, 
functional, and environmental needs.

Having considered the broader principles, 
applications, strengths, and limitations of 
behavioural and cognitive-behavioural 
interventions, the following section focuses 
specifically on behavioural modification and 
reinforcement strategies. These interventions 
are grounded primarily in learning principles 
and focus on understanding the relationship 
between behaviour and its environmental 
antecedents and consequences. This section 
briefly outlines the development of behaviour 
therapy to establish the theoretical foundation 
for the behavioural techniques discussed later.

Behaviour therapy encompasses a range of 
approaches that apply learning principles to 
understand and modify behaviour. Because of 
this diversity, it is difficult to define behaviour 
therapy as a single, fixed method. Some 
approaches are based primarily on classical 
conditioning, associated with the work of 
Ivan Pavlov, while others draw on operant 
conditioning, particularly the work of B. F. 
Skinner. Later developments incorporated 
broader learning principles, social learning, 
and cognitive processes.

Rather than a fixed collection of techniques, 
behaviour therapy is better understood as 
a scientific approach to understanding 
and changing behaviour. According to 
Goldfried and Davison (1994), behaviour 
therapy represents an orientation to clinical 
work that applies principles derived from 
experimental psychology to understand and 
modify problem behaviours. The underlying 
assumption is that behaviour is influenced by 
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learning and environmental factors and that 
these principles can be used systematically 
to promote adaptive behaviour.

Traditionally, behaviour therapy 
emphasised observable behaviour and 
measurable outcomes, with less attention 
to unobservable mental processes. Over 
time, however, the field expanded to 
recognise the role of cognitive and mediating 
processes. This development contributed 
to the emergence of cognitive-behavioural 
approaches, while behavioural principles 
continued to form an important foundation 
for many contemporary interventions.

The roots of behaviour therapy trace 
back to early research on learning and 
conditioning. One of the most influential 
examples is Watson and Rayner’s (1920) 
study, commonly known as the Little Albert 
experiment, which showed that emotional 
responses such as fear could be acquired 
through classical conditioning.

Mary Cover Jones (1924) subsequently 
demonstrated that learned fears could also be 
reduced through behavioural procedures. Her 
work involved gradually exposing children to 
feared objects while pairing these experiences 
with pleasant or positive situations. This 
contributed to the development of later 
behavioural interventions for anxiety and 
phobias.

During the 1950s, Joseph Wolpe developed 
systematic desensitization, applying 
principles of classical conditioning to the 
treatment of anxiety and phobias. Around 
the same period, B. F.

Skinner and other researchers 
demonstrated how behaviour could be 
systematically influenced through operant 
conditioning, particularly by reinforcing 
desired behaviours.

The field later expanded beyond a 
strict focus on observable behaviour. The 

contributions of theorists such as Julian 
Rotter and Albert Bandura highlighted the 
importance of expectations, observational 
learning, self-efficacy, and other cognitive 
processes in understanding behaviour. 
These developments helped integrate 
behavioural and cognitive principles, 
which characterises many contemporary 
psychological interventions.

Behavioural modification therefore 
provides a systematic framework for 
understanding how behaviours are acquired, 
maintained, increased, decreased, and 
replaced. The techniques discussed in 
the following sections focus on learning 
principles, the environmental factors 
that influence behaviour, and strategies 
for promoting adaptive functioning in 
rehabilitation settings.

3.1.2.1 Systematic Desensitization

Systematic desensitization is a behavioural 
therapy technique used to reduce anxiety, fear, 
and avoidance reactions. It is commonly used 
in the treatment of specific phobias, social 
anxiety, public speaking anxiety, and other 
anxiety-related problems. The technique is 
based on the idea that relaxation and anxiety 
cannot occur at the same time.

The process begins with a detailed 
assessment of the individual’s anxiety and 
the situations that trigger it. The therapist 
explains the nature of the anxiety and the 
purpose of systematic desensitization in a 
simple and supportive manner. This helps 
the individual understand the problem and 
develop confidence in the treatment process.

Next, the individual is trained in relaxation 
techniques such as progressive muscle 
relaxation, breathing exercises, or guided 
imagery. At the same time, the therapist and 
the individual collaboratively prepare an 
anxiety hierarchy. The hierarchy consists of 
a list of fear-inducing situations arranged 
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from the least anxiety-provoking to the most 
anxiety-provoking.

During therapy sessions, the individual 
is asked to imagine or gradually face the 
situations in the hierarchy while remaining 
relaxed. Exposure always begins with the 
least fearful situation. If anxiety increases, 
the exposure is stopped and relaxation is 
practised again. Over repeated sessions, 
the individual becomes less sensitive to the 
feared situations and can face them with 
reduced anxiety.

Systematic desensitization helps 
individuals learn effective ways to manage 
their anxiety and improves their ability to 
cope with feared situations in everyday life. 
It is a structured, gradual, and widely used 
technique in behavioural therapy.

3.1.2.2 Exposure Therapy

Exposure therapy is a behavioural therapy 
technique used to reduce anxiety by helping 
individuals face feared situations or stimuli 
directly. It developed from earlier methods 
known as flooding or implosion and is based 
on the principle that anxiety decreases when 
a person remains in contact with a feared 
stimulus without avoiding or escaping it. 
Research has shown exposure therapy to 
be effective in treating conditions such as 
specific phobias, panic disorder, agoraphobia, 
social anxiety disorder, post-traumatic stress 
disorder, and obsessive-compulsive disorder.

In exposure therapy, individuals are 
gradually or repeatedly exposed to situations 
or objects they fear and tend to avoid. This 
exposure may take place in real-life situations 
(in vivo) or through imagination (in imagino). 
During exposure, the individual experiences 
anxiety initially, but over time, the anxiety 
reduces as they learn that the feared situation 
is not harmful and can be tolerated.

For exposure therapy to be effective, 
certain conditions are important. Exposure 

should be repeated and of sufficient duration, 
allowing anxiety to decrease naturally. It 
is usually planned in a graduated manner, 
beginning with situations that cause mild 
anxiety and progressing to more anxiety-
provoking situations. The individual is 
encouraged to focus on the feared stimulus 
and remain in the situation until anxiety 
reduces, rather than avoiding it.

Exposure therapy may be used alone or 
combined with other treatment components 
such as relaxation training or cognitive 
techniques. In some conditions, such as panic 
disorder, exposure may focus on internal 
bodily sensations like rapid breathing or 
dizziness (interoceptive exposure), rather 
than external situations. Overall, exposure 
therapy helps individuals reduce fear, 
improve coping, and regain control over 
situations they previously avoided.

3.1.2.3 Behaviour Rehearsal

Behaviour rehearsal is a behavioural 
therapy technique that helps individuals 
develop and strengthen effective coping and 
social skills. The main aim of this technique 
is to expand the individual’s range of adaptive 
behaviours, especially in situations where 
they experience difficulty, anxiety, or lack 
of confidence. Behaviour rehearsal often 
involves role-playing and practising new 
behaviours in a safe, structured therapeutic 
setting.

Although role-playing has been used in 
other therapeutic approaches, behaviour 
rehearsal in behavioural therapy focuses 
specifically on learning and practising 
observable behaviours. It helps individuals 
perform more effectively in real-life 
situations, rather than express emotions or 
change underlying beliefs.

Behavior rehearsal typically follows 
a structured process. First, the therapist 
explains the need for learning new behaviours 
and helps reduce any discomfort or anxiety 
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related to role-playing. Next, the therapist 
identifies specific problem situations and 
prepares a hierarchy of target situations, 
ranging from simple to more complex 
interactions.

In the rehearsal stage, the individual 
practises these situations through role-
play, with the therapist providing guidance, 
modelling, and feedback. The therapist may 
demonstrate appropriate behaviours or use 
techniques such as role reversal or video 
feedback to improve performance. Once the 
individual shows improvement at one level, 
they gradually move to more challenging 
situations.

Finally, the individual is encouraged to 
apply the newly learned skills in real-life 
settings. These experiences are later discussed 
in therapy to review performance, emotional 
responses, and outcomes. Behaviour rehearsal 
is particularly useful in improving social 
skills, assertiveness, and confidence, and it 
helps individuals function more effectively 
in everyday situations.

3.1.2.4	 Systematic Use of 
Reinforcement

Systematic use of reinforcement is a 
behavioral technique in which positive 
consequences are deliberately and 
consistently provided after a desired behavior 
to increase the likelihood that the behavior 
will occur again. Reinforcement may include 
praise, rewards, privileges, tokens, or other 
meaningful incentives, and it should be 
immediate, consistent, and tailored to the 
individual’s preferences. Clearly define the 
target behavior, and initially reinforce it every 
time it occurs before gradually shifting to 
intermittent reinforcement to maintain the 
behavior over time. This approach is widely 
used in behavior modification, education, 
parenting, and psychotherapy to encourage 
adaptive behaviors and reduce maladaptive 
ones.

3.1.2.5 Contingency Management

Contingency management is a behavioural 
therapy approach based on principles of 
operant conditioning. Its main aim is to change 
behaviour by controlling the consequences 
that follow it. Desired behaviours are 
increased through reinforcement, while 
undesirable behaviours are reduced by 
removing or withholding reinforcement.

Several techniques are included under 
contingency management. Shaping involves 
gradually developing a desired behaviour 
by reinforcing small steps that move closer 
to the final behaviour. Time-out reduces 
undesirable behaviour by temporarily 
removing the individual from a situation 
where the behaviour is being reinforced. 
Contingency contracting involves a clear 
agreement between the therapist and the 
individual that specifies expected behaviours 
and their consequences. Another technique, 
commonly known as “Grandma’s rule” or the 
Premack principle, involves allowing access 
to a preferred activity only after completing 
a less preferred but necessary task.

One of the most important applications 
of contingency management is the token 
economy system. Token economies 
are commonly used in institutional or 
rehabilitation settings where staff can 
closely monitor behaviour. In this system, 
individuals receive tokens for performing 
desired behaviours. These tokens act as 
secondary reinforcers and can later be 
exchanged for rewards such as privileges, 
activities, or tangible items.

For a token economy to be effective, the 
target behaviours must be clearly defined, the 
type of token must be decided in advance, 
and meaningful backup reinforcers must 
be available. Tokens are given immediately 
after the desired behaviour occurs, which 
makes the reinforcement more effective. Over 
time, token economies help increase adaptive 
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behaviours such as social participation, 
self-care, and work skills, and they support 
smoother adjustment to community living.

3.1.2.6 Successive 
Approximations

It is a behavioral technique in which 
a complex or new behavior is taught 
by reinforcing small, gradual steps that 
increasingly resemble the desired target 
behavior. Each successful approximation 
is reinforced, while reinforcement for 
earlier, less accurate behaviors is gradually 
withdrawn. This method is particularly useful 
when the desired behavior is unlikely to 
occur spontaneously, such as teaching 
communication skills, social behaviors, or 
daily living skills in children or individuals 
with developmental disabilities. By 
reinforcing incremental progress, shaping 
helps individuals acquire complex behaviors 
systematically and effectively.

3.1.2.7	 Aversion Therapy

In aversion therapy, the unpleasant 
stimulus is presented immediately after 
the undesirable behaviour. This close 
timing helps form an association between 
the behaviour and discomfort, reducing 
the behaviour over time. Unlike everyday 
punishments, clinical aversion techniques 
are applied in a planned, consistent, and 
systematic manner. These methods have 
been used in the treatment of problems such 
as substance use, smoking, overeating, and 
certain impulse-control difficulties.

Various aversive agents have been used 
in aversion therapy. These include physical 
discomforts such as unpleasant tastes, nausea-
inducing drugs, strong smells, loud sounds, 
or mild electric stimulation. In some cases, 
medication has been used to create an aversive 
reaction, such as nausea, when the individual 
engages in the unwanted behaviour, leading 
to avoidance of that behaviour in the future.

A less direct form of aversion therapy 
is covert sensitization, which relies on 
imagination rather than actual physical 
discomfort. In this method, individuals 
imagine engaging in the unwanted behaviour 
and then vividly imagine highly unpleasant 
consequences. Over time, the mental 
association between the behaviour and 
discomfort reduces the urge to engage in 
the behaviour.

Other related techniques include 
response cost, where positive reinforcers 
are removed after undesirable behaviour, and 
overcorrection, where the individual must 
correct and compensate for the effects of the 
behaviour. These approaches are generally 
considered milder and more acceptable than 
traditional aversive methods.

Despite some reported effectiveness, 
aversion therapy remains highly controversial. 
Many clinicians argue that punishment-based 
methods may not produce lasting change 
and raise ethical concerns related to human 
dignity and distress. As a result, aversion 
therapy is now used cautiously and typically 
only when other behavioural interventions 
have failed, and with the informed consent 
of the individual.

3.1.2.8  Modelling

Modelling, also known as observational 
learning, is a cognitive-behavioural technique 
in which individuals learn new behaviours 
by observing others. Proposed by Bandura, 
this approach is based on the idea that people 
can acquire skills, attitudes, and emotional 
responses by watching a model perform a 
behaviour, rather than learning only through 
direct reinforcement or punishment.

Modelling is particularly effective in 
teaching new skills and reducing fear 
and anxiety. Observing another person 
successfully perform a behaviour can 
increase confidence and reduce avoidance. 
This technique has been widely used in the 
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treatment of phobias, especially in children, 
where seeing a model interact safely with 
a feared object or situation helps reduce 
anxiety.

One commonly used method is participant 
modelling, in which the individual first 
observes the therapist or another model 
perform the behaviour. This is followed by 
guided participation, where the individual 
gradually practises the same behaviour with 
support and encouragement. The tasks are 
arranged from simple to more challenging, 
allowing the individual to progress at a 
comfortable pace.

For modelling to be effective, certain 
conditions must be met. The individual must 
pay attention to the model, remember the 
behaviour being demonstrated, practise 
the behaviour, and be motivated to use it. 
Reinforcement and encouragement often 
strengthen learning. Modelling is therefore 
an active and efficient technique that helps 
individuals develop adaptive behaviours 
and increase self-confidence.

3.1.3	 Skills Training and 
Problem-Solving Approaches

After learning about different behavioural 
and cognitive-behavioural techniques, we can 
now see how to use them in rehabilitation. 
The following examples show how these 
methods can help people learn important 
skills, such as daily living, work, social 
interaction, thinking and problem-solving, 
managing emotions, and moving safely 
in the community. Using techniques like 
reinforcement, modeling, shaping, and 
cognitive restructuring, therapists can help 
clients practice and improve these skills in 
ways they can use in real life.

3.1.3.1 Daily Living Skills

	♦ Behavioural methods: In rehabilitation, 
task analysis can break activities such as 

dressing, cooking, or personal hygiene 
into small, teachable steps. Each step 
is practised repeatedly and reinforced 
immediately with praise, tokens, 
or other rewards. Shaping can help 
clients gradually gain independence, 
for example, first assisting with a task, 
then performing it with supervision, and 
finally doing it independently. Prompting 
(verbal, visual, or physical cues) and 
prompt fading help facilitate learning 
while gradually reducing assistance. 
Behavioural rehearsal and repeated 
practice in natural settings help promote 
skill generalization and maintenance.

	♦  CBT methods: Clients may develop 
maladaptive beliefs like “I can’t 
manage alone.” Therapists can teach 
self-instruction strategies and thought 
challenging, prompting clients to replace 
these thoughts with adaptive statements 
(e.g., “I can do this step by step”). 
Cognitive rehearsal can be combined with 
real-life practice to strengthen confidence. 
Behavioural experiments help clients to 
test the accuracy of negative beliefs by 
attempting activities with appropriate 
support, gradually building confidence 
through successful experiences. Problem-
solving training helps clients identify 
barriers in everyday tasks, generate 
practical solutions (including assistive 
devices or environmental modifications), 
and evaluate the effectiveness of different 
strategies. Daily living activities are 
broken into manageable goals, allowing 
clients to experience mastery and 
improve self-efficacy progressively 
through Graded task assignment.

3.1.3.2	 Vocational and 
Employment Skills

	♦ Behavioural methods: Rehabilitation 
can include role-play of work tasks, 
structured practice of following 
instructions, punctuality, or customer 
interactions. Reinforcement schedules 
(e.g., points or tokens for completing 

88 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



tasks accurately) provide motivation. 
Shaping and chaining help clients learn 
complex job sequences. Modelling by 
therapists or peers can demonstrate 
appropriate workplace behaviours and 
task performance before clients practise 
independently.

	♦ CBT methods: Clients may experience 
anxiety, low self-efficacy, or fear of 
failure. Therapists use problem-solving 
training, goal-setting exercises, and 
cognitive restructuring to challenge self-
defeating thoughts. Clients can practise 
stress management and coping strategies 
in simulated or real work scenarios. 
Behavioural experiments enable clients 
to test negative beliefs about their work 
abilities by successfully  performing  
tasks  in  supported  or  simulated  work  
settings.

Self-instruction training teaches clients 
to use positive self-talk during work 
tasks, thereby improving confidence, task 
persistence, and independent functioning.

3.1.3.3	 Social and 
Communication Skills

	♦ Behavioural methods: Therapists 
model social interactions, assertive 
communication, or conflict resolution. 
Clients then practise through role-plays 
and are reinforced for appropriate 
behaviours. Guided participation helps 
transfer skills to real social situations.

	♦ CBT methods: Clients learn to identify 
negative or automatic beliefs (e.g., “If I 
speak up, I’ll embarrass myself”) and are 
guided to test these beliefs in structured 
exercises. Social problem-solving and 
graded exposure to challenging social 
situations are combined with thought 
restructuring. Graded exposure to 
challenging social situations helps build 
confidence, improve communication, and 
promote effective social participation.

3.1.3.4	Cognitive and Executive 
Functioning Skills

	♦ Behavioural methods: Structured 
exercises like memory games, sequencing 
tasks, or problem-solving drills can be 
used. Errorless learning ensures clients 
succeed in early attempts to maintain 
motivation. Performance is reinforced 
immediately.

	♦ CBT methods: Clients are trained in 
meta-cognitive strategies—planning, 
monitoring, and evaluating their actions. 
Self-instruction (“First check my plan, 
then start”) is practised and gradually 
internalized. Cognitive rehearsal of 
complex tasks can reduce errors in real-
life activities.

3.1.3.5 Emotional and Self-
Regulation Skills

	♦ Behavioural methods: Clients practise 
relaxation techniques (deep breathing, 
progressive muscle relaxation), with 
reinforcement for consistent practice. 
Exposure therapy can help clients face 
anxiety-provoking tasks, gradually 
reducing fear responses.

	♦ CBT methods: Therapists help clients 
identify automatic negative thoughts 
that trigger emotional dysregulation. 
Cognitive restructuring is combined with 
behavioural rehearsal of coping strategies, 
such as calmly managing frustration 
during a therapy exercise. Problem-
solving training helps clients identify 
emotional triggers, generate adaptive 
responses, and evaluate the effectiveness 
of different coping strategies in daily 
life. Behavioural experiments enable 
clients to test catastrophic predictions 
about their ability to manage emotions 
in real-world situations.
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3.1.3.6 Safety and Community 
Integration

	♦ Behavioural methods: Clients practise 
real-life skills like crossing streets safely, 
using public transport, or following safety 
protocols. Immediate reinforcement 
strengthens correct responses, and 
prompts are gradually faded to encourage 
independence.

	♦ CBT methods : Therapists teach 
anticipatory problem-solving and 
planning (“If the elevator is crowded, I’ll 
wait calmly and take the stairs”). Imagery 
rehearsal helps clients prepare for 
potential challenges before encountering 
them in the real environment.

Behavioural and cognitive-behavioural 
approaches can address the same 
rehabilitation challenges, such as improving 
daily living or vocational skills, but from 
distinct perspectives. The behavioural 
approach focuses primarily on observable 
actions and aims to teach specific skills 
through methods such as task analysis, 
shaping, reinforcement, and modeling. 
For instance, if a client struggles with 
cooking, the therapist would break the task 
into smaller, manageable steps—boiling 
water, chopping vegetables, and so on—
and reinforce each completed step until the 
client masters the full task. The emphasis is 
on repetition, gradual skill acquisition, and 

external rewards or feedback. In contrast, 
the CBT approach addresses not only the 
skill deficit but also the thoughts and beliefs 
that influence behaviour. A client may avoid 
cooking due to automatic negative thoughts 
like “I’ll ruin everything if I try.” In CBT, 
the therapist helps the client identify and 
challenge these thoughts, replacing them 
with realistic, motivating self-statements 
while practising the task. Behaviour is still 
rehearsed, but it is paired with cognitive 
strategies that enhance confidence, self-
efficacy, and the internalisation of adaptive 
thinking. In essence, the behavioural 
approach teaches the “how,” while CBT 
teaches both the “how” and the “why you 
can do it,” offering a more holistic way to 
foster independence.

In conclusion, the integration of 
behavioural and cognitive-behavioural 
techniques provides a versatile framework 
for rehabilitation. By combining structured 
skill training with strategies to address 
maladaptive thinking patterns, therapists 
can help clients achieve greater functional 
independence, emotional regulation, and 
social competence. While each approach 
has unique strengths, using them together 
ensures rehabilitation is both effective 
and personalised, fostering not only skill 
acquisition but also the cognitive and 
emotional growth needed for long-term 
success in real-life settings.

Recap

	♦ Rehabilitation goes beyond physical recovery, addressing psychological, 
cognitive, and behavioural adaptation.

	♦ Behaviour therapy focuses on observable behaviour and applies learning 
principles, including classical and operant conditioning.

	♦ Key behavioural techniques include systematic desensitisation, exposure 
therapy, behaviour rehearsal, contingency management, token economies, 
and aversion therapy (used cautiously due to ethical concerns).
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Objective Questions

1.	 Which conditioning process strengthens behaviour through its con-
sequences?

2.	 Who conducted the Little Albert study with Rayner?

3.	 Who demonstrated that learned fears could be reduced through con-
ditioning?

4.	 Which technique pairs relaxation with graded exposure?

5.	 Which process increases the likelihood of a desired behaviour?

6.	 Which system awards exchangeable rewards for desired behaviour?

7.	 Which technique pairs unwanted behaviour with unpleasant conse-
quences?

8.	 Who developed modelling as a social-learning technique?

	♦ CBT  integrates  cognitive  processes,  addressing  how  thoughts,  
beliefs,  and expectations influence behaviour, and uses techniques 
such as modelling, rational restructuring, and DBT.

	♦ Behavioural methods emphasise skill acquisition through repetition, 
shaping, reinforcement, and structured practice.

	♦ CBT methods combine behavioural practice with cognitive strategies 
to enhance self-efficacy, adaptive thinking, and problem-solving.

	♦ In rehabilitation, these techniques are applied across domains such as 
daily living, vocational tasks, social skills, cognitive/executive func-
tioning, emotional regulation, and community safety.

	♦ Behavioural and CBT approaches complement each other: behaviour 
therapy teaches the “how,” while CBT teaches both “how” and “why,” 
supporting holistic, personalised rehabilitation.

	♦ Integrating both approaches improves functional independence, emo-
tional regulation, social competence, and long-term adjustment in 
real-life settings.
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9.	 Which therapy modifies both thoughts and behaviour?

10.	Which technique challenges irrational beliefs?

11.	Who developed Dialectical Behaviour Therapy?

12.	Which DBT skill develops present-moment awareness?

13.	Which technique reinforces gradual steps toward a target behaviour?

14.	Which method practises a behaviour in a structured setting?

15.	Which ability is developed by identifying barriers and evaluating solu-
tions?

16.	Which technique involves recording thoughts, emotions, and behaviours 
systematically?

17.	Which technique tests the accuracy of beliefs through real-life expe-
rienexperience?

18.	 Which technique involves breaking a complex task into smaller steps 
for learning?

19.	Which type of learning occurs by observing and imitating another person?

20.	 Which strategy involves gradually reducing prompts as the individual 
becomes more independent?

Answers

1.	 Operant

2.	 Watson

3.	 Jones

4.	 Desensitization

5.	 Reinforcement

6.	 Tokens

7.	 Aversion

8.	 Bandura
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9.	 CBT

10.	Restructuring

11.	Linehan

12.	Mindfulness

13.	Shaping

14.	Rehearsal

15.	Problem-solving

16.	Self-monitoring

17.	Behavioural experiment

18.	Task analysis

19.	Modelling

20.	Prompt fading

Assignments

1.	 Critically analyse the use of aversion therapy in rehabilitation, discussing 
its effectiveness, ethical concerns, and relevance in modern practice.

2.	 Discuss how behavioural and cognitive-behavioural techniques can 
be applied in rehabilitation to develop daily living, vocational, social, 
and emotional skills.

3.	 Design a CBT-based intervention for a client whose negative beliefs 
reduce participation in rehabilitation.

4.	 Prepare a behaviour-modification plan that uses reinforcement to develop 
one daily living skill.

5.	 Compare skills training and problem-solving approaches across two 
rehabilitation domains.
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Psychosocial Interventions 

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ explain psychosocial interventions used in rehabilitation

	♦ describe support groups and their role in rehabilitation

	♦ compare community-based and institution-based rehabilitation

	♦ identify strategies that improve social, academic, and emotional skills

Rehabilitation is often associated with improving physical functioning, develop-
ing independence, or learning to manage everyday activities. However, living with 
a disability can also bring emotional difficulties, changes in family relationships, 
social barriers, reduced confidence, and challenges in education, work, and com-
munity participation. These experiences show that rehabilitation involves much 
more than physical recovery.

Consider a person who can perform daily activities independently but feels 
anxious about interacting with others, a family struggling to adjust to a member’s 
disability, or an individual who avoids social situations because of low confidence. 
Physical rehabilitation alone may not address these concerns. Psychological sup-
port, supportive relationships, social-skills training, and community participation 
may be equally important.

This broader perspective leads to an important question: how can psychological 
and social interventions help individuals with disabilities cope with challenges, 
strengthen relationships, develop social skills, and participate more fully in family 
and community life?
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Building on the understanding of disability, rehabilitation, psychological pro-
cesses, and communication, this unit introduces counselling and psychotherapy, 
family therapy, support groups, community-based interventions, and social-skills 
training as important components of psychosocial rehabilitation.

Rehabilitation is not a journey that an 
individual undertakes alone. For people 
with disabilities, progress is most effective 
when supported by those around them—
family, peers, and the wider community. 
Psychosocial interventions such as 
counselling, psychotherapy, family therapy, 
and support groups help create this supportive 
environment, while community-based 
programmes and social skills training provide 
opportunities to practise and strengthen these 
connections. By involving both the individual 
and their social network, rehabilitation 
becomes a collaborative process that fosters 
emotional well-being, adaptive behaviour, 
and meaningful participation in daily life.

3.2.1	 Counselling and 
Psychotherapy for Individuals 
with Disabilities

Counselling and psychotherapy are 
important components of comprehensive 
rehabilitation because disability affects 
more than physical or cognitive functioning. 
Individuals may experience changes in 
their identity, independence, relationships, 
education, employment, social participation, 
and expectations about the future. They 
may also need to adjust to changes in their 

abilities, appearance, roles, routines, and 
dependence on others. These changes can 
contribute to emotional distress, anxiety, 
depression, frustration, grief, reduced self-
esteem, loss of confidence, social withdrawal, 
or difficulties in interpersonal relationships. 
Counselling and psychotherapy provide 
structured psychological support to help 
individuals understand and respond to 
these experiences while working towards 
meaningful rehabilitation goals.

Counselling commonly focuses on 
current concerns, adjustment, decision-
making, coping, relationships, and practical 
difficulties, whereas psychotherapy may 
involve more sustained exploration of thought 
patterns, emotions, behaviour, interpersonal 
relationships, and psychological difficulties. 
In rehabilitation, however, the distinction 
between counselling and psychotherapy is 
not always rigid. Both may be used according 
to the individual's needs, clinical concerns, 
rehabilitation goals, and stage of adjustment.

The primary purpose of counselling and 
psychotherapy in rehabilitation is not simply 
to reduce psychological symptoms. Their 
broader purpose is to facilitate psychological 
adjustment, functional independence, 
participation, self-determination, and quality 

Discussion

Keywords
Psychosocial interventions, Support groups, Family therapy, Community-Based 

Rehabilitation (CBR), Social skills training
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of life. Psychological interventions can 
help individuals understand their strengths 
and limitations, develop effective coping 
strategies, communicate their needs, make 
informed choices, manage emotional 
responses, strengthen relationships, and 
participate more actively in decisions 
concerning their rehabilitation.

3.2.1.1 Psychological Adjustment 
to Disability

Adjustment to disability is a gradual 
and individual process. Individuals may 
experience shock, disbelief, anger, sadness, 
fear, frustration, helplessness, acceptance, or 
renewed confidence, but these responses do 
not necessarily follow a fixed sequence. The 
nature and onset of the disability, personal 
experiences, family relationships, social 
support, socioeconomic conditions, access to 
services, cultural beliefs, and opportunities 
for meaningful participation influence 
adjustment.

Counselling provides a safe, non-
judgemental space to understand emotional 
responses, recognise strengths, and develop 
adaptive coping strategies. Feelings such as 
sadness, anger, frustration, and grief should 
not automatically be viewed as pathological, 
as they may be natural responses to significant 
life changes.

Psychotherapy may be useful when 
adjustment difficulties persist or interfere 
with functioning, such as through negative 
self-beliefs, fear of failure, social withdrawal, 
maladaptive coping, or relationship 
difficulties. Evidence-based approaches 
can then be integrated into the broader 
rehabilitation programme.

3.2.1.2 Promoting Autonomy and 
Self-Determination

Rehabilitation should promote autonomy, 
self-determination, informed choice, and 

active participation in decision-making. 
Counselling helps individuals identify their 
own goals, preferences, and priorities rather 
than relying entirely on professionals or 
caregivers. Goals should be collaborative and 
may include education, employment, social 
relationships, daily independence, community 
participation, emotional management, and 
decision-making. For individuals with 
intellectual and developmental disabilities, 
appropriate communication and decision-
making supports should be provided rather 
than assuming that disability limits their 
capacity to make choices.

3.2.1.3 Supporting Emotional 
Well-Being

Individuals with disabilities may 
experience emotional difficulties related to 
stigma, discrimination, dependence, pain, 
social exclusion, communication difficulties, 
and changes in functioning. Counselling can 
support emotional awareness and coping 
through relaxation, emotional regulation, 
problem-solving, cognitive restructuring, 
behavioural strategies, and social support. 
Interventions should be adapted to individual 
cognitive and communication needs using 
visual materials, concrete examples, role-
play, or simplified language when appropriate. 
Emotional distress may also arise from 
environmental barriers and discrimination; 
therefore, rehabilitation should address 
both individual needs and environmental 
conditions.

3.2.2 Counselling for 
Individuals with Intellectual 
and Developmental Disabilities

Counselling individuals with intellectual 
and developmental disabilities requires 
appropriate adaptation rather than assuming 
that psychological interventions are 
unsuitable. They may experience similar 
emotional, psychological, interpersonal, 
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and life-transition challenges as others, 
but services should be modified to meet 
their needs.

Communication should be clear, concrete, 
and appropriately paced. Simplify complex 
questions, and use repetition, examples, visual 
supports, written prompts, or augmentative 
and alternative communication as needed. 
Allow sufficient time for processing and 
responding.

Therapeutic goals should be meaningful 
and expressed in practical terms. Behavioural 
rehearsal and skills practice can help 
individuals develop skills such as requesting 
assistance, expressing preferences, managing 
frustration, coping with disappointment, 
and handling unfamiliar situations. Practice 
across different settings helps generalise 
these skills.

Family members, caregivers, educators, 
and support professionals may be involved 
when appropriate, but their involvement 
should not replace the individual's 
voice. Confidentiality, privacy, informed 
participation, and respect for individual 
preferences should remain central.

3.2.2.1 Addressing Self-Esteem 
and Self-Concept

Disability may affect how individuals 
perceive themselves and their abilities. 
Dependence, social rejection, academic or 
vocational difficulties, and negative attitudes 
may contribute to a poor self-concept. Some 
individuals may come to define themselves 
mainly through their disability rather than 
recognising their abilities, interests, values, 
and aspirations.

Counselling can help individuals recognise 
their strengths, competencies, achievements, 
and personal values while acknowledging 
genuine limitations. The aim is to prevent 
disability-related limitations from becoming 
the sole basis of self-worth.

Cognitive-behavioural techniques can 
help identify and modify unhelpful beliefs 
such as “I cannot do anything independently” 
or “Nobody will accept me” by examining 
the evidence and developing more realistic, 
flexible interpretations.

However, low self-esteem should not be 
viewed solely as an individual problem. 
Stigma and exclusion are important 
environmental factors; therefore, counselling 
should be supported by efforts to improve 
accessibility, social participation, educational 
and vocational opportunities, and community 
inclusion.

3.2.2.2 Developing Coping and 
Problem-Solving Skills

Rehabilitation may involve challenges 
related to daily routines, mobility, 
communication, education, employment, 
relationships, financial independence, and 
community participation. Counselling can 
help individuals develop systematic problem-
solving skills by identifying problems, 
understanding contributing factors, generating 
and evaluating possible solutions, selecting 
and implementing appropriate strategies, 
and reviewing the outcomes.

Problem-solving skills are important 
as individuals face new challenges across 
clinical, educational, vocational, family, and 
community settings. The long-term goal is 
to develop the ability to manage problems 
independently rather than simply providing 
solutions.

3.2.2.3 Counselling for Vocational 
and Educational Adjustment

Counselling helps individuals with 
disabilities identify their interests, abilities, 
strengths, and realistic educational or 
vocational goals. It also helps them manage 
performance anxiety, build confidence, 
develop interpersonal and workplace skills, 
and adjust to employment.
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Environmental support also influences 
vocational adjustment, including suitable 
job placement, workplace accommodations, 
supportive supervision, and opportunities 
for skill development.

3.2.2.4 Family and Relationship 
Concerns

Disability can affect family relationships, 
responsibilities, and caregiving. Counselling 
helps individuals and families manage 
communication difficulties, conflicts, 
overprotection, caregiver stress, and concerns 
about independence.

Family involvement should support, rather 
than replace, the individual’s participation in 
decision-making. Counselling helps families 
balance support and independence.

3.2.2.5 Social Skills and 
Interpersonal Functioning

Social skills are important for effective 
social participation. Counselling and social 
skills training can help individuals improve 
communication, relationship-building, 
social awareness, conflict management, and 
appropriate responses in social situations.

Techniques such as modelling, role-
play, behavioural rehearsal, feedback, and 
reinforcement may be used. For individuals 
with intellectual and developmental 
disabilities, training may focus on practical 
skills such as greeting others, asking for 
help, expressing disagreement, respecting 
personal boundaries, recognising unsafe 
situations, and developing friendships.

3.2.2.6 Accessibility and 
Adaptation of Therapeutic 
Interventions

Counselling should be adapted to the 
individual's needs rather than expecting 

complete adjustment to conventional therapy. 
Modifications may include language, pace, 
session duration, communication methods, 
physical environment, and therapeutic 
materials.

Individuals with sensory, physical, 
or intellectual disabilities may require 
appropriate communication methods, 
accessible settings, simplified information, 
repetition, demonstrations, or visual support. 
Cultural and linguistic factors should also 
be considered.

Adaptation does not mean lowering 
therapeutic expectations; it helps the 
individual understand, participate, and benefit 
from intervention.

3.2.2.7 Person-Centred and 
Strengths-Based Practice

A person-centred approach focuses on 
the individual's strengths, preferences, 
values, interests, and goals rather than only 
on disability or limitations. The therapist 
develops a collaborative relationship based 
on respect, empathy, acceptance, and trust.

A strengths-based approach identifies 
existing abilities and resources, such as 
communication skills, family support, 
motivation, and vocational interests, to 
support rehabilitation.

3.2.2.8 Ethical Considerations

Counselling and psychotherapy with 
individuals with disabilities require attention 
to informed consent, confidentiality, privacy, 
autonomy, professional competence, 
accessibility, and protection from harm.

Disability should not automatically be 
considered an inability to provide informed 
consent. When decision-making support is 
needed, provide information in accessible 
formats while respecting the individual's 
choices and preferences. Family or caregiver 

99SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



involvement should support, rather than 
replace, the individual's autonomy.

Therapists should also recognise power 
imbalances and create a therapeutic 
environment where individuals can express 
their choices and disagreements freely.

Overall, counselling and psychotherapy 
contribute to rehabilitation by addressing the 
psychological and interpersonal dimensions 
of disability alongside physical, cognitive, 
vocational, and social rehabilitation. They can 
help individuals adjust to changes, manage 
emotional distress, and develop coping and 
problem-solving skills,  

3.2.3	 Family Therapy and 
Support Groups

3.2.3.1 Family Therapy 

When a member of a family develops a 
problem, it rarely affects just that individual—
everyone in the family feels the impact. Early 
therapy experiences highlighted this reality. 
Clinicians noticed that simply working with a 
child in play therapy, for example, often had 
limited results if the home environment—
the very context that may have contributed 
to the problem—remained unchanged. As 
a result, it became common practice to 
involve parents in the therapeutic process, 
often through interviews or joint sessions. 
These interactions helped parents understand 
the child’s difficulties and learn ways to 
support positive change at home.

Family therapy emerged from this 
understanding that problems cannot always 
be addressed in isolation. It conceptualizes 
difficulties as arising from patterns within 
the family system rather than from a single 
individual. Communication plays a central 
role: breakdowns, contradictions, or unclear 
messages within a family can contribute 
to stress and maladaptive behaviours. For 
instance, the “double-bind” theory proposed 
that conflicting messages from parents—such 

as being told both to always assert oneself 
and never question authority—could create 
confusion and emotional tension in a child. 
Although this specific theory was not strongly 
supported by research, it inspired new ways 
of thinking about family interactions and 
their influence on mental health.

As it developed, family therapy drew on 
both systemic and communication-based 
perspectives. Pioneers such as Bowen, 
Ackerman, Satir, Haley, and Jackson 
emphasized the importance of viewing the 
family as a unit and understanding how 
interaction patterns influence individual 
behaviour. Family therapy does not focus 
solely on an individual’s symptoms or 
supposed intrapsychic conflicts; instead, 
it aims to improve the way the family 
system functions as a whole. By addressing 
communication patterns, role expectations, 
and relational dynamics, therapy supports 
the individual while also strengthening the 
family’s ability to cope with challenges.

In the context of rehabilitation, family 
therapy plays a vital role in helping individuals 
with disabilities adjust to their condition. By 
involving caregivers and relatives, therapy 
can promote adaptive communication, shared 
problem-solving, and emotional support, 
which are essential for successful recovery 
and participation in daily life.

When a family member is diagnosed 
with a disability, it can profoundly affect 
the entire family. Emotional responses often 
include shock, guilt, fear, frustration, and 
grief. Family dynamics may shift as parents 
struggle with feelings of helplessness, siblings 
feel neglected, and roles and routines must 
be adapted to accommodate the needs of the 
disabled member. These changes can create 
stress, strain relationships, and potentially 
hinder rehabilitation efforts. Family therapy 
provides a structured way to support families 
through these challenges. It creates a safe 
space for members to express emotions, 
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understand one another’s perspectives, 
and develop coping strategies. Therapy 
encourages empathy, communication, 
and mutual understanding, helping the 
family reframe their relationship with the 
disabled member and share responsibility 
for navigating change.

Counsellors play a crucial role in 
guiding families through emotional, social, 
and practical challenges. Rather than 
directing feelings or actions, they provide 
a supportive environment for families to 
process experiences and make decisions. 
Counsellors help normalize emotions, 
facilitate exploration of hidden feelings, and 
promote understanding of how individual 
behaviours affect family dynamics. Practical 
support is also essential. Counsellors help 
families manage financial and caregiving 
challenges by identifying resources, aid 
programs, and respite care. By doing so, 
they help reduce stress, allowing families to 
focus on the disabled member's emotional 
and rehabilitative needs.

Active family involvement is critical in 
rehabilitation. Emotional support, assistance 
with daily tasks, and participation in therapy 
significantly enhance the chances of positive 
outcomes. Counsellors also connect families 
to broader support systems, including social 
workers, advocacy organizations, and local 
peer groups, to reduce isolation and provide 
additional resources.

Family therapy also focuses on long-term 
planning. This includes exploring options for 
ongoing care, rehabilitation, employment, 
and independent living. Counsellors help 
families set realistic expectations, navigate 
transitions (e.g., adolescence, adulthood, 
institutional care), and prepare for potential 
loss or terminal illness. By facilitating 
discussions on grief, legacy, and meaningful 
experiences, therapy supports families in 
coping with the emotional, practical, and 
existential challenges of disability.

Family therapy is indicated in disability 
and rehabilitation settings when the family 
experiences significant difficulties in 
adjusting to the person's disability or when 
family dynamics interfere with recovery. 
It is particularly useful when there is 
poor communication, frequent conflicts, 
caregiver stress, overprotectiveness, 
denial or poor acceptance of the disability, 
or difficulties in adapting to new family 
roles and responsibilities. Family therapy 
is also recommended when emotional or 
behavioural problems in the individual are 
influenced by family interactions, when 
treatment adherence is poor due to inadequate 
family support, or when the family requires 
education and guidance about the disability 
and rehabilitation process. By improving 
communication, strengthening coping 
skills, and promoting supportive family 
relationships, family therapy enhances both 
the individual's rehabilitation outcomes and 
the overall well-being of the family.

3.2.3.2 Support Groups

Support groups are small, voluntary 
groups where people facing similar health 
or life challenges come together to provide 
mutual help, share experiences, and support 
one another in managing their conditions. 
They are widely used in rehabilitation and 
chronic illness care to improve coping, 
adjustment, and overall well-being. Support 
groups come in different forms. Self-help or 
support groups can be led by professionals 
or by peers who have experienced similar 
challenges, focusing on emotional support, 
shared experiences, and learning from 
one another. Peer-support groups are 
generally less structured, with participants 
guiding discussions and promoting hope, 
understanding, and connection. Self-
management education groups are structured 
programs often led by professionals and based 
on psychological theories, such as Bandura’s 
self-efficacy theory. These programs help 
participants actively manage their condition, 
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set achievable goals, and make behavioural 
changes to improve their health. Support 
groups can be delivered face-to-face, over 
the phone, or online, depending on the 
needs of the participants. They have been 
shown to improve psychosocial functioning, 
confidence in managing one’s condition, 
quality of life, health behaviours, and use 
of health services. Factors that contribute to 
the effectiveness of support groups include 
having a clear purpose, using a well-designed 
structure based on theory or previous 
research, choosing an appropriate delivery 
method, and tailoring the program to the 
participants’ needs. Despite these benefits, 
more research is needed to understand which 
groups benefit most, the cost-effectiveness of 
different types of support groups, and their 
impact in specific rehabilitation contexts, 
such as returning to work after injury. Overall, 
support groups are a practical, effective 
way to improve rehabilitation outcomes by 
helping individuals manage their conditions 
and strengthen their psychological and social 
well-being.

In addition, support groups serve 
as a platform for exchanging practical 
information about rehabilitation services, 
assistive devices, community resources, and 
legal or financial benefits. They encourage 
problem-solving, self-advocacy, and active 
participation in treatment while reducing 
stigma associated with disability. Support 
groups also provide opportunities to 
develop social skills, strengthen resilience, 
foster independence, and create a sense of 
belonging, all of which contribute to long-
term adjustment and successful community 
reintegration.

3.2.4	 Community-Based 
Interventions and Social Skills 
Training

Community-Based Rehabilitation 
(CBR) was introduced by the World Health 
Organization (WHO) following the Alma-Ata 

Declaration of 1978, which emphasized 
primary health care as essential for achieving 
“health for all.” CBR was initially conceived 
as a service delivery system that maximized 
local health care and community resources 
to provide rehabilitation services to people 
with disabilities, especially in low-income 
countries. Early programs focused on 
physiotherapy, medical interventions, and 
assistive devices, with some initiatives 
introducing educational and livelihood 
opportunities through skills training or 
income-generating activities. Over time, the 
approach has shifted from a purely medical 
model to a holistic, multi-sectoral strategy 
that emphasizes social inclusion, human 
rights, and community development.

CBR aims to make rehabilitation accessible 
to individuals who may not be able to reach 
institutional facilities, particularly those in 
rural areas. By utilizing local resources and 
personnel, CBR supports early intervention, 
home-based care, and developmental learning 
opportunities for children with disabilities. 
It also fosters community interaction, for 
example through parent groups and play 
activities, which help children learn skills, 
socialise, and participate meaningfully in 
their communities. The approach recognizes 
that rehabilitation is not only about improving 
physical or mental capacities but also about 
empowering people with disabilities to fully 
participate in society.

3.2.4.1 Models of Rehabilitation: 
Institution-Based vs Community-
Based

Institution-Based Rehabilitation (IBR) 
relies on urban-based facilities where 
individuals travel for treatment, often 
emphasizing the medical model of disability. 
In contrast, CBR follows the social model, 
seeing disability in the context of the 
environment, economy, and culture. CBR 
focuses on removing barriers, promoting 
inclusion, and integrating people with 
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disabilities into all aspects of community 
life. It has become the preferred model in 
developing countries due to its accessibility, 
cost-effectiveness, and focus on human 
rights.

3.2.4.2	 Goals and Principles of 
CBR

The goals of CBR include enhancing 
the physical and mental capacities of 
individuals with disabilities, improving 
access to opportunities, and empowering 
communities to promote human rights. 
CBR encourages participation in economic, 
educational, social, and cultural activities, 
aiming for equality and inclusion. Its core 
principles include:

1.	 Inclusion: Removing barriers—
physical, attitudinal, and 
technological—that prevent people 
with disabilities from participating 
fully in society.

2.	 Participation: Involving people 
with disabilities, women, and other 
marginalized groups in decision-
making, planning, and program 
implementation.

3.	 Sustainability: Ensuring that CBR 
programs have lasting impact and 
continue independently beyond the 
initial interventions.

4.	 Empowerment: Enabling people 
with disabilities and their families 
to lead programs, manage resources, 
and make decisions.

5.	 Self-Advocacy: Supporting 
individuals and families to define 
goals, represent their interests, and 
engage in collective action to address 
barriers.

By 2007, CBR programs existed 
in approximately 92 countries, with 

significant presence in Africa, Asia, and 
Latin America. Regional CBR networks 
and congresses have been established to 
promote training, knowledge exchange, 
and global collaboration. Today, CBR 
remains a practical, rights-based approach 
to rehabilitation, enabling people with 
disabilities to participate fully in their 
communities while addressing social, 
economic, and environmental barriers.

3.2.5	 Social Skills Training

Social skills are crucial to social 
competence and influence psychological, 
academic, and adaptive functioning. 
Individuals who struggle with these skills 
may have difficulty interacting effectively 
with peers and adults. Effective social skills 
training requires a structured approach, 
including assessing skill goals, motivation 
to learn, teaching matched to the learner’s 
abilities, coaching in natural settings, and 
involving peers to reduce isolation and 
enhance friendships.

Approaches to social skills training vary. 
Behavioural approaches focus on modifying 
observable behaviours using reinforcement 
and prompting. Cognitive-behavioural 
approaches also consider how individuals 
interpret social situations, teaching them to 
understand others’ perspectives. Relationship-
based approaches emphasise trust and 
motivation through following the child’s 
lead and respecting preferences. Group-
based approaches also provide opportunities 
to practice communication, cooperation, 
conflict resolution, and interpersonal skills 
with peers in a supportive environment. 
Community-based approaches focus on 
generalizing these skills to real-life settings 
such as schools, workplaces, and recreational 
activities. Effective social skills training is 
individualized, developmentally appropriate, 
and includes repeated practice, feedback, and 
reinforcement to support the maintenance 
and transfer of social skills across situations.
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Practical interventions include video 
modelling (showing the learner or others 
performing desired social behaviours), 
communication and visual supports like 
the Picture Exchange Communication 
System (PECS), social narratives to 
explain situations and expected responses, 
technology-aided instruction, and comic 
strip conversations to illustrate dialogue, 
thoughts, and social consequences. These 
strategies help learners develop skills in 
turn-taking, perspective-taking, initiating 
conversation, and responding appropriately 
in social situations.

3.2.5.1 Interventions for 
Academic Skills

Academic interventions provide targeted 
support to learners who struggle with 
classroom material. Small-group or individual 
instruction allows for more detailed teaching 
and scaffolding,  gradually  increasing  
complexity as students gain understanding. 
Building background knowledge and 
vocabulary enhances comprehension, and 
ongoing progress monitoring identifies gaps 
in essential skills.

Strategies include scaffolding lessons to 
build on existing knowledge, guided reading 
with appropriate texts, and diagnosing missed 
learning to provide targeted instruction. 
These methods help students reach grade-
level understanding, build confidence, and 
close gaps in essential academic skills.

3.2.5.2 Anger Management

Anger management interventions teach 
individuals to identify triggers, understand 
underlying causes, and learn coping strategies. 
Common triggers include sensory overload, 
communication difficulties, changes in 
routine, frustration with tasks, anxiety, social 
misunderstandings, and physical discomfort.

Effective interventions include token 

economies to reward anger control, 
positive reinforcement for calm behaviours, 
conditioning (e.g., using visual cues to signal 
inappropriate behaviour), timeouts for safe 
calming, visual supports like social stories, 
teaching communication skills (e.g., PECS), 
consistent routines, and expressive strategies 
such as art or play therapy. These techniques 
help individuals regulate anger and improve 
social functioning.

Additional techniques include teaching 
relaxation strategies such as deep breathing, 
progressive muscle relaxation, and 
mindfulness exercises to reduce physiological 
arousal. Cognitive-behavioural techniques 
can help individuals recognize early signs 
of anger, challenge  unhelpful  thoughts,  
and  develop  alternative  responses.  
Self-monitoring, self-instruction, and 
problem-solving training encourage 
greater self-regulation and independence. 
Environmental modifications, such as 
reducing sensory stimuli, providing sensory 
breaks, offering choices, and adapting task 
demands, can prevent anger outbursts. 
Caregiver and teacher training is also 
essential to ensure consistent responses, 
reinforce appropriate behaviours, and support 
the generalization of anger management 
skills across home, school, and community 
settings.

3.2.5.3 Assertiveness Training

Assertiveness involves expressing 
thoughts, feelings, and needs clearly and 
respectfully, avoiding both passivity and 
aggression. For children with disabilities, 
assertiveness training promotes independence 
and optimism. Techniques include 
encouraging decision-making, teaching 
differences between passive, assertive, 
and aggressive behaviours, and practising 
specific assertive strategies.

One structured method is the DEAL 
technique, which guides children to describe 
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a problem, explain their feelings, ask for 
a change, and identify how the change 
will improve the situation. Generalization 
of assertiveness skills often requires 
collaboration with parents and teachers to 
reinforce learning across settings.

3.2.5.4	 Addressing Anxiety and 
Mood Disorders

Therapeutic interventions for anxiety 
and mood disorders should be adapted to 
the needs and abilities of individuals with 
disabilities. Cognitive-behavioural therapy 
(CBT) targets negative thought patterns and 
maladaptive behaviours, using visual aids, 

simplified language, and non-verbal methods 
where needed.

Other approaches include Mindfulness-
Based Stress Reduction (MBSR) for 
meditation and relaxation, narrative therapy 
to reframe life stories positively, person-
centered therapy for empathy and self-worth, 
art therapy to facilitate emotional expression, 
and Acceptance and Commitment Therapy 
(ACT) to promote acceptance and goal-
oriented behaviour. Adaptations may involve 
assistive devices, alternative communication, 
simplified instructions, and sensory supports 
to ensure interventions are accessible and 
effective.

Recap

	♦ Rehabilitation beyond physical recovery: Effective rehabilitation addresses 
emotional adjustment, social participation, and coping skills, not just 
daily living or physical abilities.

	♦ Role of family and community: Families, peers, and communities are 
critical for emotional support, skill development, and social integration.

	♦ Family therapy: Focuses on improving family communication, roles, 
and interactions, helping families support disabled members emotionally 
and practically.

	♦ Small, voluntary groups providing mutual help and shared experiences.

	♦ Types include self-help/support groups, peer-support groups, and self-
management education groups.

	♦ Delivered face-to-face, online, or by phone, improving psychosocial 
functioning, self-confidence, and quality of life.

	♦ Holistic, rights-based approach emphasizing inclusion, participation, 
empowerment, and sustainability.

	♦ Utilizes local resources to provide rehabilitation, early intervention, and 
community participation opportunities.
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	♦ Social	 skills	 training: Structured	 interventions	 to improve 
communication, turn-taking, perspective-taking, and social competence, 
using behavioural, cognitive behavioural, and relationship-based 
approaches.

	♦ Academic interventions: Targeted strategies to address learning gaps, 
build foundational knowledge, and monitor progress.

	♦ Anger management: Techniques like token economies, visual supports, 
timeouts, and expressive therapies help regulate anger and improve 
social behaviour.

	♦ Assertiveness training: Teaches individuals to express thoughts and 
needs clearly and respectfully, using structured approaches like the 
DEAL technique.

	♦ Anxiety and mood disorder interventions: Adapted therapies such as 
CBT, MBSR, art therapy, narrative therapy, and ACT, designed to suit 
the needs of people with disabilities.

Objective Questions

1.	 Which intervention uses therapeutic dialogue to support adjustment?

2.	 Which approach views the family as an interconnected system?

3.	 Which groups are participant-led and relatively informal?

4.	 Whose self-efficacy theory informs self-management groups?

5.	 Which format allows a support group to meet remotely?

6.	 Which rehabilitation model uses local community resources?

7.	 Which CBR principle removes participation barriers?

8.	 Which CBR principle involves people with disabilities in decisions?

9.	 Which technique demonstrates a desired behaviour for observation?

10.	Which system rewards calm behaviour with exchangeable points?
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11.	Which method briefly removes access to reinforcement?

12.	Which skill communicates needs clearly and respectfully?

13.	Which acronym means Describe, Explain, Ask, and List?

14.	Which therapy targets negative thoughts in anxiety and mood disorders?

15.	Which practice develops present-focused awareness?

Answers

1.	 Counselling

2.	 Systemic

3.	 Peer-support

4.	 Bandura

5.	 Online

6.	 CBR

7.	 Inclusion

8.	 Participation

9.	 Modelling

10.	Tokens

11.	Timeout

12.	Assertiveness

13.	DEAL

14.	CBT

15.	Mindfulness
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Assignments

1.	 Discuss the role of psychosocial interventions—including counselling, 
family therapy, support groups, and community-based programs—in 
the rehabilitation of individuals with disabilities, highlighting their 
impact on emotional adjustment, coping, social participation, and 
overall well-being.

2.	 Compare Community-Based Rehabilitation (CBR) with institution-
based rehabilitation in terms of accessibility, social inclusion, delivery 
methods, and overall impact on individuals with disabilities.

3.	 Evaluate how family therapy and support groups can strengthen 
adjustment and participation for individuals with disabilities.

4.	 Design a community-based intervention that includes social skills 
training for a selected disability group.

5.	 Explain how counselling or psychotherapy can be adapted for indi-
viduals with diverse communication, cognitive, sensory, or physical 
needs.
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Paediatric Rehabilitation

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ describe the meaning and scope of paediatric rehabilitation

	♦ explain the psychological aspects of childhood disabilities

	♦ identify psychological and functional assessment needs in paediatric 
rehabilitation

	♦ describe interventions for developmental disorders and learning disabilities

	♦ explain the role of families, caregivers and caregiver coping in rehabilitation

	♦ apply family-centred and culturally sensitive principles in planning 
rehabilitation support

Children with disabilities may require support not only for physical difficulties 
but also for communication, learning, behaviour, social participation and emo-
tional well-being. A basic understanding of rehabilitation and the biopsychosocial 
approach will help learners examine how families, schools and multidisciplinary 
services support a child’s development and participation.

The previous block introduced psychological interventions such as cognitive-be-
havioural methods, skill training, social skills training, family therapy, support 
groups and community-based rehabilitation. Those ideas are directly useful in 
this unit. Paediatric rehabilitation uses many of the same psychological principles 
but adapts them to the child’s age, developmental level, family situation, school 
environment, and medical needs.
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Learners should also remember that childhood disability is not simply a medi-
cal diagnosis. It is an interaction between a health condition, the child’s abilities, 
the family environment, the school system, social attitudes and the availability of 
support. Rehabilitation requires a multidisciplinary, biopsychosocial view. This 
unit follows that perspective in simple and formal language.

Paediatric rehabilitation refers to 
rehabilitation services for infants, children 
and adolescents who have congenital 
disabilities, acquired injuries, developmental 
disorders, chronic illnesses or functional 
limitations. The word paediatric itself 
reminds us that the learner, patient or client 
is a growing person. Therefore, the aim is 
not only to restore a lost ability. It is also 
to support the child's future development. 
Pediatric Rehabilitation describes this as a 
dual aim: rehabilitation to the best possible 
previous level where recovery is possible, and 
habilitation for the continuing developmental 
tasks of childhood and adolescence.

In adult rehabilitation, the central question 
is often, 'How can this person regain 
independence after illness or injury?' In 
paediatric rehabilitation, the question is 
broader: 'How can this child continue to 
grow, learn, communicate, participate and 
build a meaningful life despite the disability 
or illness?' A child with cerebral palsy may 
be learning sitting balance, speech, classroom 
routines and friendships at the same time. 
A child with autism may need support with 
communication, play, sensory regulation, 
behaviour, and family routines. A child with 

traumatic brain injury may need help to 
return to school, relearn social behaviour, 
manage fatigue and adjust emotionally to 
changes in ability.

Rehabilitation psychology has a major 
role in this process. The Handbook of 
Rehabilitation Psychology explains 
that rehabilitation psychology applies 
psychological knowledge for persons with 
disabilities and chronic health conditions 
so that health, welfare, independence, 
choice, functional abilities and social 
role participation can be maximised. 
In the paediatric setting, this means the 
psychologist, counsellor, or rehabilitation 
team member must consider the child's body, 
mind, family, school, peers, and community 
together.

4.1.1 Understanding 
Paediatric Rehabilitation

Paediatric rehabilitation begins with the 
recognition that children are not miniature 
adults. Their bodies, brains, emotional 
capacities, family dependence and social 
worlds are changing rapidly. A five-year-old 
child with a spinal cord injury, a ten-year-old 

Discussion

Keywords
Paediatric rehabilitation, Childhood disability, Developmental disorders, Learning 

disability, Family-centred care, Caregiver coping, Response to Intervention, Positive 
behaviour support, Quality of life, Multidisciplinary team
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child with a learning disability and a fifteen-
year-old adolescent with traumatic brain 
injury have very different needs, even if all 
three require rehabilitation support. The same 
diagnosis may have different psychological 
meaning at different ages.

For example, mobility limitation in 
early childhood may affect exploration and 
play; in middle childhood, it may affect 
school participation and peer interaction; in 
adolescence, it may affect identity, privacy, 
independence and body image. Similarly, a 
communication disorder may first appear as 
delayed speech, later as difficulty following 
classroom instruction, and still later as 
social isolation or reduced self-confidence. 
Therefore, paediatric rehabilitation should 

be developmental, not only diagnostic.

A useful way of understanding paediatric 
rehabilitation is the biopsychosocial model. 
In this view, biological factors such as 
brain injury, motor impairment or chronic 
illness interact with psychological factors 
such as mood, motivation, self-esteem 
and coping. They also interact with social 
factors such as family support, school 
inclusion, poverty, transport, stigma and 
access to services. The Oxford Handbook of 
Rehabilitation Psychology and the Handbook 
of Rehabilitation Psychology both present 
rehabilitation as an interdisciplinary field 
that brings together medical, psychological, 
educational and social perspectives.

 

Fig. 4.1.1 Biopsychosocial view of paediatric rehabilitation.  
Source: AI-generated educational diagram 

4.1.1.1 Major Conditions Seen in 
Paediatric Rehabilitation

The conditions seen in paediatric 
rehabilitation are varied. Some children 
are born with disabilities, while others 
acquire them through injury, infection, 

chronic disease or neurological events. 
The syllabus for this unit asks us to focus 
mainly on psychological aspects of childhood 
disabilities, developmental disorders, learning 
disabilities and family work. Therefore, 
medical details are discussed only as far 
as needed for psychological understanding.
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Developmental disabilities are described in 
the Handbook of Developmental Disabilities 
as an umbrella term covering conditions 
that arise during the developmental 
period and affect areas such as cognition, 
communication, social behaviour, motor 
functioning and adaptive living. The book 
explains that developmental disabilities 
may include intellectual disability, autism 
spectrum disorder, cerebral palsy, traumatic 
brain injury and other conditions when 
these produce significant limitations in 
participation and independent functioning. 
Students should not reduce a child to a label. 
A diagnosis can guide intervention, but it 
cannot fully explain the child's strengths, 
family resources, cultural background or 
future possibilities.

Paediatric rehabilitation also works 
with children who have chronic illnesses 
and acquired conditions. The paediatric 
rehabilitation text notes that medical advances 
have increased the survival of children 
with serious illnesses and injuries. This is 
a positive development, but it also creates 
the need for long-term rehabilitation, school 
support and family guidance. Children who 
survive traumatic brain injury, cancer, spinal 
cord injury, burns or complex neurological 
conditions may require physical therapy, 
occupational therapy, speech-language 
therapy, psychological support, educational 
planning and caregiver counselling over 
many years.

Condition/difficulty Psychological concerns 
commonly seen Rehabilitation focus

Cerebral palsy 
and other motor 
disabilities

Dependence in self-care, 
frustration, peer exclusion, 
body image concerns, 
communication barriers 
in some children.

Mobility and posture 
support, communication 
support, adaptive skills, 
social participation, family 
education.

Autism spectrum 
disorder

Difficulties in social 
communication, sensory 
regulation, restricted 
routines, anxiety, behaviour 
that may communicate 
distress or unmet need.

Early intervention, 
structured communication 
teaching, play and social 
skills, parent-mediated 
support, positive behaviour 
support.

Intellectual disability / 
global developmental 
delay

Slower learning of 
conceptual, social and 
practical skills; need for 
repeated teaching and 
environmental support.

Functional skill training, 
adaptive behaviour support, 
inclusive education, 
caregiver training, life-skills 
orientation.

Learning disability

Difficulty in reading, 
writing, mathematics or 
academic fluency despite 
opportunity to learn; 
secondary low self-esteem 
may develop.

Assessment, explicit 
instruction, response-to-
intervention, classroom 
a c c o m m o d a t i o n s , 
confidence building.
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Traumatic brain injury

Changes in attention, 
memory, behaviour, 
emotion, fatigue and school 
performance; family distress 
after sudden change.

Neuropsycho log i ca l 
assessment, cognitive 
rehabilitation, school 
re-entry, emotional support, 
family counselling.

Chronic illness

Treatment burden, pain, 
uncertainty, school 
absence, anxiety, adherence 
difficulties.

Health education, coping 
skills, adherence support, 
school coordination, 
quality-of-life focus.

4.1.2 Psychological Aspects of 
Childhood Disabilities

The psychological impact of childhood 
disability cannot be understood only by 
looking at the disability. The age of onset, 
family response, severity of impairment, 
school support, peer attitudes, economic 
situation and the child's own temperament all 
influence adjustment. A child who receives 
warm family support, inclusive schooling, 
and realistic encouragement may show 
more confidence than a child with the same 
diagnosis who faces rejection, overprotection, 
or repeated failure.

The first major psychological aspect 
is emotional adjustment. Children with 
disabilities may experience fear, sadness, 
anger, shame, frustration, or confusion. 
In a young child, these feelings may not 
appear as verbal complaints. They may 
appear as crying, withdrawal, irritability, 
refusal to attend therapy, sleep problems, 
or clinginess. Adolescents may show 
sadness, embarrassment, resistance to 
treatment, or risk-taking behaviour. Pediatric 
Rehabilitation notes that hospitalisation, 
medical procedures, separation from 
routine and intrusive treatment can create 
psychological strain for the child and family. 
Therefore, emotional support is not an 
optional extra; it is part of rehabilitation.

The second aspect is self-concept and 
identity. Childhood and adolescence are 

periods in which the person asks, 'Who 
am I?' and 'What can I do?' Disability can 
influence these questions. A child who 
repeatedly hears only about limitations may 
begin to believe that they are incapable. A 
child who is helped to identify strengths 
- drawing, memory, humour, friendship, 
problem solving, prayer, music, computer 
skills, or responsibility - may form a more 
balanced self-concept. The aim is not to 
deny disability, but to prevent disability 
from becoming the child's entire identity.

The third aspect is behaviour. Behaviour in 
paediatric rehabilitation should be understood 
as both communication and action. A child 
may refuse exercises because of pain, 
fatigue, fear of failure, sensory discomfort 
or lack of understanding. A child may show 
aggression because he cannot express needs. 
Positive behaviour support,  discussed in 
the developmental disabilities literature, 
asks the team to understand why behaviour 
occurs and to change the environment, skill 
demands and reinforcement patterns rather 
than punish the child.

The fourth aspect is cognitive and academic 
functioning. Many childhood disabilities 
affect attention, memory, language, 
executive functions, processing speed, or 
learning. In the paediatric rehabilitation text, 
psychological assessment is presented as a 
tool for identifying current levels, planning 
future goals and monitoring progress. This 
is especially important after brain injury, 
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in neurodevelopmental disorders and in 
learning disabilities. Assessment should 
help the child receive appropriate instruction 
and accommodations; it should not be used 
merely to attach a label.

The fifth aspect is social participation. 
Children learn through play, friendship and 
group belonging. Disability may interrupt 
these opportunities. Some children miss 

school for medical appointments. Some are 
excluded from games because of mobility or 
communication difficulties: some experience 
teasing or pity. Rehabilitation therefore 
includes helping the child participate in 
family, school and community life. Social 
skills training, peer education, accessible 
environments, teacher guidance and assistive 
devices can all support participation.

Psychological 
domain

Possible sign in a child Supportive response

Emotions
Crying, irritability, fear, 
withdrawal, refusal of 
therapy, sleep difficulty.

Listen, validate feelings, explain 
procedures in age-appropriate 
language, teach relaxation and 
coping.

Self-esteem

Frequent statements such 
as “I cannot do anything”, 
shame about aids or 
devices.

Build mastery experiences, 
highlight strengths, use peer 
models, set achievable goals.

Behaviour
Aggression, tantrums, 
task avoidance, repeated 
non-compliance.

Assess triggers and functions, 
modify tasks,  teach 
communication, reinforce 
adaptive behaviour.

Cognition and 
learning

Poor attention, slow 
learning, forgetting 
instructions, academic 
decline.

Neuropsychological or 
educational assessment, structured 
teaching, memory aids, school 
accommodations.

Social 
participation

Isolation, teasing, 
difficulty making friends, 
avoidance of school 
activities.

Peer sensitisation, social skills 
training, inclusive activities, 
environmental accessibility.

4.1.2.1 Psychological Assessment 
in Paediatric Rehabilitation

Assessment in paediatric rehabilitation 
is not a single test event. It is a process of 
understanding the child's current functioning, 
the demands of the environment and the 

supports required for participation. The 
assessment should answer practical questions: 
What can the child do independently? What 
can the child do with help? What prevents 
participation? What support does the family 
need? What should the school know? What 
goals are realistic for the next stage?
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Pediatric Rehabilitation provides several 
important reminders about assessment. First, 
normal developmental expectations may 
not apply simply. A motor disability can 
delay self-care tasks even when the child 
understands the task well. A speech difficulty 
can hide the child's true comprehension. 
A child with fatigue may perform well in 
a short clinic session but struggle across 
a full school day. Therefore, assessment 
must combine formal testing, observation, 
parent report, teacher report, and functional 
information.

Second, psychological assessment 
should include emotional and behavioural 
functioning. Tools such as anxiety and 
depression measures, behaviour rating scales, 
executive function inventories, quality-of-life 
measures and family environment measures 
can be used when appropriate. The text also 

mentions measures such as the PedsQL, 
which considers physical, emotional, social 
and school functioning through child and 
parent reports. In open university learning, 
students need not memorise every scale, 
but they should understand the principle: 
assessment must look at the whole child, 
not only the medical diagnosis.

Third, assessment should be culturally and 
linguistically sensitive. In Kerala, a child may 
move between Malayalam at home, English 
in school and sometimes other languages in 
the community. A test that depends heavily 
on language may not represent the child's real 
ability if the language of testing is unsuitable. 
Similarly, a family may have beliefs about 
disability, fate, prayer, stigma or schooling 
that influence rehabilitation decisions. A 
respectful clinician tries to understand these 
beliefs rather than dismiss them.

Area assessed Examples of 
information collected Why it matters

Developmental history

Pregnancy, birth, 
milestones, 
communication, play, 
school history, previous 
interventions.

Shows whether difficulty 
is longstanding, 
acquired, progressive, or 
context-dependent.

Functional abilities

Mobility, self-care, 
feeding, communication, 
play, school 
participation.

Connects rehabilitation 
goals with daily life.

Cognition and learning

Attention, memory, 
language, problem 
solving, reading, 
writing, mathematics.

Guides educational 
planning and learning 
interventions.

Emotional and 
behavioural status

Mood, anxiety, 
frustration tolerance, 
behaviour triggers, 
coping style.

Helps plan counselling, 
behaviour support and 
family guidance.
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Family and environment

Caregiver stress, 
routines, resources, 
school support, 
transport, financial 
strain.

Identifies barriers and 
supports outside the 
child.

4.1.3 Interventions for 
Developmental Disorders and 
Learning Disabilities

4.1.3.1 Interventions for 
Developmental Disorders

Developmental disorders require early, 
coordinated and individualized intervention. 
The Handbook of Developmental Disabilities 
repeatedly emphasizes that interventions 
should be based on research, careful 
assessment, family participation, and 
meaningful outcomes. The aim is not only 
symptom reduction. The aim is participation: 
communication, learning, self-care, play, 
friendship and increasing independence.

Early intervention is especially important 
because the early years are a period of rapid 
brain and behavioural development. For 
infants and toddlers with developmental 
delays, intervention may involve parent 
coaching, play-based stimulation, 
communication training, motor therapy, 
sensory support and guidance for daily 
routines. The child learns best when skills are 
practiced in natural situations such as feeding, 
bathing, play, dressing and interaction with 
siblings. Therefore, parents and caregivers 
are not passive observers; they are central 
partners.

For autism spectrum disorder, the 
developmental disabilities text points to 
behavioural, educational and developmental 
treatments, parent-mediated approaches, joint 
attention interventions, picture exchange 
communication and inclusive school-based 
programmes. The common principle is that 
intervention should be structured, consistent, 

developmentally suitable and focused on 
communication, social engagement and 
adaptive behaviour. For a young child who 
does not request needs verbally, a picture-
based communication system may reduce 
frustration and increase social interaction. 
For a child who avoids peers, guided play 
and peer-mediated activities may be more 
useful than simply telling the child to 'make 
friends'.

For intellectual disability and global 
developmental delay, the focus is on 
adaptive functioning as much as academic 
achievement. Skills such as using the toilet, 
dressing, eating safely, communicating 
needs, following routines, crossing a road, 
using money and participating in class may 
require direct teaching. Break these skills 
into small steps, demonstrate them, practise 
them repeatedly, and reinforce them. The 
developmental disabilities literature shows 
that individuals with significant disabilities 
can learn meaningful skills when instruction 
is systematic, expectations are respectful, 
and supports are appropriate.

Positive behaviour support is an important 
approach in developmental disorders. It 
begins with functional assessment: What 
happens before the behaviour? What 
does the child gain or avoid through the 
behaviour? What skill is missing? For 
example, a child who throws materials 
during writing may be escaping a task that 
is too difficult, communicating fatigue or 
reacting to sensory discomfort. Solutions 
may include reducing task length, teaching a 
request for help, providing visual schedules, 
reinforcing effort, and coordinating with the 
occupational therapist.
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Intervention 
approach

Main idea Illustrative use

Parent-mediated 
intervention

Caregivers are coached 
to use strategies during 
daily routines.

A mother is shown how to 
wait, prompt and reinforce eye 
contact and requesting during 
snack time.

Naturalistic 
communication 
training

Communication is 
taught in meaningful 
play and routine 
contexts.

A child learns to request a toy 
by picture, sign, gesture or 
word during play.

Structured 
teaching and 
visual support

Predictable routines 
and visual cues reduce 
confusion and anxiety.

A visual timetable prepares 
the child for therapy, lunch, 
schoolwork and rest.

Positive 
behaviour 
support

Behaviour is understood 
through its function and 
replaced with adaptive 
skills.

A child who screams to avoid 
bathing is gradually supported 
with sensory preparation and 
choice-making.

Social skills and 
peer-mediated 
support

Peers and adults help 
the child practice turn-
taking, greeting, sharing, 
and play.

A classmate is guided to invite 
the child into a simple game 
with clear rules.

4.1.3.2 Interventions for 
Learning Disabilities

A learning disability refers to persistent 
difficulty in specific academic areas such as 
reading, written expression, or mathematics, 
even when the child has had learning 
opportunities. In rehabilitation psychology, 
learning disability is important because 
academic failure often affects self-esteem, 
motivation, behaviour, and family stress. A 
child who reads slowly may be labelled lazy, 
inattentive or careless unless the difficulty 
is properly understood.

The Handbook of Developmental 
Disabilities discusses the Response-to-
Intervention approach for learning disabilities. 
In this approach, students first receive strong 
classroom instruction. Their progress is 
monitored. If they do not make sufficient 

progress, they receive more targeted and 
intensive instruction. If difficulty continues, 
educators consider more individualised 
intervention and specialist evaluation. This 
approach lets teachers observe the child's 
response to teaching directly, rather than 
relying only on a one-time score.

Effective interventions for learning 
disabilities are usually explicit, structured 
and cumulative. In reading, this may 
include phonological awareness, letter-
sound knowledge, decoding, fluency 
practice, vocabulary and comprehension 
strategies. In writing, it may include sentence 
structure, planning, spelling support, graphic 
organisers and step-by-step feedback. In 
mathematics, the developmental disabilities 
literature notes the value of direct instruction, 
immediate feedback, practice, concrete-to-
representational-to-abstract sequencing, 
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self-regulated instruction, worksheets, 
graphic organisers and computer-assisted 
instruction.

Psychological support is also necessary. 
Children with repeated academic failure 
may develop anxiety, avoidance and learned 
helplessness. Counselling can help the child 
understand that a learning disability is not 
laziness or lack of intelligence. Teachers 
and parents should praise effort, strategy 
use and improvement, not only marks. 
Accommodations such as extra time, oral 
instructions, reduced copying load, assistive 
technology or alternative ways of showing 
knowledge can reduce unnecessary barriers.

Additional interventions include 
multisensory teaching methods, metacognitive 
strategy training, and executive function 
training to improve planning, organization, 
and self-monitoring. Assistive technologies 
such as text-to-speech and speech-to-text 
software can facilitate learning. Peer 
tutoring, positive behavioural interventions, 
parent training, and the development of 
individualized education plans (IEPs) further 
enhance academic performance and promote 
long-term educational success. 

 

Fig.4.1.2 Response-to-Intervention approach for learning difficulties. 
Source: AI-generated educational diagram 

4.1.4 Working with Families 
and Caregivers in Paediatric 
Rehabilitation

Families are the natural context of 
childhood. A child does not attend therapy 
as an isolated individual. The child comes 
with parents, grandparents, siblings, teachers, 
neighbors, transport difficulties, financial 
realities, beliefs, fears and hopes. For this 
reason, family-centred care is a core principle 
in paediatric rehabilitation. The paediatric 
rehabilitation text describes parents as 
advocates, educators, brokers and project 
managers, but also reminds professionals that 

parents remain first and foremost parents. 
Rehabilitation teams should not overload 
them with professional responsibilities 
without support.

A family-centred approach includes 
respectful listening, shared decision-making, 
clear communication and recognition of 
family strengths. Parents often know 
the child's likes, dislikes, temperament, 
feeding patterns, sleep habits, fears and 
motivation better than any professional. 
Their observations can improve intervention 
planning. At the same time, professionals 
must explain medical and psychological 
information in understandable language. 
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Important information may need to be 
repeated because parents may be distressed 
when receiving difficult news.

Caregiver stress is a major concern. The 
article on coping strategies for caregivers 
of children with chronic disease explains 
that chronic childhood conditions affect 
the whole family system. Families may 
need to reorganise roles, attend frequent 
medical visits, manage hospitalisations 
and support the child while also caring for 
other family members. It also notes that 
the primary caregiver often carries most 
of the care burden. The study argues that 
health professionals should address the 
caregiver's physical, emotional, affective, 
and social needs through qualified listening 
and dialogue.

The caregiver coping literature attached for 
this unit identifies different coping patterns. 
Problem-focused coping includes learning 
about the condition, planning treatment 
routines, asking questions, arranging 
transport, communicating honestly with 

the child, and solving practical problems. 
Emotion-focused coping may include denial, 
avoidance or silence when it prevents 
adaptation, but emotion regulation can also 
be healthy when it involves rest, emotional 
expression or support. Religious and spiritual 
support may strengthen hope and acceptance 
when it works together with medical advice. 
Social support from family, peer groups and 
services can reduce isolation.

Olson's phenomenological study of 
informal caregivers found six major 
themes in caregiver experience: caregiving, 
coping, daily experience, caregiving-related 
experiences, health and stressors. The study 
reported that caregivers often take on their 
role without being fully prepared and that 
physical, mental, or emotional strain may 
appear over time. Although the study was 
conducted in Central Texas and cannot be 
directly generalised to Kerala, the themes 
are useful for students because they remind 
us that caregiving has emotional, social, 
economic and health consequences.

Fig.4.1.3 Caregiver support cycle in paediatric rehabilitation. 
Source: AI-generated educational diagram 
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Caregiver need Supportive professional response Example in paediatric 
rehabilitation

Clear information Explain the diagnosis, goals, 
and home programme in simple 
language; repeat as needed.

The therapist demonstrates 
positioning and then asks the 
parent to practise with feedback.

Emotional support Acknowledge grief, guilt, fear, anger 
and fatigue without judgement.

The psychologist normalises 
parental distress after a child’s 
sudden injury.

Problem-solving 
help

Break complex care demands into 
small manageable routines.

A weekly chart is used for 
medicine, therapy practice and 
school communication.

Social and respite 
support

Link families with support groups, 
disability services and trusted 
community resources.

The social worker helps the 
family identify a local support 
group and transport options.

Respect for 
beliefs

Understand religious or cultural 
beliefs while ensuring safe care.

The team respects prayer as 
a coping source while also 
explaining why physiotherapy 
should continue.

4.1.4.1 Communication with the 
Child and Family

Communication is one of the most 
important psychological skills in paediatric 
rehabilitation. The child should receive 
information that matches age and cognitive 
level. The coping strategies article stresses 
that open dialogue with the child about 
illness and treatment can become a positive 
problem-focused coping strategy, whereas 
silence or frightening language may increase 
confusion. A child who understands why 
an exercise is needed, why a brace is used 
or why a hospital visit is necessary is more 
likely to cooperate than a child who feels 
deceived or ignored.

Communication with parents should 
be honest but sensitive. Deliver bad news 
in private, use clear words, allow pauses, 
and check understanding. It is better to say, 
'Your child may need long-term support for 
walking and self-care' than to use technical 
language that hides meaning. Professionals 
should avoid false reassurance, but they 

should also avoid taking away hope. Hope 
in rehabilitation does not always mean 
complete cure. It may mean comfort, 
learning, better participation, reduced pain, 
improved communication, family confidence 
or meaningful school inclusion.

In Kerala, many families may consult 
extended relatives, religious leaders, 
school teachers and local health workers 
before making decisions. A rehabilitation 
professional should recognise these networks. 
However, the child's privacy and dignity 
must be protected. The family may need 
guidance on what information to share, how 
to respond to stigma and how to include 
the child in decisions whenever possible.

Effective communication also requires 
active listening, empathy, and shared decision-
making. Rehabilitation professionals should 
encourage parents and children to express 
their concerns, preferences, and expectations, 
while validating their emotions. Regular 
feedback regarding the child's progress, 
goals, and treatment plan helps build trust, 
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improve adherence to rehabilitation, and 
strengthen collaboration among the child, 
family, and multidisciplinary team. 

4.1.4.2 The Multidisciplinary 
Team in Paediatric 
Rehabilitation

No single professional can meet all 
the needs of a child with disability. 
Paediatric rehabilitation usually involves 
a multidisciplinary or interdisciplinary team. 
The paediatric rehabilitation text describes 
teams that may include physicians, nurses, 
psychologists, speech-language pathologists, 
occupational therapists, physiotherapists, 
dietitians, social workers and specialist 
medical professionals. The composition of 
the team depends on the child's condition 
and goals.

The psychologist's role includes 
assessment of emotional, behavioural, 

cognitive and family factors; counselling; 
behaviour support; adherence support; 
adjustment counselling; school liaison; 
and helping the team understand the child's 
developmental and psychological needs. 
The social worker may assist with resources 
and family advocacy. The speech-language 
pathologist may support communication and 
feeding. The occupational therapist may 
support self-care, sensory needs and hand 
function. The physiotherapist may support 
posture, mobility and motor skills. The 
physician coordinates medical diagnosis 
and monitoring.

Good teamwork requires shared goals. If 
the physiotherapist aims to improve mobility, 
the occupational therapist works on dressing, 
the psychologist addresses fear of falling, 
and the teacher adapts classroom seating, 
all these goals should support one another. 
Families should be included in goal setting 
because they know which goals matter most 
in daily life.

Team member Common contribution

Parents/caregivers Daily care, observation, emotional support, practice of home 
programmes, decision-making partnership.

Child/adolescent Expresses preferences, participates in goal setting according 
to developmental level, practises skills.

Physician / 
paediatric physiatrist

Medical diagnosis, health monitoring, coordination of medical 
aspects of rehabilitation.

Psychologist/
counsellor

Assessment, emotional support, behaviour planning, caregiver 
guidance, school reintegration support.

Physiotherapist Motor development, strength, balance, mobility, gait training, 
positioning.

Occupational 
therapist

Activities of daily living, hand skills, sensory processing, 
assistive devices, school functioning.

Speech-language 
pathologist

Speech, language, communication, swallowing and 
augmentative communication.
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Special educator/
teacher

Learning plan, classroom accommodations, inclusive 
education and academic progress monitoring.

Social worker Resource linkage, family support, advocacy, community 
and welfare coordination.

Illustrative case examples

The following examples are fictional 
and are used only for learning. They are 
not taken from any individual case record.

Case example 1: 

A six-year-old child with cerebral 
palsy can understand simple instructions 
but speaks only a few words. The family 
worries that she is not learning because 
she does not answer questions verbally. 
A rehabilitation psychologist observes 
that she points accurately to pictures and 
follows classroom routines when given 
visual prompts. The team recommends 
speech-language assessment, picture-based 
communication, seating support, and teacher 
guidance. The psychological lesson is that 
speech difficulty should not be mistaken 
for a lack of understanding.

Case example 2:

A ten-year-old boy with reading difficulty 
refuses homework and says he is stupid. 
His teacher reports that he is talkative and 
intelligent in oral discussions but avoids 

reading aloud. Assessment shows difficulty 
with decoding and reading fluency. The 
intervention includes explicit phonics 
teaching, short reading tasks, progress 
monitoring, extra time and counselling 
to rebuild confidence. The psychological 
lesson is that academic difficulty can produce 
emotional and behavioural problems if it 
is misunderstood.

Case example 3:

A fourteen-year-old girl returns to school 
after traumatic brain injury. She becomes 
tired quickly, forgets assignments and 
quarrels with friends. Her parents think she 
is deliberately careless because she looks 
physically recovered. Neuropsychological 
assessment and school consultation show 
reduced attention, processing speed and 
emotional control. The plan includes 
a shorter school day at first, written 
reminders, reduced workload, rest 
breaks and counselling for adjustment. 
The psychological lesson is that invisible 
cognitive changes after injury require 
explanation and support.

Ethical and culturally sensitive 
practice

Ethical practice in paediatric rehabilitation 
begins with respect for the child's dignity. 
Do not speak about the child as if they 
are absent. Even young children can be 
greeted, comforted and given simple choices. 
Adolescents should be given privacy and 
involved in treatment decisions as much as 
possible. Explain confidentiality carefully to 

families, especially when discussing school-
related or sensitive emotional information.

Cultural sensitivity is also essential. The 
Handbook of Developmental Disabilities 
includes a chapter on race, culture and 
developmental disabilities, reminding us that 
culture, language, poverty and social position 
influence assessment and service access. In 
the Kerala context, cultural sensitivity may 
include using Malayalam or the family's 
preferred language, understanding the role of 
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grandparents, recognizing  religious coping, 
being aware of stigma around disability and 
considering transport or financial barriers. 
Cultural sensitivity does not mean accepting 
harmful practices. It means building trust 
so that safe, evidence-informed care can be 
discussed respectfully.

Professionals should also avoid blaming 
parents. In the past, autism and some 
developmental conditions were wrongly 
explained through parental behaviour. 
Current developmental and rehabilitation 
literature rejects such blaming explanations. 
Families should be supported as partners, not 
treated as the cause of the child's disability.

Recap

	♦ Paediatric rehabilitation is developmental. It supports both recovery 
and future growth.

	♦ Children with disabilities must be understood through a biopsychosocial 
lens that includes body functions, emotions, learning, family, school and 
community participation.

	♦ Psychological aspects include emotional adjustment, self-concept, behaviour, 
cognition, academic functioning, social participation and family stress.

	♦ Assessment should be functional, developmental, culturally sensitive 
and useful for planning, not merely diagnostic.

	♦ Developmental disorder interventions include early intervention, parent 
coaching, communication support, structured teaching, social skills 
training and positive behaviour support.

	♦ Learning disability intervention requires explicit instruction, progress 
monitoring, classroom accommodations and attention to self-esteem.

	♦ Families and caregivers are central partners, but they also need emotional, 
practical and social support.

	♦ Problem-focused coping, religious/spiritual support that works alongside 
care, and social support can help caregiver adaptation; avoidance and 
silence may create difficulties.

	♦ Multidisciplinary teamwork is necessary because paediatric disability 
affects many domains of life.

	♦ In Kerala and Indian contexts, rehabilitation should be family-centred, 
school-linked, community-aware and respectful of culture and language.

	♦ Child-centred communication should match the child’s age, develop-
mental level and preferred mode of communication.
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	♦ Ethical practice includes dignity, assent, confidentiality, safeguarding 
and non-stigmatising language.

	♦ Rehabilitation plans should be monitored and adapted across home, 
school and community settings.

Objective Questions

1.	 Which process helps a child develop abilities not previously acquired?

2.	 Which model considers biological, psychological and social factors 
together?

3.	 Which framework links functioning, activity and participation?

4.	 Which condition commonly affects social communication and behaviour?

5.	 Which learning difficulty primarily affects reading?

6.	 Which care model treats families as rehabilitation partners?

7.	 Which assessment approach focuses on everyday performance?

8.	 Which approach identifies the purpose of behaviour before intervention?

9.	 Which tiered school model monitors a learner’s response?

10.	Which picture-based communication system is used with some children?

11.	Which coping style addresses practical problems directly?

12.	Which professional assesses cognition, emotion and behaviour?

13.	Which setting is central to academic intervention?

14.	Which process evaluates progress over time?

15.	Which principle respects the child’s right to make choices?
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Answers

1.	 Habilitation

2.	 Biopsychosocial

3.	 ICF

4.	 Autism

5.	 Dyslexia

6.	 Family-centred

7.	 Functional

8.	 PBS

9.	 RTI

10.	PECS

11.	Problem-focused

12.	Psychologist

13.	School

14.	Monitoring

15.	Autonomy

Assignments

1.	 Discuss the psychological aspects of childhood disability and explain 
why paediatric rehabilitation must go beyond physical treatment.

2.	 Explain the role of families and caregivers in paediatric rehabilitation. 
Include caregiver stress, coping strategies and professional responsi-
bilities.
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3.	 Describe interventions for developmental disorders and learning disabil-
ities with suitable examples from school and home settings.

4.	 Prepare a brief rehabilitation plan for a child with a developmental dis-
ability, including assessment, family support, school coordination and 
psychological intervention.

5.	 Compare problem-focused coping and emotion-focused coping among 
caregivers of children with chronic illness or disability.
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Geriatric Rehabilitation

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ describe the meaning and scope of geriatric rehabilitation

	♦ explain the psychological aspects of ageing and disability

	♦ differentiate normal cognitive ageing from warning signs requiring 
assessment

	♦ describe interventions for cognitive decline, mobility issues and chronic 
illness

	♦ explain strategies for promoting independence and quality of life

	♦ apply dignity, autonomy, cultural sensitivity, family support and envi-
ronmental modification in rehabilitation planning

Before entering this unit, learners should recall that rehabilitation is not only 
a medical procedure. It is a continuing process that helps a person to regain, 
maintain or improve meaningful functioning in everyday life. In older adulthood, 
rehabilitation often deals with more than one difficulty at the same time. An older 
person may have diabetes, pain, reduced vision, mild memory difficulty, low mood 
and fear of walking after a fall. A narrow approach that treats only one symptom 
will not be enough.

Learners should also keep the lifespan in mind. The psychology of an older 
adult cannot be separated from the person’s earlier life, work, family roles, losses, 
education, culture, faith, coping style and community participation. A seventy-five-
year-old retired teacher who reads newspapers every day, a sixty-eight-year-old 
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widow who has stopped going to the temple after a hip fracture, and an eighty-five-
year-old person with memory decline and diabetes will require different rehabilitation 
plans even if all three are called older adults.

Consider the case of a seventy-two-year-
old woman. She slipped near the bathroom at 
night and sustained a fracture. After surgery, 
the wound healed well, but she refused to 
walk without holding someone. Her son 
believed that she was being stubborn. Her 
daughter thought she was depressed. The 
physiotherapist noticed that she could walk 
inside parallel bars but stopped moving when 
someone spoke to her while walking. The 
psychologist observed that she feared falling 
again, slept poorly, and felt ashamed that 
she now needed help with bathing. Her 
rehabilitation needs were therefore not only 
a bone problem. It involved pain, confidence, 
attention, fear, family understanding, home 
safety, dignity and daily routine.

This narrative shows why geriatric 
rehabilitation must be holistic. An older 
adult may recover medically and still 
remain disabled in daily life if fear, 
confusion, environmental barriers or family 
overprotection are not addressed. At the same 
time, older age does not mean helplessness. 
Many older people show strong coping, 
wisdom, social responsibility and a deep 
desire to remain useful. Good rehabilitation 
recognizes both vulnerability and strength.

Geriatric rehabilitation may be defined as a 
coordinated, person-centred process that helps 
older adults with illness, injury, disability 
or age-related functional decline to achieve 
the best possible level of independence, 
participation, comfort and quality of life. 
It involves medical care, physiotherapy, 
occupational therapy, speech and language 
support, nursing, social work, psychology, 
family education and environmental changes. 
Rehabilitation psychology contributes 
by assessing cognition, mood, coping, 
motivation, behaviour, family adjustment, 
decision-making capacity and quality of life.

Meaning and Scope of Geriatric 
Rehabilitation

The WHO International Classification of 
Functioning, Disability and Health is useful 
for understanding geriatric rehabilitation 
because it does not define disability only as 
a body problem. It connects body functions, 
activities, participation, personal factors and 
environmental factors. In practical terms, this 
means that an older person with knee pain 
is not assessed only for pain intensity. The 
team also asks whether the person can climb 
steps, use the toilet, attend social functions, 
go to the local market, participate in family 
decisions and move safely within the home.

Discussion

Keywords
Geriatric rehabilitation, Ageing and disability, Functional ability, Activities of daily 

living, Instrumental activities of daily living, Mild cognitive impairment, Dementia, 
Delirium, Fear of falling, Dual tasking, Chronic illness, Quality of life, Successful 
ageing, Ageism, Environmental modification
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The ICF approach is especially suitable 
for older adults because health conditions 
in later life often interact with social and 
environmental conditions. A person with mild 
weakness may function well in a single-floor 
house with a supportive family and handrails, 
but may become dependent in a house with 
slippery floors, poor lighting and no nearby 
caregiver. Rehabilitation therefore aims to 
reduce impairment where possible, build 
compensatory skills, remove environmental 
barriers and strengthen participation.

Geriatric rehabilitation may occur 
after stroke, fracture, joint replacement, 
amputation, Parkinson's disease, dementia-
related functional decline, chronic obstructive 
pulmonary disease, cardiac illness, cancer, 
frailty, falls or long hospitalisation. It may 
be hospital-based, home-based, community-
based or delivered through follow-up clinics. 
The central aim is not simply longer life, 
but better living with available abilities and 
supports.

 

Fig. 4.2.1 ICF-informed view of geriatric rehabilitation.
Source: AI-generated 

4.2.1 Psychological Aspects of 
Ageing and Disability

4.2.1.1 Ageing as a 
Developmental Stage, Not a 
Disease

Ageing is a natural developmental process. 
It may bring changes in sensory ability, 
processing speed, physical endurance, social 
roles and health status. However, ageing 

itself is not a disease. The APA guidelines 
remind practitioners that older adulthood is 
heterogeneous. The label older adult often 
refers to people around sixty to sixty-five 
years and above, but health, life experience, 
social position and functional ability may 
be more meaningful than chronological age 
alone.

A developmental view helps the 
rehabilitation professional avoid two errors. 
The first error is to assume that every 

132 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



difficulty is normal ageing. For example, 
sudden confusion after surgery should not 
be dismissed as old age; it may be delirium, 
infection, medication effects, or dehydration. 
The second error is to treat every older person 
as fragile and incapable. Many older adults 
learn new skills, adapt to assistive devices, 
use memory aids, benefit from psychotherapy 
and actively participate in goal setting when 
information is given clearly and respectfully.

4.2.1.2 Ageism, Dignity and Self-
identity

Ageism refers to stereotypes, prejudice, or 
discrimination based on age. In rehabilitation 
settings, ageism may appear as small but 
harmful assumptions: "At this age, why does 
he need to walk outside?", "She will not 
understand therapy", or "The family can 
decide everything for him". Such attitudes 
reduce motivation, limit opportunities, 
and weaken dignity. The APA guidelines 
emphasize that psychologists should reflect 
on their own beliefs about ageing and 
recognise the strengths and resilience of 
older adults.

Disability in later life can also challenge 
identity. A person who was previously the 
head of a household may find it painful to 
depend on a daughter-in-law for bathing. A 
retired worker may feel useless after a stroke. 
A grandmother with hearing impairment 
may withdraw because family conversations 
move too fast. Rehabilitation must therefore 
protect dignity by involving the older adult 
in decisions, asking about preferred routines, 
using respectful language, and focusing on 
meaningful goals rather than only clinical 
targets.

In the context of disability, self-identity 
may be affected by changes in physical 
abilities, dependence on others, altered 
social roles, and negative societal attitudes. 
Individuals may experience loss, reduced 
self-esteem, or fear of becoming a burden to 

their families. However, self-identity is not 
defined by disability alone. Many older adults 
adapt by integrating their disability into their 
sense of self and focusing on their remaining 
abilities, life experiences, relationships, and 
meaningful roles. Recognising the person 
beyond the disability is essential to preserve 
dignity and foster psychological well-being. 

4.2.1.3 Emotional Reactions: 
Depression, Anxiety, Grief and 
Adjustment

Older adults in rehabilitation may 
experience sadness, irritability, fear, 
frustration, loneliness, or grief. These 
reactions may be understandable responses 
to illness, hospitalization, pain, loss of 
spouse, financial worry, or reduced social 
roles. However, persistent low mood, loss 
of interest, hopelessness, sleep disturbance, 
appetite change, suicidal thoughts, or 
refusal to participate in therapy may require 
professional assessment.

The Clinical Manual of Geriatric 
Psychiatry notes that mental health problems 
are significant in later life and that depression 
can be effectively treated. It also shows that 
cognitive deficits in older adults have many 
possible causes and that treating coexisting 
medical or psychiatric problems can improve 
functioning. For rehabilitation students, the 
lesson is clear: do not judge low participation 
as laziness before examining mood, cognition, 
pain, fatigue, sleep, medication, and family 
stress.

Anxiety is also common in rehabilitation. 
Fear of falling is a typical example. After a fall, 
the older adult may avoid walking, bathing 
alone or going outside. This avoidance gives 
temporary relief but gradually reduces muscle 
strength, confidence and social participation. 
Psychological intervention, graded exposure, 
relaxation, problem-solving, family education 
and physiotherapy can help break this cycle.
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4.2.1.4 Normal Cognitive Ageing 
and Warning Signs

Not all cognitive changes in later life are 
pathological. Slower processing speed, mild 
word-finding difficulty and taking longer 
to learn unfamiliar technology may occur 
in healthy ageing. The Clinical Manual 
explains that normal ageing may involve 
slower thought and action, while general 
knowledge and many everyday problem-
solving abilities may remain strong. Older 
adults often compensate by using routines, 
notes, calendars and familiar environments.

Cognitive changes in later life are not all 
pathological. Slower processing speed, mild 
word-finding difficulty and taking longer 
to learn unfamiliar technology may occur 
in healthy ageing. The Clinical Manual 
explains that normal ageing may involve 
slower thought and action, while general 
knowledge and many everyday problem-
solving abilities may remain strong. Older 
adults often compensate by using routines, 
notes, calendars and familiar environments.

However, cognitive change becomes 
clinically important when it is greater than 
expected for age and education, progressive, 
affects daily activities, or is accompanied 
by poor judgement, disorientation, marked 
memory loss, personality change or difficulty 
managing medicines and finances. The 
Alzheimer Society information sheet used for 
this unit describes mild cognitive impairment 
as cognitive problems in memory, language, 
thinking or judgement that are greater than 
expected in normal ageing but not usually 
severe enough to seriously affect everyday 
activities. 

Do not dismiss warning signs as a normal 
part of ageing. Repeatedly forgetting recently 
learned information, getting lost in familiar 
places, difficulty following conversations 
or familiar tasks, frequent repetition of 
questions, problems with language, impaired 
judgement, and noticeable changes in 
behaviour or personality warrant further 
evaluation. Early recognition of these 
warning signs allows timely assessment, 
diagnosis, and appropriate support for the 
older adult and family. 

Area Often seen in normal 
ageing Warning sign needing assessment

Speed
Takes longer to process 
information or complete 
complex tasks.

Sudden slowing, fluctuating alertness, or 
inability to follow simple instructions.

Memory
Occasional forgetting but 
remembers later, uses 
reminders effectively.

Repeatedly forgets recent conversations, 
appointments or important events.

Language Occasional word-finding 
difficulty.

Frequent difficulty naming common objects 
or following conversation.

Orientation May need extra time in 
unfamiliar places.

Gets lost in familiar surroundings or 
confuses day and place.

Judgement May prefer familiar routines. Unsafe decisions, medication errors or 
financial mistakes not typical of the person.

Daily 
function

Independent with familiar 
tasks, though slower.

Decline in ADLs or IADLs such as bathing, 
cooking, medicines or money management.
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Assessment 
focus

Examples of tools or 
methods Purpose in rehabilitation

Cognition

MoCA, SLUMS, 
Cognistat, clinical 
interview, collateral 
history.

Screen cognitive status, identify need 
for supervision, plan memory supports 
and referrals.

Mood

Geriatric Depression 
Scale, clinical 
interview, observation 
of affect and 
motivation.

Identify depression, grief, 
hopelessness and emotional barriers to 
participation.

Anxiety and 
fear

Geriatric Anxiety 
Scale, falls efficacy 
questions, behavioural 
observation.

Understand avoidance, fear of falling, 
panic, health anxiety and treatment 
concerns.

Delirium
Confusion Assessment 
Method and medical 
review.

Detect acute confusion that requires 
urgent medical attention.

The distinction between normal change 
and clinical concern is important in open 
and distance learning contexts too. Students 
should avoid casual labelling such as "senile" 
or "demented". Accurate assessment respects 
the person and prevents both neglect and 
overdiagnosis.

4.2.1.5 Assessment in Geriatric 
Rehabilitation

Assessment should begin with a narrative 
understanding. The rehabilitation professional 
asks: What was the person able to do before 
illness? What has changed? What matters 
most to the person? What support exists at 
home? What barriers exist in the physical 
environment? What does the family believe 
about the illness? This narrative is then 
combined with standardized  assessment, 
observation and team information.

Older adult assessment requires special 
care because sensory loss, fatigue, pain, 

polypharmacy, anxiety, depression and low 
literacy can affect test performance. Edelstein 
and colleagues, in their review of older adult 
psychological assessment, point out that 
assessment is often challenging because of 
comorbidity of mental and physical health 
problems, multiple medications, sensory and 
cognitive deficits, and limited instruments 
specifically supported for older adults. 
Therefore, clinicians must interpret test 
results with clinical judgement and cultural 
sensitivity.

Practical accommodations are often 
simple but important. The patient should 
use glasses and hearing aids. The room 
should have good lighting and reduced 
noise. Instructions should be clear and 
not rushed. Large print materials may be 
needed. Fatigued patients may require shorter 
sessions. Family or caregiver information 
can be helpful, but the older adult should 
not be ignored in the conversation.
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Function

ADL and IADL 
history, occupational 
therapy observation, 
home visit.

Plan independence, assistive devices, 
environmental modifications and 
caregiver training.

Capacity 
and consent

Clinical interview, 
values assessment, 
cognition and 
functional evidence.

Support autonomy while 
ensuring safety and legally valid 
decision-making.

Delirium, Depression and Dementia: Why Differential Thinking 
Matters

In geriatric rehabilitation, the same outward behaviour may have different causes. 
An older adult who is not following therapy may be depressed, delirious, fatigued, in 
pain, hearing poorly, frightened, or cognitively impaired. Mlinac, Page and Hinrichs 
emphasise the importance of distinguishing delirium, depression and dementia because 
treatment planning differs.

Delirium usually has an acute onset and fluctuates during the day. It is marked by 
poor attention, disorganized thinking and altered alertness. The geriatric rehabilitation 
chapter reports that about one quarter of geriatric patients on medical wards may develop 
delirium, and describes hyperactive, hypoactive and mixed presentations. Hypoactive 
delirium is especially easy to miss because the person may appear quiet or sleepy rather 
than agitated.

Depression may present as low mood, loss of interest, reduced motivation, poor sleep, 
hopelessness or irritability. Dementia usually involves persistent decline in cognition and 
function, though its onset and pattern differ by cause. Because depression and dementia 
can overlap, and because delirium may occur on top of dementia, careful assessment 
and medical collaboration are essential.

 
Fig. 4.2.2 Differential thinking in older adult rehabilitation.

Source: AI-generated 
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4.2.2 Interventions for 
Cognitive Decline, Mobility 
Issues and Chronic Illness

4.2.2.1 Mild Cognitive 
Impairment: Support Without 
Panic

Mild cognitive impairment, or MCI, is 
a clinical condition in which a person has 
cognitive problems greater than expected for 
age, but the difficulty is usually not severe 
enough to seriously interfere with everyday 
activities. The Alzheimer Society information 
sheet states that people with MCI have a 
higher risk of developing dementia, with 
about 10 to 15 percent developing dementia 
each year. At the same time, MCI does not 
always progress to dementia; some people 
remain stable or improve. This balanced 
message is important for students and 
families.

Assessment for MCI should consider 
medical history, everyday functioning, 
family observations, cognitive screening, 
neurological examination, mood, blood 
pressure, cholesterol, thyroid function, 
vitamin levels and neuropsychological 
tests when needed. Treatable contributors 
may include medication side effects, thyroid 
problems, sleep apnea, vitamin B deficiency, 
depression, anxiety, and unrecognized 
hearing or vision problems. Therefore, 
rehabilitation support should not stop at 
naming the condition.

Helpful strategies include using calendars, 
diaries, pocket notebooks, phone reminders, 
labels, medication boxes, written routines, 
visual cues and family-supported planning. 
Lifestyle support is also important: physical 
activity, social connection, mentally 
stimulating activity, healthy diet, good sleep 
and stress reduction. These strategies support 
everyday functioning and may reduce some 
modifiable risks.

 

Fig. 4.2.3 Support plan for mild cognitive impairment.

Source: AI-generated 
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4.2.2.2 Dementia-related 
Rehabilitation

Dementia is not a single disease but 
a syndrome caused by different brain 
conditions, such as Alzheimer's disease, 
vascular dementia, Lewy body dementia and 
frontotemporal dementia. Rehabilitation in 
dementia is not limited to a cure. It focuses 
on maintaining function, reducing distress, 
supporting communication, adapting the 
environment, helping caregivers and 
protecting dignity.

A person with dementia may still learn 
through repetition, routine, emotional 
connection and environmental cues. For 
example, a labelled cupboard, a fixed place for 
spectacles, a simple daily schedule, familiar 
music, and safe walking paths may reduce 
confusion. Rehabilitation also includes 
managing behavioural and psychological 
symptoms by identifying triggers such as pain, 
hunger, noise, loneliness, overstimulation, 
sleep disturbance or unmet need.

Family education is central. Caregivers 
need to understand that repeated questioning, 
wandering or resistance to bathing may not 
be intentional misbehaviour. They should 
be guided to use calm communication, short 
instructions, validation, consistent routines 
and safety planning. In advanced stages, 
quality of life may depend on comfort, 
meaningful contact, familiar voices, safe 
feeding support and prevention of caregiver 
burnout.

4.2.2.3 Cognitive Rehabilitation 
and Compensatory Training

Cognitive rehabilitation aims to improve 
or compensate for difficulties in memory, 
attention, executive functioning and problem-
solving. In older adults, the intervention 
should be practical and linked to daily life. 
Teaching a person to use a diary is useful 
only if the diary is placed where the person 
will see it and if the family reinforces its use. 

Repetition, modelling, written summaries, 
large print and slower pace are often helpful.

Mlinac and colleagues recommend that 
evidence-based psychological interventions 
with older adults may require modifications 
such as repetition, breaking complex topics 
into smaller parts, using multiple sensory 
modes and providing written summaries. This 
aligns with the teaching in Psychological 
Assessment and Treatment of Older Adults, 
which highlights that older adults are diverse 
and that intervention should be matched to 
the person rather than applied mechanically.

4.2.2.4 Mobility Issues, Falls and 
Fear of Falling

Mobility is more than walking speed. It 
is the ability to move safely and confidently 
for meaningful purposes: going to the toilet 
at night, visiting a neighbor, attending a 
prayer meeting, crossing a road, bathing, 
cooking, or playing with grandchildren. Loss 
of mobility often reduces social participation 
and quality of life.

The study by Abdullah and colleagues 
on older people with mobility disability 
interviewed 481 urban participants aged fifty 
and above. It reported a mobility disability 
prevalence of 23.1 percent and found that 
quality of life domains were significantly 
affected among older people with mobility 
disability. The same paper highlights 
that quality of life includes physical, 
psychological, independence, social, 
environmental and spiritual or personal belief 
dimensions. For rehabilitation, this means 
mobility support must include confidence, 
access, relationships, and the environment, 
not just muscle strengthening.

Falls are a major health concern among 
older adults. Approximately one-third of 
community-dwelling adults aged 65 years or 
older experience at least one fall each year, 
and the proportion rises to about 50% among 
those aged 85 years or older (Elliott et al., 
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2015). Falls can cause physical injuries and 
fear of falling. This fear may cause older 
adults to limit their daily activities, resulting 
in reduced mobility, physical weakness, 
social isolation and an increased risk of 
future falls (Elliott et al., 2015). Muhaidat 
et al. (2014) therefore examined whether 
simple gait-related dual-task tests could help 
predict falls among community-dwelling 
older adults.

 Dual Tasking in Everyday Life

Dual tasking means doing two tasks 
at the same time, such as walking while 
talking, carrying groceries while climbing 
steps, looking for a bus while crossing the 
road, or rushing to the toilet while managing 
clothing. Muhaidat et al. (2010) conducted 
focus groups with older adults. They found 
that participants identified several everyday 

dual tasks that they perceived as difficult 
or risky, particularly negotiating stairs and 
avoiding moving obstacles while performing 
a secondary task. Women often mentioned 
household tasks, while men gave more 
outdoor examples. Tasks such as negotiating 
stairs, avoiding moving obstacles, navigating 
crowded places, and carrying objects while 
walking were seen as relevant to real life.

This matters because rehabilitation 
assessment should not be limited to walking 
in a straight, quiet corridor. A person may 
walk safely in the clinic but become unsafe 
when the floor is wet, when grandchildren 
run across the path, when someone asks a 
question while walking, or when carrying 
a glass of water. Occupational therapy and 
physiotherapy assessments should therefore 
include realistic tasks with safety precautions.

 

Fig. 4.2.4 Mobility, confidence and quality of life cycle.

Source: AI-generated 

 Psychological Intervention for 
Mobility Limitations

The psychological management of 
mobility limitation includes education, 
confidence building, graded activity and 

problem-solving. The therapist may help 
the older adult identify feared situations, 
arrange them from easier to harder, and 
practise them gradually with support. For 
example, after a fall, the person may first 
stand with support, then walk inside the 
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room, then walk to the bathroom, then walk 
to the courtyard, and later visit a nearby 
shop with a family member.

Family behaviour is important. 
Overprotection may arise from love, but it can 
reduce independence. If the family says, "Do 
not move; we will do everything," the older 
adult may lose confidence. The team should 
teach the family the difference between 
unsafe risk and therapeutic independence. 
Safe practice, handrails, non-slip mats, 
adequate lighting, proper footwear and 
assistive devices can support dignity rather 
than reduce it.

In older adults, mobility limitations often 
bring fear of falling, reduced confidence, 
social withdrawal, and loss of independence. 
Psychological interventions should therefore 
focus on improving self-efficacy and 
reducing fear-related avoidance. Cognitive-
behavioural strategies can help older adults 
challenge unrealistic fears of falling, while 
goal setting, behavioural activation, and 
graded exposure to everyday mobility 
tasks promote confidence and participation. 
Encouraging continued engagement in 
meaningful activities and social interactions 
helps maintain autonomy, quality of life, and 
psychological well-being despite physical 
limitations. 

4.2.2.5 Chronic Illness and 
Rehabilitation Psychology

Many older adults live with chronic 
illnesses such as diabetes, hypertension, 
arthritis, chronic pain, respiratory disease, 
heart disease, stroke consequences or 

Parkinson's disease. Chronic illness 
affects mood, sleep, self-esteem, family 
roles, finances and treatment adherence. It 
may also interact with cognitive change. 
For example, a person with mild memory 
impairment may forget insulin timing; a 
person with depression may stop doing 
breathing exercises; a person with chronic 
pain may avoid walking and become weaker.

The Clinical Manual describes how 
chronic disability and informal caregiving 
are common in older populations. It reports, 
using older United States data, that many 
disabled older adults living in the community 
received informal care only, generally from 
relatives. Although this is from a different 
country and period, the pattern is familiar 
in many Indian families where spouses, 
daughters, daughters-in-law or sons often 
provide day-to-day care. Rehabilitation 
planning should therefore include caregiver 
training, respite suggestions and emotional 
support.

Chronic illness rehabilitation is helped 
by self-management education. The older 
adult should understand the illness in simple 
language, know the warning signs, follow 
medication routines, practise prescribed 
exercises, follow diet guidance, and use 
follow-up services. Psychologists can 
help through motivational interviewing, 
behavioural activation, relaxation, sleep 
hygiene, pain coping skills, cognitive-
behavioural strategies, problem-solving 
therapy and family meetings. Interventions 
must be adapted to sensory, cognitive and 
literacy needs.

Challenge in chronic 
illness Psychological concern Rehabilitation response

Pain and fatigue Hopelessness, irritability, 
avoidance of activity.

Pacing, relaxation, graded 
activity, realistic goals, 
pain education.
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Multiple medicines Confusion, errors, fear of 
side effects.

Medication routines, pill 
organisers, caregiver 
review, medical 
consultation.

Diet and lifestyle 
changes

Loss of pleasure, family 
conflict, low adherence.

Collaborative goal 
setting, culturally suitable 
diet planning, family 
involvement.

Repeated hospital visits Anxiety, financial worry, 
treatment fatigue.

Psychoeducation, problem-
solving, social work 
linkage, follow-up plan.

Functional decline Low self-worth and 
dependence.

ADL training, assistive 
devices, home 
modification, strengths-
based counselling.

4.2.3 Promoting Independence 
and Quality of Life in Older 
Adults

Independence does not always mean doing 
everything alone. In geriatric rehabilitation, 
independence means having as much control 
over one's life as possible, with the right 
amount of assistance. A person who uses a 
walker, hearing aid, memory notebook or 
family reminder may still be independent if 
these supports allow meaningful participation 
and personal choice.

Quality of life includes physical comfort, 
emotional wellbeing, relationships, autonomy, 
environment, spirituality, safety and 
meaningful activity. The mobility disability 
study used WHOQOL-BREF domains and 
found that physical health, psychological, 
social relationship and environmental factors 
were affected in older people with mobility 
disability. This finding warns us against a 
purely biomedical plan. If the bathroom is 
unsafe, the family is impatient, transport is 
unavailable, and the person feels useless, 
pain tablets alone will not restore quality 
of life.

4.2.3.1 Activities of Daily Living 
and Instrumental Activities of 
Daily Living

Activities of daily living, or ADLs, 
include basic self-care tasks such as bathing, 
dressing, toileting, eating and transferring. 
Instrumental activities of daily living, or 
IADLs, include more complex tasks such 
as managing money, cooking, shopping, 
using transport, taking medicines and using 
the phone. The APA guidelines note that 
functional assessment often includes both 
ADLs and IADLs because these abilities 
require a combination of cognitive and 
behavioural skills.

Rehabilitation students should remember 
that a small improvement in ADLs can have 
large psychological meaning. Being able 
to bathe privately, choose one's clothes or 
walk to the dining area can restore dignity. 
Similarly, managing a small amount of money 
or calling a relative can protect self-respect 
and reduce family conflict.

Rehabilitation to improve ADLs and 
IADLs involves task-specific training, graded 
practice, environmental modifications, 
adaptive equipment, and compensatory 
strategies. Occupational therapists use 
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techniques such as task simplification, activity 
pacing, energy conservation, cueing, errorless 
learning, and repetitive practice to enhance 
functional independence. Where complete 
independence is not possible, rehabilitation 
focuses on maximising participation through 
assistive devices, caregiver training, and 
environmental adaptations while preserving 
the older adult's autonomy and dignity. 

4.2.3.2 Environmental 
Modification and Assistive 
Technology

Environmental modification is one of the 
most practical ways to promote independence. 
Examples include removing loose rugs, 
improving lighting, installing grab bars, 
raising toilet seats, arranging frequently used 
items at reachable height, using non-slip 
mats, labelling rooms or cupboards, and 
ensuring safe footwear. Assistive devices 
include walkers, canes, hearing aids, 
spectacles, medication organisers, reminder 
alarms, magnifiers and adapted utensils.

The ICF reminds us that the environment 
can be either a barrier or a facilitator. The 
same impairment can produce different 
levels of disability depending on the 
environment. In Kerala, common barriers 
may include wet bathroom floors, steps 
without railings, crowded households, poor 
public transport access for mobility devices 
and social reluctance to use aids in public. 
Rehabilitation education should normalise 
assistive devices as tools of independence, 
not signs of weakness.

4.2.3.3 Social Participation, 
Spirituality and Meaningful 
Roles

Older adults often define quality of life 
through relationships, usefulness, faith, 
routine and belonging. A rehabilitation 
plan should therefore ask what the person 
wants to return to: morning prayer, reading, 

gardening, attending family functions, caring 
for grandchildren, managing household 
decisions, or meeting friends. These goals 
may appear small in a hospital chart but are 
psychologically powerful.

Spiritual and community practices are 
important for many older adults in Kerala. 
For some, visiting a temple, mosque, church, 
local club or neighbourhood group is central 
to wellbeing. Rehabilitation professionals 
should not impose religious interpretations, 
but they should respect the person's beliefs 
and help maintain meaningful participation 
where possible and safe.

Role of the Rehabilitation 
Psychologist and 
Multidisciplinary Team

Geriatric rehabilitation is rarely the work 
of one professional. The physician manages 
medical conditions. The physiotherapist 
works on strength, balance and walking. 
The occupational therapist addresses ADLs, 
home safety and adaptive methods. The 
speech and language therapist may assist 
with swallowing and communication. Nurses 
observe day-to-day functioning. Social 
workers connect the family with services. 
The psychologist assesses mood, cognition, 
coping, behaviour, adjustment, capacity, 
family stress and quality of life.

Mlinac, Page and Hinrichs note that 
teamwork is especially important with 
older adults because their medical and 
psychological conditions are often complex. 
They also remind us that nurses and nursing 
aides can provide valuable information 
because they spend a lot of time with patients. 
In practice, good team communication 
prevents contradictions. For example, if 
the physiotherapist encourages walking but 
the family tells the patient to remain in bed, 
the team must meet and agree on a safe plan.

The psychologist may also support the 
team. Staff may feel frustrated when a patient 
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refuses therapy, repeats questions or becomes 
irritable. Psychological consultation can 
help staff interpret behaviour, reduce stigma, 
use simple communication and maintain 

empathy. In this sense, geriatric rehabilitation 
psychology serves the older adult, family 
and team together.

Illustrative Case Examples 
for Learning

Case example 1: cognitive change after 
hospitalization 

Mr. R, aged seventy-six, was admitted 
for pneumonia. After discharge, he appeared 
forgetful and suspicious. His family feared 
dementia. A careful assessment found 
that his confusion had started suddenly 
during hospitalization, fluctuated during 
the day, and worsened at night. He was 
also dehydrated and had poor sleep. The 
team considered delirium and referred him 
for medical review. The learning point is 
that sudden cognitive change in an older 
adult should be assessed urgently and not 
casually labelled as dementia.

Case example 2: fear of falling after 
fracture

Mrs. L, aged seventy, recovered from a 
wrist fracture but stopped going outside. 
She said the road was unsafe and that people 

would laugh if she used a cane. Assessment 
showed fear of falling and shame about 
visible disability. The rehabilitation plan 
included psychoeducation, cane training, 
graded outdoor walking with her daughter, 
discussion about dignity, and home safety 
changes. The learning point is that mobility 
rehabilitation must address confidence, 
stigma and environment.

Case example 3: mild cognitive 
impairment and family planning

Mr. A, aged sixty-eight, had frequent 
difficulty remembering appointments 
but managed daily self-care. Screening 
suggested mild cognitive impairment. 
The family was told that MCI increases 
dementia risk but does not always progress. 
A plan was made using a wall calendar, 
phone reminders, a medicine box, regular 
walking, a hearing assessment, a sleep 
routine, and review after six months. The 
learning point is that early cognitive support 
should be practical, hopeful and monitored.

Recap

	♦ Geriatric rehabilitation aims to maximise functioning, independence, 
participation, dignity and quality of life in older adults.

	♦ Ageing is a developmental process, not a disease; older adults are a 
highly diverse group.

	♦ The ICF model helps learners understand disability as an interaction 
between health condition, activities, participation, personal factors and 
environmental factors.
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Objective Questions

1.	 Which rehabilitation specialty focuses on older adults?

2.	 Which WHO framework explains functioning and disability?

3.	 Which acronym denotes basic self-care activities?

4.	 Which acronym denotes complex daily activities?

5.	 Which condition involves mild decline without major loss of independence?

6.	 Which screening tool assesses several cognitive domains?

7.	 Which condition causes acute, fluctuating confusion?

8.	 Which condition causes progressive cognitive decline?

9.	 Which term describes age-based prejudice?

10.	Which activity involves performing two tasks simultaneously?

11.	Which therapy addresses unhelpful thoughts and behaviour?

	♦ Depression, anxiety, delirium, dementia, pain, sensory loss and medication 
effects may all influence participation in rehabilitation.

	♦ Mild cognitive impairment involves cognitive changes greater than expected 
for age but not usually severe enough to seriously impair everyday activities; 
about 10 to 15 percent may develop dementia each year according to the 
Alzheimer Society information sheet.

	♦ Mobility disability affects physical, psychological, social and environmental 
quality-of-life domains.

	♦ Falls and fear of falling can create an avoidance cycle; dual-task situations 
such as walking while talking or carrying objects are serious in real life.

	♦ Promoting independence may require assistive devices, home modification, 
caregiver education and respect for personal goals.

	♦ The rehabilitation psychologist works with the older adult, family and 
multidisciplinary team.
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12.	Which strategy gradually confronts feared mobility tasks?

13.	Which bathroom feature supports safe mobility?

14.	Which quality is strengthened through graded success?

15.	Which principle protects an older adult’s right to choose?

Answers

1.	 Geriatric

2.	 ICF

3.	 ADL

4.	 IADL

5.	 MCI

6.	 MoCA

7.	 Delirium

8.	 Dementia

9.	 Ageism

10.	Dual-tasking

11.	CBT

12.	Exposure

13.	Grab-bars

14.	Self-efficacy

15.	Autonomy
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Assignments

1.	 Discuss the psychological aspects of ageing and disability with examples 
from geriatric rehabilitation.

2.	 Explain interventions for cognitive decline in older adults, with special 
reference to mild cognitive impairment, dementia-related functional 
difficulties and family education.

3.	 Analyse the relationship between mobility disability, fear of falling 
and quality of life in older adults.

4.	 Prepare a rehabilitation plan for an older adult with chronic illness, mild 
memory problems and reduced mobility, using the ICF framework.

5.	 Discuss the role of the rehabilitation psychologist in a multidisciplinary 
geriatric rehabilitation team.
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Neuropsychological 
Rehabilitation

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ define neuropsychological rehabilitation

	♦ identify how specific brain lesions manifest as psychological changes.

	♦ recognize common neuropsychological disorders

	♦ discuss the techniques and strategies of cognitive rehabilitation

	♦ summarize the roles of members in a rehabilitation team

Imagine that one day Maya wakes up and finds that her “inner world” has 
changed. She can see the hospital room, but she is confused about how she got 
there. Her mother is talking to her, but she can’t recognize the name. She forgot 
where she studied and her best friend’s name. She felt an intense flash of anger at 
the sound of a knock on the door, but she didn’t know why. When her best friend 
walks in, Maya knows her face but cannot feel her “identity”—it’s like looking 
at a photograph of someone she’s never met. When she tries to remember her 
university major, her mind hits a blank wall. The people around her are familiar. 
But her inner world is confused about how to connect to the outside world. 

In the clinic, Maya doesn’t just “wait to get better.” She works with a team. A 
specialist helps her use a “memory notebook” to bypass her broken recall, while 
another helps her family change the way they speak to her to avoid triggering her 
anger. She isn’t just fixing a brain; she is rebuilding a life by finding new paths 
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around the damage. The brain connection inside your body is not only physical 
but also psychological.

Why does this story matter for your studies?

Maya’s case shows what neuropsychological rehabilitation looks like in real life. 
It brings out three major ideas that form the foundation of this field:

How Brain Damage Changes Who We Are

Our brain’s biology directly creates our emotions, thoughts, and personality. 
When the brain gets damaged, a person doesn’t just lose memories—their entire 
way of experiencing the world can shift. For example, when Maya feels a sudden, 
powerful rush of anger just from a door knock, it isn’t because she is choosing to 
be upset. Instead, the damage to her brain makes it hard for her to manage and 
control her emotional reactions. Physical changes in the brain directly cause these 
psychological and behavioural changes.

Using Tools to Work Around Brain Injury

Cognitive rehabilitation isn’t always about “fixing” damaged brain cells back 
to normal. Instead, it focuses on helping patients find workarounds so they can 
live independent lives. When Maya uses a “memory notebook,” she is using a 
compensatory strategy. Since her brain’s internal memory storage isn’t working 
properly, the notebook acts as an external memory tool. Rehabilitation helps patients 
learn new techniques and habits to bypass their injury rather than getting stuck on 
what is broken.

Working as a Team with the Patient’s Family

Helping a person recover from a brain injury requires a complete team effort—it 
cannot be done by one doctor alone. A full rehabilitation team includes different 
professionals like neuropsychologists, therapists, and doctors working together. Just 
as importantly, the patient’s family must be involved. By teaching Maya’s family 
how to talk to her without triggering her anger, the team changes her everyday 
environment. Real recovery happens when we support the patient’s whole life, 
including their relationships at home.

Additionally, while general psychology often compares the brain to a computer, 
neuropsychological rehabilitation demonstrates that the “software” (your personality 
and memories) is inseparable from the “hardware” (your neurons).

Keywords
Rehabilitation, Brain injury, Neuroplasticity, cognitive rehabilitation techniques, 

multidisciplinary team.
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Defining Neuropsychological 
Rehabilitation

To understand neuropsychological 
rehabilitation, it is useful to distinguish 
three related terms. Habilitation refers to 
helping a person acquire or develop skills not 
previously established, whereas rehabilitation 
refers to restoring or improving abilities 
reduced by illness, injury, or disability. 
Neuropsychology is the branch of psychology 
concerned with the relationship between 
brain functioning and cognitive, emotional, 
and behavioural processes.

Neuropsychological rehabilitation is 
a comprehensive clinical approach that 
helps individuals manage cognitive, 
emotional, behavioural, and functional 
difficulties resulting from brain injury or 
neurological disorders. Its primary aim is to 
help individuals achieve the highest possible 
level of independence and participation in 
everyday, social, and vocational activities.

Brain injury can affect functions such as 
memory, attention, executive functioning, 
communication, emotional regulation, and 
personality. Although advances in medical 
and surgical treatment have improved 
survival following brain injury, many 
individuals continue to experience difficulties 
in everyday functioning. These difficulties 
may affect not only the individual but also 
family and social relationships, creating a 
need for systematic rehabilitation.

Neuropsychological rehabilitation focuses 
on both restoring impaired abilities and 
developing strategies to compensate for 
persistent difficulties. Cognitive exercises, 
external memory aids, environmental 
modifications, psychoeducation, and other 
behavioural strategies may be used according 
to the individual’s needs. The approach is 

individualised, functional, evidence-based, 
and goal-oriented.

An important feature of neuropsychological 
rehabilitation is its multidisciplinary nature. 
Neuropsychologists, physicians, occupational 
therapists, speech and language therapists, 
physiotherapists, psychologists, and other 
professionals may work together with the 
individual and family. Such collaboration 
helps address the cognitive, emotional, 
physical, social, and vocational consequences 
of brain injury.

In this unit, we will examine 
neuropsychological rehabilitation in relation 
to brain injury and neuropsychological 
disorders, cognitive rehabilitation techniques 
and strategies, and multidisciplinary 
approaches to rehabilitation.

5.1.1 Brain Injury and 
Neuropsychological Disorders

Brain injuries are more prevalent than you 
think. They refer to physical changes in the 
brain that affect the ability to think, work, 
and perform normal tasks. Brain injuries can 
be resulting from either an external force 
or internal causes called Acquired Brain 
Injuries (ABIs).

The external forces are caused by 
something outside the body such as: hit 
your head on an hard objects or a blow to 
the body that causes the head to “whiplash”, 
an object is entering your skull due to fall or 
accidents, and a blast or natural calamities 
that shaken your head. Similarly, internal 
causes are problems within the body. For 
example, brain tumours, blood clots in the 
brain, lack or limited oxygen to the brain, 
viral or bacterial infections in the brain, 
seizures, metabolic disorders like organ 
failure, diabetes, lack of important vitamins, 
poisoning, or side effects of medications.

Discussion
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A person with any of these brain injuries 
needs to be seen an urgent medical care by 
a medical professional. Early treatment can 
improve health outcomes.

5.1.1.1 Brain Injury Symptoms

The clinical presentation of acquired brain 
injury is remarkably heterogeneous, reflecting 
the complex functional organization of the 
human central nervous system. Because 
neural networks are topographically 
organized, the specific impairments a patient 
exhibits depend directly on the loci and extent 
of the underlying neuropathology. These 
symptoms cross cognitive, sensorimotor, 
affective, and behavioural domains, dictating 
both the immediate clinical trajectory and 
the long-term parameters of recovery. A 
person’s recovery journey after brain injury 
may be short- to long-term. The symptoms 
are affected in the four areas;

	♦ Thinking and learning: Difficulty 
understanding, thinking clearly, and/or 
problem-solving, trouble learning new 
skills, problems concentrating and/or 
paying attention, difficulty remembering 
or processing information, inability to 
start tasks (changes in motivation), 
and easily distracted or unable to 
shift focus. Disruptions in cognitive 
functioning typically arise from damage 
to the cerebral cortex and associated 
white matter pathways. Impairments in 
attention, working memory, and cognitive 
flexibility—such as difficulty shifting 
focus or initiating goal-directed tasks—
are linked to damage within the prefrontal 
cortex and the frontoparietal control 
network. Memory deficits, including 
impaired encoding and consolidation of 
new information, stem from structural 
injury to the medial temporal lobes, 
particularly the hippocampus and 
adjacent parahippocampal structures. 
Furthermore, broad processing slowness 
and distractibility frequently reflect 
diffuse axonal injury (DAI), which 
disrupts the integrity of long-range 

subcortical white matter tracts connecting 
distributed cortical networks.

	♦ Physical health and communication: 
Headaches, weakness in arms and legs, 
problems with coordination, balance, 
hearing, and/or vision (including 
sensitivity to light or noise), bladder 
and bowel trouble, changes in sensory 
perception, such as smell and touch, 
difficulty speaking and communicating, 
and trouble with sleep (sleeping more 
or less than usual). The physical 
manifestations of brain injury correspond 
to damage within specific motor, 
sensory, and brainstem pathways. 
Motor deficits, such as weakness or 
hemiparesis in the limbs, result from 
lesions along the primary motor cortex 
or the corticospinal tract. Coordination 
and balance disturbances point to 
cerebellar dysfunction or damage to 
vestibular pathways. Alterations in 
sensory perception—such as visual field 
defects or auditory hypersensitivity—
reflect injury to the primary visual cortex 
(occipital lobe), auditory cortex (temporal 
lobe), or sensory relay stations within the 
thalamus. Language and communication 
impairments depend on hemispheric 
lateralization: damage to Broca’s 
area in the left frontal lobe impairs 
speech production, whereas damage 
to Wernicke’s area in the left temporal 
lobe disrupts language comprehension. 
Additionally, sleep-wake architecture and 
autonomic regulation (such as bowel and 
bladder control) are often compromised 
when injury affects subcortical structures, 
including the hypothalamus, reticular 
activating system (RAS), or autonomic 
centres in the brainstem.

	♦ Emotion and mood: Feeling more 
emotional than usual, nervousness and/or 
anxiety, sadness and/or depression, and 
sudden crying or laughing for no clear 
reason. Emotional symptoms following 
brain injury reflect a combination of 
direct neurobiological damage and 
psychological reactivity to functional 
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loss. Heightened emotional reactivity, 
anxiety, and sudden affective lability 
(uncontrollable crying or laughing) 
stem from disruptions in the limbic 
system, particularly the amygdala and 
its reciprocal connections with the 
prefrontal cortex. When prefrontal 
inhibitory control over limbic structures is 
compromised, patients lose the ability to 
modulate emotional responses effectively. 
Similarly, persistent sadness and clinical 
depression are frequently associated with 
left frontal lobe damage or secondary 
neurochemical imbalances involving 
monoaminergic pathways (serotonin, 
dopamine, and norepinephrine) projecting 
from the brainstem to forebrain structures.

	♦ Behaviour: Trouble controlling actions, 
personality changes, more impulsive 
than usual, more angry or aggressive 
than usual, and poor judgement and/
or increased risk-taking. Disruptions in 
behaviour represent some of the most 
challenging outcomes of traumatic 
and non-traumatic brain injuries. 
Impulse control deficits, heightened 
aggressiveness, poor judgment, and 
increased risk-taking behavior are 
classic hallmarks of orbitofrontal cortex 
(OFC) and ventromedial prefrontal 
cortex (vmPFC) lesions. These areas 
support social cognition, risk assessment, 
and behavioural inhibition; damage 
here removes the neural “brakes” on 
inappropriate actions. Overall personality 
changes—where a patient appears 
markedly different in temperament 
compared to their pre-morbid self—
typically reflect widespread prefrontal 
network disruption, impairing the 
integration of emotional cues, self-
awareness, and executive control over 
daily actions.

If you suspect that any one is experiencing 
a stroke, brain aneurysm, or if any of the 
following warning signs appear after a 
bump, blow, or sudden impact to the head 
like convulsions or seizures (shaking or 
twitching), not able to recognize people or 

places, repeated nausea or vomiting, unusual 
behaviour, increased confusion, restlessness, 
or agitation, loss of consciousness with 
increasing drowsiness, inability to wake 
up, or inability to stay awake, slurred 
speech, weakness, numbness, or decreased 
coordination, a headache that gets worse and 
does not go away, and one pupil is larger 
than the other, or double vision.

5.1.1.2 Neuropsychological 
disorders

An individual with brain injury may 
experience a range of neuropsychological 
problems or disorders. It depends on the 
part of the brain affected, the injury, and the 
severity of the injury. Personality changes, 
problems with memory and judgement, poor 
concentration, and difficulty controlling 
emotions or actions are common after brain 
injury. These behavioural changes can be 
stressful for family members and caregivers, 
as they may need to adjust the way they 
communicate, rebuild relationships, and 
understand the person’s new abilities and 
limitations.

Common symptoms include forgetfulness, 
poor attention, difficulty understanding or 
expressing language, personality changes, 
emotional instability, impaired judgement, 
confusion, reduced problem-solving ability, 
and difficulty performing routine tasks. 
These symptoms often interfere with work, 
relationships, education, and independent 
functioning.

Some common neuropsychological 
disorders include:

	♦ Dementia – a condition involving 
progressive decline in memory, 
thinking, and daily functioning. While 
Alzheimer’s disease primarily targets 
the medial temporal lobe structures—
initiating within the entorhinal cortex and 
hippocampus before spreading across 
the association cortices—vascular and 
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post-traumatic dementias stem from 
ischemic damage or multifocal white 
matter disruptions. Neuropsychologically, 
degeneration in these temporal-parietal 
networks impairs episodic memory 
consolidation, whereas involvement of 
frontal-subcortical pathways triggers 
executive dysfunction and apathy.

	♦ Aphasia – a disorder affecting speech, 
language comprehension, reading, or 
writing, often occurring after stroke or 
brain injury. It is an acquired language 
disorder resulting from localized damage 
to the dominant cerebral hemisphere 
(typically the left hemisphere). 
Damage to Broca’s area (left inferior 
frontal gyrus) produces non-fluent or 
expressive aphasia, characterized by 
labored speech production despite 
relatively preserved comprehension. 
Conversely, damage to Wernicke’s area 
(left superior temporal gyrus) leads to 
fluent or receptive aphasia, marked by 
impaired auditory comprehension and 
paraphasic, meaningless speech. Damage 
to the arcuate fasciculus—the white 
matter tract connecting these anterior 
and posterior language hubs—results 
in conduction aphasia, where repetition 
is specifically impaired.

	♦ Amnesia – severe memory impairment 
affecting the ability to recall past 
information or form new memories. 
Anterograde amnesia (the inability 
to form new long-term declarative 
memories) and retrograde amnesia (the 
inability to recall past events) typically 
stem from bilateral lesions to the 
hippocampal formation, the mammillary 
bodies, or the dorsomedial nucleus of 
the thalamus (commonly implicated 
in Korsakoff’s syndrome). Damage 
to the basal forebrain can also disrupt 
cholinergic projections to the neocortex, 
further impairing memory encoding and 
consolidation processes.

	♦ Parkinson’s disease – Parkinson’s 
disease is a neurodegenerative disorder 

primarily characterized by progressive 
loss of dopaminergic neurons in the 
substantia nigra pars compacta, leading 
to dysfunction within the basal ganglia 
pathways. While classically recognized 
by motor deficits (bradykinesia, rigidity, 
and resting tremor), degeneration 
often extends to meso-cortico-limbic 
dopaminergic networks and cholinergic 
pathways. This produces significant 
cognitive and emotional deficits, 
including executive dysfunction, 
visuospatial impairment, depression, 
and in later stages, Parkinson’s disease 
dementia (PDD).

	♦ Stroke – Stroke is also called 
Cerebrovascular Accident.  It may 
result in deficits in movement, speech, 
memory, and thinking depending on 
the affected brain region. A stroke 
results from acute focal disruption 
of cerebral blood flow (ischemic 
or hemorrhagic), causing localized 
hypoxia and neuronal tissue necrosis. 
The resulting neuropsychological profile 
depends directly on the vascular territory 
compromised:

Middle Cerebral Artery (MCA) Occlusion: 
Lesions in the left MCA territory commonly 
cause contralateral hemiparesis, hemisensory 
loss, and aphasia. Right MCA territory 
lesions typically produce contralateral spatial 
neglect, anosognosia (lack of awareness of 
deficits), and visuospatial deficits due to 
right parietal lobe involvement.

Anterior Cerebral Artery (ACA) 
Occlusion: Involves the medial aspects of 
the frontal and parietal lobes, resulting in 
lower limb weakness, executive dysfunction, 
and abulia or mutism.

Posterior Cerebral Artery (PCA) 
Occlusion: Damages the occipital lobe and 
inferior temporal pathways, leading to visual 
field defects (e.g., homonymous hemianopia), 
visual agnosia, or cortical blindness.
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Neuropsychological disorders are assessed 
through neuropsychological testing, clinical 
interviews, behavioural observation, and 
medical examinations. Treatment often 
includes neuropsychological rehabilitation, 
cognitive training, counselling, medication, 
and support from a multidisciplinary 
rehabilitation team.

5.1.2 Cognitive Rehabilitation 
Techniques and Strategies

Cognitive rehabilitation refers to structured 
therapeutic methods intended to restore or 
compensate for impairments in cognitive 
functioning. These interventions are designed 
to improve memory, attention, executive 
functioning, communication, and problem-
solving skills. Cognitive rehabilitation 
emphasizes practical, individual-centered 
goals to encourage repeated practice and 
family support.

Cognitive rehabilitation includes both 
restorative and compensatory strategies. 
While restorative techniques attempt 
to improve impaired functions directly, 
compensatory techniques help individuals 
adapt to persistent deficits.

	♦ Restorative Approaches: Restorative 
approaches aim to strengthen impaired 
cognitive functions through repeated 
exercises and structured stimulation. 
Memory tasks, computer-assisted 
exercises, attention training, and 
repeated drills encourage relearning. The 
underlying assumption is that repeated 
cognitive activation can strengthen 
neural pathways and support functional 
improvement through neuroplasticity. 
Neuroplasticity is the brain’s remarkable 
ability to reorganize itself by forming, 
strengthening and pruning neural 
connections.

	♦ Compensatory Strategies : 
Compensatory approaches are used 
when complete restoration is unlikely. 

External aids such as diaries, alarms, 
calendars, smartphones, notebooks, 
checklists, and labelled environments 
support functioning. Patients are taught 
routines and strategies to minimise the 
effects of deficits. For example, a patient 
with memory difficulties may maintain 
a structured daily planner and reminders 
to manage appointments.

	♦ Memory Rehabilitation: Memory 
rehabilitation includes spaced retrieval, 
mnemonics, rehearsal, cueing systems, 
visual imagery, and technological 
reminders. Patients are taught strategies to 
improve encoding, storage, and retrieval 
of information. Family members may 
also participate by reinforcing routines 
and encouraging consistent strategy use 
in everyday situations.

	♦ Attention Training: It involves sustained 
attention training, distraction reduction, 
mindfulness exercises, environmental 
structuring, and graded tasks. Activities 
begin with simple exercises and gradually 
progress to complex real-world tasks 
requiring divided attention and mental 
flexibility.

	♦ Executive Function Training: This 
focuses on planning, organisation, 
self-monitoring, problem-solving, 
decision-making, and behavioural 
regulation. Goal management training 
helps individuals break large tasks into 
manageable steps and monitor progress. 
Patients learn to reflect on behaviour, 
anticipate difficulties, and practise 
flexible thinking in everyday settings.

	♦ Behavioural and Emotional 
Rehabilitation: Brain injury often 
affects emotional regulation and 
behaviour. Rehabilitation therefore 
includes counselling, psychoeducation, 
anger management, stress reduction, 
relaxation techniques, and behavioural 
interventions. Psychological support 
reduces depression, anxiety, and 
frustration associated with disability.

155SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



5.1.2.1 Goals of Cognitive 
Rehabilitation

The main goal of cognitive rehabilitation 
is to help individuals manage daily activities 
effectively by improving memory and 
cognitive functioning. These are usually 
designed to be personalized and based on their 
daily-life problems, such as remembering 
names, numbers, appointments, completing 
tasks, or using devices. Goals should follow 
the SMART principle—Specific, Measurable, 
Achievable, Realistic, and Time-limited. 
These are measured by considering the 
following questions:

•	 Describe exactly what is to 
be achieved. 

•	 What is needed to reach this 
goal? 

•	 What might get in the way of 
reaching this goal? 

•	 What resources are available 
to help meet this goal. ? 

•	 What will help to overcome 
obstacles and achieve this 
goal. ? 

•	 How do I know the goal has 
been achieved?

•	 What is the time limit?

5.1.2.2 Guiding Principles of 
Cognitive Rehabilitation

	♦ Effortful Processing: This technique 
encourages individuals to actively 
think and make an effort to remember 
information. Personal cues, elaboration, 
and minimal prompting help strengthen 
memory retrieval. For example, 
associating a person’s name with a 
meaningful image or memory can 
improve recall.

	♦ Dual Cognitive Support: Learning is 
supported during both encoding and 
retrieval by providing meaningful cues 

and repeated prompts. Multi-sensory 
learning, such as combining visual, 
auditory, and physical experiences, 
improves memory retention.

	♦ Errorless Learning: In this method, 
individuals are prevented from repeatedly 
making mistakes during learning. Instead 
of guessing, they are encouraged to say 
“I don’t know,” after which the correct 
response is provided immediately. This 
reduces learning of incorrect information.

5.1.2.3 Recall Techniques in 
Cognitive Rehabilitation

	♦ Mnemonics: Mnemonics are memory 
aids that use associations, stories, 
acronyms, or mental images to remember 
information. Linking information with 
funny or meaningful images improves 
recall.

	♦ Cueing: Cueing helps retrieval by 
giving hints or prompts. It may involve 
providing the first letter of a word, 
category clues, or gradually increasing/
decreasing assistance to help recall names 
or numbers.

	♦ Chunking: Chunking organizes 
information into smaller groups or 
categories to make remembering easier. 
For example, grocery items may be 
grouped into vegetables, dairy, and meat.

	♦ Method of Loci: This method involves 
associating items with familiar locations. 
Individuals mentally place information 
in specific rooms or places and recall 
them by imagining movement through 
those locations.

	♦ Spaced Retrieval: Spaced retrieval 
improves retention through repeated 
recall over increasing time intervals, 
such as 30 seconds, 1 minute, and 5 
minutes. Correct recall increases the 
interval, while errors require repetition 
at shorter intervals.
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5.1.2.4 Specific Cognitive 
Rehabilitation Techniques

	♦ Face–Name Recall: Photographs, 
mnemonics, cueing, and spaced retrieval 
are used to improve memory for names. 
Learners learn one new name at a time 
through repeated practice.

	♦ Number Recall: Important numbers 
such as PINs or phone numbers 
are remembered through chunking, 
mnemonics, cueing, repetition, and 
spaced retrieval.

	♦ Story Recall: Memory for stories is 
improved through WH questions (Who, 
What, When, Where, Why) and the 
PQRST strategy (Preview, Question, 
Read, State, Test), which improve 
comprehension and retention.

	♦ List/Object Recall: Lists are remembered 
using chunking and the method of loci, 
especially for shopping, cooking, or daily 
tasks.

	♦ Procedural Memory Training: Daily 
activities such as using a phone or 
cooking are taught step-by-step using 
prompting, action-based learning, 
chaining, and gradual fading of assistance 
until independence develops.

	♦ Fluency Training: Repeated practice 
improves naming ability and verbal 
fluency. Timed exercises, repetition, 
and performance tracking help improve 
conversational ability and confidence.

	♦ Semantic Rehabilitation: People with 
word-finding or semantic difficulties 
practise word associations, word pairs, 
repetition, naming tasks, and contextual 
learning to maintain vocabulary and 
improve communication.

5.1.2.5 Additional Support in 
Cognitive Rehabilitation

	♦ Memory Aids: Calendars, notebooks, 
whiteboards, reminders, watches, and 
phones help compensate for memory 
difficulties and support independent 
functioning.

	♦ Environmental Adaptation: Keeping 
items in fixed places, developing routines, 
and organizing surroundings help reduce 
confusion and improve daily functioning.

	♦ Relaxation Techniques: Relaxation 
methods such as breathing exercises, 
mindfulness, yoga, exercise, and muscle 
relaxation reduce stress and improve 
concentration and coping.

5.1.3 Multidisciplinary 
Approaches in 
Neuropsychological 
Rehabilitation

Neuropsychological rehabilitation is 
multidisciplinary because successful recovery 
requires collaboration among specialists who 
address medical, psychological, cognitive, 
emotional, and social needs.

The need for multidisciplinary teamwork 
in recovery from neurological disorders 
requires expertise from multiple professionals 
because brain injury affects physical, 
cognitive, emotional, social, and occupational 
functioning. A multidisciplinary approach 
ensures comprehensive assessment and 
holistic intervention.

The rehabilitation team may 
include neurologists, psychiatrists, 
neuropsychologists, clinical psychologists, 
occupational therapists, physiotherapists, 
speech-language therapists, nurses, social 
workers and family caregivers.
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Fig. 5.1.1  The Multidisciplinary Rehabilitation Team Structure

Neurologists and psychiatrists manage 
medical treatment. The neuropsychologist 
conducts assessment, identifies strengths and 
impairments, develops rehabilitation plans, 
monitors progress and recommends cognitive 
interventions. Occupational therapists help 
restore daily living skills; physiotherapists 
improve movement and mobility; speech 
therapists address language and swallowing 
difficulties; clinical psychologists support 
emotional adjustment; psychologists 
provide counselling; social workers support 
reintegration and nurses access to services.

Collaboration and teamwork among 
professionals improve recovery outcomes 
because interventions reinforce one another.

Family involvement is essential because 
relatives often assist with routines, emotional 
support, and therapy reinforcement. 
Psychoeducation helps caregivers understand 
behavioural changes and reduces stress.

Community-based rehabilitation 
encourages social inclusion, employment 
support, and independent living opportunities.

Recap

	♦ Clinical process used to restore or improve cognitive, emotional, behavioural, 
and social functioning after brain injury.

	♦ Habilitation is the development of new skills not previously acquired.
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	♦ Rehabilitation is the recovery of lost functions after illness or injury.

	♦ Neuropsychology is a branch of psychology studying brain–behaviour 
relationships.

	♦ Brain injury is damage to the brain affecting cognition, behaviour, and 
functioning, and it may result from external or internal causes.

	♦ Neuropsychological rehabilitation improves independence and psychosocial 
adjustment.

	♦ Restoring cognitive functioning, improving adaptation to disabilities, 
enhancing emotional and behavioural adjustment, promoting social 
reintegration and independence and improving vocational and daily 
functioning are the major goals of neuropsychological rehabilitation.

	♦ Individualised treatment, evidence-based interventions, multidisciplinary 
approach, functional and practical goals, continuous monitoring and 
repeated practice are the principles of neuropsychology.

	♦ Dementia, aphasia, amnesia, Parkinson’s disease and stroke are the 
major neuropsychological disorders.

	♦ Cognitive rehabilitation uses restorative and compensatory techniques, 
while multidisciplinary collaboration ensures holistic recovery.

Objective Questions

1.	 ------------------ is the process of recovering lost functional abilities 
after illness or injury.

2.	 ------------------ studies the relationship between the brain and behaviour.

3.	 --------------is the process of helping individuals acquire new skills for 
the first time.

4.	 Which disorder affects speech and language?

5.	 Which disorder causes severe memory loss?

6.	 Which disorder causes progressive memory decline?

7.	 What does SMART stand for?

8.	 Which professional helps with movement problems?
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9.	 Which professional helps with speech difficulties?

10.	Which professional conducts neuropsychological assessment?

11.	-------- is the interruption of blood supply to the brain.

12.	Cognitive rehabilitation includes restorative and -----------strategies.

13.	------------ are memory aids using acronyms or meaningful associations.

14.	What is the process of organising information into smaller units called?

15.	Which technique helps retrieval by giving hints or prompts?

16.	Repeated exercises to improve damaged functions are called--------
approaches.

17.	The --------- method links information with familiar locations.

18.	One warning sign of serious brain injury is repeated -----------------.

19.	Brain injuries caused inside the body are called -------------brain injuries.

20.	-------- therapists help restore daily living skills.

Answers

1.	 Rehabilitation.

2.	 Neuropsychology.

3.	 Habilitation.

4.	 Aphasia.

5.	 Amnesia.

6.	 Dementia.

7.	 Specific, Measurable, Achievable, Realistic, Time-limited.

8.	 Physiotherapist.

9.	 Speech-language therapist.

10.	Neuropsychologist.
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11.	Stroke.

12.	Compensatory.

13.	Mnemonics.

14.	Chunking.

15.	Cueing.

16.	Restorative.

17.	Method of Loci.

18.	Vomiting.

19.	Acquired.

20.	Occupational.

Assignments

1.	 Analyse the need for neuropsychological rehabilitation following 
brain injury and explain how its goals and principles guide the 
rehabilitation process.

2.	 Analyse the cognitive, emotional, behavioural, and functional 
consequences of brain injury, and explain how neuropsychological 
assessment can guide appropriate rehabilitation.

3.	 Compare restorative and compensatory approaches in cognitive 
rehabilitation. Analyse how the choice between these approaches may 
vary according to the individual’s cognitive difficulties and everyday 
needs.

4.	 Analyse the effectiveness of cognitive rehabilitation techniques such 
as mnemonics, cueing, chunking, method of loci, and spaced retrieval 
in improving memory and everyday functioning.

5.	 Develop a suitable cognitive rehabilitation plan for an individual 
experiencing difficulties in attention, memory, and executive 
functioning following brain injury. Justify the techniques and 
strategies selected.
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6.	 Analyse the role of SMART principles and individualised goal setting 
in cognitive rehabilitation. Illustrate how rehabilitation goals can be 
modified to improve functional outcomes.

7.	 Evaluate the importance of a multidisciplinary approach in 
neuropsychological rehabilitation. Analyse how collaboration among 
rehabilitation professionals, the individual, and caregivers can 
improve rehabilitation outcomes.
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Physical and 
Sensory Disabilities

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ define physical and sensory disabilities

	♦ explain the psychological impact of physical and sensory disabilities.

	♦ describe interventions for mobility impairments and chronic pain

	♦ discuss sensory deficits

	♦ analyze assistive technology and adaptive strategies

Imagine waking up one morning and finding it suddenly difficult or painful to 
walk across the room. You may need to hold on to furniture or depend on another 
person for support. Now imagine your vision blurring, making it hard to read a 
message on your phone, or persistent pain making even simple daily activities 
exhausting. For many individuals with physical or sensory disabilities, such chal-
lenges may become part of everyday life. These experiences can influence not 
only physical functioning but also emotions, self-confidence, social relationships, 
independence, and quality of life.

Understanding these experiences requires a basic knowledge of sensation and 
perception, developmental and social psychology, and the concepts of health, 
stress, and coping. This knowledge will help learners understand the psychological 
impact of physical and sensory disabilities and how individuals adapt to changes 
in functioning. This unit introduces the psychological consequences of physical 
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and sensory disabilities, interventions for mobility impairments, chronic pain and 
sensory deficits, and the role of assistive technology and adaptive strategies in 
promoting independence and participation.

Keywords
Physical disability, sensory disability, chronic pain, mobility impairment, assistive 

technology, adaptive strategies, inclusion, rehabilitation.

Meaning and Nature of 
Disabilities 

The words ‘impairment’, ‘disability’ and 
‘handicap’ are used interchangeably. The 
meaning of these words is different to one 
another. World Health Organization (1980) 
defined these terms in the International 
Classification of Impairments, Disability 
and Handicaps:

Impairment is any loss or abnormality of 
psychological, physiological, or anatomical 
structure or function. For example, an 
individual loses their finger or leg due to 
an accident.

Disability refers to any restriction or lack 
that results from an impairment of the ability 
to perform an activity in the manner or within 
the range considered normal for a human 
being. For instance, an individual is unable 
to write/walk or has significant difficulty 
moving without an assistive device.

Handicap means a disadvantage for a 
given individual that limits or prevents the 
fulfilment of a normal role. For example, an 
individual may face barriers in society, such 
as buildings without wheelchair ramps, which 
prevent them from entering their workplace.

Traditionally, impairment refers to 
a problem with a body part or organ; 
disability is a functional limitation related 
to an impairment; and handicap refers to 
the social or environmental disadvantage 
that limits a person from fulfilling a normal 
societal role.

Physical disabilities are the difficulties 
or limits in one or more basic physical 
activities in life, such as mobility, walking, 
moving, climbing or standing and taking 
a position, whereas sensory disabilities 
refer to a condition where one or more of 
the primary sensory systems (like sight, 
hearing, touch, taste or smell) are impaired 
or function differently.

6.2.1 Psychological Impact 
of Physical and Sensory 
Disabilities

Physical and sensory disabilities may 
influence emotional, social, and psychological 
well-being. Individuals may experience 
stress, anxiety, frustration, sadness, or 
lowered self-confidence due to limitations in 
movement, communication, or participation. 
Social isolation, stigma, discrimination, and 
dependency on others may also affect mental 

Discussion
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health. Family support, positive coping, 
counselling, peer acceptance, and inclusive 
environments can improve psychological 
adjustment.

People with physical disabilities may face 
challenges in daily functioning, employment, 
education, and relationships. Similarly, 
individuals with sensory disabilities such 
as hearing or vision loss may encounter 
communication difficulties, reduced access 
to information, and feelings of loneliness. 
Psychological adaptation differs across 
individuals and depends on personal 
resilience, environmental support, and access 
to rehabilitation services.

6.2.1.1 Factors Influencing 
Psychological Reactions

The psychological journey of adapting 
to a disability is never uniform. It is shaped 
by when the impairment occurs, how it 
presents to the world, the individual's internal 
resilience, and the societal expectations 
placed on their gender.

a.	 Time and Onset: The psychological 
timeline of adaptation depends 
heavily on whether an impairment is 
congenital or acquired later in life. 
When a disability is present from birth 
(congenital), it becomes woven into 
the child's developing self-concept; 
the individual grows up integrating 
their physical or cognitive variations 
as a natural baseline of their identity. 
Conversely, acquiring a disability 
in adulthood—through sudden 
trauma, illness, or an occupational 
hazard—forces a jarring rupture 
in identity. In the Indian context, 
where adult identity is closely tied 
to family obligations and financial 
self-sufficiency, a sudden loss of 
function can shatter established roles 
overnight, triggering profound grief, 
loss of status, and an existential crisis.

b.	 Visibility and Severity: The 
physical presentation of a disability 
exerts a powerful influence on 
both internal coping and external 
social interactions. Highly visible 
conditions—such as spinal injuries 
requiring a wheelchair or noticeable 
physical deformities—frequently 
subject the individual to public 
stares, unsolicited pity, and social 
awkwardness during community or 
religious gatherings. On the other 
hand, invisible conditions like chronic 
fatigue, mild cognitive impairments, 
or early-stage neurological disorders 
create a very different psychological 
strain. Individuals with hidden 
disabilities often face persistent 
invalidation, as family members and 
peers may mistake their genuine 
limitations for laziness, lack of 
willpower, or exaggeration.

c.	 Personal Variables: Beyond external 
circumstances, an individual's 
internal psychological architecture 
determines how severe a loss feels 
and how effectively they adapt. 
Personality traits, pre-existing goals, 
coping styles, and core belief systems 
serve as critical filters. A person's 
subjective valuation of what they 
have lost dictates the depth of their 
grief. For instance, a manual laborer 
in a rural village or a professional 
athlete may perceive an acquired 
mobility impairment as a destruction 
of their life's purpose and livelihood. 
In contrast, someone deeply engaged 
in intellectual pursuits might navigate 
the same physical limitation with 
different psychological buffers, 
relying on cognitive problem-solving 
and internal resilience to rebuild a 
meaningful identity.

d.	 Gender and Culture: Gender 
expectations and socio-cultural 
values dramatically alter the lived 
experience of disability. While core 
emotional responses like fear and 
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sadness are universal, society dictates 
how these emotions are channeled and 
supported. In India, gendered social 
roles create distinct vulnerabilities. 
Women with disabilities face a 
double disadvantage, encountering 
heightened risks of social isolation, 
rejection in marriage, and economic 
marginalization, alongside an 
increased susceptibility to family 
neglect. Men, traditionally raised to 
be primary financial breadwinners and 
protectors, often suffer a severe blow 
to their self-esteem and patriarchal 
identity when physical or cognitive 
impairments restrict their ability to 
earn a living, compounding their 
emotional distress.

6.2.1.2 Reactions from the 
Affected Person

An individual processing a disability 
undergoes a spectrum of immediate, short-
term, and long-term emotional reactions 
as they attempt to integrate the loss or 
impairment into their self-concept.

a.	 Shock and Psychic Numbness: 
Upon the sudden onset of a 
disability or the severe diagnosis 
of a progressive condition, the 
immediate psychological defense 
mechanism is shock and psychic 
numbness. This emergency 
reaction manifests as emotional 
detachment, deep apathy, or a 
pervasive feeling of unreality. 
The individual's cognitive 
system becomes temporarily 
overwhelmed, effectively shutting 
down emotional processing to 
protect the psyche from severe 
psychological trauma.

b.	 Depersonalization: As shock 
begins to recede, individuals may 
experience depersonalization, a 
state in which they feel detached 
from their own body, mind, or 

identity. They may view their 
impaired limb or condition as a 
foreign entity, observing their 
life and thoughts from an outside 
perspective. This state of unreality 
serves as a temporary barrier against 
the immediate psychological 
weight of their physical reality.

c.	 Denial and Avoidance: Denial 
serves as a protective psychological 
buffer, allowing the individual 
to assimilate traumatic reality at 
a manageable pace. It manifests 
as minimizing the severity of 
the impairment, insisting that 
the condition is temporary, or 
avoiding rehabilitation tasks and 
uncomfortable social situations. 
While short-term denial can 
prevent immediate emotional 
overload, chronic denial impedes 
necessary medical interventions 
and adaptive skill acquisition.

d.	 Anger and Externalized Hostility: 
As the permanence of the disability 
becomes undeniable, intense anger 
often surfaces. This rage can be 
directed inward, resulting in severe 
self-blame, or projected outward 
onto family members, healthcare 
professionals, or divine entities. 
In the Indian context, individuals 
frequently express frustration 
toward a perceived injustice in 
their destiny, questioning why they 
were singled out for such suffering.

e.	 Guilt: Guilt is a deeply distressing 
emotional reaction, frequently 
sustained by cultural myths 
surrounding karma or divine 
retribution. Individuals may 
harbor secret convictions that 
their disability is a consequence 
of past misdeeds, sins, or spiritual 
shortcomings. This self-blaming 
framework leads to internalized 
shame, lowered self-worth, and 
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hesitation to seek help, as the 
impairment is perceived as a 
deserved punishment.

f.	 Regression: Under extreme 
psychological distress, 
individuals may regress to earlier 
developmental stages or dependent 
behaviors. Adult or adolescent 
patients may exhibit childlike 
behaviors, including emotional 
tantrums, excessive dependency 
on primary caregivers, or a 
refusal to perform basic self-care 
tasks they are physically capable 
of completing. This regression 
represents an unconscious attempt 
to reclaim the protection and care 
experienced in early childhood.

g.	 Depression and Suicidal Ideation: 
When defense mechanisms 
collapse and the full impact of loss 
is realized, deep depression can 
set in. Helplessness, hopelessness, 
and extreme dejection become 
pervasive. In India, where structural 
accessibility is often limited and 
social safety nets vary, chronic 
physical hurdles, financial strain 
on the family, social isolation, 
and pervasive public stigma 
significantly heighten the risk of 
severe depression and suicidal 
ideation.

h.	 Positive Coping Mechanisms: 
Over time, many individuals 
transition toward constructive 
adaptation using high-
level psychological defense 
mechanisms:

•	 Rationalization: Individuals 
construct logical, acceptable ex-
planations for unmet goals or 
altered life paths, helping them 
reduce the cognitive dissonance 
caused by their limitations. 

•	 Compensation: Adaptation oc-
curs when an individual actively 

shifts focus away from impaired 
abilities to master new skills. For 
example, a person with a mobility 
impairment might develop exper-
tise in digital technology, restor-
ing a sense of personal compe-
tence and purpose.

•	 Humor and Future Planning: 
Humor serves as an effective 
emotional release, diffusing situ-
ational anxiety and easing awk-
ward social interactions. When 
paired with realistic, constructive 
future planning, individuals re-
build a cohesive self-identity and 
re-engage meaningfully with so-
ciety.

6.2.1.3 Reactions from 
Caregivers (Parents)

In Indian society, where family life is 
deeply interconnected, discovering that 
a child has a disability causes significant 
emotional disruption for parents.

a.	 The Primary Stage: The initial 
phase following a diagnosis is marked 
by intense emotional shock, acute 
distress, and mourning. Parents do not 
merely grieve the medical diagnosis; 
they mourn the loss of the "ideal 
child" they had envisioned—the child 
who would carry forward family 
lineages, fulfill personal aspirations, 
and provide elder care.

b.	 Defensive Reactions: To cope with 
the overwhelming grief, parents 
often deploy defensive mechanisms. 
These include intense self-blame, 
marital conflict regarding the origin 
of the impairment, or projecting 
anger onto medical practitioners and 
educational institutions. Parents may 
reject realistic medical prognoses 
and seek magical cures, ritualistic 
interventions, or alternative therapies.
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c.	 "Doctor Shopping" Driven by denial 
and hope, parents frequently engage 
in "doctor shopping," continuously 
visiting different medical experts, 
traditional healers, and specialists 
in search of a favorable diagnosis. 
In India, this cycle can consume 
substantial family financial resources 
and delay crucial early intervention 
services during early childhood 
development.

d.	 Attribution and Surrender: 
Cultural and spiritual frameworks 
heavily condition parental responses. 
Parents who interpret the condition 
through a fatalistic lens—viewing it 
as past karma or divine punishment—
may fall into fatalistic surrender, 
neglecting proactive rehabilitation. 
Conversely, when cultural or 
religious traditions frame the child as 
a divine blessing or a spiritual test, it 
can mobilize immediate compassion, 
deep parental commitment, and 
proactive caregiving.

e.	 Felt Burden: The daily demands 
of long-term caregiving create 
severe stress. Parents face ongoing 
physical exhaustion, logistical 
challenges, financial burdens, and 
reduced personal time. In many 
Indian households, the caregiving 
responsibility falls disproportionately 
on mothers, leading to social 
isolation, psychological burnout, and 
compromised personal health.

6.2.1.4 Reactions from the 
Immediate Family

Disability impacts the entire family 
system, restructuring relationships, roles, and 
psychological dynamics across generations.

a.	 Younger Siblings: Younger siblings 
often struggle to comprehend why 
parental attention, time, and financial 
resources are disproportionately 

directed toward the child with a 
disability. This perceived imbalance 
can trigger deep confusion, 
resentment, sibling rivalry, and 
behavioral acting-out as they attempt 
to reclaim their parents' focused 
affection.

b.	 Older Siblings: Older siblings—
particularly eldest daughters in Indian 
families—often experience a complex 
emotional pull. They frequently face 
role strain and emotional exhaustion 
from being thrust into the role 
of a "parent by proxy." Yet, this 
heavy responsibility often fosters 
remarkable emotional maturity, deep 
empathy, and a lifelong, protective 
devotion to their sibling.

c.	 Grandparents: Grandparents endure 
a unique, dual layer of grief. They 
mourn simultaneously for their own 
adult child, whose life has been 
upended by lifelong caregiving 
demands, and for their grandchild, 
who faces a world full of structural 
and physical barriers.

Despite this initial grief, grandparents in 
Indian joint family systems rapidly become 
emotional and practical anchors. Once past 
the initial shock, they often step in to provide 
essential daily respite care—helping with 
feeding, bathing, and supervision—while 
offering emotional stability and spiritual 
solace to the entire household.

6.2.1..5 Community and Public 
Reactions

How a broader community responds to 
individuals with disabilities is largely dictated 
by the underlying philosophical model of 
disability that the culture unconsciously 
embraces.

a.	 Moral / Magico-Religious Model: 
This ancient paradigm views disability 
as a direct outcome of supernatural 
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forces, divine wrath, or karmic 
retribution for past sins. In its most 
rigid forms, this model fosters intense 
public shame, social ostracization, and 
inhumane practices—such as hiding 
the individual away, chaining them, or 
subjecting them to painful exorcisms 
to cleanse them of perceived spiritual 
corruption.

b.	 Charity & Social-Paternalistic 
Models: This approach replaces 
hostility with pity and benevolence, 
viewing individuals with disabilities 
as tragic figures deserving of 
sympathy and alms. While well-
intentioned, this model treats disabled 
individuals as inherently weak, 
dependent, and passive recipients 
of care, which ultimately patronizes 
them and severely restricts their 
autonomy, self-reliance, and right to 
equal opportunity.

c.	 Medical Model: The medical 
model views disability purely as 
a biological defect, pathology, or 
physical impairment housed entirely 
within the individual's body. Under 
this framework, the overarching 
goal is clinical diagnosis, medical 
intervention, and physical cure. 
Although it has advanced crucial 
medical and technological aids, it 
often falls short by treating the person 
as a "patient to be fixed" and ignoring 
the broader social environment.

d.	 Rights-Based & Empowerment 
Models: This modern, progressive 
framework shifts the locus of the 
problem away from the individual's 
body and onto society. It argues 
that disability is created by an 
unaccommodating world filled with 
physical, institutional, and attitudinal 
barriers. The empowerment model 
advocates for human rights, universal 
design, structural accessibility, and 
equal legal standing, viewing the 

individual as an empowered citizen 
entitled to full participation in society.

e.	 Prejudices and Myths. In everyday 
public life, societal reactions are 
continuously distorted by deep-
seated myths and prejudices. It is 
common for the public to harbor 
false assumptions—such as believing 
that all visually impaired people 
possess a compensatory "sixth sense," 
that individuals with psychiatric 
conditions are inherently violent, or 
that people with physical disabilities 
are completely asexual. These harmful 
stereotypes perpetuate discrimination, 
drive high school dropout rates, 
limit employment opportunities, and 
reinforce systemic exclusion.

6.2.1.6 Developmental 
Perspectives on Perception

Finally, a person's psychological reaction 
when encountering a peer with a disability 
changes systematically as their cognitive and 
social capacities mature through different 
life stages.

Under Age 3: In early infancy and 
toddlerhood, children have no concept of 
social prejudice or physical norms. Their 
initial reaction to a peer with an impairment 
or assistive device is purely one of sensory 
curiosity, occasionally mixed with mild, 
instinctual caution toward an unfamiliar 
physical appearance or equipment.

Preschool (Ages 4–5): During the 
preschool years, children begin to recognize 
physical differences clearly and form early 
"in-group" versus "out-group" categories. 
Driven by unfiltered curiosity, children at this 
stage express their observations openly—
staring, pointing, and asking direct, unfiltered 
questions about why a peer walks, looks, 
or speaks differently.
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School-Age: As children enter formal 
school environments, their understanding 
of social dynamics becomes more complex. 
Without thoughtful adult guidance and 
inclusive educational settings, childhood 
curiosity can turn into social distancing, 
subtle exclusion, teasing, or outright bullying 
toward peers who deviate from physical or 
behavioral norms.

Adolescence: During the teenage years, 
peer acceptance, physical conformity, and 
social identity become critically important. 
Adolescents often feel intense awkwardness 
and social discomfort around peers with 
disabilities. Consequently, teenagers with 
disabilities are frequently relegated to the 
social periphery, facing explicit or implicit 
isolation at the precise developmental 
moment when belonging matters most.

6.2.2 Interventions for 
Mobility Impairments

Mobility impairments refer to limitations 
in movement caused by conditions such 
as spinal cord injury, muscular disorders, 
amputation, stroke, arthritis, or cerebral 
palsy. Interventions for mobility impairments 
are designed to maximize independence, 
improve physical function, prevent secondary 
complications, and enhance overall quality 
of life. Because mobility impairments can 
stem from a wide range of conditions—
such as spinal cord injuries, cerebral palsy, 
stroke, multiple sclerosis, or limb loss—a 
comprehensive intervention plan requires 
a multidisciplinary approach combining 
physical, technological, and environmental 
strategies.

Rehabilitation programs involve 
physiotherapy, occupational therapy, 
psychological counselling, and community 
support. Physical therapy helps improve 
strength, balance, and movement, while 
occupational therapy supports independence 
in activities of daily living. Environmental 
modifications such as ramps, accessible 

toilets, and transportation facilities improve 
participation. Emotional support and 
behavioural interventions help individuals 
adapt positively to mobility-related 
challenges.

The primary interventions for mobility 
impairments span a comprehensive 
continuum of care, addressing biological, 
technological, environmental, and 
psychosocial needs. Understanding these 
interventions requires evaluating how 
therapeutic practice, engineering solutions, 
architectural modifications, medical care, 
and psychological support work together to 
restore independence, improve functional 
autonomy, and enhance quality of life.

6.2.2.1 Physical and 
Rehabilitative Interventions

The foundation of managing mobility 
impairments relies on physical rehabilitation, 
a multidisciplinary effort led primarily 
by physical therapists, occupational 
therapists, and physiatrists. Within this 
framework, physical therapy focuses on 
restoring, optimizing, or maintaining basic 
physical function through targeted physical 
conditioning. Therapists employ strength and 
endurance training to target weakened muscle 
groups, thereby rebuilding core stability 
and functional stamina essential for daily 
movement. To counter the physical stiffness 
that accompanies prolonged immobility 
or spasticity, therapists implement Range 
of Motion (ROM) exercises—using both 
therapist-led passive stretching and patient-
performed active stretching—to prevent 
joint contractures and muscle shortening. 
Furthermore, gait and balance training 
serves as a critical component of physical 
restoration. Using parallel bars, body-weight-
supported treadmill training (BWSTT), and 
dynamic balance boards, therapists provide 
a controlled environment where patients can 
relearn natural walking mechanics, rebuild 
proprioception, and minimize fall risk.
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While physical therapy builds underlying 
motor capacity, occupational therapy 
focuses on translating those physical gains 
into functional independence for daily 
life. Occupational therapists evaluate an 
individual’s ability to perform essential 
Activities of Daily Living (ADLs), such 
as dressing, bathing, personal hygiene, 
meal preparation, and personal transfers. 
Rather than focusing solely on physical 
recovery, occupational therapy emphasizes 
compensatory strategies and adaptive 
techniques, teaching individuals to modify 
routines or use specialized adaptive tools to 
navigate daily life despite persistent physical 
limitations. Complementing these land-based 
therapies, aquatic therapy offers a unique 
biomechanical environment by leveraging 
water buoyancy. Swimming pools and 
therapeutic aquatic tanks significantly reduce 
weight-bearing stress on joints, allowing 
individuals with severe weakness, pain, or 
balance impairments to practice ambulation 
and resistance exercises with a substantially 
lower risk of injury or falls.

6.2.2.2 Assistive Technology and 
Mobility Devices

When natural physiological restoration 
reaches its limits, technological interventions 
step in to augment, support, or completely 
replace lost mobility. These technological 
solutions range from basic mechanical 
supports to complex bio-electronic systems.

a.	 Walking Aids and Manual 
Wheelchairs: At the low-tech end of 
the spectrum, walking aids such as 
canes, crutches, and walkers provide 
foundational stability. Canes—
available in single-point or quad-base 
variations—expand an individual's 
base of support and subtly offload 
weight from lower limbs. Crutches, 
including axillary and forearm 
models, transfer weight-bearing 
from the legs to the upper torso and 
arms, while walkers (standard, two-

wheeled, or four-wheeled rollators 
with integrated seating) provide 
continuous stability for individuals 
experiencing systemic weakness or 
severe balance deficits. When walking 
becomes unsafe or impossible, 
manual wheelchairs offer an essential 
mode of locomotion for individuals 
possessing adequate upper-body 
strength and trunk control, available 
in both self-propelled configurations 
for independent movement and 
attendant-propelled models for those 
requiring assistance.

b.	 Advanced Mobility Systems: For 
individuals with limited upper-
extremity function or severe systemic 
fatigue, powered wheelchairs provide 
independent mobility through 
customized control systems. These 
power wheelchairs are operated 
via joysticks, head switches, chin 
controls, or sip-and-puff pneumatic 
mechanisms, allowing individuals 
with severe paralysis or advanced 
neuromuscular diseases to navigate 
their environments autonomously. 
In parallel, orthotic and prosthetic 
devices address specific anatomical 
deficits. Orthoses (or braces), such 
as Ankle-Foot Orthoses (AFOs), 
are external devices engineered to 
stabilize weak or misaligned joints, 
prevent foot drop during the swing 
phase of walking, and maintain proper 
alignment during weight bearing. 
Prostheses, by contrast, are artificial 
limbs designed to replace missing 
anatomy after amputation; modern 
prosthetic limbs often incorporate 
microprocessors and computerized 
knee or ankle joints that dynamically 
adjust resistance to mimic natural 
human gait. Pushing the boundaries of 
mobility technology further, powered 
exoskeletons represent wearable 
bionic suits equipped with motorized 
joint actuators. These suits allow 
individuals with complete or partial 
lower-limb paralysis—such as those 
resulting from spinal cord injuries—
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to stand upright, bear weight, and 
execute powered overground walking.

c.	 Environmental and Structural 
Modifications: In alignment with 
rights-based and social models of 
disability, modifying the physical 
environment addresses the external 
structural barriers that create disability, 
transforming built environments to 
enable full social and physical access.

At the residential level, home 
modifications aim to convert private living 
spaces into safe, barrier-free environments. 
Key alterations include replacing exterior 
and interior steps with graduated ramps, 
installation of residential stairlifts or 
elevators, and widening standard doorways to 
a minimum clear opening of 32 to 36 inches 
to comfortably accommodate wheelchairs 
and walking frames. Bathrooms require 
extensive restructuring due to high fall 
risks and tight spatial constraints; effective 
modifications include constructing roll-in, 
zero-threshold showers, installing heavy-
duty wall-mounted grab bars, elevating toilet 
seats, and incorporating open-underneath 
wall-hung sinks that allow clear roll-in knee 
clearance for wheelchair users.

Beyond the domestic sphere, public 
and workplace accessibility interventions 
rely heavily on the principles of Universal 
Design—the philosophy of designing 
environments to be inherently usable by 
all people without adaptation or specialized 
design. In public, commercial, and 
professional spaces, this involves eliminating 
architectural hurdles through step-free 
entryways, automatic sensor-operated doors, 
accessible parking facilities, and smooth 
transition thresholds. Indoors, it requires 
lowering operational fixtures—including 
reception counters, work desks, light 
switches, elevator panels, and environmental 
controls—to heights easily reachable from 
a seated position, ensuring individuals with 

mobility impairments can fully participate 
in civic, educational, and economic life.

d.	 Medical and Surgical Interventions: 
When mobility impairments stem 
from underlying neurological 
conditions or structural pathologies, 
medical and surgical approaches are 
required to address symptoms like 
muscle spasticity, joint deformities, 
and chronic pain.

Pharmacological treatments play a 
central role in managing neuromuscular 
tone and pain. Anti-spasticity medications 
and muscle relaxants—such as systemic 
Baclofen, Tizanidine, and Dantrolene—are 
prescribed to reduce muscle stiffness and 
hypertonia associated with cerebral palsy, 
stroke, multiple sclerosis, and spinal cord 
trauma. When spasticity is localized to 
specific muscle groups, clinicians administer 
targeted Botulinum Toxin (Botox) injections 
directly into the hypertonic muscle bellies, 
temporarily paralyzing overactive muscle 
fibers to reduce stiffness, improve joint 
range, and make brace fitting or physical 
therapy more effective. Additionally, 
pain management represents an essential 
component of care, using non-opioid 
analgesics, anti-inflammatory drugs, and 
neuropathic pain medications like Gabapentin 
or Pregabalin to alleviate chronic nociceptive 
or nerve-related pain that restricts functional 
movement.

Surgical Interventions are used when 
conservative medical management proves 
insufficient, ; surgical interventions 
offer mechanical corrections or targeted 
neurological modifications:

Orthopedic Surgery: Procedures such 
as muscle tendon lengthening, tendon 
transfers, and capsular releases treat severe 
joint contractures and muscle imbalances, 
restoring functional alignment. Furthermore, 
joint replacement surgeries (total hip or knee 
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arthroplasties) eliminate severe arthritic 
pain and structural degradation, restoring 
mechanical joint function.

Neurosurgery: Advanced surgical 
techniques directly target the nervous system 
to manage severe spasticity. Selective Dorsal 
Rhizotomy (SDR) involves selectively 
severing overactive sensory nerve fibers 
in the lower spinal cord to permanently 
reduce spastic muscle tone in conditions 
like spastic diplegia. Alternatively, surgical 
implantation of an Intrathecal Baclofen (ITB) 
Pump places a programmable pump in the 
abdominal wall connected to a catheter in the 
spinal canal, to deliver precise micro-doses 
of anti-spasticity medication directly into 
the cerebrospinal fluid, minimizing systemic 
side effects while controlling severe muscle 
tightness.

e.	 Psychological and Psychosocial 
Interventions: Because mobility 
impairments fundamentally alter 
an individual's personal identity, 
body image, self-esteem, and daily 
autonomy, comprehensive treatment 
requires structured psychological and 
social support systems.

Cognitive Behavioral Therapy (CBT) 
serves as a primary psychological modality, 
helping individuals navigate the grief, 
emotional trauma, and identity shifts 
associated with acquired or progressive 
physical limitations. CBT assists patients 
in identifying and restructuring negative 
thought patterns surrounding loss of function, 
treating secondary depression and anxiety, 
and developing adaptive coping mechanisms 
that promote personal resilience and self-
worth. Complementing professional therapy, 
peer support groups provide vital connection 
through shared experience. Interacting with 
peers facing similar physical challenges helps 
reduce social isolation, validates personal 
emotional experiences, and facilitates the 
exchange of practical, crowd-sourced tips for 

daily living that are rarely covered in clinical 
settings. Finally, self-advocacy training 
empowers individuals by educating them 
on their legal protections under disability 
rights legislation, such as the Americans with 
Disabilities Act (ADA) or local accessibility 
laws. By building communication skills 
and a firm understanding of structural 
rights, self-advocacy training equips 
individuals to confidently request reasonable 
accommodations in educational institutions, 
workplaces, and public spaces, moving from 
passive care recipients to active agents in 
their communities.

6.2.3 Chronic Pain and 
Sensory Deficits

Chronic pain and sensory deficits 
are important concerns in rehabilitation 
because they can influence not only 
physical functioning but also emotional 
well-being, cognitive functioning, social 
relationships, independence, and quality 
of life. Chronic pain may persist even after 
the initial injury or illness has improved, 
whereas sensory deficits may interfere 
with the individual’s ability to receive and 
process information from the environment. 
Both conditions require attention to the 
individual’s physical condition, psychological 
adjustment, everyday functioning, and social 
environment.

6.2.3.1 Chronic Pain

Pain is a complex experience involving 
both sensory and emotional components. The 
International Association for the Study of 
Pain (IASP) defines pain as “an unpleasant 
sensory and emotional experience associated 
with, or resembling that associated with, 
actual or potential tissue damage.” This 
definition highlights the subjective nature 
of pain and recognises that pain is influenced 
not only by physical processes but also by 
emotional and psychological factors.
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Acute pain generally occurs in response 
to injury, illness, or tissue damage and often 
has a protective function. It can alert an 
individual to potential or actual harm and 
may encourage protective behaviour while 
healing takes place. Chronic pain, in contrast, 
persists or recurs over a prolonged period and 
may continue beyond the expected period 
of tissue healing. In clinical practice, pain 
that persists or recurs for three months or 
longer is generally considered chronic.

Chronic pain should not be understood 
simply as a prolonged version of acute pain. It 
may involve continuing biological processes, 
changes in pain processing, psychological 
responses, and social influences. The 
experience of chronic pain therefore varies 
considerably across individuals. The same 
physical condition may produce different 
levels of pain and functional difficulty in 
different individuals.

Biopsychosocial Model of Pain

The biopsychosocial model provides an 
important framework for understanding 
chronic pain. The model was introduced 
by George Engel (1977) as an alternative to 
approaches that explain illness solely in terms 
of biological processes. It was subsequently 
applied extensively to the understanding 
and management of chronic pain.

According to the biopsychosocial 
perspective, pain and pain-related disability 
result from the interaction of biological, 
psychological, and social factors. These 
factors influence one another rather than 
operating independently.

Biological factors include the underlying 
medical condition, tissue injury or 
inflammation, neurological processes, 
changes in the nervous system, sleep 
disturbances, and other physiological factors 
associated with pain.

Psychological factors include anxiety, 
depression, stress, pain-related fear, 

expectations about pain, coping strategies, 
attention to pain, and pain catastrophising. 
Psychological factors can influence how pain 
is perceived, interpreted, and managed. At 
the same time, persistent pain can contribute 
to psychological distress.

Social factors include family relationships, 
social support, occupational demands, 
financial difficulties, cultural expectations, 
social participation, and access to healthcare 
and rehabilitation services. These factors 
can influence coping, adjustment, disability, 
and participation in everyday life.

Thus, the relationship among biological, 
psychological, and social factors is dynamic 
and bidirectional. For example, persistent 
pain may interfere with sleep and work, 
which may increase stress and emotional 
distress. Increased distress may, in turn, 
influence pain perception and coping. 
Similarly, supportive family relationships and 
appropriate social resources may facilitate 
adjustment and participation.

The biopsychosocial model therefore 
emphasises that effective pain management 
should not focus exclusively on the physical 
source of pain. Assessment and intervention 
should consider the individual’s psychological 
responses, social circumstances, functional 
limitations, and personal goals.

Mechanisms of Pain

Chronic pain can involve different pain 
mechanisms. Three commonly discussed 
categories are nociceptive pain, neuropathic 
pain, and nociplastic pain. These categories 
are based primarily on the mechanisms 
contributing to the pain experience.

Nociceptive Pain

Nociceptive pain results from actual or 
threatened damage to non-neural tissue that 
activates nociceptors. It commonly occurs in 
association with tissue injury, inflammation, 
or mechanical stress. Osteoarthritis, fractures, 
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and inflammatory conditions are examples 
of conditions in which nociceptive pain may 
occur.

Neuropathic Pain

Neuropathic pain results from a lesion 
or disease affecting the somatosensory 
nervous system. Individuals may describe 
it as burning, shooting, tingling, electric-
shock-like, or abnormal sensations. Diabetic 
neuropathy and postherpetic neuralgia are 
examples of conditions associated with 
neuropathic pain.

Nociplastic Pain

Nociplastic pain is associated with altered 
nociception without clear evidence that actual 
or threatened tissue damage, or a lesion 
or disease of the somatosensory system, 
adequately explains the pain. Fibromyalgia 
is an example of a condition in which 
nociplastic mechanisms may contribute to 
pain. It is important to recognise that some 
chronic pain conditions may involve more 
than one pain mechanism.

Psychological and Cognitive 
Consequences of Chronic Pain

Persistent pain can affect emotional 
and cognitive functioning. Individuals 
experiencing chronic pain may develop 
anxiety, depressed mood, irritability, sleep 
difficulties, fatigue, reduced motivation, 
and feelings of helplessness. Pain may also 
interfere with attention, concentration, and 
participation in everyday activities.

One important psychological factor 
associated with chronic pain is pain 
catastrophising. Pain catastrophising refers 
to a pattern of negative thinking about pain 
that includes rumination, magnification, 
and feelings of helplessness. Individuals 
who catastrophise may repeatedly focus 
on their pain, anticipate the worst possible 
consequences, or feel unable to cope with 
the pain. Such cognitive patterns may 

increase pain-related distress and interfere 
with adaptive coping.

Pain-related fear and avoidance may 
also contribute to functional difficulties. 
An individual may avoid physical or social 
activities because of the expectation that 
these activities will increase pain. Prolonged 
avoidance can reduce physical activity, social 
participation, and confidence in performing 
everyday tasks.

Chronic pain may also affect occupational 
and family functioning. Difficulties in 
maintaining employment, performing 
household responsibilities, or participating 
in social activities may result in frustration 
and financial or interpersonal difficulties. 
Thus, the effects of chronic pain may extend 
beyond the experience of pain itself.

Management and Rehabilitation of 
Chronic Pain

The management of chronic pain generally 
requires a multimodal approach. Depending 
on the individual’s condition, treatment may 
involve medical management, physical 
rehabilitation, psychological interventions, 
and social and environmental support. The 
purpose is not only to reduce pain but also to 
improve functioning, coping, participation, 
and quality of life.

Psychological interventions have an 
important role in chronic pain management. 
Cognitive-Behavioural Therapy (CBT) is 
one of the commonly used psychological 
approaches. CBT helps individuals identify 
unhelpful thoughts and beliefs related to pain 
and develop more balanced and adaptive 
ways of thinking and responding. It may 
be particularly useful in addressing pain 
catastrophising, anxiety, depressed mood, 
pain-related fear, and avoidance.

Relaxation training and stress-
management techniques may also be used. 
Breathing exercises, progressive muscle 
relaxation, mindfulness-based approaches, 
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and other relaxation strategies can help 
individuals manage stress and emotional 
distress associated with pain.

Activity pacing is another important 
rehabilitation strategy. Individuals with 
chronic pain may alternate between excessive 
activity during periods of relatively lower 
pain and prolonged rest when pain increases. 
Activity pacing encourages a more balanced 
pattern of activity and rest and can support 
gradual participation in meaningful activities.

Goal setting can further assist rehabilitation. 
Rather than focusing exclusively on complete 
elimination of pain, individuals may establish 
realistic goals related to mobility, self-care, 
work, recreation, social participation, or 
other meaningful activities.

Family and social support also contribute 
to successful adjustment. Family members 
can provide emotional and practical support 
while encouraging appropriate independence. 
Workplace and environmental modifications 
may help individuals continue educational, 
occupational, and social activities despite 
persistent pain.

The rehabilitation goal is therefore to 
help individuals manage pain effectively 
and maintain meaningful functioning. 
Improvement may involve better coping, 
increased activity, greater participation, 
reduced distress, and improved quality of life, 
even when some degree of pain continues.

6.2.3.2 Sensory Deficits

Sensory deficits refer to a reduction, loss, 
or alteration in the functioning of one or more 
sensory systems. They may involve vision, 
hearing, touch, or other sensory modalities. 
Sensory deficits may arise from neurological 
conditions, injury, disease, developmental 
conditions, ageing, or other medical causes.

The consequences of sensory deficits 
depend on the sensory system affected, the 
severity and onset of the impairment, and 

the individual’s developmental and social 
circumstances. Sensory limitations may 
interfere with communication, mobility, 
learning, employment, self-care, social 
interaction, and independent living. 
Consequently, rehabilitation focuses not only 
on the sensory impairment itself but also on 
helping the individual function effectively 
in everyday environments.

Visual Impairment

Visual impairment ranges from reduced 
visual functioning to severe or complete loss 
of vision. It may affect reading, learning, 
mobility, communication, employment, and 
independent living. Difficulties in receiving 
visual information may also make navigation 
and performance of everyday activities more 
challenging.

Rehabilitation may include orientation and 
mobility training, which helps individuals 
move safely and independently within 
familiar and unfamiliar environments. 
Training in the use of assistive devices and 
alternative methods of accessing information 
can also support independent functioning.

Assistive technologies have an important 
role in visual rehabilitation. Screen readers, 
magnification devices, Braille displays, and 
accessible digital materials can provide 
alternative ways of obtaining information 
and communicating. Environmental 
modifications such as appropriate lighting, 
clear pathways, tactile or audible cues, and 
accessible arrangements can further improve 
safety and participation.

Hearing Impairment

Hearing impairment refers to reduced or 
absent ability to hear sounds. It can affect 
communication, language development, 
education, occupational functioning, 
and social interaction. The impact varies 
depending on factors such as the degree 
and onset of hearing loss, communication 
needs, and access to appropriate intervention.
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Depending on individual needs, 
rehabilitation may involve hearing 
aids, cochlear implants where clinically 
appropriate, auditory training, speech and 
language support, sign language, captioning, 
and other communication technologies. 
Communication support is particularly 
important in educational, occupational, 
healthcare, and social settings.

Environmental modifications can also 
facilitate participation. Captioned audiovisual 
materials, visual alert systems, appropriate 
seating arrangements, and effective 
communication practices can reduce barriers 
associated with hearing impairment.

Psychological and Social Adjustment to 
Sensory Deficits

Sensory deficits can have important 
psychological and social consequences. 
Individuals may experience frustration, 
anxiety, reduced confidence, loneliness, or 
difficulty adjusting to changes in their usual 
activities. Communication difficulties may 
contribute to social withdrawal or reduced 
participation in social situations.

Psychological support can help 
individuals adjust to changes in sensory 
functioning and develop effective coping 
strategies. Counselling may be useful in 
addressing emotional difficulties, changes 
in self-confidence, and concerns related to 
independence and social participation.

Family members and caregivers can 
also contribute to successful adjustment. 
They can provide appropriate assistance, 
facilitate communication, encourage 
independence, and help create supportive 
environments. However, excessive assistance 
or overprotection may unintentionally reduce 
opportunities for independent functioning. 
Support should therefore be provided in ways 
that promote autonomy and participation.

Rehabilitation and Assistive Support

Rehabilitation for sensory deficits aims 
to maximise available sensory functioning, 
develop alternative strategies, reduce 
environmental barriers, and promote 
independence. The rehabilitation plan should 
be individualised according to the person’s 
sensory condition, functional needs, personal 
goals, and social environment.

Assistive technologies can compensate 
for difficulties in accessing sensory 
information. For individuals with visual 
impairment, examples include screen readers, 
magnification devices, Braille displays, and 
accessible digital resources. For individuals 
with hearing impairment, hearing aids, 
captioning systems, visual alerts, and other 
communication technologies may be useful.

Inclusive educational and occupational 
environments are equally important. 
Accessible learning materials, captioned 
audiovisual content, appropriate 
communication methods, and reasonable 
environmental modifications can improve 
participation. Community resources and 
social support can further assist individuals in 
maintaining meaningful roles and activities.

Role of Rehabilitation in Chronic Pain 
and Sensory Deficits

Although chronic pain and sensory 
deficits differ in their nature and functional 
consequences, rehabilitation in both 
areas adopts a person-centred approach. 
Intervention is directed not only at the 
impairment but also at its effects on 
emotional well-being, everyday functioning, 
relationships, and participation.

In chronic pain, the biopsychosocial 
model highlights the interaction of biological, 
psychological, and social factors and supports 
the use of multidisciplinary approaches. 
Psychological interventions such as CBT, 
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relaxation, stress management, and activity 
pacing can complement medical and physical 
rehabilitation.

In sensory deficits, rehabilitation 
emphasises functional adaptation, 
communication, accessibility, assistive 
technology, environmental modification, 
and psychological and social support. Family 
members, rehabilitation professionals, 
educational institutions, workplaces, and 
community resources may all contribute 
to successful adjustment.

In both situations, rehabilitation aims to 
maximise independence, strengthen adaptive 
coping, reduce barriers to participation, and 
improve quality of life. The focus is therefore 
not limited to the reduction of symptoms 
or impairment but extends to helping the 
individual participate meaningfully in 
everyday life.

Chronic pain is a complex sensory and 
emotional experience that may persist or recur 
for three months or longer. Its understanding 
requires consideration of biological, 
psychological, and social influences. 
The biopsychosocial model provides an 
important framework for understanding the 
development, experience, and consequences 
of chronic pain. Nociceptive, neuropathic, 
and nociplastic mechanisms provide useful 
ways of understanding different contributors 
to pain. Chronic pain can affect emotional 
well-being, cognition, activity, relationships, 
and social participation. Multimodal 
management may include medical care, 
physical rehabilitation, CBT, relaxation, 
stress management, activity pacing, goal 
setting, and social support.

Sensory deficits involve reduced, lost, 
or altered sensory functioning and may 
affect communication, mobility, learning, 
employment, social interaction, and 
independence. Visual and hearing impairments 

require appropriate rehabilitation, assistive 
technologies, environmental modifications, 
communication support, and psychological 
and social support. Across both chronic pain 
and sensory deficits, effective rehabilitation 
considers the whole person and aims to 
promote functional independence, adaptive 
coping, participation, and quality of life.

6.2.4 Assistive Technology and 
Adaptive Strategies

Assistive technology and adaptive 
strategies play an important role in 
rehabilitation by helping individuals 
overcome functional limitations and 
participate more independently in everyday 
activities. Disabilities or health conditions 
may affect mobility, communication, sensory 
functioning, learning, self-care, or the ability 
to perform occupational and social activities. 
In such situations, appropriate technological 
support and adaptive strategies can reduce 
barriers and improve participation.

Assistive technology refers to products, 
equipment, devices, systems, or software 
used to maintain or improve an individual’s 
functioning and independence. These 
technologies may be simple and non-
electronic or may involve sophisticated 
electronic and computer-based systems. 
Examples include wheelchairs, walking 
aids, hearing aids, prosthetic devices, screen 
readers, Braille displays, communication 
devices, and speech-to-text software.

Adaptive strategies are methods used 
to modify a task, activity, environment, or 
routine so that an individual can perform 
it more effectively despite a functional 
limitation. Examples include modifying 
the physical environment, simplifying 
tasks, using accessible learning materials, 
adjusting workstations, using alternative 
communication methods, and organising 
activities according to the individual’s 
abilities and needs.
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The purpose of assistive technology 
and adaptive strategies is not merely to 
compensate for a disability. They can 
promote independence, autonomy, safety, 
participation, accessibility, and quality of 
life. The appropriate intervention depends on 
the individual’s functional abilities, needs, 
preferences, environment, and personal goals.

6.2.4.1 Types of Assistive 
Technology

Assistive technologies can be broadly 
classified according to their level of 
technological complexity. This classification 
is useful for understanding the range of 
options available, although the boundaries 
between categories are not always fixed.

No-Tech and Low-Tech Solutions

No-tech and low-tech solutions are simple 
adaptations that require little or no electronic 
technology. They are generally easy to use, 
relatively inexpensive, and require limited 
training.

No-tech strategies may involve changes 
in posture, positioning, task arrangement, or 
the physical environment. Low-tech devices 
may include walking sticks, specialised 
pencil grips, adapted eating utensils, manual 
magnifiers, page turners, communication 
boards, and other simple aids.

For example, a person with reduced hand 
strength may use an enlarged handle on a 
spoon or writing instrument. An individual 
with difficulty communicating verbally may 
use picture symbols or a communication 
board to express basic needs. These simple 
adaptations can support independence 
without requiring complex equipment.

Mid-Tech Solutions

Mid-tech solutions involve relatively 
simple electronic or mechanical technology. 
They generally require some training but 

are less complex than advanced computer-
based systems.

Examples include digital audio recorders, 
talking calculators, visual timers, electronic 
reminder systems, and basic voice-output 
communication devices. Such technologies 
may support individuals with sensory, 
cognitive, communication, or learning 
difficulties.

For example, a visual timer may help 
an individual understand the duration of an 
activity and prepare for transitions between 
tasks. An electronic reminder system may 
support individuals who have difficulty 
remembering appointments, activities, or 
medication schedules.

High-Tech Solutions

High-tech assistive technologies involve 
advanced electronic, digital, or computer-
based systems. They may require specialised 
assessment, individualised configuration, 
and training.

Examples include powered wheelchairs 
with specialised controls, dynamic-
display Augmentative and Alternative 
Communication (AAC) devices, eye-gaze 
communication systems, advanced prosthetic 
devices, and specialised computer access 
systems.

For individuals with severe motor 
impairments, alternative computer-
access systems may allow computers or 
communication devices to be operated 
through head movements, eye movements, or 
other forms of input. These technologies can 
provide access to communication, education, 
employment, and social interaction.

The selection of high-tech equipment 
should be based on the individual’s functional 
needs rather than simply choosing the most 
advanced technology available.
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6.2.4.2 Adaptive Strategies

Assistive technology is most effective 
when combined with appropriate adaptive 
strategies. Adaptive strategies involve 
modifying the way a task is performed 
or changing the environment so that the 
individual can participate more effectively.

Environmental modification involves 
changing the physical environment to improve 
safety and accessibility. Examples include 
ramps, handrails, accessible pathways, 
appropriate lighting, clear signs, modified 
workstations, and accessible bathroom 
facilities.

Task modification involves changing the 
steps involved in an activity. A complex task 
can be divided into smaller and manageable 
steps. For example, an individual with 
cognitive difficulties may be given one 
instruction at a time rather than a long 
sequence of instructions.

Time and activity management can help 
individuals who experience fatigue, pain, 
attention difficulties, or reduced endurance. 
Activities can be organised according to 
the individual’s capacity, with appropriate 
periods of rest and flexibility.

Accessible learning strategies include 
providing materials in alternative formats, 
using audio materials, large-print materials, 
Braille, captions, screen readers, or other 
appropriate resources.

Communication adaptations may 
involve sign language, picture symbols, 
communication boards, speech-generating 
devices, captioning, or other alternative 
methods of communication.

These strategies should be selected 
according to the individual’s abilities and 
should aim to promote participation rather 
than unnecessary dependence on others.

6.2.4.3 Applications Across 
Functional Domains

Assistive technology and adaptive 
strategies can be used across different areas 
of functioning. The following examples 
illustrate their application in rehabilitation.

Visual Impairment

Individuals with visual impairment 
may require technologies and strategies 
that provide information through auditory 
or tactile means. Screen-reading software 
converts text and other information on a 
digital screen into speech or other accessible 
formats. Braille displays provide tactile 
access to digital text, while magnification 
devices can assist individuals with low vision.

Orientation and mobility training can 
help individuals learn to move safely 
and independently through different 
environments. Environmental adaptations 
such as appropriate lighting, clear pathways, 
high-contrast signs, tactile indicators, and 
accessible layouts can further improve safety 
and participation.

Hearing Impairment

Assistive technologies for individuals 
with hearing impairment include hearing 
aids, cochlear implants where clinically 
appropriate, captioning systems, and other 
communication-support technologies. These 
technologies can improve access to spoken 
information and communication.

Adaptive strategies may include providing 
written or visual information, using captions 
during audiovisual presentations, ensuring 
that the speaker’s face is visible, reducing 
unnecessary background noise, and arranging 
seating to facilitate communication.

In educational settings, accessible 
communication methods can improve 
participation in lectures, discussions, and 
group activities.
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Mobility and Physical Impairments

Individuals with mobility and physical 
impairments may use walking aids, 
wheelchairs, orthoses, prosthetic devices, 
and other assistive equipment. Powered 
mobility devices may provide greater 
independence for individuals who cannot 
use manual wheelchairs effectively.

Adaptive strategies may involve modifying 
the home, educational institution, workplace, 
or other environments. Examples include 
accessible entrances, ramps, appropriate 
pathways, handrails, accessible workstations, 
and suitably arranged furniture.

Tasks can also be modified to reduce 
unnecessary physical effort. Ergonomic 
arrangements, appropriate positioning, task 
simplification, and flexible pacing may help 
individuals perform activities more safely 
and efficiently.

Cognitive, Learning, and Communication 
Difficulties

Assistive technology can support 
individuals who experience difficulties with 
memory, attention, reading, writing, problem-
solving, or communication. Examples include 
electronic reminders, calendars, text-to-
speech software, speech-to-text software, 
word-prediction tools, graphic organisers, 
and communication devices.

Adaptive strategies may include breaking 
complex tasks into smaller steps, using 
checklists, providing clear and structured 
instructions, establishing predictable routines, 
and reducing unnecessary distractions in the 
environment.

For individuals with significant 
communication difficulties, Augmentative 
and Alternative Communication (AAC) 
systems can provide alternative ways of 
expressing needs, thoughts, and preferences. 
AAC may include simple picture-based 

systems as well as electronic speech-
generating devices.

6.2.4.4 Matching Technology to 
Individual Needs

The effectiveness of assistive technology 
depends largely on how well it matches the 
individual’s needs and environment. The 
most technologically advanced device is 
not necessarily the most appropriate one.

Technology selection should consider 
several factors, including:

•	 the individual’s functional 
abilities and limitations;

•	 the specific activity or task 
for which assistance is re-
quired;

•	 personal preferences and 
comfort;

•	 the physical, educational, 
occupational, and social en-
vironment;

•	 cost and availability;
•	 ease of use;
•	 training requirements;
•	 maintenance and technical 

support.

For example, a simple communication 
board may be more appropriate for an 
individual in a particular situation than a 
complex electronic communication device. 
Similarly, a walking aid should be selected 
according to the individual’s mobility needs, 
balance, strength, environment, and ability 
to use the device safely.

Assessment by appropriate rehabilitation 
professionals is therefore important when 
selecting assistive technology. The individual 
should also be involved in the decision-
making process because personal preference, 
comfort, acceptability, and willingness to 
use the technology influence its successful 
adoption.
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6.2.4.5 Barriers to the Effective 
Use of Assistive Technology

Although assistive technology can 
improve functioning and independence, 
several barriers may limit its effective use.

Cost and availability are major concerns, 
particularly for advanced technologies. 
Some individuals may not have access to 
appropriate devices because of financial 
limitations or limited availability in their 
locality.

Lack of training and professional 
support can also reduce effective use. 
Individuals may require instruction in 
using a device, and professionals may need 
appropriate training to assess, recommend, 
and configure assistive technologies.

Mismatch between the technology 
and the user’s needs is another important 
concern. A device may be technically 
effective but unsuitable for the person’s 
daily activities, environment, abilities, or 
preferences.

Maintenance and repair difficulties can 
further interfere with continued use. Lack 
of replacement parts, technical support, or 
repair services may result in interruption 
of access to the technology.

Social and psychological factors can also 
influence technology use. A device may be 
avoided if it is uncomfortable, difficult to 
use, socially unacceptable to the individual, 
or perceived as stigmatising. Therefore, 
successful implementation requires attention 
to both functional and personal factors.

6.2.4.6 Emerging Developments 
in Assistive Technology

Assistive technology continues to develop 
with advances in digital technology, artificial 
intelligence, communication systems, and 
personalised manufacturing.

Artificial intelligence is increasingly 
being incorporated into applications 
that can recognise text, describe visual 
information, support communication, and 
assist individuals with sensory or cognitive 
difficulties. Such technologies may provide 
new ways of accessing information and 
interacting with the environment.

Smart-home technologies can also support 
independence. Voice-controlled lighting, 
appliances, doors, and other environmental 
systems may help individuals with significant 
mobility limitations control aspects of their 
living environment.

Three-dimensional (3D) printing is being 
used to develop customised assistive products 
and components, including prosthetic 
and orthotic devices and adapted tools. 
Customisation can allow devices to be 
designed according to individual functional 
requirements.

Brain-Computer Interfaces (BCIs) 
represent another emerging area of research. 
These systems aim to use brain signals to 
enable communication or control of external 
devices, particularly for individuals with 
severe motor impairments. Although 
promising, many BCI applications remain 
under development and are not yet routine 
rehabilitation solutions.

These developments demonstrate the 
growing potential of technology to support 
accessibility and independence. At the same 
time, technological advancement should 
always be accompanied by appropriate 
assessment, user training, accessibility, 
affordability, and ongoing support.

Assistive technology includes devices, 
equipment, systems, and software that 
support functioning and independence, 
while adaptive strategies involve modifying 
tasks, environments, routines, or methods 
to overcome functional barriers. Assistive 
technologies range from simple no-tech and 
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low-tech solutions to mid-tech and high-
tech systems.

Assistive technology and adaptive 
strategies can support individuals with 
visual, hearing, mobility, physical, 
cognitive, learning, and communication 
difficulties. Their effectiveness depends 
on appropriate matching between the 
person, the technology, the task, and the 
environment. Environmental modification, 
task simplification, accessible learning 
materials, communication adaptations, and 
appropriate time management can further 
enhance participation.

Despite their benefits, cost, limited 
availability, inadequate training, maintenance 
difficulties, and poor person–technology 
fit may limit effective use. Emerging 
developments such as artificial intelligence, 
smart-home systems, 3D printing, and brain-
computer interfaces are expanding the 
possibilities for assistive support. However, 
the central principle remains that technology 
should be selected and used according to the 
individual’s functional needs, preferences, 
goals, and environment.

Recap

	♦ An impairment refers to a loss or abnormality in physical, sensory, or 
psychological functioning.

	♦ A disability refers to a limitation in performing activities because of an 
impairment.

	♦ A handicap may arise when environmental or social barriers restrict a 
person’s participation in society.

	♦ Physical disabilities can affect activities such as walking, standing, or 
moving.

	♦ Sensory disabilities can affect vision, hearing, or other sensory functions.

	♦ Physical and sensory disabilities can have significant emotional, psy-
chological, and social effects.

	♦ The psychological impact of disability may vary according to its onset, 
visibility, individual characteristics, and social environment.

	♦ Acquired disabilities may involve grief, changes in self-image, loss of 
roles, and difficulties in adjustment.

	♦ Family members and caregivers may also experience emotional stress, 
financial difficulties, and caregiving burden.

	♦ Social attitudes and cultural beliefs can influence how individuals with 
disabilities are treated and how they adjust to disability.
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	♦ Modern approaches to disability emphasise rights, accessibility, partic-
ipation, and empowerment rather than pity or exclusion.

	♦ Rehabilitation for mobility impairments may involve physical therapy, 
occupational therapy, medical treatment, and assistive devices.

	♦ Environmental modifications and universal design can improve acces-
sibility and independence.

	♦ Chronic pain can affect physical functioning, emotional well-being, 
social relationships, and quality of life.

	♦ The biopsychosocial approach considers biological, psychological, and 
social factors in the management of chronic pain.

	♦ Cognitive and behavioural interventions can help individuals develop 
effective ways of coping with chronic pain.

	♦ Assistive technology can support mobility, communication, sensory 
functioning, and daily activities.

	♦ Assistive devices range from simple low-tech aids to advanced electronic 
and computer-based technologies.

	♦ Adaptive strategies and environmental modifications can help individ-
uals perform activities more independently.

	♦ Inclusive policies, accessible environments, appropriate rehabilitation, 
and advances in technology can promote participation and quality of 
life for individuals with disabilities.

Objective Questions

1.	 What is meant by impairment?

2.	 What refers to a limitation in performing activities due to an impairment?

3.	 What term refers to social or environmental disadvantage resulting 
from disability?

4.	 Which type of disability primarily affects movement and physical 
functioning?
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5.	 Which type of disability involves loss or reduction of vision?

6.	 What emotional state may occur following the onset of an acquired 
disability?

7.	 What therapy helps individuals improve independence in activities of 
daily living?

8.	 What type of impairment primarily affects walking, standing, or movement?

9.	 What is pain lasting for three months or longer called?

10.	Which model considers biological, psychological, and social factors in 
chronic pain?

11.	Which psychological intervention is commonly used in chronic pain 
management?

12.	What term refers to devices that help individuals with disabilities perform 
activities independently?

13.	What assistive device provides tactile access to written information for 
persons with visual impairment?

14.	What framework helps in selecting assistive technology according to 
individual needs?

15.	What technology enables control of devices through brain signals?

16.	What approach involves modifying the environment to improve accessibility?

17.	What strategy involves dividing a task or information into smaller units?

18.	What training helps individuals with visual impairment navigate their 
surroundings safely?

19.	What model emphasises the rights, participation, and empowerment of 
persons with disabilities?

20.	What technology can provide customised prosthetic devices through 
digital fabrication?
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Answers

1.	 Impairment

2.	 Disability

3.	 Handicap

4.	 Physical

5.	 Visual

6.	 Depression

7.	 Occupational therapy

8.	 Mobility

9.	 Chronic pain

10.	Biopsychosocial

11.	CBT

12.	Assistive technology

13.	Braille

14.	SETT

15.	BCI

16.	Adaptation

17.	Chunking

18.	Orientation

19.	Rights-based

20.	3D-printing
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Assignments

1.	 Examine the psychological impact of physical and sensory disabilities 
and discuss factors influencing psychological adjustment.

2.	 Examine the role of family, caregivers, and society in supporting persons 
with disabilities.

3.	 Imagine a student with visual impairment joins a college classroom. 
Suggest assistive technologies and adaptive strategies to support inclusive 
learning.

4.	 Prepare a case-based rehabilitation plan for a person with mobility 
impairment, including physical, psychological, and environmental 
interventions. 

5.	 Discuss the role of rehabilitation and counselling in helping individuals 
with chronic pain and sensory disabilities adapt to daily life.

6.	 Explain the SETT framework in detail. Discuss how screening, assessment, 
fitting, customization, training, and follow-up contribute to the effective 
use of assistive technology.

7.	 Critically examine how social stigma, discrimination, myths, and lack of 
accessibility affect the psychological well-being and social participation 
of persons with disabilities.
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Introduction

Learning Outcomes

Prerequisite

Upon completion of the unit, the learner will be able to: 

	♦ define the process of rehabilitation

	♦ trace the evolutionary development of the rehabilitation sector in India

	♦ identify various governmental and non-governmental institutions 
contributing to rehabilitation

	♦ understand various legal frameworks and regulatory approaches related 
to rehabilitation

Every human being wishes to live a life with equal opportunities, dignity and 
self-esteem. However, illness, injury, disability, or social barriers can sometimes 
limit a person’s ability to participate fully in everyday life and may restrict them 
achieving their goals. In such cases, is support aimed solely at restoring physical or 
mental functioning sufficient? We need to ensure their inclusion in various places 
like family, community, educational institutions, workplaces, etc. Rehabilitation 
is the process that enables individuals to achieve their highest possible level of 
independence and participation in society.

In India, rehabilitation has evolved from a conventional family-based care 
approach to a more comprehensive approach involving various institutions and 
technologically sophisticated modern rehabilitation practices. It is important to 
understand these essential developments to appreciate how rehabilitation contributes 
to the empowerment and social inclusion of persons with disabilities.
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The Process of Rehabilitation - An 
Introduction

Imagine a person who wants to take 
charge of their future after a period of illness. 
They have goals and aspirations but lack 
confidence, skills, and social support. How 
can they achieve their goals and build a 
more independent life? How can the person 
develop confidence and independence? Let’s 
learn.

 
Fig 6.1.1  Rehabilitation Process

To define rehabilitation, we need to 
explain and explore the process of active 
change by which a disabled person acquires 
and uses the knowledge and skills necessary 
for optimum physical, psychological and 
social function. It is a word describing an 
active process in which at least two people 
are involved: firstly, the person with the 
disability; secondly, a helper or a therapist 
who is there to help the disabled person 
regain some lost skills or competencies 
that he had earlier.  Rehabilitation is one 
of the widely accepted means of treatment 
of chronic physical illnesses, neurological 
disorders, intellectual impairment and 
psychiatric illnesses.  For example, imagine 
a person who develops a disability after 
a stroke works with a therapist to relearn 
daily activities such as walking, dressing, 
and communicating. Can this process of 
regaining skills and improving independence 
be called rehabilitation?

Discussion

Keywords
Rehabilitation, Evolution, Societal Support, Family-Centered Approach, Community 
Based Rehabilitation, Technology Assistance

In exploring rehabilitation in the Indian context, this unit seeks to answer the 
following questions:

	♦ What is rehabilitation, and how has it evolved in India? 

	♦ How do family, community, and traditional support systems contribute 
to rehabilitation?

	♦ What are the principles and significance of Community-Based 
Rehabilitation? 

	♦ What challenges and barriers affect the rehabilitation process?

	♦ How can emerging technologies and Artificial Intelligence enhance 
rehabilitation outcomes?
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Another working definition of rehabilitation 
is that it is an educational, problem-solving 
process focused on activity limitations, to 
optimize patients’ social participation and 
well-being and thereby reducing stress on 
caregivers and family members.

Let us now examine psychiatric 
rehabilitation. In Psychiatry, rehabilitation 
denotes a wide range of interventions to help 
people with disabilities that were caused by 
mental illness improve their functioning and 
quality of life. This is done by allowing them 
to acquire the skills and supports needed to 
be successful in usual adult roles and the 
environments of their choice. These adult 
roles include living independently, attending 
school, working in competitive jobs, relating 
to family, having friends, and having intimate 
relationships. 

Do you have any idea of how many people 
in the country live with disabilities? According 
to the 2011 Census of India, nearly 2.68 crore 
people in the country live with disabilities. 
The number is expected to increase in future 
surveys because the Rehabilitation Council 
of India and the Rights of Persons with 
Disabilities (RPWD) Act, 2016 recognize 
21 categories of disabilities, compared to only 
seven categories under the earlier Persons 
with Disabilities Act, 1995. This highlights 
the urgent need for rehabilitation services 
and trained rehabilitation professionals in 
India.

Role of Rehabilitation Psychology

How can the basic principles of psychology 
be applied in the area of rehabilitation, and 
who performs this work? Let’s discuss.

In the Indian context, rehabilitation 
psychology focuses on helping persons 
with disabilities achieve independence, 
social participation, education, employment, 
and emotional well-being. Rehabilitation 
psychologists work not only with individuals 
but also with families, schools, hospitals, 

rehabilitation centres, and communities. 
Their role is especially important in India 
because many persons with disabilities 
still face social stigma, poverty, lack of 
awareness, and limited access to healthcare 
and educational facilities.

The demand for trained and licensed 
rehabilitation psychologists in India is steadily 
increasing. However, there is still a shortage 
of professionals and training institutions in 
the country. Therefore, greater awareness, 
government support, and expansion of 
rehabilitation education programmes are 
necessary to meet the growing needs of the 
disabled population.

Table 6.1.1 Categories of disabilities 
recognized by the Rights of Persons with 

Disabilities (RPWD) Act, 2016

The Rights of Persons with Disabilities 
(RPWD) Act, 2016 in India recognizes 

21 categories of disabilities.
1. Blindness
2. Low vision
3. Leprosy-cured persons
4. Hearing impairment (deaf and 

hard of hearing)
5. Locomotor disability
6. Dwarfism
7. Intellectual disability
8. Mental illness
9. Autism spectrum disorder
10. Cerebral palsy
11. Muscular dystrophy
12. Chronic neurological conditions
13. Specific learning disabilities
14. Multiple sclerosis
15. Speech and language disability
16. Thalassemia
17. Haemophilia
18. Sickle cell disease
19. Multiple disabilities (including 

deaf-blindness)
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20. Acid attack victims
21. Parkinson’s disease

6.1.1 Evolution of Rehabilitation 
in India

How does the field of rehabilitation evolve 
in India? Which institutions contribute to the 
policy development in the disability sector? 
We’ll explore.

The development of rehabilitation 
psychology in India has been influenced 
by charitable, medical, educational, and 
governmental efforts aimed at supporting 
persons with disabilities. During the early 
period, care for persons with disabilities was 
mainly provided by religious institutions, 
charitable organizations, and hospitals. 
After independence, India began to establish 
organized welfare and rehabilitation services 
for individuals with physical, sensory, 
intellectual, and mental disabilities.

The Government of India introduced 
several important laws and policies to 
protect the rights of persons with disabilities. 
Major legislation includes the Persons with 
Disabilities Act, 1995, the National Trust 
Act, 1999, and the Rights of Persons with 
Disabilities (RPWD) Act, 2016. These laws 
promoted equal opportunities, education, 
employment, accessibility, and rehabilitation 
services for persons with disabilities.

Historically, rehabilitation services in 
India initially focused mainly on medical 
treatment and vocational rehabilitation. 
Over time, the focus expanded to include 
psychological adjustment, social integration, 
inclusive education, mental health, family 
support, and community-based rehabilitation.

Today, , rehabilitation psychology in 
India is viewed as an interdisciplinary field 
that combines psychology, counselling, 
healthcare, education, and social welfare. 
Rehabilitation psychologists work with 

individuals experiencing physical disabilities, 
intellectual disabilities, learning disabilities, 
autism spectrum disorder, mental illness, 
neurological conditions, and other 
developmental disorders. The field continues 
to grow in importance as India moves toward 
a more inclusive society that recognizes the 
rights, dignity, and capabilities of persons 
with disabilities.

In India, the history of rehabilitation 
psychology developed mainly through 
charitable, religious, and governmental 
efforts aimed at supporting persons with 
disabilities, illnesses, and mental health 
conditions. During the colonial period and 
early years after independence, hospitals, 
missionary institutions, and voluntary 
organizations played a major role in providing 
care and rehabilitation services to people with 
disabilities. Religious institutions, charitable 
trusts, and community-based services often 
provided shelter, treatment, and support for 
persons who were physically or mentally 
challenged.

Several non-governmental organizations 
(NGOs) and welfare agencies contributed 
significantly to rehabilitation services in 
India. Organizations such as the Indian 
Red Cross Society, National Association 
for the Blind, Spastics Society of India (now 
ADAPT), and other voluntary agencies 
worked toward education, vocational 
training, and social integration of persons 
with disabilities. These organizations 
emphasized rehabilitation, skill development, 
and employment opportunities. There were 
significant changes in the rehabilitation sector 
in the post-Independence era.

6.1.1.1 Rehabilitation Sector 
after Independence

The Government of India began introducing 
welfare measures and policies for persons 
with disabilities. Special schools, vocational 
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training centres, rehabilitation institutes, and 
mental health facilities were established to 
support individuals with physical, sensory, 
intellectual, and psychological disabilities. 
The focus gradually shifted from charity-
based care to rights-based rehabilitation and 
social inclusion.

The concept of disability in India initially 
emphasized vocational rehabilitation and 
economic productivity. Rehabilitation services 
aimed to help persons with disabilities become 
self-reliant and employable. Government 
schemes encouraged training and employment 
opportunities for disabled individuals so 
they could lead independent and dignified 
lives. Rehabilitation psychology in India 
therefore evolved as a discipline concerned 
with understanding the psychological, social, 
emotional, and vocational needs of persons 
with disabilities.

 

Fig. 6.1.2  Indo-Pak war newspaper 
cutting explaining about injured soldiers.

Wars and national emergencies also 
influenced the development of rehabilitation 
services in India. Rehabilitation programs for 
injured soldiers and war veterans increased 
after events such as the Indo-China War 
(1962), Indo-Pak wars (1965 and 1971), 
and other military conflicts. Medical and 
psychological rehabilitation services were 

expanded to support disabled defence 
personnel. Institutions associated with the 
armed forces played an important role in 
advancing rehabilitation practices in the 
country. 

How might rehabilitation services have 
developed differently if there had been no 
major wars? Think and discuss.

6.1.1.2 Rehabilitation Council of 
India (RCI)

The development of rehabilitation 
psychology in India was further strengthened 
through the establishment of national 
institutes and government bodies. Important 
institutions include the Rehabilitation Council 
of India (RCI), which regulates training and 
professional standards in rehabilitation, and 
the National Institute for the Empowerment 
of Persons with Visual Disabilities, along 
with several other national institutes for 
hearing impairment, intellectual disabilities, 
locomotor disabilities, and mental health 
rehabilitation.

 Fig. 6.1.3   Logo of the Rehabilitation 
Council of India

However, A major milestone in the 
Indian rehabilitation movement was the 
enactment of disability-related laws and 
policies. The Persons with Disabilities 
(Equal Opportunities, Protection of Rights 
and Full Participation) Act, 1995 provided 
legal recognition and rights to persons with 
disabilities. Later, the Rights of Persons 
with Disabilities Act, 2016 expanded the 
categories of disabilities and strengthened 
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provisions related to education, employment, 
accessibility, and social participation.

The multidisciplinary nature of 
rehabilitation psychology is strongly 
reflected in the Indian context. Rehabilitation 
involves cooperation among psychologists, 
psychiatrists, doctors, physiotherapists, 
occupational therapists, speech therapists, 
special educators, social workers, vocational 
counsellors, and community workers. 
Rehabilitation psychology in India focuses 
not only on medical treatment but also on 
social adjustment, family support, community 
participation, education, and vocational 
independence.

Today, rehabilitation psychology in India 
continues to grow as an important field that 
promotes mental health, independence, 
dignity, and quality of life for persons 
with disabilities. The discipline supports a 
holistic approach that integrates physical, 
psychological, social, educational, and 
vocational rehabilitation.

6.1.1.3 From Sympathy to 
Rights: The Rise of Disability 
Advocacy

How did the disability rights movement 
transform the lives of persons with disabilities 
in India?

The disability rights movement gained 
momentum in India from the 1970s onward, 
with an emphasis on dignity, social inclusion, 
and opposition to paternalistic attitudes. 
This led to stronger advocacy for equal 
opportunities in education, employment, 
and accessibility, eventually culminating in 
the Rights of Persons with Disabilities Act, 
2016. Empowerment became the central 
idea of this movement. It viewed persons 
with disabilities as being restricted primarily 
by social and environmental barriers, and 
highlighted the need to remove these barriers 
through policy change and social awareness.

The Rights of Persons with Disabilities 
Act, 2016 was a major milestone for 
persons with disabilities in India. Academic 
institutions, rehabilitation professionals, and 
psychology departments contributed through 
journals, newsletters, and conferences 
that supported knowledge sharing and 
professional development. Editors and 
senior researchers emphasized improving 
the quality of rehabilitation research in India 
to strengthen both academic understanding 
and field-level practice. During this period, 
research increasingly addressed poverty, as 
well as the impact of caste, socioeconomic 
inequality, and regional differences on 
rehabilitation outcomes, reflecting greater 
sensitivity to marginalized populations in 
Indian society.

The role of self-help groups in the 
rehabilitation process was highlighted in 
Indian rehabilitation literature from the 1970s 
onward. By the late 1970s and 1980s, the 
field in India had matured sufficiently to 
recognize contributions of professionals 
who advanced rehabilitation services, 
research, and training. Senior contributors 
played an important role in developing 
early rehabilitation frameworks, academic 
programs, and service models in hospitals 
and community settings.

6.1.1.4 New Therapies 
and Scientific Advances in 
Rehabilitation

How has Rehabilitation Psychology 
in India contributed to the development 
of rehabilitation services and the overall 
inclusion and quality of life of persons with 
disabilities?

Behavioural approaches to chronic pain 
and disability-related adjustment were also 
introduced and developed within Indian 
clinical and rehabilitation settings, influencing 
pain management and rehabilitation services 
in hospitals. Researchers contributed 

196 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



to improving independence, functional 
rehabilitation, and scientific methods used 
in rehabilitation studies in India. Work 
on intellectual and sensory disabilities 
contributed to the development of special 
education, therapy services, and inclusive 
education practices in Indian schools and 
institutions. Another important area of 
development was training rehabilitation 
professionals, with emphasis on building 
competencies required for effective service 
delivery in Indian healthcare and educational 
systems.

To recognize senior contributors to the 
field, awards and honours were established 
within Indian academic and professional 
circles. Early recipients contributed 
significantly to building rehabilitation 
psychology as a discipline in India through 
research, teaching, and development of 
rehabilitation services. Their work helped 
strengthen training programs, clinical 
practice, and policy-oriented rehabilitation 
efforts across the country.

Rehabilitation Psychology in India 
focuses on helping persons with physical, 
mental, neurological, developmental, and 
psychosocial disabilities achieve maximum 
independence, social participation, 
and quality of life. The field integrates 
psychological principles with medical, 
educational, vocational, and community-
based rehabilitation services.

 

  Fig. 6.1.4 National Institute of Mental 
Health and Neuroscience.

India has witnessed contributions from 
several professionals and organizations in the 
field of rehabilitation and disability welfare. 
Institutions such as the Rehabilitation Council 
of India (RCI), National Institute for the 
Empowerment of Persons with Intellectual 
Disabilities, and National Institute of Mental 
Health and Neurosciences have played a 
major role in promoting rehabilitation 
services, training professionals, and 
conducting research.

The Government of India has introduced 
several important laws and policies for 
protecting the rights and dignity of persons 
with disabilities. The most significant among 
them is the Rights of Persons with Disabilities 
Act 2016 (RPWD Act, 2016), which expanded 
the categories of disabilities and ensured 
equal opportunities, non-discrimination, 
education, employment, accessibility, and 
social security for persons with disabilities. 

Fig. 6.1.5 National Institute for 
the Empowerment of Persons with 

Intellectual Disabilities.

The growth of rehabilitation psychology 
has also been supported by organizations such 
as the National Institute for Empowerment 
of Persons with Multiple Disabilities and 
Ali Yavar Jung National Institute of Speech 
and Hearing Disabilities. These institutions 
provide training, research, and rehabilitation 
services across the country.
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Fig 6.1.6 Speech Therapy

Over the years, people with disabilities 
in India have faced various social attitudes 
ranging from sympathy and dependence to 
acceptance and empowerment. Social stigma, 
poverty, lack of awareness, unemployment, 
and inadequate accessibility continue to 
affect rehabilitation outcomes. However, 
government initiatives, non-governmental 
organizations, disability activists, and 
awareness campaigns have improved public 
attitudes toward disability and inclusion.

The role of rehabilitation psychologists 
in India has expanded into hospitals, 
rehabilitation centres, schools, NGOs, 
special schools, mental health institutions, 

correctional settings, and community 
programs. They assess cognitive, emotional, 
behavioural, vocational, and social 
functioning and help individuals adjust to 
disability and improve coping skills.

 

Fig 6.1.7 Neuropsychological 
rehabilitation

Neuropsychological rehabilitation has 
also gained importance in India, especially 
in the management of traumatic brain injury, 
stroke, epilepsy, dementia, and neurological 
disorders. Rehabilitation psychologists use 
psychological assessment, counselling, 
behaviour therapy, cognitive retraining, 
family intervention, and vocational guidance 
to improve patient functioning.

                                         Fig 6.1.8 Physiotherapies

During the last few decades, India has 
experienced rapid growth in rehabilitation 
services due to increased healthcare facilities, 
awareness regarding mental health, disability 
rights movements, and expansion of special 
education and rehabilitation institutions. 

Multidisciplinary rehabilitation teams 
consisting of psychologists, psychiatrists, 
physiotherapists, occupational therapists, 
speech therapists, social workers, and special 
educators now work together to provide 
comprehensive rehabilitation care.
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Table 6.1.2 Evolution of Rehabilitation Psychology in India

Year Milestone / Initiative Key Contribution

1992 Rehabilitation Council of 
India (RCI) Act

Enacted to regulate and monitor 
training programs and rehabilitation 
professionals in India.

1995

Persons with Disabilities 
(Equal Opportunities, 
Protection of Rights and 
Full Participation) Act

Implemented to promote equality, 
protect rights, and ensure the full 
participation of persons with disabilities.

1999 National Trust Act

Enacted for the welfare of persons 
with autism, cerebral palsy, mental 
retardation (intellectual disability), 
and multiple disabilities.

2016 Rights of Persons with 
Disabilities (RPWD) Act

Replaced the 1995 Act and expanded 
the recognized categories of disabilities 
from 7 to 21.

Ongoing 
Initiative

Community-Based 
Rehabilitation (CBR) 
Programs

Promoted in rural and urban areas to 
provide rehabilitation services at the 
grassroots level.

Ongoing 
Initiative

Inclusive Education 
Policies (Sarva Shiksha 
Abhiyan and National 
Education Policy)

Encouraged the educational inclusion of 
children with disabilities in mainstream 
schools.

6.1.2 Traditional Approaches 
in Indian Rehabilitation

Have you ever wondered how we 
rehabilitated people with disabilities in India 
long before the advent of modern medicine 
and rehabilitation sciences? For centuries, we 
have relied on a rich tradition of indigenous 
healthcare systems that focused not only 
on treating illness but also on restoring 
an individual's overall well-being. These 
traditional systems recognized that recovery 
from disease or disability extends beyond 
physical healing and includes improving 
mental, emotional, social, and spiritual 
health. This holistic philosophy has formed 

the foundation of traditional rehabilitation 
practices in India. As one of the world's 
oldest civilizations, we have developed 
healthcare traditions over several thousand 
years through systems such as Ayurveda, 
Yoga, Siddha, Unani, and later Homeopathy, 
all of which have contributed significantly 
to rehabilitation and recovery.

What does rehabilitation really mean for 
us beyond treating a disease or disability? 
As we explore traditional Indian systems 
of medicine, we discover that rehabilitation 
is not simply about eliminating symptoms 
or curing disease. Instead, it aims to help 
us regain our functional abilities, achieve 
independence in our daily activities, and 
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participate actively in our families and 
communities. This broader perspective 
reminds us that true health is a state of 
overall well-being, where physical recovery 
is closely linked with emotional resilience, 
social integration, and an improved quality 
of life.

How does traditional rehabilitation 
differ from the rehabilitation approaches 
we commonly see today? Let us imagine 
a person recovering from a stroke who is 
unable to walk or perform routine activities 
independently. While modern rehabilitation 
may primarily focus on improving muscle 
strength, mobility, and functional skills 
through physiotherapy and occupational 
therapy, traditional Indian approaches 
encourage us to look beyond physical 
recovery. They also consider emotional 
well-being, dietary habits, lifestyle, 
social participation, and spiritual health. 
By addressing all these interconnected 
dimensions, traditional rehabilitation seeks 
to promote complete recovery rather than 
merely treating physical impairment.

Why should we understand the holistic 
philosophy behind traditional rehabilitation? 
Traditional rehabilitation is based on the belief 
that good health results from maintaining 
harmony between the body, mind, and 
environment. It refers to the use of indigenous 
systems of medicine and culturally accepted 
therapeutic practices to restore physical, 
psychological, social, and vocational 
functioning. Unlike the conventional 
biomedical model, this holistic approach 
helps us appreciate the interconnectedness 
of physical health, emotional well-being, 
nutrition, lifestyle, environment, and 
spirituality. It also encourages us to participate 
actively in our recovery while emphasizing 
disease prevention, health promotion, and 
the long-term maintenance of functional 
independence.

How are we integrating traditional 
rehabilitation into India's modern healthcare 
system today? According to the World Health 
Organization (WHO), rehabilitation is a 
set of interventions designed to optimize 
functioning and reduce disability in 
individuals with health conditions. In 
India, we increasingly complement these 
interventions with traditional systems of 
medicine that have gained formal recognition 
through the Ministry of AYUSH and 
various national health programmes. The 
Government of India recognizes Ayurveda, 
Yoga and Naturopathy, Unani, Siddha, and 
Homeopathy under the AYUSH framework. 
Today, these systems are widely practiced 
across the country and are progressively 
integrated with evidence-based rehabilitation 
programmes, helping us improve functional 
outcomes and enhance the overall quality 
of life of persons with disabilities.

6.1.2.1 Ayurveda

Ayurveda, often referred to as the "Science 
of Life," is one of the oldest medical systems 
in the world. Classical texts such as the 
Charaka Samhita and Sushruta Samhita 
describe health as a state of balance among 
the three doshas Vata, Pitta, and Kapha. 
Rehabilitation in Ayurveda aims to restore 
this balance through individualized treatment 
plans based on the patient's constitution and 
health condition.

Common rehabilitation interventions 
include Abhyanga (therapeutic oil massage), 
Panchakarma therapies, herbal medicines, 
medicated steam therapy, dietary regulation, 
and lifestyle modifications. These therapies 
improve circulation, reduce pain and 
inflammation, enhance muscle strength, 
restore joint mobility, and promote 
neurological recovery. For example, a 
patient recovering from a stroke may receive 
therapeutic massage, herbal medications, and 
supervised exercises to improve muscle tone, 
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reduce spasticity, and regain independence 
in daily activities. Ayurveda is also widely 
used in the management of arthritis, paralysis, 
musculoskeletal disorders, chronic pain, 
and age-related disabilities.

6.1.2.2 Yoga

Yoga is an integral component of 
traditional Indian rehabilitation and is 
recognized worldwide as a complementary 
therapeutic intervention. It combines physical 
postures (Asanas), breathing techniques 
(Pranayama), meditation (Dhyana), and 
relaxation practices to improve both physical 
and mental health.

Regular practice of yoga enhances 
flexibility, balance, coordination, muscular 
strength, respiratory efficiency, and 
cardiovascular fitness. It also reduces 
stress, anxiety, depression, and emotional 
disturbances commonly associated with 
chronic disability. Have you noticed how 
controlled breathing helps reduce anxiety 
during stressful situations? Yoga utilizes 
these physiological principles to improve 
rehabilitation outcomes. Scientific studies 
have demonstrated the effectiveness of 
yoga in stroke rehabilitation, Parkinson's 
disease, multiple sclerosis, chronic low back 
pain, osteoarthritis, cardiovascular diseases, 
diabetes mellitus, anxiety disorders, and 
depression. Because yoga can be modified 
according to individual ability, it is widely 
incorporated into community rehabilitation 
programmes across India.

6.1.2.3 Naturopathy

Naturopathy is founded on the belief that 
the body possesses an inherent capacity for 
self-healing. Rehabilitation in naturopathy 
focuses on strengthening this natural healing 
ability through non-pharmacological 
interventions rather than merely treating 
symptoms.

Common therapeutic methods include 
hydrotherapy, mud therapy, massage, 
fasting, dietary therapy, exercise, sunlight 
exposure, and stress management. These 
therapies improve circulation, reduce 
inflammation, enhance metabolism, relieve 
chronic pain, and improve overall physical 
fitness. Naturopathy is frequently used as 
supportive rehabilitation for individuals with 
obesity, arthritis, chronic musculoskeletal 
disorders, metabolic diseases, and lifestyle-
related illnesses.

6.1.2.4 Unani Medicine

The Unani system is based on maintaining 
equilibrium among the body's four humors. 
Rehabilitation emphasizes restoring 
this balance through herbal medicines, 
dietary regulation, regimental therapies 
(Ilaj-bit-Tadbeer), massage, exercise, 
and environmental modifications. Unani 
therapies are commonly used in chronic 
musculoskeletal disorders, neurological 
impairments, inflammatory diseases, and age-
related disabilities. Its holistic philosophy 
promotes gradual restoration of functional 
capacity while improving general health 
and well-being.

6.1.2.5 Siddha Medicine

Siddha medicine originated in South India 
and remains widely practiced, particularly in 
Tamil Nadu. According to Siddha philosophy, 
health depends upon maintaining balance 
among the three vital humors Vali, Azhal, 
and Iyyam. Rehabilitation methods include 
herbal preparations, external therapies, 
therapeutic massage, varmam therapy, 
yoga, and dietary regulation. Siddha 
interventions are commonly used for chronic 
pain, arthritis, paralysis, musculoskeletal 
injuries, neurological disorders, and age-
related disabilities. Because of its regional 
acceptance, Siddha continues to contribute 
significantly to rehabilitation services in 
southern India.
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6.1.2.6 Homeopathy

Homeopathy is another traditional medical 
system commonly practiced in India. It is 
based on the principle of "like cures like" and 
uses highly diluted medicines to stimulate 
the body's healing response.Although many 
patients seek homeopathic treatment for 
chronic illnesses, pain management, 
allergies, and psychosomatic disorders, 
scientific evidence supporting its role in 
rehabilitation remains limited. Therefore, 
homeopathy is generally recommended only 
as a complementary approach alongside 
evidence-based rehabilitation interventions.

The Government of India has actively 
promoted integration of AYUSH systems 
with mainstream healthcare through the 
Ministry of AYUSH, the Rehabilitation 
Council of India (RCI), and various national 
health programmes. Research institutions and 
rehabilitation centres continue to evaluate 

the effectiveness of traditional interventions 
using scientific methods. The World Health 
Organization also encourages countries to 
integrate evidence-based traditional medicine 
into healthcare systems while ensuring patient 
safety, quality assurance, and professional 
regulation.

6.1.3 Role of Family and 
Society in Rehabilitation 

During this period, another important 
work summarised the history of literature 
on psychological adjustment to physical 
disability in the Indian context. Early 
Indian rehabilitation thought emphasized 
the interaction between the individual and 
the environment. This approach became 
important in understanding how visible 
physical differences among persons with 
amputations or locomotor disabilities in India 
influenced reactions of self and others within 
family systems and community settings. 

  Fig. 6.1.9 Family supporting Rehabilitation 

Do you know how emphasis on person–
environment interaction is reflected in India? 
The experience of disability is understood in 
terms of its impact on the individual and the 
person’s opportunity to integrate into family, 
workplace, and community life, especially 
within Indian cultural conditions such as 
joint families, rural–urban differences, and 
social attitudes toward disability. In this 
early period, another significant development 
was the growing association between 
rehabilitation psychology, special education 

services, and emerging professional bodies 
and university departments in India. 

What role does a psychological counsellor 
play in Rehabilitation? How do counselling 
psychology and rehabilitation psychology 
work together to improve quality of life? 
Counselling psychology in India developed 
with an emphasis on supporting individuals 
undergoing normal life transitions such as 
education, employment, marriage, and 
adjustment to social roles. Rehabilitation 
psychology and counselling psychology in 
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India both emphasized vocational adjustment 
and its importance for economic as well as 
psychological independence. The field also 
became more sensitive to understanding 
how individuals respond in adaptive or 
maladaptive ways to disability within Indian 
social and cultural contexts.

Family and caregiver involvement is a 
crucial component of rehabilitation, as it 
plays a significant role in supporting the 
recovery process. Like any other aspect of 
mental health care, family and caregiver 
issues can arise in psychiatric rehabilitation. 

6.1.3.1 Factors affecting Family 
and caregiver involvement

Role Change:

How does role change influence 
rehabilitation? Mental health conditions 
can disrupt the dynamics within a family 
or caregiver relationship, leading to role 
changes. For example, a parent who 
previously took care of their child may 
now find themselves needing to be cared 
for due to a mental health condition. This 
can result in role reversal and challenges 
in adjusting to the new dynamic, causing 
stress and strain on the family or caregiver. 

Emotional Burden:

Taking care of a loved one with a mental 
health condition can be emotionally taxing 
for family members and caregivers. They 
may experience feelings of guilt, sadness, 
frustration, and helplessness. Think about 
the Emotional Burden and how it can lead 
to caregiver burnout, which can impact their 
mental health and well-being. 

Adequate Support:

Do you think getting support from others 
heals us? What will happen if the person 
is not getting adequate support from the 
family or society?  Family members and 
caregivers may face challenges in accessing 

adequate support for themselves. They may 
have limited resources, including financial, 
emotional, and social support, which can 
impact their ability to provide care and 
support to their loved one with a mental 
health condition.

Stigma and Discrimination:

Imagine how it might affect a family when 
they are excluded from social events because 
a relative has a mental illness, causing 
isolation. Does it make it harder for them to 
support the person’s recovery? Mental health 
conditions are often associated with stigma 
and discrimination, which can affect not only 
the individual with the condition but also their 
family members and caregivers. Families 
and caregivers may face social isolation, 
discrimination, and negative attitudes from 
others, which can impact their mental health 
and well-being and create barriers to their 
involvement in the rehabilitation process.

Communication:

Could better communication be the 
key to more successful rehabilitation? 
Effective communication and maintaining 
healthy boundaries can be challenging in 
family and caregiver relationships within 
the context of psychiatric rehabilitation. 
Miscommunication, lack of understanding, 
and difficulty in establishing appropriate 
boundaries can lead to conflicts and 
challenges in providing care and support. 

Education and Information :

Education and Information is another 
important factor that may contribute to 
the success of the rehabilitation process. 
Family members and caregivers may lack 
knowledge and information about health 
conditions, treatment options, and the 
rehabilitation process. This lack of education 
and information can impact their ability to 
understand and support their loved one’s 
recovery journey.
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Personal well-being:

What if a caretaker neglects their own 
personal well-being?  Caring for a loved one 
with a health condition can take a toll on 
the personal well-being of family members 
and caregivers. They may neglect their own 
physical and mental health needs, leading 
to increased stress, exhaustion, and health 
issues.

To address these family and caregiver 
issues, rehabilitation programs should adopt 
a family-centred approach. This includes 
involving families and caregivers in the 
treatment planning process, providing 
education and information about mental health 
conditions and the rehabilitation process, 
facilitating effective communication and 
conflict resolution skills, and promoting self-
care and well-being among family members 
and caregivers. Addressing stigma and 
discrimination through community education 
and advocacy efforts can help reduce the 
social isolation and discrimination faced by 
families and caregivers of individuals with 
various health conditions.

6.1.3.2 Methods for Family 
Centered approach 

What methods can be implemented to 
enhance a family-centered approach? Let 
us explore some strategies that can be used.

a.	 Psychoeducation : Providing 
families and caregivers with 
information about mental illnesses, 
treatment options, and coping 
strategies can help them better 
understand their loved one’s 
condition and develop effective 
ways of supporting them.

b.	 Support Groups : Offering support 
groups specifically for families and 
caregivers can provide a safe space 
for them to share their experiences, 
concerns, and challenges, and 
receive emotional support from 

others who are going through 
similar situations.

c.	 Skills Training: Providing families 
and caregivers with practical skills, 
such as communication, problem-
solving, and stress management, 
can empower them to better cope 
with the challenges of caregiving 
and support their loved one’s 
recovery.

d.	 Respite Care: Offering respite care 
services, such as temporary relief 
from caregiving responsibilities, 
can help caregivers take breaks, 
rest, and engage in self-care 
activities to prevent burnout.

e.	 Collaboration with Mental Health 
Professionals: Collaborating with 
mental health professionals to 
involve families and caregivers 
in treatment planning and 
decision-making can enhance 
the effectiveness of psychiatric 
rehabilitation programs and 
improve outcomes for individuals 
with mental illnesses.

f.	 Family Therapy: Family therapy 
helps improve communication, 
resolve conflicts,strengthen 
relationships, and address 
maladaptive family interaction 
patterns that mayaffect recovery. 
It also promotes collaborative 
problem-solving and enhances 
the family ability to support the 
individual.

g.	 Caregiver Support and 
Counselling : Individual or group 
counselling for caregivers helps 
them manage emotional distress, 
caregiver burden, grief, guilt, and 
anxiety, thereby improving their 
psychological well-being and 
caregiving capacity.

h.	 Community Resource Linkage: 
Families can be connected with 
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community resources such as 
disability benefits, vocational 
services, self-help groups, 
educational support, legal aid, and 
social welfare schemes to reduce 
financial and social burdens.

i.	 Crisis Planning and Relapse 
Prevention: Families can be trained 
to recognize early warning signs 
of relapse, respond appropriately 
during psychiatric crises, ensure 
medication adherence, and 
implement relapse prevention 
strategies, thereby reducing 
hospitalizations and promoting 
recovery.

Fig. 6.1.10 Strategies of Family 
Cantered Approach in Rehabilitation.

 6.1.3.3 Empowerment in 
Rehabilitation 

Can rehabilitation be successful without 
empowering the individual? What does it 
truly mean for a person to take control 
of their own recovery?  We can discuss 
empowerment. The process of enabling 
individuals to exercise their autonomy, 

make choices, and take control of their lives 
is called empowerment. In this area, we 
will explore the key empowerment issues 
in rehabilitation, including the importance 
of self-determination, the impact of stigma, 
the role of peer support, and strategies to 
promote empowerment.

Self-Determination

Self-determination is a fundamental 
principle of rehabilitation that emphasizes 
the importance of individuals’ autonomy and 
choice in the recovery process. Individuals 
with mental illnesses should have the right 
to make decisions about their treatment, 
goals, and daily lives, based on their own 
values, preferences, and needs.

Impact of Stigma

Stigma refers to the negative attitudes and 
beliefs that society holds towards individuals 
with mental illnesses, which can lead to 
discrimination, marginalization, and social 
exclusion. Stigma can undermine individuals’ 
sense of self-worth, limit their opportunities, 
and hinder their ability to achieve their goals. 

Role of Peer Support

Peer support refers to the provision of 
support, encouragement, and guidance by 
individuals who have lived experience with 
mental illnesses, to others who are going 
through similar experiences. Peer support can 
empower individuals with mental illnesses by 
providing them with role models, mentors, 
and sources of hope and inspiration. 

6.1.3.4 Strategies to Promote 
Empowerment

What can be done to help individuals gain 
confidence and take charge of their recovery? 
Rehabilitation programs should consider 
the empowerment needs and challenges of 
individuals with mental illnesses, and provide 
strategies to promote their empowerment.
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   Table 6.1.3 showing Strategies for Empowerment in Rehabilitation 

Strategy Description Benefits

Person-Centered 
Planning

Involving individuals with 
mental illnesses in planning 
and delivering their treatment 
and rehabilitation programs, 
and considering their 
feedback in service delivery.

Promotes participation, 
autonomy, and 
ownership of the 
recovery process.

Recovery-
Oriented 
Practice

Focusing on individuals' 
strengths, goals, aspirations, 
and potential for growth and 
self-determination.

Encourages hope, 
confidence, and personal 
recovery.

Skill-Building

Providing opportunities 
to develop skills such 
as problem-solving, 
communication, and 
self-advocacy.

Enhances functioning, 
independence, and 
self-confidence.

Peer Support

Connecting individuals 
with peers who have lived 
experience of mental illness 
and providing access to peer-
led services.

Reduces isolation, 
offers encouragement, 
and promotes mutual 
learning.

Community 
Integration

Creating opportunities 
for participation in 
community activities such as 
volunteering, education, and 
employment.

Improves social 
inclusion, belonging, 
and quality of life.

6.1.4 Community-Based 
Rehabilitation (CBR)

Imagine a village notices that one of its 
members is rarely seen at school, work, 
or community events. People wonder why 
this person stays at home and how they can 
become more involved. Do you know how 
a community functions?  And what role 
does rehabilitation play in the well-being 
of a community? Let’s get into the topic.

To define community-based Rehabilitation, 
we need to focus on two basic concepts: 

Community-Based Rehabilitation (CBR) 
delivers rehabilitation knowledge and services 
to villages and urban slums, helping people 
take responsibility for improving their own 
lives with the support of CBR workers. In 
other words, CBR is a systematized approach 
within general community development 
whereby persons with disabilities are enabled 
to live a fulfilling life within their own 
community, making maximum use of local 
resources and helping the community become 
aware of its responsibility in ensuring the 
inclusion and equal participation of persons 
with disabilities (PWDs). In the process, 
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PWDs are also made aware of their own 
role and responsibility, as they are part of 
the community.

6.1.4.1 Definition of Community 
based Rehabilitation 

	♦ According to UNESCO & 
WHO, CBR is a strategy within 
community development for 
rehabilitation, equalisation 
of opportunities, and social 
inclusion of all children and 
adults with disabilities.

	♦ United Nations (UN) defines 
CBR as a multi-sectoral strategy 
for improving the quality of life 
of people with disabilities and 

their families by ensuring access 
to health, education, livelihood, 
and social opportunities.

6.1.4.2 Principles of Community 
based Rehabilitation

Do you know how the goals of CBR are 
achieved? CBR aims at the equalization 
of opportunities and social integration 
of all people with disabilities within 
their communities, including indigenous 
communities. In simple terms, CBR refers 
to the delivery of basic services to disabled 
people within their community, including all 
services necessary to improve participation 
and functioning in daily activities.

 

Fig 6.1.11 Principles of Community based Rehabilitation

To accomplish the integrative rehabilitation 
of all people at the community level, five 
principles are established. 

I.	 Equality 

II.	 Social justice

III.	 Solidarity 

IV.	 Integration

V.	 Dignity 
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Fig 6.1.12 Community Based Rehabilitation 

Equality 

Broadly, CBR is implemented through the 
combined efforts of people with disabilities 
themselves, their families and communities, 
and appropriate health, education, vocational, 
and social services. CBR is an appropriate 
rehabilitation program for rural people with 
disabilities, delivered at their doorstep with 
the use of local resources.

Many disabled people may lose hope for 
a better life because of society’s insensitivity 
to their needs for equality. They may be 
denied the right to rehabilitation, education, 
employment, and social integration. Such 
insensitivity may even lead to rejection or 
questioning of their right to life.

Social Justice

Social justice implies that services and 
opportunities provided for disabled people 
should be available to all and not reserved 
for a small group among them. It stands 
to reason that the ultimate goal is to make 
individualized care, training, schooling, 
employment, and income generation 
available to all disabled people. These are 
vital contributory factors to integration and 
self-actualization. As we know, achievement 
of this objective is, however, many years 
away. In the meantime, guided by the 
principle of social justice, society should 
endeavour to build programs that will 
eventually give all disabled people at least 
the essential services.

Solidarity

One of the most fundamental questions 
relative to equality is: “Who has the power 
over a disabled person?” Is it the relatives 
and experts, or is it the disabled individual 
himself or herself?

The responsibility for fostering human 
life is shared by all. Solidarity should be 
shown toward those among us who are 
disadvantaged and need help; children, the 
elderly, and those who have disabilities. 
Many disabled people may see their hope 
for a better life deteriorate in the face 
of social insensitivity to their needs for 
equality. They may be denied the right to 
rehabilitation, education, employment, and 
social integration. Such insensitivity may 
lead to their rejection or even to questioning 
their right to life to achieve this, society must 
overcome prejudice and reject differences 
concerning disabled people, which have 
been reinforced over many centuries by 
tradition and dominant power structures. 
Solidarity of purpose and effort toward this 
end should be seen as a privilege of all and 
not as charity for some.

Integration

Should all members of society join in 
community life? Disabled people are often 
excluded from the activities of society 
because they are looked upon as “special” or 
“strange. There is a clear correlation between 
the policy of providing special, segregated 
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services and the attitudes of most non-
disabled people favouring the segregation 
of disabled people. Segregation of services, 
housing, jobs, education, transportation, and 
so on is mainly caused by social factors and 
cultural prejudice. As long as disabled people 
are out of sight, nobody will get to know 

them, and fear and anxiety about meeting 
these hidden members of society will grow.

Integration of disabled people in all aspects 
of life will, in the long-term perspective, help 
them achieve friendship with and esteem 
from others, and finally attain the degree of 
human dignity now denied to most of them.

Table 6.1.4 Ten basic rules for integrated living.

TEN RULES FOR INTEGRATED 
LIVING

 Family life
 Shelter
 Food
 Schooling
 Education and Training
 Leisure time
 Public services
 Association 
 Economic Opportunities
 Political Participation

Dignity

The final guiding principle is dignity. 
All disabled people should live a life in 
dignity, shouldn’t they? We can define the 
term “dignity” as the quality that earns or 
deserves respect.

Dignity for a disabled person is possible 
when:

	♦ It is recognized that all human 
beings have equal worth and 
equal rights.

	♦ All are willing, in the spirit 
of solidarity, to share the 
opportunities and means needed 
for self-development.

	♦ They are fully participating in 
the life of the community.

6.1.4.3 Objectives of CBR 
Program

Imagine a community where a person 
with a disability is unable to fully participate 
in daily life because of physical and social 
barriers. Over time, the community works 
together to remove these barriers and create 
opportunities for everyone to participate 
equally. What should be the ultimate goal 
of such rehabilitation efforts? To promote 
development that eventually will allow all 
disabled people to live a life in dignity, isn’t 
it?

Achieving this goal requires actions 
focused on, among other things:

	♦ Providing all the rehabilitation 
services needed

	♦ Reducing or eliminating 
environmental barriers
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	♦ Compensating disabled people 
for any loss in their standard of 
living caused by disability

	♦ Promoting social integration and 
self-actualization

	♦ Protecting and ensuring the 
security of disabled people

	♦ Empowering disabled people so 
they can exercise their rights and 
have adequate representation and 
influence in the society where 
they live

6.1.4.4 Implementation of Community-Based Rehabilitation

The success of the above-mentioned 
actions depends on society’s willingness 
to provide the necessary resources and social 
support in a spirit of solidarity. This can be 
achieved only through a change in existing 
attitudes and behavior. Another requirement 
is that our governments take over the leading 

role and assume responsibility for disabled 
people in the same way as they do for non-
disabled citizens. Obviously, it will take 
many years to translate this broad objective 
into practice, so realistic long-term, step-
by-step approaches along with a strategy 
for their application are needed.
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Community-Based Rehabilitation 
(CBR) also aims to ensure that persons 
with disabilities have equal access to 
education, healthcare, employment, and 
other essential community services. It 
promotes independence by developing 
functional and vocational skills, increases 
community awareness to reduce stigma 
and discrimination, encourages active 
participation of families and community 
members in the rehabilitation process, and 
strengthens community capacity to support 
sustainable rehabilitation and inclusive 
development. Early identification, timely 
intervention, and equal opportunities for 
participation in all aspects of community 
life are also key objectives of CBR.

6.1.4.5 Challenges Faced during 
Implementation

Is implementing Community-Based 
Rehabilitation (CBR) in the Indian context 
truly simple, or do stakeholder institutions 
face significant challenges in making it 
successful? What do you think? Imagine 
you walk through a village and see a new 
Community-Based Rehabilitation (CBR) 
programme beginning. On the surface, 
everything looks hopeful; teachers talk 
about inclusion, health workers plan support, 
and the panchayat announces new schemes. 
But look closer. The school has no ramp. 
The health centre lacks trained staff. NGOs 
struggle with limited funding. Government 
departments rarely coordinate, and many 
families still fear social stigma.

Slowly, the community realizes that 
implementing CBR in India is not just about 
starting programmes; it is about overcoming 
challenges like poor infrastructure, lack 
of awareness, shortage of professionals, 
and negative social attitudes. Beneath the 
hopeful plans lies the real struggle of making 
inclusion possible. 

CBR is not difficult because communities 
do not care. It is difficult because changing 

systems, attitudes, and opportunities together 
is far more complex than it first appears.

The major challenges faced are;

I.	 The first challenge is lack of 
coordination, uncertainty about the specific 
department in charge of disability-related 
policy, and inability to obtain social, health, 
educational, and employment opportunities.

II.	  Poverty, both personal and 
household, is the second problem. Poverty 
and income inequality are among the main 
social determinants of healthcare access and 
overall health outcomes. One important factor 
in the poverty that persons with disabilities 
face is social exclusion. Individuals with 
disabilities are marginalized and unable to 
access healthcare services.

III.	  One of the biggest challenges is 
getting people to the locations where health 
and rehabilitation services are offered. 
Accessible transportation is necessary for 
people with disabilities to receive these 
services.

IV.	 Ineffective communication between 
medical professionals and people with 
disabilities. According to a recent study, 
language or communication barriers 
prevented people from using services. 

V.	 Another obstacle is the actual 
infrastructure of medical facilities. Many 
health facilities are outdated and not 
in keeping with universal design and 
accessibility.

VI.	 One of the main obstacles is 
the lack of health professionals with the 
specialized training needed for health-related 
rehabilitation. The deficiency of skilled 
healthcare providers for individuals with 
disabilities in rural areas is recorded.

VII.	  The community’s behaviour, 
motivation, knowledge, and abilities 
regarding disability issues must change 
to fund CBR. Donors and CBR program 
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implementers should communicate 
frequently to persuade donors that CBR 
is a development program for people with 
disabilities in our society and to help them 
change their attitudes.

VIII.	 Professionals with training in 
rehabilitation and community behaviour, such 
as doctors, occupational therapists, physical 
therapists, or vocational trainers, are essential 
to CBR programs. Enhancing the quality 
of human resources requires appropriate 
training in community development and 
rehabilitation techniques. 

6.1.5 Barriers and Challenges 
in Indian Rehabilitation.

Rehabilitation is a comprehensive process 
that enables individuals with disabilities to 
regain their physical, psychological, social, 
and vocational abilities to the maximum 
possible extent. It aims to improve functional 
independence, enhance quality of life, and 
promote active participation in society. 
Despite considerable progress in healthcare 
and disability legislation, rehabilitation 
services in India continue to face several 
barriers and challenges.

Have you ever wondered why many 
people with disabilities are unable to 
receive rehabilitation services even when 
effective treatment methods are available? 
The answer lies in a combination of social, 
economic, geographical, and healthcare-
related challenges.

1. Lack of Awareness

Do people always recognize the 
importance of rehabilitation? Many 
individuals believe that treatment ends 
once a patient leaves the hospital. However, 
rehabilitation is an essential part of recovery 
that helps people regain independence and 
return to their daily lives. Lack of awareness 
among patients, caregivers, communities, 

and even some healthcare professionals often 
lead to delayed referral and poor utilization 
of rehabilitation services.

2. Unequal Distribution of 
Rehabilitation Services

What happens when rehabilitation centres 
are located far from where patients live? Most 
specialized rehabilitation centres in India 
are concentrated in urban areas, while rural 
and remote regions have limited access to 
such facilities. Patients may need to travel 
long distances to receive therapy, making 
regular treatment difficult. This urban-rural 
disparity results in unequal access to quality 
rehabilitation services.

3. Shortage of Rehabilitation 
Professionals

Who provides rehabilitation to individuals 
with disabilities? Successful rehabilitation 
requires a multidisciplinary team that includes 
physiotherapists, occupational therapists, 
speech-language pathologists, rehabilitation 
psychologists, prosthetists and orthotists, 
rehabilitation nurses, physicians, and medical 
social workers. India faces a significant 
shortage of these trained professionals, 
especially in underserved regions, limiting the 
availability of comprehensive rehabilitation 
services.

4.Financial Constraints

Can every family afford long-term 
rehabilitation? Rehabilitation often involves 
prolonged therapy sessions, repeated hospital 
visits, assistive devices, medications, 
and regular follow-up care. Since many 
rehabilitation services are financed through 
out-of-pocket expenditure, economically 
weaker families may discontinue treatment 
due to financial difficulties. Limited insurance 
coverage further increases the burden.
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5. Inadequate Infrastructure

Can rehabilitation be effective without 
proper facilities? Many hospitals and 
rehabilitation centres lack specialized 
equipment, modern therapeutic technologies, 
accessible buildings, and dedicated 
rehabilitation units. Similarly, public places, 
schools, workplaces, and transportation 
systems often lack ramps, elevators, 
accessible toilets, and other barrier-free 
facilities. Such infrastructural limitations 
restrict independent mobility and community 
participation.

6. Social Stigma and Negative 
Attitudes

Why do some people hesitate to seek 
rehabilitation? Disability is still associated 
with stigma and misconceptions in many parts 
of society. Individuals with disabilities may 
experience discrimination, social exclusion, 
and reduced opportunities in education and 
employment. Negative societal attitudes 
may discourage families from seeking 
rehabilitation and reduce the confidence 
of individuals with disabilities.

7. Delayed Identification and 
Referral

Why is early rehabilitation important? 
Early identification of disability and timely 
referral to rehabilitation services significantly 
improve recovery and functional outcomes. 
However, delayed diagnosis, inadequate 
screening programmes, poor referral 
systems, and lack of awareness among 
primary healthcare providers often postpone 
rehabilitation interventions, reducing their 
effectiveness.

8. Poor Multidisciplinary 
Coordination

Can rehabilitation succeed without 
teamwork? Rehabilitation requires close 

collaboration among doctors, nurses, 
therapists, psychologists, social workers, 
patients, and caregivers. Poor communication 
and inadequate coordination among team 
members may result in fragmented care, 
duplication of services, and less effective 
rehabilitation outcomes.

9. Limited Availability of 
Assistive Technology

How important are assistive devices in 
rehabilitation? Assistive technologies such 
as wheelchairs, prosthetic limbs, orthotic 
devices, hearing aids, communication 
devices, and mobility aids play a vital role 
in promoting independence. However, 
high costs, limited availability, inadequate 
maintenance services, and shortage of 
trained personnel often restrict access to 
these essential devices.

10. Challenges in Policy 
Implementation

Are disability laws alone sufficient to 
improve rehabilitation? India has introduced 
several important legislations, including 
the Rights of Persons with Disabilities 
(RPWD) Act, 2016, to protect the rights of 
persons with disabilities. However, effective 
implementation, adequate funding, regular 
monitoring, intersectoral coordination, 
and equitable distribution of rehabilitation 
services remain major challenges.

Growing Need for Rehabilitation Services

Do you know how many people in India 
require rehabilitation? According to the 
Census of India, 2011, nearly 2.68 crore 
people live with disabilities. This number 
is expected to increase because the Rights 
of Persons with Disabilities (RPWD) Act, 
2016 recognizes 21 categories of disabilities, 
compared to only seven categories under 
the earlier Persons with Disabilities Act, 
1995. This growing population emphasizes 
the urgent need to strengthen rehabilitation 
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services, expand the rehabilitation workforce, 
and improve accessibility across the country.

6.1.6 Artificial Intelligence- 
A New Frontier for 
Rehabilitation.

How best to use Artificial Intelligence 
in Rehabilitation? What kind of help can 
an AI-driven system provide to a person 

with disability or who needs rehabilitation 
services 

Can’t we use AI for Diagnosis? Yes!  AI 
has a more precise dataset that enables us to 
make an accurate diagnosis, and it helps in 
planning personalised treatment plans for 
the clients. AI-powered imaging technology 
also helps with enhanced detection of 
abnormalities in vast areas like neurological, 
cardiovascular, and cancer-related conditions.

  
Fig. 6.1.13 AI and VR assisted Rehabilitation 

What about the therapeutic care and 
recovery? AI-empowered robots and 
exoskeletons are already helping clients 
with physical, neurological, and spinal issues 
regain their coordination and balance. Some 
wearable equipment also has built-in sensors 
that monitor vital signs and provide real-
time health data, and it can also be used in 
rehabilitation exercises. Have you heard 
about Virtual Reality or Augmented Reality? 
Immersive AI-driven technologies like virtual 
Reality and Augmented Reality can be used 

in combination with active video games, 
especially for people who are recovering 
from a stroke or any other major neural 
injuries. These technologies are also used 
in vocational and occupational training 
in the rehabilitation process, where they 
provide individuals with useful assistance in 
practising real-life skills such as mimicking 
the activities of daily living and training 
them in the functions required for their 
occupational duties.

Recap

	♦ Rehabilitation is a process that helps persons with disabilities achieve 
maximum physical, psychological, social, and vocational functioning, 
it is an active, educational, and problem-solving process involving both 
the individual and rehabilitation professionals.
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	♦ Rehabilitation aims to enhance participation in education, employment, 
family life, and community activities.

	♦ Rehabilitation psychology applies psychological principles to support 
adjustment, recovery, and social inclusion. Rehabilitation psychol-
ogists work in hospitals, schools, rehabilitation centres, NGOs, and 
community programs.

	♦ India has a large population of persons with disabilities, highlighting 
the need for effective rehabilitation services.

	♦ Early rehabilitation services in India were provided mainly by charitable 
organizations, religious institutions, and hospitals.

	♦ After independence, rehabilitation expanded through government pol-
icies, special schools, vocational centers, and rehabilitation institutes.

	♦ Important laws include the Persons with Disabilities Act (1995), National 
Trust Act (1999), and Rights of Persons with Disabilities Act (2016).

	♦ The RPWD Act 2016 expanded the recognized categories of disabilities 
from 7 to 21 and strengthened disability rights.

	♦ The Rehabilitation Council of India (RCI) regulates rehabilitation 
education, training, and professional standards.

	♦ Family support plays a crucial role in successful rehabilitation and 
recovery.

	♦ Major family challenges include role changes, emotional burden, stigma, 
communication problems, and caregiver burnout.

	♦ Family-centered approaches include psychoeducation, support groups, 
skills training, respite care, and collaboration with professionals.

	♦ Empowerment encourages self-determination, autonomy, decision-mak-
ing, and control over one’s recovery process.

	♦ Community-Based Rehabilitation (CBR) provides rehabilitation services 
within local communities using available resources.

	♦ The five principles of CBR are Equality, Social Justice, Solidarity, 
Integration, and Dignity.

	♦ Artificial Intelligence (AI) supports rehabilitation through accurate 
diagnosis, personalized treatment, robotic assistance, wearable devices, 
and virtual reality-based rehabilitation programs.
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	♦ Lack of coordination, poverty, inaccessible transportation, communica-
tion barriers, inadequate infrastructure, shortage of trained rehabilitation 
professionals, insufficient funding, and negative social attitudes toward 
disability are major barriers to the successful implementation of Community-
Based Rehabilitation (CBR).

Objective Questions

1.	 How many people in India live with disabilities according to the 2011 
Census of India?

2.	 How many disability categories are recognized under the RPWD Act, 
2016?

3.	 Which Act expanded the recognized categories of disabilities from 7 
to 21 in India?

4.	 Which war increased the need for rehabilitation programs for injured 
soldiers in India?

5.	 Who regulates training programs and professional standards in 
rehabilitation in India? 

6.	 What is the main goal of rehabilitation psychology in India?

7.	 Which institution is known for promoting rehabilitation services, 
training professionals, and conducting research in mental health and 
neuroscience?

8.	 How is rehabilitation psychology viewed in India today?

9.	 What is empowerment in rehabilitation?

10.	Which factor can lead to caregiver burnout?

11.	Why is accessible transportation important in CBR?

12.	What technology is used to help stroke patients practice real-life skills 
during rehabilitation?

13.	How does Artificial Intelligence assist in diagnosis?
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14.	Which principle of CBR encourages society to support disadvantaged 
individuals? 

15.	 What is the ultimate goal of Community-Based Rehabilitation programs?

16.	What is psychoeducation in a family-centred rehabilitation approach?

17.	What is the role of peer support in rehabilitation?

18.	Which principle of CBR aims to include persons with disabilities in all 
aspects of community life?

19.	What is one major challenge to implementing CBR in rural areas?

20.	What AI-assisted device helps individuals with physical and neurological 
disabilities regain coordination and balance?

Answers

1.	 Nearly 2.68 crore people

2.	 21 categories

3.	 Rights of Persons with Disabilities (RPWD) Act, 2016

4.	 Indo-China War (1962) and Indo-Pak Wars (1965 & 1971)

5.	 Rehabilitation Council of India (RCI)

6.	 Maximum independence, social participation, and quality of life

7.	 NIMHANS (National Institute of Mental Health and Neurosciences)

8.	 An interdisciplinary field combining psychology, counselling, healthcare, 
education, and social welfare

9.	 Enabling individuals to exercise autonomy, make choices, and take 
control of their lives

10.	Emotional burden

11.	To help persons with disabilities access health and rehabilitation services
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12.	Virtual Reality (VR) and Augmented Reality (AR)

13.	By providing accurate diagnosis and supporting personalized treatment 
planning

14.	Solidarity

15.	To enable all disabled people to live a life with dignity

16.	Providing information about illnesses, treatment options, and coping 
strategies

17.	To provide support, encouragement, and guidance through individuals 
with lived experience

18.	Integration

19.	Lack of trained rehabilitation professionals

20.	AI-powered robots and exoskeletons

Assignments

1.	 Trace the evolution of rehabilitation psychology in India; discuss the major 
milestones, laws, and institutions that contributed to its development.

2.	 Discuss the impact of the disability rights movement in India and 
explain how the Rights of Persons with Disabilities (RPWD) Act, 2016 
transformed the lives of persons with disabilities.

3.	 Describe the role of family and society in the rehabilitation process.

4.	 Explain the factors affecting family and caregiver involvement in 
rehabilitation.

5.	 Explain Community-Based Rehabilitation (CBR) focusing on its principles 
and objectives in promoting inclusion and equal opportunities.

6.	 Examine the major challenges faced during the implementation of 
Community-Based Rehabilitation (CBR) programs in India.

7.	 Differentiate between Rehabilitation Psychology and Community-Based 
Rehabilitation (CBR).
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Legal Framework  
and Key Institutions

Learning Outcomes

Prerequisites

Upon completion of the unit, the learner will be able to:

	♦ analyse the importance of the RPwD Act,2016

	♦ explore the major provisions in the National Trust Act,1999

	♦ examine the role of RCI in Indian Rehabilitation

Imagine a situation where a child with a disability is denied admission in a reg-
ular school, a young adult with disability is unable to find a trained rehabilitation 
professional for proper guidance, and a family caring for a person with autism 
struggles without any structured support or long-term care system. In such cases, 
the absence of proper laws and institutions would leave persons with disabilities 
without rights, protection, and opportunities for development. Who ensures equal 
rights for persons with disabilities? Who makes sure schools are inclusive and 
accessible? Who regulates the professionals providing rehabilitation services? 

These questions highlight the strong need for legal frameworks that protect 
the rights and empower persons with challenges, and to address this, India has 
developed a strong legal and institutional framework through three major laws; 
the Rights of Persons with Disabilities (RPwD) Act, 2016, the National Trust Act, 
1999, and the Rehabilitation Council of India (RCI) Act, 1992. In this chapter, 
we’ll learn the legal policies, and let us slowly explore how various institutions 
protect the rights of rehabilitated people.

2
U N I T
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Keywords

Legal policies in rehabilitation, Right of Persons with Disabilities Act,2016, National 
Trust Act,1999, Rehabilitation Council of India Act,1992, Inclusive Education, Skill 
Enhancement, Benchmark Disabilities, Schemes under National Trust Act.

6.2.1 Legal and Policy 
Framework and Regulatory 
Approaches

Do you know whether a person can be 
denied rehabilitation services, and what the 
various laws say about it? There are thou-
sands of NGOs working in the country for 
education, training, and rehabilitation of 
the handicapped. Until recently, they were 
working on their own, but since 1992, i.e., 
with the formulation and enactment of the 
Rehabilitation Council of India Act 1992 
(RCI), there have been riders on human 
resource development activities, education 
and rehabilitation of the disabled programme 
and projects operating through NGOs as 
well as by Government agencies.

 Currently in India, there are three acts 
related to various disabilities, namely:

	♦ The Rights of Persons with 
Disabilities Act, 2016

	♦ The National Trust for the Welfare 
of Persons with Autism, Cerebral 
Palsy, Mental Retardation and 
Multiple Disabilities Act, 1999

	♦ Rehabilitation Council of India 
Act, 1992

6.2.1.1 Rights Guaranteed under 
The RPwD Act 

Have you ever heard of the Rights of 

Persons with Disabilities (RPwD) Act, 2016? 
Why is it considered a landmark law for pro-
tecting the rights of persons with disabilities 
in India? Let us explore its key provisions 
and significance in ensuring equality, dignity, 
and inclusion for persons with disabilities.

The Rights of Persons with Disabilities 
(RPwD) Act was enacted in 2016 and 
brought into force on 19 April 2017. It 
replaced the Persons with Disabilities (Equal 
Opportunities, Protection of Rights and Full 
Participation) Act, 1995. The objective of 
the RPwD Act is to ensure that all persons 
with disabilities can lead their lives with 
dignity, without discrimination and with 
equal opportunities. The Act lays down 
specific provisions to uphold such rights. 
It incorporates the rights of persons with 
disabilities covered under the United Nations 
Convention on the Rights of Persons with 
Disabilities (UNCRPD), to which India is 
a signatory.  

Let us have a look into some of the import-
ant provisions.

a.	 Persons with disabilities have 
the right to equality, dignity and 
respect for integrity:

 Section 3(1) of the RPwD Act requires 
the appropriate government to ensure that 
persons with disabilities enjoy the right to 
equality, life with dignity and respect for 
their integrity equally with others. 

Discussion

221SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



b.	 Rights of Women and Children:

The Act ensures the rights of women and 
children with disabilities. Section 4 states 
that the appropriate Government and local 
authorities shall take measures to ensure 
that women and children with disabilities 
enjoy their rights on an equal basis with 
others. The section further provides that 
all children with disabilities have the right 
to freely express their views on all matters 
affecting them and that appropriate support 
shall be provided, taking into account their 
age and disability.

c.	 Community Living and 
Independence:

To protect their right to live in the com-
munity, Section 5(2) of the Act requires the 
Government to ensure that persons with 
disabilities are not compelled to live in 
any particular living arrangement. It also 
guarantees access to a range of in-home, 
residential, and other community support 
services, including personal assistance nec-
essary to support independent living, with 
due regard to age and gender.

d.	 Protection from Torture and 
Research Abuse :

Section 6 of the Act requires the govern-
ment to take measures to prevent torture, 
cruel, inhuman or degrading treatment and 
ensure that no person with disability shall 
be a subject of any research without his or 
her free and informed consent. This is to be 
obtained through accessible modes, means 
and formats of communication and prior 
permission of a Committee for Research 
on Disability. 

e.	 Protection from Violence, Abuse 
and Exploitation:

Section 7 of the Act states that victims 
of violence, abuse or exploitation shall be 

rescued, protected and rehabilitated. The 
government is also obligated to create 
awareness about the provisions and make 
it available to the public. Any person or 
registered organization who or which has 
reason to believe that an act of abuse, vio-
lence or exploitation has been, is being, or 
is likely to be committed may inform the 
Executive Magistrate of the incident, who 
thereafter is obligated to rescue, protect, 
rehabilitate and provide maintenance to the 
victim. The police, on receipt of a complaint 
or knowing about such incidents, are obli-
gated to inform the victim of their rights 
to apply for protection, free legal aid, the 
right to file a complaint, and the particulars 
of the Executive Magistrate and the near-
est organization/institution working for the 
rehabilitation of persons with disabilities.  

f.	 Safety During Emergencies and 
Disasters:

Persons with disabilities are entitled to 
equal protection and safety in situations of 
risk, armed conflict, humanitarian emer-
gencies and natural disasters: Section 8 
of the Act requires the National and State 
Disaster Management Authorities to ensure 
the inclusion of persons with disabilities 
in their disaster management activities for 
their safety and protection.

g.	 Protection of Family Relationships:

 Section 9 of the Act is the protection of 
the right of Children with disabilities not to 
be separated from their parents; that no child 
with disability shall be separated from his 
or her parents on the grounds of disability 
except on an order of a competent court, if 
required, in the best interest of the child. 

h.	 Reproductive Rights:

Section 10 of the Act recognizes the repro-
ductive rights of persons with disabilities. 
They need to be provided with access to 
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appropriate information regarding reproduc-
tion and family planning, and no person with 
any disability is subjected to any medical 
procedure which leads to infertility without 
their free and informed consent. 

i.	 Accessible Voting Rights:

The Election Commission is to ensure 
that persons with disabilities can cast their 
vote through Section 11, which states that 
the Election Commission of India and the 
State Election Commissions shall ensure 
that all polling stations are accessible to 
persons with disabilities and all materials 
related to the electoral process are easily 
understandable by and accessible to them. 

j.	 Access to Justice:

Section 12 of the RPwD Act states that 
persons with disabilities have the right to 
access any court or anybody with judicial 
or quasi-judicial or investigative powers 
without discrimination, and steps will be 
taken to provide suitable measures to support 
persons with disabilities, especially those 
living without a family and those requir-
ing high support for exercising legal rights. 
Further, the Section states that the National 
and State Legal Services Authority shall make 
provisions, including reasonable accom-
modation, to ensure access to any scheme, 
programme, facility or service offered by 
them. It is to make all public documents 
available in accessible formats and for this, 
all filing departments, registry, etc, will be 
supplied with necessary equipment. All nec-
essary facilities and equipment to facilitate 
the recording of testimonies, arguments or 
opinions given by persons with disabili-
ties in their preferred language and means 
of communication will be made available. 
Legal rights of persons with disabilities: 

k.	 Equal Recognition Before the Law:

Section 13 declares that the appropriate 
government shall ensure that persons with 

disabilities enjoy equal legal rights on an 
equal basis with others in all aspects of life 
and have the right to equal recognition every-
where as any other person before the law. 

l.	 Limited Guardianship:

Section 14 provides for the appoint-
ment of a limited guardian. It states that if 
a designated authority finds that a person 
with a disability, despite being provided 
with adequate and appropriate support, is 
unable to make legally binding decisions, 
the person may be provided with additional 
support through the appointment of a limited 
guardian. The limited guardian shall assist 
the person in making legally binding deci-
sions on their behalf, in consultation with 
the person concerned and, in such manner, as 
may be prescribed by the State Government.

m.	 Support for Persons with High 
Support Needs:

Section 15 of the Act provides for per-
sons with disabilities who require a high 
level of support. It states that the appropriate 
Government shall designate one or more 
authorities to mobilize the community and 
create social awareness to support persons 
with disabilities in the exercise of their legal 
capacity. The designated authorities are also 
required to take necessary measures to estab-
lish suitable support arrangements for persons 
with disabilities living in institutions, as well 
as for those with high support needs. These 
arrangements are intended to enable them to 
exercise their legal capacity effectively and 
participate in decision-making processes to 
the fullest extent possible.

n.	 Inclusive Education:

The RPwD Act, in Section 16, requires 
the appropriate government and the local 
authorities to ensure that all educational 
institutions funded or recognised by them 
provide inclusive education to children with 
disabilities. 
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Fig 6.2.1 The Rights of Persons with Disabilities Act,2016.

In conclusion, as we can see, the RPwD 
Act, 2016 provides a strong legal framework 
to protect and promote the rights of per-
sons with disabilities. Its provisions aim to 
ensure equality, dignity, inclusion, and full 
participation in society, thereby empowering 
persons with disabilities to lead independent 
and meaningful lives.

Responsibilities of mainstream 
schools to ensure inclusive 
education.

In addition to the above-mentioned pro-
visions, the RPwD Act imposes specific 
obligations on schools and educational 
institutions to promote and ensure inclusive 
education. These provisions are discussed 
below.
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	♦ Admitting children with 
disabilities without 
discrimination. 

	♦ Providing education and 
opportunities for sports and 
recreation activities equally 
with others.

	♦ Making buildings, campuses 
and various facilities 
accessible.

	♦ Providing reasonable 
accommodation according to 
the individual’s requirements.

	♦ Providing necessary support, 
individualised or otherwise, 
in environments that 
maximise academic and social 
development consistent with 
the goal of full inclusion.

	♦ Ensuring that education to 
persons who are blind or deaf 
or both is imparted in the most 
appropriate language, mode or 
means of communication.

	♦ Detecting specific learning 
disabilities in children at the 
earliest and taking suitable 
pedagogical and other 
measures to overcome them.

	♦ Monitoring participation, 
progress in terms of attainment 
levels and completion of 
education in respect of every 
student with disability.

	♦ Providing transportation 
facilities to children with 
disabilities and also the 
attendant of the children 
with disabilities having high 
support needs. 

Specific Measures to Promote 
Inclusive Education

 Section 17 of the Rights of Persons with 
Disabilities (RPwD) Act, 2016 requires the 
appropriate Government and local authorities 
to take specific measures to promote and 
facilitate inclusive education for children 
with disabilities. The measures are listed 
below.

	♦ Conduct a survey of school-
going children every five years to 
identify children with disabilities, 
ascertaining their special needs 
and the extent to which these are 
being met: Provided that the first 
survey shall be conducted within 
a period of two years from the 
date of commencement of this 
Act.

	♦ Establish an adequate number 
of teacher training institutions.

	♦ Train and employ teachers, 
including teachers with disability 
who are qualified in sign language 
and Braille, and also teachers 
trained in teaching children with 
intellectual disability.

	♦ Train professionals and staff to 
support inclusive education at 
all levels of school education.

	♦ Establish an adequate number 
of resource centres to support 
educational institutions at all 
levels of school education.

	♦ Promote the use of appropriate 
augmentative and alternative 
modes, including means and 
formats of communication, 
Braille and sign language to 
supplement the use of one’s 
speech to fulfil the daily 
communication needs of persons 
with speech, communication or 
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language disabilities and enable 
them to participate and contribute 
to their community and society.

	♦ Provide books, other learning 
materials and appropriate 
assistive devices to students with 
benchmark disabilities free of 
cost up to the age of 18 years.

	♦ Provide scholarships in 
appropriate cases to students 
with benchmark disability.

	♦ Make suitable modifications in 
the curriculum and examination 
system to meet the needs of 
students with disabilities such 
as extra time for completion of 
examination paper, facility of 
scribe or amanuensis, exemption 
from second and third language 
courses.

	♦ Promote research to improve 
learning. 

Provisions for Skill Development 
and Employment 

We have already discussed how RPwD 
Act give legal protection for the inclusive 
education of children with disabilities. Think 
about how the law might promote economic 
independence for persons with disabilities? 
One key measure is the government’s respon-
sibility to design skill development and 
employment schemes. Let’s explore

According to Section 19 of the RPwD Act, 
the government should formulate schemes 
and programmes, including provision of 
loans at concessional rates, to facilitate and 
support the employment of persons with 
disabilities, especially for their vocational 
training and self-employment. 

The schemes and programmes are to 
provide for the following: 

I.	 Government should include persons 
with disabilities in all mainstream formal 
and non-formal vocational and skills train-
ing schemes and programmes with proper 
provisions of support and facilities.

II.	 Exclusive skill training programmes 
will be devised for those with developmental, 
intellectual, multiple disabilities and autism 
with active links with the market.

III.	 Maintenance of disaggregated data 
on the progress made in the skill training 
and self-employment is the responsibility 
of the government.

IV.	 Concerned authorities should provide 
Loans at concessional rates.

V.	 Marketing of products made by per-
sons with disabilities. 

VI.	 Persons with disabilities to have pro-
tection against discrimination in employment: 

Also, Section 20 states that no government 
establishment shall discriminate against any 
person with disability in any matter relating 
to employment, provided that the appropriate 
government may, having regard to the type 
of work carried on in any establishment, by 
notification and subject to such conditions, 
if any, exempt any establishment from the 
provisions of this section. Persons with dis-
abilities cannot be denied promotions on 
the grounds of disability.

Rights of Persons with Benchmark 
Disabilities

Now, let us discuss the rights available 
to persons with benchmark disabilities. 
Before discussing the rights of persons with 
benchmark disabilities, it is important to 
understand the meaning of the term ‘bench-
mark disability’. Have you come across this 
concept before? A person with benchmark 
disability is someone who has at least 40% 
of a specified disability, as certified by the 
appropriate medical authority.
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	♦ If the disability can be measured, 
the person must have 40% or 
more disability. 

	♦ If the disability cannot be 
measured in exact terms, a 
person with that disability is 
also considered a person with 
benchmark disability when 
certified by the competent 
authority.

Section 31 of the Act states that notwith-
standing anything contained in the Rights of 
Children to Free and Compulsory Education 
Act, 2009, every child with benchmark dis-
ability between the ages of 6 to 18 years 
shall have the right to free education in a 
neighbourhood school, or a special school, 
of his choice. Further, Section 32 requires all 
government institutions of higher education 
and other higher education institutions receiv-
ing aid from the government to reserve not 
less than 5% seats for persons with bench-
mark disabilities and to give an upper age 
relaxation of five years for admission. 

Additionally, Section 33 requires the 
appropriate government to;

I.	 Identify posts in establishments 
which can be held by respective category 
of persons with benchmark disabilities in 
respect of the vacancies reserved as per the 
provisions of Section 34.

II.	 Constitute an expert committee with 
representation of persons with benchmark 
disabilities for identification of such posts; 
and 

III.	 Undertake periodic review of the 
identified posts at an interval not exceeding 
three years. 

Section 34 requires every appropriate 
government to appoint in every government 
establishment not less than 4% of the total 
number of vacancies in the cadre strength 
in each group of posts meant to be filled 

with persons with benchmark disabilities 
of which, 1% each shall be reserved for 
persons with benchmark disabilities under 
clauses (a), (b) and (c) and 1% for persons 
with benchmark disabilities under clauses 
(d) and (e), namely;

a.	 Blindness and low vision

b.	 Deaf and hard of hearing

c.	 Locomotor disability, including 
cerebral palsy, leprosy cured, 
dwarfism, acid attack victims and 
muscular dystrophy

d.	 Autism, intellectual disability, 
specific learning disability and 
mental illness

e.	 Multiple disabilities from amongst 
persons under clauses (a) to (d) 
including deaf-blindness in the 
posts identified for each disability.

Section 34 states that the appropriate 
government may, by notification, provide 
for such relaxation of upper age limit for 
employment of persons with benchmark 
disability, as it thinks fit. Also, Section 35 
requires the appropriate government and 
the local authorities to, within the limit of 
their economic capacity and development, 
provide incentives to the employer in the 
private sector to ensure that at least 5% of 
their workforce is composed of persons with 
the benchmark disability. 

Provision of Reservation Provided in 
Poverty Alleviation and Development 
of Schemes and Programmes

Have you ever wondered whether per-
sons with disabilities receive special support 
in government welfare and development 
programmes? Achieving equality often 
requires more than equal treatment; it requires 
targeted measures that address existing bar-
riers and create meaningful opportunities. 
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Recognizing this need, the Rights of Persons 
with Disabilities (RPwD) Act, 2016 pro-
vides specific reservation benefits in poverty 
alleviation, housing, land allotment, and 
developmental schemes. These provisions 
are designed to promote social and economic 
empowerment, particularly for persons with 
benchmark disabilities, with special prior-
ity given to women. Let us examine these 
important reservation provisions in detail.

a.	  5% reservation in allotment of 
agricultural land and housing in all 
relevant schemes and development 
programmes, with appropriate 
priority to women with benchmark 
disabilities.

b.	 5% reservation in all poverty 
alleviation and various 
developmental schemes with 
priority to women with benchmark 
disabilities.

c.	 5% reservation in allotment of 
land at a concessional rate, where 
such land is to be used to promote 
housing, shelter, setting up of 
occupation, business, enterprise, 
recreation centres and production 
centres.

6.2.1.2 National Trust Act, 1999

When we think about persons with autism, 
cerebral palsy, intellectual disabilities, and 
multiple disabilities, a crucial question arises; 
: who ensures their care, protection, and 
dignity when their primary caregivers are no 
longer able to support them? It is in response 
to such concerns that the National Trust Act, 
1999 was enacted. The Act establishes a statu-
tory body known as the National Trust, aimed 
at promoting independent living, ensuring 
proper guardianship arrangements, and facil-
itating equal opportunities for persons with 
these disabilities. Let us now explore its 
main objectives in detail.

The objectives of the National Trust in 
particular are:

1.	 To enable and empower persons 
with disabilities to live as 
independently as possible within 
and as close to their community 
as possible

2.	 To facilitate the realisation of 
equal opportunities, protection 
of rights and full participation 
of persons with disability.

3.	 To extend support to its registered 
organisations to provide need-
based services.

4.	 To evolve procedures for 
appointments of guardians 
and trustees for persons with 
disabilities. 

National Trust Act identifies and works 
for the welfare of persons with any of the 
following four disabilities

	♦ Autism Spectrum Disorder (ASD)

	♦ Cerebral Palsy 

	♦ Mental Retardation (now termed 
as Intellectual Disability) 

	♦ Multiple Disabilities 

Guardianship

A guardian is a person who is appointed 
to look after another person or his property. 
They assume the care and protection of the 
person for whom they are appointed the 
guardian. The guardian takes all legal deci-
sions on behalf of the person and the property 
of the ward. The occasion for taking care of 
another person may be his minority, that is, 
a person who has not completed 18 years 
of age. It can also refer to guardianship of a 
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person who, because of physical and mental 
deficiencies, is unable to take care of himself 
or his property. From early times, the con-
dition of minority has been the ground for 
the appointment of guardians in all societies. 
This is because a minor person is consid-
ered unfit to make informed decisions for 
himself, which can be binding on him as 
regards others. Therefore, a minor person is 
treated in law as incompetent to enter into 
a contract with a person who is an adult. 
In all matters, therefore, a minor has also 
been considered unfit to represent himself 
except through his guardian. A guardian 

decides on behalf of the minor to protect the 
interests of the minor and his property under 
the Guardianship and Wards Act, 1890, the 
Indian Contract Act, 1872 and the Mental 
Health Act, 1987. 

For example: When a child loses their 
parents, a legal guardian is appointed to take 
care of their education, health, and property 
until they become an adult. Similarly, if a 
person with a severe disability is unable to 
manage personal or legal matters, a guardian 
is appointed to support and make decisions 
in their best interest.

Fig. 6.2.2 The National Trust Act,1999
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Constitution of Local Level 
Committee (LLC): 

As per Section 13 (1) of the National 
Trust Act 1999, the Board shall constitute a 
Local Level Committee (LLC) for such area 
as may be specified from time to time. As 
per Section 13(2), a local level committee 
(LLC) shall consist of An Officer of the 
Civil Service of the Union or of the State, 
not below the rank of a District Magistrate 
or a District Commissioner of a district; A 
Representative of a Registered Organization; 
and A Person with disability as defined in 
Clause (t) of Section 2 of the Persons with 
Disabilities (Equal Opportunities, Protection 
of Right & Full Participation) Act, 1995 (1 
of 1996). 

Section 13(1) and (2) of the National 
Trust Act, 1999. Local Level Committee 
(LLCs) have been advised to include fol-
lowing as co-opted members in addition 
to the statutory members to assist them in 
their functioning ; District Social Justice 
Officer/District Welfare Officer/District 
Rehabilitation Officer Civil Surgeon or 
Chief Medical Officer, A Psychiatrist of 
the District Hospital , A Reputed Lawyer in 
the district Apart from above, Local Level 
Committee (LLC) could involve any other 
Government Officer or Disability Experts 
for rendering justice to the case and effec-
tive functioning, as per Guidelines issued 
in October 2007, based on Section 13(5) of 
National Trust Regulations. 

Schemes under National Trust Act

Let us explore the various schemes under 
the National Trust Act;

Disha (Early Intervention and School 
Readiness Scheme): This is an early inter-
vention and school readiness scheme for 
children in the age group of 0-10 years 
with the four disabilities covered under the 
National Trust Act and aims at setting up 
Disha Centres for early intervention for a 

person with disability through therapies, 
trainings and providing support to family 
members.

 Vikaas (Day Care): This is a day care 
scheme, primarily to expand the range of 
opportunities available to persons with dis-
abilities for enhancing interpersonal and 
vocational skills as they transition to higher 
age groups. The centre will also offer care-
giving support to persons with disabilities 
during the time the person with disability 
is in the Vikaas centre. 

 Samarth (Respite Care): The objective 
of the Samarth scheme is to provide respite 
homes for orphans or abandoned children, 
families in crisis and also for persons with 
disabilities from Below Poverty Line (BPL) 
and Low Income Group (LIG) families, 
including the destitute with at least one 
of the four disabilities covered under the 
National Trust Act. 

Gharaunda (Group Home for Adults): 
The objective of the Gharaunda scheme is 
to provide an assured home and minimum 
quality of care services throughout the life 
of the person with Autism, Cerebral Palsy, 
Mental Retardation and Multiple Disabilities 
with adequate and quality care service with 
acceptable living standards including provi-
sion of basic medical care from professional 
doctors. 

Niramaya (Health Insurance Scheme): 
The objective of the Niramaya scheme is 
to provide affordable Health Insurance to 
persons with Autism, Cerebral Palsy, Mental 
Retardation and Multiple Disabilities. All 
enrolled beneficiaries will get a health insur-
ance cover of up to Rs. 1.0 lakh as defined 
in the chart, including OPD treatment, med-
icines, pathology, diagnostic tests, etc.

 Sahyogi (Caregiver training scheme): 
This scheme aims at setting up Caregiver 
Cells (CGCs) to provide training and create 
a skilled workforce of caregivers to provide 
adequate and nurturing care for persons with 
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disabilities and their families who require 
it. It also seeks to provide parents an oppor-
tunity to get trained in caregiving if they 
so desire. This scheme provides a choice 
of training through two levels of courses: 
primary and advanced. 

Gyan Prabha (Educational support): 
The Gyan Prabha scheme aims to encour-
age people with Autism, Cerebral Palsy, 
Mental Retardation and Multiple Disabilities 
to pursue educational/vocational courses like 
graduation courses, professional courses and 
vocational training leading to employment or 
self-employment. National Trust will provide 
a specific amount per course to a Person 
with Disability which will generally cover 
fees, transportation, books, out-of-pocket 
expenses (OPEs), etc. 

Prerna (Marketing Assistance): Prerna 
is the marketing assistance scheme of 
National Trust to create viable and wide-
spread channels for sale of products and 
services produced by Persons with disabilities 
(PwDs) covered under the National Trust 
Act. The scheme also provides an incentive 
to the Registered Organisation (RO) based 
on the sales turnover of the products made 
by PwDs and funds their participation in 
sales such as exhibitions, melas, fairs, etc. 
to sell the products made by persons with 
disabilities. 

Sambhav (Aids and Assisted Devices): 
This is a scheme to set up additional resource 
centres, one each in each city of the country 
with a population greater than 5 million (As 
per the 2011 census), to provide information 
and easy access to devices, appliances, aids, 
software, etc. for betterment and empow-
erment of PwDs under the National Trust 
for Persons with Disabilities. 

 Badhte Kadam (Awareness and 
Community Interaction): This scheme 
shall support Registered Organisations (RO) 
of The National Trust to carry out activities 
that focus on increasing the awareness of 

the National Trust disabilities. It aims at 
community awareness, sensitisation, social 
integration and mainstreaming of persons 
with disabilities. 

6.2.2 Role of Governmental 
Institutions for Rehabilitation 
in India 

How are rehabilitation services planned, 
regulated, and delivered to persons with 
disabilities in India? Can the Government 
alone ensure quality rehabilitation ser-
vices for every person with a disability? 
Why do voluntary organizations play an 
equally important role in rehabilitation? 
Let us discuss.

In the Indian context, rehabilitation is a 
multidisciplinary process that requires not 
only medical care but also legal protec-
tion, educational opportunities, vocational 
training, social support, and community 
participation. To achieve these goals, India 
has established several governmental orga-
nizations that formulate policies, regulate 
rehabilitation services, and implement welfare 
programmes. Alongside these governmen-
tal bodies, numerous Non-Governmental 
Organizations (NGOs) provide direct reha-
bilitation services, advocate for disability 
rights, promote inclusive education, create 
employment opportunities, and support inde-
pendent living.

The combined efforts of governmental 
bodies and NGOs help implement the objec-
tives of important legislations such as the 
Rights of Persons with Disabilities (RPwD) 
Act, 2016, the Rehabilitation Council of 
India Act, 1992, and the National Trust Act, 
1999. Together, they work towards ensuring 
equality, accessibility, dignity, and social 
inclusion for persons with disabilities.

Governmental organizations establish 
the legal and administrative framework 
for rehabilitation. They formulate policies, 
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regulate rehabilitation professionals, imple-
ment disability welfare programmes, and 
ensure that rehabilitation services are avail-
able throughout the country.

6.2.2.1 Ministry of Social Justice 
& Empowerment (MSJE)

The Ministry of Social Justice & 
Empowerment (MSJE) is the nodal min-
istry responsible for disability welfare and 
rehabilitation in India. The Ministry was 
renamed in 1998, and in 2012, its Disability 
Division was upgraded as the Department of 
Empowerment of Persons with Disabilities 
(DEPwD), also known as the Department 
of Divyangjan.

Why is this Ministry called the nodal 
ministry? It is because it serves as the 
central authority responsible for planning, 
policy-making, coordination, implementa-
tion, and monitoring of disability welfare 
programmes throughout the country. The 
Ministry formulates national disability 
policies, oversees the implementation of dis-
ability laws, promotes accessibility, supports 
inclusive education, creates employment 
opportunities, provides assistive devices, 
and coordinates various rehabilitation pro-
grammes. It also extends financial assistance 
to voluntary organizations working in the 
field of rehabilitation, thereby strengthening 
rehabilitation services across India.

6.2.2.2 Rehabilitation Council of 
India (RCI)

The Rehabilitation Council of India (RCI) 
was established as a registered society in 
1986 and became a statutory body in 1993 
under the Rehabilitation Council of India 
Act. Why was the Rehabilitation Council of 
India established? Rehabilitation services 
require trained professionals. Without proper 
regulation, the quality of rehabilitation may 
be compromised. Therefore, the RCI serves 
as the apex regulatory body responsible for 

maintaining standards in rehabilitation and 
special education.

The Council regulates and monitors 
training programmes for rehabilitation 
professionals, prescribes minimum stan-
dards of education and training, recognizes 
rehabilitation training institutions and pro-
fessional courses, and maintains the Central 
Rehabilitation Register (CRR). The CRR 
contains the names of qualified rehabili-
tation professionals legally authorized to 
practice in India. By ensuring professional 
competence and ethical practice, the RCI 
plays a crucial role in improving the quality 
of rehabilitation services.

6.2.2.3 National Institute for 
Empowerment of Persons with 
Multiple Disabilities (NIEPMD)

The National Institute for Empowerment of 
Persons with Multiple Disabilities (NIEPMD) 
was established in 2005 at Chennai, Tamil 
Nadu, under the Ministry of Social Justice 
& Empowerment, Government of India. It 
is a national institute dedicated to providing 
comprehensive rehabilitation services for 
persons with multiple disabilities. Who are 
persons with multiple disabilities? They are 
individuals who have two or more disabili-
ties occurring together, such as intellectual 
disability combined with cerebral palsy, 
hearing impairment, or visual impairment. 
These individuals often require the support 
of a multidisciplinary team of rehabilitation 
professionals. Why was NIEPMD estab-
lished? Persons with multiple disabilities 
have complex rehabilitation needs that cannot 
be addressed by a single specialist. Therefore, 
the Government established NIEPMD as a 
Centre of Excellence to provide integrated 
rehabilitation services, professional training, 
research, and community outreach under 
one institution.

The Institute offers a wide range of rehabil-
itation services, including early identification 
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and intervention, special education, physio-
therapy, occupational therapy, speech and 
language therapy, psychological assessment, 
vocational training, family counselling, and 
assistive technology services. How does 
early intervention help children with multiple 
disabilities? Early identification and timely 
rehabilitation improve physical, cognitive, 
communication, and social development, 
enabling children to achieve greater inde-
pendence and participate more effectively 
in education and community life.

In addition to clinical services, NIEPMD 
conducts certificate, diploma, degree, and 
continuing education programmes for reha-
bilitation professionals. Why is professional 
training important? Well-trained profession-
als are essential for providing high-quality 
rehabilitation services and ensuring that 
persons with disabilities receive appropriate 
care based on scientific knowledge and eth-
ical practice. The Institute also undertakes 
research, develops innovative rehabilitation 
techniques, conducts community-based reha-
bilitation (CBR) programmes, and organizes 
awareness campaigns to promote disability 
inclusion. Can rehabilitation be effective 
without family and community participation? 
Certainly not. Therefore, NIEPMD actively 
involves families, schools, healthcare pro-
fessionals, and local communities in the 
rehabilitation process, making rehabilitation 
more holistic, sustainable, and inclusive. 
Through its multidisciplinary approach, 
NIEPMD has become one of India’s lead-
ing institutions for the empowerment of 
persons with multiple disabilities. It not only 
provides direct rehabilitation services but 
also strengthens the national rehabilitation 
system through education, research, capacity 
building, and community outreach, thereby 
contributing significantly to the goals of 
inclusive education, independent living, and 
social participation.

6.2.2.4 National Institute for the 
Empowerment of Persons with 
Visual Disabilities (NIEPVD)

Have you ever wondered how a child 
who cannot see learns to read, write, travel 
independently, or even pursue higher edu-
cation? Can ordinary schools alone provide 
all the support required by students with 
visual impairment? To address these unique 
educational and rehabilitation needs, the 
Government of India established the National 
Institute for the Empowerment of Persons 
with Visual Disabilities (NIEPVD), for-
merly known as the National Institute for the 
Visually Handicapped (NIVH), at Dehradun, 
Uttarakhand.

The Institute serves as the national 
centre of excellence for education, reha-
bilitation, research, and training related to 
visual impairment. How does a person with 
visual impairment read books or study inde-
pendently? NIEPVD develops and distributes 
Braille books, tactile learning materials, 
digital talking books, and assistive tech-
nologies that make education accessible. 
It also provides orientation and mobility 
training, enabling individuals to move safely 
and confidently in schools, workplaces, and 
public spaces.

Can rehabilitation end with education 
alone? Certainly not. NIEPVD also offers 
vocational guidance, career counselling, 
teacher training, low-vision services, and 
family counselling so that persons with 
visual impairment can become independent, 
secure employment, and participate fully in 
society. Through research and innovation, 
the Institute continuously develops better 
rehabilitation practices and assistive devices 
to improve the quality of life of persons 
with visual disabilities.
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6.2.2.5 Ali Yavar Jung National 
Institute of Speech and Hearing 
Disabilities (AYJNISHD)

Have you ever noticed how babies begin 
to learn language simply by listening to the 
voices around them? What happens if a child 
is unable to hear these sounds? Hearing plays 
a vital role in speech, communication, learn-
ing, and social interaction. To address these 
challenges, the Government established the 
Ali Yavar Jung National Institute of Speech 
and Hearing Disabilities (AYJNISHD) in 
Mumbai, Maharashtra.

Can a child with hearing impairment learn 
to speak? Yes. With early identification, 
hearing aids, cochlear implants, speech ther-
apy, and language training, many children 
develop effective communication skills. The 
Institute provides audiological assessment, 
hearing evaluation, speech-language ther-
apy, teacher education, family counselling, 
and professional training. It also promotes 
Indian Sign Language, develops educational 
resources, and conducts research to improve 
rehabilitation practices. By combining 
early intervention with family participa-
tion and modern technology, AYJNISHD 
enables persons with hearing impairment 
to communicate confidently and participate 
successfully in education and employment.

6.2.2.6 National Institute for the 
Empowerment of Persons with 
Intellectual Disabilities (NIEPID)

Why do some children require individu-
alized teaching methods to learn everyday 
skills? Which institution in India develops 
specialized rehabilitation programmes for 
persons with intellectual disabilities? Does 
learning difficulty always indicate poor intel-
ligence? The answer is No. Some children 
have intellectual disabilities, which affect 
their learning, reasoning, problem-solving, 
and adaptive behaviour. To support such 

individuals, the Government established 
the National Institute for the Empowerment 
of Persons with Intellectual Disabilities 
(NIEPID) at Secunderabad, Telangana.

Can persons with intellectual disabil-
ities become independent? Absolutely. 
With early intervention, special education, 
behaviour management, vocational training, 
and family support, they can learn many 
daily living, social, and vocational skills. 
NIEPID provides diagnostic assessment, 
early intervention, teacher training, family 
counselling, research, community-based 
rehabilitation, and vocational education. 
The Institute also develops teaching mate-
rials and rehabilitation models that are used 
across the country. Its programmes help 
individuals improve communication, self-
care, social interaction, and employment 
skills, thereby promoting independent and 
meaningful living.

6.2.2.7 National Institute for 
Locomotor Disabilities (NILD)

How can a person regain mobility after 
losing a limb or experiencing a physical dis-
ability? Can rehabilitation restore confidence 
as well as physical ability? Rehabilitation 
is not only about treating the body but also 
about rebuilding independence. The National 
Institute for Locomotor Disabilities (NILD), 
located in Kolkata, specializes in helping 
persons with locomotor disabilities achieve 
this goal.

The Institute provides physiotherapy, 
occupational therapy, prosthetic and orthotic 
services, assistive devices, vocational reha-
bilitation, counselling, and research. How 
do artificial limbs and mobility aids change 
lives? They enable individuals to walk, 
perform daily activities, pursue education, 
obtain employment, and participate actively 
in society. Through research and professional 
training, the Institute also contributes to 
the advancement of rehabilitation science 
in India.
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6.2.2.8 Composite Regional 
Centres (CRCs)

What happens when specialized reha-
bilitation institutes are located hundreds 
of kilometres away from persons who need 
them? Should rehabilitation services be avail-
able only in metropolitan cities? Certainly 
not. To make rehabilitation services acces-
sible across the country, the Government 
established Composite Regional Centres 
(CRCs).

CRCs provide multidisciplinary reha-
bilitation services such as physiotherapy, 
occupational therapy, speech therapy, psy-
chological services, prosthetic and orthotic 
care, vocational guidance, special education, 
and parent counselling all under one roof. 
Why is it beneficial to receive multiple reha-
bilitation services at one centre? It reduces 
travel, saves time, promotes coordinated 
care, and ensures comprehensive rehabil-
itation for persons with disabilities. CRCs 
also conduct awareness programmes and 
train rehabilitation professionals, thereby 
strengthening rehabilitation services at the 
regional level.

6.2.3 Role of Non-
Governmental Organizations 
(NGOs) in Indian 
Rehabilitation

Can the Government alone meet the 
rehabilitation needs of millions of persons 
with disabilities across India? The answer 
is No. NGOs complement government 
efforts by providing rehabilitation services 
directly to individuals, families, schools, 
and communities. They promote inclusive 
education, vocational rehabilitation, advo-
cacy, awareness, counselling, therapy, and 
independent living. Many NGOs also receive 
financial assistance from the Government 
to implement rehabilitation programmes. 
Let us now examine some of the important 
NGOs involved in rehabilitation.

6.2.3.1 National Centre for 
Promotion of Employment for 
Disabled People (NCPEDP)

The National Centre for Promotion of 
Employment for Disabled People (NCPEDP) 
was established in 1996 as a national-level 
NGO dedicated to empowering persons with 
disabilities. Why is employment consid-
ered an important part of rehabilitation? 
Rehabilitation aims not only to restore 
functional abilities but also to help indi-
viduals become economically independent 
and socially productive. NCPEDP promotes 
equal employment opportunities, advocates 
disability rights, and works towards creating 
barrier-free and accessible environments. 
The organization focuses on six major pil-
lars: Education, Employment, Accessibility, 
Legislation and Policy, Awareness, and Youth 
Empowerment. Through research, advocacy, 
awareness campaigns, and policy interven-
tions, NCPEDP has significantly contributed 
to strengthening disability rights in India.

6.2.3.2 Narayan Seva Sansthan

Narayan Seva Sansthan, established in 
1985 and located in Udaipur, Rajasthan, is 
one of India’s leading charitable organiza-
tions working in disability rehabilitation. The 
organization provides free treatment, correc-
tive surgeries, physiotherapy, rehabilitation, 
and assistive devices for persons affected 
by polio and congenital disabilities. It also 
operates hospitals and residential facilities 
for disabled children and orphans. Why are 
free rehabilitation services important? Many 
families cannot afford expensive medical 
and rehabilitation services. By providing free 
treatment, Narayan Seva Sansthan enables 
economically weaker persons with disabil-
ities to regain mobility, independence, and 
dignity.

6.2.3.3 Pathway India

Pathway India, established in 1975 and 
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based in Chennai, provides rehabilitation 
services for children with intellectual and 
learning disabilities. The organization offers 
both community-based rehabilitation (CBR) 
and institutional rehabilitation services. It 
works closely with parents, schools, ther-
apists, and communities to improve the 
educational, behavioural, and social develop-
ment of children. What is Community-Based 
Rehabilitation (CBR)? It is an approach in 
which rehabilitation services are provided 
within the community by actively involv-
ing families and local resources, enabling 
persons with disabilities to participate fully 
in community life.

6.2.3.4 Ritham Special School

Ritham Special School, established in 
1975 in Tamil Nadu, provides individualized 
education and rehabilitation services for chil-
dren with disabilities. The school conducts 
comprehensive assessments and develops 
individualized education programmes accord-
ing to each child’s strengths and needs. It 
also maintains a low teacher-student ratio 
to ensure personalized attention and effec-
tive rehabilitation. Why is individualized 
education important? Since every child has 
unique abilities and challenges, individual-
ized rehabilitation helps maximize learning 
and developmental outcomes.

6.2.3.5 Vikash

Vikash, established in 1986 in Odisha, 
is a well-known NGO working in disability 
rehabilitation, inclusive education, advocacy, 
therapy, counselling, and community-based 
rehabilitation. The organization provides 
physiotherapy, occupational therapy, speech 
therapy, counselling, residential care, and 
educational support for children with disabil-
ities. It also promotes inclusive education by 
helping children with disabilities study along-
side their peers in regular schools whenever 
possible. How does inclusive education con-
tribute to rehabilitation? Inclusive education 
promotes equality, reduces discrimination, 

improves social interaction, and enables 
children with disabilities to develop confi-
dence and independence.

6.2.3.6 Diya Foundation

The Diya Foundation, established in 1999 
in Bengaluru, specializes in vocational reha-
bilitation for adults with disabilities. The 
Foundation provides life-skill education, 
vocational training, employment preparation, 
workplace readiness, and independent living 
programmes. Why is vocational rehabilitation 
an essential component of rehabilitation? 
Employment enhances self-esteem, financial 
independence, and social acceptance. By 
equipping persons with disabilities with 
employable skills, the Diya Foundation helps 
them become productive and self-reliant 
members of society.

6.2.3.7 NASEOH (National 
Society for Equal Opportunities 
for the Handicapped)

NASEOH, established in 1968, is one 
of the oldest NGOs working in the field of 
disability rehabilitation in India. The orga-
nization provides vocational rehabilitation, 
skill development, employment facilitation, 
counselling, and programmes that promote 
social integration. How does vocational 
rehabilitation improve quality of life? Skill 
development enables persons with disabili-
ties to obtain employment, achieve financial 
independence, and participate actively in 
community life, thereby reducing depen-
dence on others.

6.2.3.8 Adarsh Charitable Trust

The Adarsh Charitable Trust, estab-
lished in 1998 in Kerala, focuses on the 
early identification and rehabilitation of 
children with disabilities. The organization 
provides special education, physiotherapy, 
vocational training, occupational therapy, 
parent counselling, and early intervention 

236 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



services. Why is early intervention consid-
ered one of the most effective rehabilitation 
strategies? Early identification of develop-
mental delays allows timely therapy and 
educational support, which significantly 
improve physical, cognitive, communication, 
and social development while preventing 
secondary complications.

Governmental bodies and Non-
Governmental Organizations play 
complementary roles in the rehabilita-
tion of persons with disabilities in India. 
Governmental organizations such as the 
Ministry of Social Justice & Empowerment 
(MSJE) and the Rehabilitation Council of 
India (RCI) establish policies, regulate 
rehabilitation professionals, implement 
welfare programmes, and monitor rehabil-
itation services. On the other hand, NGOs 
such as NCPEDP, Narayan Seva Sansthan, 
Pathway India, Ritham Special School, 
Vikash, Diya Foundation, NASEOH, and 
Adarsh Charitable Trust provide rehabili-
tation services directly to individuals and 
communities through education, therapy, 
vocational training, counselling, advocacy, 
and community-based rehabilitation.

Can rehabilitation succeed without coop-
eration between governmental agencies and 
NGOs? Certainly not. Effective rehabilitation 
requires collaboration among government 
departments, rehabilitation professionals, 
NGOs, families, schools, healthcare insti-
tutions, and communities. Such coordinated 
efforts enable persons with disabilities to 
achieve independence, equality, dignity, 
social participation, and an improved quality 
of life, thereby fulfilling the vision of an 
inclusive society.

6.2.4 Rehabilitation Council of 
India (RCI) Act , 1992

In this section, we will explore one of 
the major statutory bodies for rehabilitation 
in India, namely the RCI.

The Rehabilitation Council of India 
(RCI) was set up as a registered society 
in 1986. In September 1992, the RCI Act 
was enacted by Parliament, and it became 
a Statutory Body on 22 June 1993. The Act 
was amended by Parliament in 2000 to make 
it more broad-based. The mandate given 
to RCI is to regulate and monitor services 
given to persons with disabilities, to stan-
dardise syllabi and to maintain a Central 
Rehabilitation Register of all qualified pro-
fessionals and personnel working in the field 
of Rehabilitation and Special Education. The 
Act also prescribes punitive action against 
unqualified persons delivering services to 
persons with disabilities.

The following objectives are carried out 
by the Rehabilitation Council of India (RCI):

	♦ Regulation of various training 
policies and programmes in the 
field of rehabilitation of persons 
with disabilities.

	♦ Bringing standardization of 
training courses for professionals 
working in the area of 
rehabilitation.

	♦ Prescribing minimum standards of 
education and training of various 
categories of professionals/ 
personnel dealing with people 
with disabilities

	♦ Regulating these standards in all 
training institutions uniformly 
throughout the country.

	♦ Recognising institutions/ 
organizations/ universities 
running master’s degree/ 
bachelor’s degree/ P.G.Diploma/ 
Diploma/ Certificate courses 
in the field of rehabilitation of 
persons with disabilities

	♦ Recognising degree/diploma/
certificate awarded by foreign 
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universities/ institutions on a 
reciprocal basis.

	♦ Promoting research in 
Rehabilitation and Special 
Education areas.

	♦ Main ta in ing  Cen t ra l 
Rehabilitation Register for 
registration of professionals/ 
personnel.

	♦ Collecting information regularly 
on education and training in the 
field of rehabilitation of people 
with disabilities from various 
institutions in India and abroad.

	♦ Fostering ongoing education 

in rehabilitation and special 
education by partnering with 
disability-focused organizations.

	♦  Maintaining Vocational 
Rehabilitation Centres as 
workforce development centres.

	♦ Recognising the national 
institutes and apex institutions 
on disability as workforce 
development centres.

	♦ Facilitating the registration of 
personnel employed in national 
institutes and apex institutions 
dedicated to disability under 
the Ministry of Social Justice 
& Empowerment.

   Table 6.2.2 Categories of professionals/personnel recognised by RCI.

Categories of professionals/personnel have been covered under the RCI Act as given 
below:

Audiologists and speech therapists  Multipurpose rehabilitation therapists

Clinical psychologists Speech pathologists

Hearing and ear-Mold technicians Rehabilitation psychologists

Rehabilitation engineers and technicians Rehabilitation social workers

Special teachers for educating and training 
the disabled

Rehabilitation practitioners in mental 
retardation

Vocational counsellors Orientation and mobility specialists

 Employment officers and placement 
officers

community-based rehabilitation 
professionals

Administrators

Prosthetists and orthotists

Rehabilitation workshop managers

Rehabilitation counsellors
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Fig 6.2.3 Rehabilitation Council of India Act,1992

Recap

	♦ The Rights of Persons with Disabilities (RPwD) Act, 2016 ensures equality, 
dignity, inclusion, and full participation of persons with disabilities and came 
into force on 19 April 2017, replacing the PwD Act, 1995.

	♦ Section 3(1) guarantees the right to equality, life with dignity, and respect for 
personal integrity for persons with disabilities.
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	♦ Section 4 ensures protection of the rights of women and children with 
disabilities and allows children to express their views with support.

	♦ Section 5(2) ensures community living and independence, including access 
to in-home and community support services.

	♦ Section 7 protects from violence, abuse, and exploitation and ensures 
rescue, protection, and rehabilitation of victims.

	♦ The National Trust Act, 1999 is for the welfare of persons with Autism, 
Cerebral Palsy, Mental Retardation (Intellectual Disability), and Multiple 
Disabilities.

	♦ The Act aims to promote independent living, equal opportunities, protection 
of rights, and full participation of persons with these disabilities.

	♦ It provides guardianship support and legal assistance for persons who 
cannot manage their personal or property-related decisions.

	♦ The Local Level Committee (LLC) under Section 13 includes officials 
like District Magistrate-level officers, representatives of registered orga-
nizations, and persons with disabilities.

	♦ The Act provides schemes such as Disha, Vikaas, Samarth, Gharaunda, 
Niramaya, Sahyogi, Gyan Prabha, Prerna, Sambhav, and Badhte Kadam 
for rehabilitation and support.

	♦ The Rehabilitation Council of India (RCI) was established as a registered 
society in 1986 and became a statutory body in 1993 under the RCI Act, 
1992.

	♦ The RCI Act regulates and standardizes training programmes and services 
in rehabilitation and special education across India.

	♦ It prescribes minimum standards of education and training for rehabilitation 
professionals and monitors uniform implementation.

	♦ It recognizes institutions, universities, and courses in rehabilitation and main-
tains the Central Rehabilitation Register (CRR) of qualified professionals.

	♦ It promotes research, collects information on training, and takes action 
against unqualified persons providing rehabilitation services.
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Objective Questions

1.	 What does RCI stand for? 

2.	 Which organization regulates rehabilitation professionals in India? 

3.	 What is the main objective of the RCI? 

4.	 Which Act replaced the Persons with Disabilities Act, 1995? 

5.	 Who is responsible for disability welfare policy-making in India? 

6.	 Which Act deals with Autism, Cerebral Palsy, and Intellectual Disability? 

7.	 What does the RPwD Act ensure for persons with disabilities? 

8.	 Which section of the RPwD Act deals with inclusive education? 

9.	 How much reservation is provided for persons with benchmark dis-
abilities in government jobs? 

10.	What is the minimum disability percentage for benchmark disability? 

11.	Which organization maintains the Central Rehabilitation Register? 

12.	Why was the RPwD Act, 2016 enacted? 

13.	What does Section 7 of the RPwD Act protect against? 

14.	Which scheme under the National Trust provides early intervention 
for children? 

15.	How does RCI regulate rehabilitation training? 

16.	What does the Niramaya scheme provide? 

17.	Which law provides guardianship for persons with disabilities? 

18.	How many Acts are mainly related to disability in India as per the text? 
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Answers

1.	 Rehabilitation Council of India 

2.	 RCI 

3.	 To regulate rehabilitation education and professionals 

4.	 RPwD Act, 2016 

5.	 Ministry of Social Justice and Empowerment (MSJE) 

6.	 National Trust Act, 1999 

7.	 Equality, dignity, and inclusion 

8.	 Section 16 

9.	 4% 

10.	40% 

11.	RCI 

12.	To ensure rights and inclusion of persons with disabilities 

13.	Violence, abuse, and exploitation 

14.	Disha 

15.	By standardizing courses and training institutions 

16.	Health insurance 

17.	National Trust Act, 1999 

18.	Three 
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Assignments

1.	 Explain the significance of the Right of Persons with Disabilities Act, 
2016.

2.	 Infer the role of the National Trust Act and the schemes provided under 
it in empowering persons with disabilities to live as independently as 
possible within and as close to their community as possible.

3.	 Write a note on “Rehabilitation Council of India Act” specifying its 
objectives.

4.	 List out the categories of professionals/personnel that have been covered 
under the RCI Act,1992.

5.	 Critically evaluate the importance of the RPwD Act, 2016 in promoting 
inclusive education in the disability sector.
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 SREENARAYANAGURU OPEN UNIVERSITY

QP CODE: ………                                         Reg. No     : ....................
                                                                        Name         : ……............

FIFTH SEMESTER BA PSYCHOLOGY  EXAMINATION
DISCIPLINE-SPECIFIC ELECTIVE COURSE

B23PY06DE (CBCS - UG) Rehabilitation Psychology 
2024-25 Admission Onwards 
Model Question Paper- Set - I

Time: 3 Hours                                                                Max Marks: 70  

Section A 
       Objective Type Questions

 Answer any ten questions. Each carries one mark	   (10x1=10 marks) 

1.	 What term refers to the process of restoring or improving functional abilities 
following illness, injury, or disability?

2.	 Which model of disability emphasises the interaction between the individual 
and the environment?

3.	 What ethical principle requires respect for an individual’s right to make 
decisions?

4.	 What type of assessment measures cognitive functioning?

5.	 Expand CBT.

6.	 What is the process of identifying a psychological condition using established 
diagnostic criteria?

7.	 What type of intervention focuses on changing maladaptive behaviour 
through reinforcement?

8.	 What does CBR stand for?

9.	 What type of rehabilitation addresses the psychological and functional needs 
of older adults?

10.	What type of rehabilitation focuses on restoring cognitive abilities following 
brain injury?

246 SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



11.	What technology assists individuals with disabilities in performing activities 
of daily living?

12.	What term refers to the psychological and functional process of adapting to 
disability?

13.	What type of rehabilitation addresses the needs of children with disabilities?

14.	Expand RCI.

15.	What term refers to the organised provision of rehabilitation services within 
the community?

Section B

Very Short Answers 
 Answer any ten. Each question carries two marks.		        (10X2=20)

16.	Define rehabilitation psychology and mention one area of its relevance.

17.	What is meant by the biopsychosocial approach to rehabilitation?

18.	What is informed consent? State one of its important requirements.

19.	What is confidentiality in rehabilitation practice?

20.	What is a standardised psychological test?

21.	What is differential diagnosis?

22.	What is meant by case formulation?

23.	What is cognitive restructuring?

24.	What is social skills training?

25.	What is family therapy?

26.	What are developmental disorders?

27.	What is caregiver support in paediatric rehabilitation?

28.	What is meant by cognitive decline in older adults?

29.	What is cognitive rehabilitation?

30.	What are sensory disabilities?.

247SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



Section C

Short Answers

Answer any five. Each question carries four marks. 	 	              (5X4=20)

31.	Explain the scope and relevance of rehabilitation psychology.

32.	Describe the major ethical principles relevant to rehabilitation practice.

33.	Explain the major types of psychological assessment used in rehabilitation 
settings.

34.	Describe the steps involved in developing a case formulation and treatment 
plan.

35.	Explain the major cognitive and behavioural techniques used in rehabilitation.

36.	Discuss counselling and psychotherapy for individuals with disabilities.

37.	Explain the psychological aspects of childhood disabilities and their 
implications for rehabilitation.

38.	Discuss the psychological aspects of ageing and disability in geriatric 
rehabilitation.

39.	Explain the psychological impact of physical and sensory disabilities.

40.	Discuss the evolution of rehabilitation practices in India.

Section D

Essay/Long Answers

Answer any two. Each question carries ten marks. 			             (2X10=20) 

41.	Trace the historical development of rehabilitation psychology. Discuss the 
major theoretical frameworks and models that guide rehabilitation practice.

42.	Discuss psychological assessment and diagnosis in rehabilitation settings. 
Explain assessment of cognitive, emotional and behavioural functioning, 
standardised tests, interpretation of results, diagnostic criteria, differential 
diagnosis, case formulation and treatment planning.

43.	Discuss cognitive-behavioural and psychosocial interventions in 
rehabilitation. Explain behavioural modification, reinforcement strategies, 
skills training, problem-solving, counselling, family therapy, support groups 
and social skills training.

44.	Explain rehabilitation across the lifespan and in specific populations. Discuss 
paediatric and geriatric rehabilitation, neuropsychological rehabilitation, 
physical and sensory disabilities, chronic pain, assistive technology and 
adaptive strategies..
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 SREENARAYANAGURU OPEN UNIVERSITY

QP CODE: ………                                         Reg. No     : ....................
                                                                        Name         : ……............

FIFTH SEMESTER BA PSYCHOLOGY  EXAMINATION
DISCIPLINE-SPECIFIC ELECTIVE COURSE

B23PY06DE (CBCS - UG) Rehabilitation Psychology 
2024-25 Admission Onwards 

Model Question Paper- Set - II

Time: 3 Hours                                                                Max Marks: 70  

Section A 
       Objective Type Questions

 Answer any ten questions. Each carries one mark	   (10x1=10 marks) 

1.	 What term refers to the ability of a person to make choices and act according 
to personal preferences?

2.	 Which ethical principle requires rehabilitation professionals to act for the 
benefit of the individual?

3.	 What type of assessment involves systematic observation of an individual’s 
behaviour?

4.	 What term refers to the established standards used for identifying a psychological 
disorder?

5.	 Who is associated with the development of operant conditioning?

6.	 What type of therapy emphasises unconditional positive regard and acceptance?

7.	 What technique uses role play to develop appropriate interpersonal behaviour?

8.	 What type of rehabilitation focuses on improving functioning following a 
brain injury?

9.	 What term refers to persistent pain that may require rehabilitation intervention?

10.	What term refers to strategies used to compensate for functional limitations?

11.	What type of intervention involves participation of family members in the 
therapeutic process?

12.	What approach to rehabilitation uses local resources and community participation?

249SGOU - SLM - BA  Psychology - Rehabilitation Psychology 

SG
O

U



13.	What term refers to rehabilitation services provided through multiple professional 
disciplines?

14.	What term refers to the psychological well-being and functioning of older 
adults in rehabilitation?

15.	Name one type of organisation other than a governmental body that provides 
rehabilitation services?

Section B

Very Short Answers 
 Answer any ten. Each question carries two marks.		        (10X2=20)

16.	What is meant by historical development in rehabilitation psychology?

17.	What are professional boundaries?

18.	What is meant by professional competence in rehabilitation practice?

19.	What is comprehensive psychological assessment?

20.	What is meant by interpretation of assessment results?

21.	What is a treatment plan?

22.	What is behavioural reinforcement?

23.	What is problem-solving training?

24.	What is meant by a person-centred approach to rehabilitation?

25.	What are support groups?

26.	What is meant by learning disability?

27.	What is the role of caregivers in geriatric rehabilitation?

28.	What is meant by a multidisciplinary approach in neuropsychological 
rehabilitation?

29.	What is chronic pain rehabilitation?

30.	What is assistive technology?

Section C

Short Answers

Answer any five. Each question carries four marks. 	 	              (5X4=20)
31.	Explain the major theoretical models that provide a framework for 

rehabilitation practice.

32.	Discuss the importance of professional competence, professional 
boundaries and cultural sensitivity in rehabilitation.
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33.	Explain the role of psychological assessment in diagnosis and rehabilitation 
planning.

34.	Discuss skills training and problem-solving approaches in rehabilitation.

35.	Explain the adaptations required in counselling individuals with intellectual 
and developmental disabilities.

36.	Discuss family therapy and support groups as psychosocial interventions in 
rehabilitation.

37.	Explain interventions for developmental disorders and learning disabilities 
in paediatric rehabilitation.

38.	Discuss interventions for cognitive decline, mobility problems and chronic 
illness in geriatric rehabilitation.

39.	Explain cognitive rehabilitation techniques used following brain injury.

40.	Discuss assistive technology and adaptive strategies for individuals with 
physical and sensory disabilities.

Section D

Essay/Long Answers

Answer any two. Each question carries ten marks. 			             (2X10=20) 
41.	Discuss the ethical and legal considerations in rehabilitation psychology. 

Explain ethical principles, disability rights, confidentiality, informed 
consent, professional boundaries, and the importance of culturally sensitive 
practice.

42.	Discuss counselling and psychosocial interventions for individuals 
with disabilities. Explain psychological adjustment, autonomy and self-
determination, emotional well-being, self-esteem, coping, problem-solving, 
social skills, family involvement and community-based interventions.

43.	Explain neuropsychological rehabilitation and rehabilitation for physical 
and sensory disabilities. Discuss brain injury, cognitive rehabilitation 
techniques, multidisciplinary rehabilitation, mobility impairments, chronic 
pain, sensory deficits, assistive technology and adaptive strategies.

44.	Trace the evolution of rehabilitation practices in India. Discuss traditional 
approaches, the role of family and community, Community-Based 
Rehabilitation, barriers and challenges, emerging applications of Artificial 
Intelligence, governmental and non-governmental organisations, legal and 
policy frameworks, and the role of the Rehabilitation Council of India.
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