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Abstract

This paper outlines the findings of an exploratstydy conducted in one large regional
TAFE Institute in 2008 aimed at understanding tkied experience of TAFE students
with a mental illness. The study employed a qualitamethodology located within an

interpretive paradigm and influenced by the thecaétframework of phenomenology.

Data was analysed thematically. Central to studectunts of their experience was the
unpredictable relationship between the sense df @&l the mental illness and its
disruptive impact on learning. The most significagpect of the findings concerned the
students’ choice not to disclose their illness #rel function of this non disclosure as a
strategy for minimising the power of the illnesspthe self. Non-disclosure of mental
illness in most tertiary settings in Australia peats the student from obtaining the
reasonable adjustment all educational facilitiess required to make in accordance with
the Disability Discrimination Act. To consider nalisclosure as a means of regaining

power over the iliness is to challenge the thinkinderlying current policies.

Introduction

There is increased political pressure on vocatiosdlication and training (VET)
institutions to increase the workforce participatiof people with a mental illness
(COAG, 2006a, 2006b). This was initially driven thye Howard Government@/elfare-
to-Work policy in the 2005-2006 Budget. Following the eiectof the Rudd Labor
government in 2007, social inclusion has now adiga the Federal Government policy
agenda. However, as Edwards (2008) argues, bemaally included’ can be seen as the

opposite of ‘excluded’ and in the Australian pali discourse it appears that inclusion



most often equates to being employed and econdmisedductive (Gillard and Wong,
2007). Yet it needs to be recognised that thosle avdisability, including mental illness,
generally have lower levels of labour force pap@tion and education than others (the

National Mental Health and Disability Employmenta®¢gy Update, 2008).

A clear role has been identified for vocational @tion and training in bringing people
into the workforce (Barnett and Spoehr, 2008) dnsl taises the important issue of the

capacity of the VET sector to respond to learndre are likely to have complex needs.

Research indicates that students who disclose damiimess generally have lower
course and subject completion rates than most alisability groups and the vocational
education and training sector as a whole (Cavalktraal, 2005). Herein lays the
challenge. The VET sector must balance the reqainésn of government policy,
particularly around funding, with the educationa&eds of a group of students with a
particular need, in this case mental illness. TAHES long been recognized as a key

provider of these vocational and training services.

In NSW, the numbers of TAFE students with a meiltakss appears to be on the
increase. In 2001 the number of enrolled studerits disclosed a mental illness was
2,709. In 2006 this figure had grown to 5,119. Whihis is an increase of 89% it
represents just 1.2 % of the total student popadatin 2006 (Data Warehouse,

TAFENSW, 2007). These percentages are reflectéoeiiRegional Institute (TAFENSW

Regional Institute) chosen as the location for gtigly. In 2006, the Regional Institute
reported that 214 enrolled students disclosed ataheéliness: 91 of these students
completed their course, 123 of these students alicourse complete (Data Warehouse,
2007).

The question of how the VET sector can best supgperheeds of students with a mental
illness within the current political context is @neplex and challenging one. The
challenge is made even greater when considerasiagiven to the inherent diversity

within the VET sector. In order to begin exploritigs issue, a small qualitative study



was designed to develop our understanding of trexd liexperience of TAFE students

with a mental illness.

Literature Review

Having a diagnosed mental illness veasondition of entry into the current study. A
search of the literature revealed mental disordenental illness (terms often used
interchangeably) defined in a number of ways. ThelivHealth Organisation (1993)
uses the term mental disorder rather than diseasddr to a set of clinically
recognisable symptoms or behaviours, associatewst cases with distress and
interference in personal functions. The phmaental iliness consistently refers to this
same set of clinically recognizable symptoms (Andrel999; Whiteford, 2002; Jorm et
al, 2004).

Mechanic (1999) defines mental illness as behauiwairdeviates from the norm and
results in the affected person or others in thernamty defining it as a problem

requiring intervention. Regardless of the defimtithere appears to be consensus that
mental disorder or mental illness creates disrumptiathe life of the affected individual. It
is important to note thahe term mental illness represents more than mbatdth
problems, a term used to refer to short-term a@versntal health states which can occur
in response to life stressors and challengingelfents (Waghorn & Lloyd, 2005).

In the present study, mental iliness refers taddity diagnosed mental disorders such as
the anxiety, affective, and psychotic disorderdettned by DSM-IV (American
Psychiatric Association, 1994) and ICD-10 (WHO, 3p8lassification systems. TAFE
students seeking reasonable adjustment for a mgistater are required to meet this
definition of mental illness.

Research indicates that the onset of mental illrezss affect secondary or tertiary
educational attainment as well as vocational trgjrand normal career development. By

disrupting education, mental illness can indirecuse long-term unemployment and



limit career prospects (Waghorn and Lloyd, 2005he Theed to restore educational
attainment following disruption by mental illnessrecognised by the National Mental
Health Plan 2003-2008 (p. 22).

The prevalence of mental illness in the generalfadjiopn allows for interesting parallels

to be drawn with the population of TAFE studentshva diagnosed mental illness. The
only Australian national mental health survey cawgradolescents found that 13% of
youth aged 13-17 years had a mental health probienthe past six months (Sawyer, et
al, 2000). Many students completing apprenticeshipd TAFE alternatives to school

based curriculum for years 10, 11 and 12 fall witthis age range.

A major population survey of Australian adults fduthat in any one year, one in five
adults have enough symptoms to be diagnosed witterstal disorder (Andrews et al,

1999). This study was replicated in 2007 and pened rates were confirmed (ABS,
2008). Of the 13,464 participants in the 1997 (Amds et al, 1999) survey who were
studying at tertiary level, 20.6% of those ideetifias having a mental disorder. In the
2007 survey 26% of young people had a mental désordrhis data is of particular

relevance to TAFE as a provider of post-compulsalycation.

The national prevalence data on mental disordeiustralia indicates a high level of
under disclosure amongst TAFE students. This peexa data is in keeping with other
developed countries (Keyes, 2007). Non-disclosuvalev appear to be the norm rather
than the exception for the TAFE student with a rakitiness. Disclosure rates for the
Regional Institute represent less than 1% of th&l tetudent population (Data
Warehouse, 2007).

The available research concerned with the studéht mental illness within the TAFE
environment is primarily concerned with the impos$tpsychiatric symptomatology for
the student and resultant impact on the organisatia its staff. Much of this research

focuses on resources and strategies for teachitg@wport staff, directed to increasing



responsiveness to this group of students (Andrevidckean, 1999; Miller and Nguyen,
2008; Disability Programs Directorate, NSW DET, 200

While educator awareness has undoubtedly increéisediact remains that students with
a disclosed mental illness are under representesbuinse completion statistics. There
also remains a very low uptake of the support sesv/available to this group (Bathurst
and Grove, 2002). There is thus an urgent needhdlerstand why this is happening —
why students are not disclosing and why they areagoessing support services? By
seeking to explore the lived experience of TAFEIstis with a mental illness, this study

addresses a notable gap in the literature.

International research literature (Tinklin et af08, Mowbray et al, 2006, Kadison &
DiGeronimo, 2004) indicates a growing interesthie impact of mental illness on the
experience of post-secondary education and thetegtedepth and understanding has

been afforded by the studies using a more phendaginal way of knowing.

M ethodology

In order to provide a better understanding of tkied experience of mental illness and
learning for participants, phenomenology was chosen the guiding theoretical

framework for this exploratory qualitative inquiry.

Non-probability purposive sampling techniques eedblecruitment for this study.
Detailed information was distributed in a varietly ways in selected campuses and
participants were recruited by ‘opting-in’. The diyarticipants (four male and one
female) were fulltime students aged between 224dngears of age with a mental illness
that meets the criteria of a clinically diagnosedntal disorder as defined by DSM-IV
(American Psychiatric Association, 1994) and ICD-QHO, 1993) classification

systems. This criterion was chosenldd-E students seeking reasonable adjustment for a



mental disorder are required to meet this definittb mental iliness. It is of real interest

that none of the participants had disclosed theintal iliness to TAFE staff.

Data was collected using an in-depth, semi-strectunterview. Data collected during

interviews was tape recorded and transcribed vienb&espondents were provided with
a transcribed copy of the interview and given leav@rovide feedback. Data analysis
employed a thematic approach which is particulasiyted to phenomenologically

influenced research. The themes that emerged wapped and constantly reviewed.
Credibility and confirmability have been ensuredotlgh the processes of member
checking, peer debriefing and documenting to ensoresistency and control bias and
preconception An initial draft of the findings alted for a higher level of abstraction

with the plausibility of the findings under constarutiny. This process of data analysis
allowed for the development of an overall desooiptof the experience of learning for
the student with mental iliness.

Findings and Discussion

The experience of learning for the TAFE studenhwitmental illness revealed itself to
be multifaceted. Complexity not withstanding, savewverarching themes consistently
characterised the participant’s accounts of thedligncounter with student life.
Understanding the experience of learning for thie participants can be best understood
through four dominant themes relating to the $k#,secret, the learning and the future.

These are all discussed below.

The self

Central to the concept of mental health is the duakess of mind and body. The
development of ideas about mind and self have beéme core of thousands of years of
philosophical debate and essentially attempt tinddhe very essence of what it means
to be human. If indeed the mind is the self, thespnce or absence of a mental disorder
may influence the fundamental ideas humans hatleeofiselves (Pritchard, 2006).



The essence of the individual, the self, was a dantipreoccupation for all participants,
and this self was portrayed as essentially fallibi@ch person spoke of the difficulty in
understanding the self and of the struggle to eadfag self in the process of learning.
For all participants the self was seen as oftenenalble, at times un-likeable and
regularly unreliable and unpredictable. This falilip seemed inextricably bound to the

mental illness.

It was the unpredictable, and by definition, uraiele self that seemed to make it hard to
sustain a sense of self efficacy. Difficulties wiglek of motivation, negative self talk and
doubts about capacity to cope with yet anothetéuaiith the illness made it challenging

for most participants to have a high degree oflsglief in their capacity to achieve

success at TAFE. James* summed up his unpredacsaiit

“Like when | think something is going good, thers®nething just out of left field
and it's kind of like back to square one. Its likgust seems that | go two steps

up, three steps down”

The fallibility of the self was often describedterms reminiscent of battle. There were
vivid descriptions of grappling with acceptanceaaiental illness; graphic portrayals of
the guerrilla warfare like tactics the mental idseemploys; reports of battles won and
lost and accounts of the personal and educatiofi@ich battles exact. Most participants
felt the battles with their mental illness were nger and displayed a fearful expectation
of those yet to come. Adjectives like “horrible”daffrightening” were used to describe

the experience of the illness. The dread anticpabf future battles was at times

accompanied by a sense of surprise that they hat/ed so far.

The Secret

Each of the participants spoke of the need to obttie release of information about their
mental illness. While all cited reasons why disalesto teaching staff may have been
useful for their learning experience, none had ehds do so. Participants reported that

they were treated “just like everybody else” prelyidecause of their non- disclosure.



They were seemingly unwilling to trust that equadif treatment could be maintained in
the face of disclosure of mental illness. For Bathe need to not disclose was very
strongly linked to her desire to achieve in her awght:

It just wasn't necessary. As | said, they treatedlike everybody else, and of
course they didn’t know and that’s why they treatezllike everybody else.

While describing the decision to not disclose amgle one, grounded largely in a need
to be the same as everybody else, the data anaygigested more complex if not
necessarily more transparent reasons for non-disido While there is no disputing the
oft reported fear of stigma attached to disclostoethe participants in this study, non-
disclosure seemed to serve an unpredicted function.

Non-disclosure emerged as a strategy for minimisiegpower of the illness over the
self. Academic achievement in the shadow of diss<ould it seemed, be interpreted
as a victory for the illness. A victory for thenélss would provide further evidence of the
fallibility of the self and this seemed to be &nmne of the participants were prepared to
take.

Non-disclosure amongst the tertiary population lheen well documented in the
literature and fears of stigma, isolation and discrimination hawsen referred to as
common grounds for non disclosure (Bathurst andv&r@002; UTAS, 2006). None of
the literature examined considered non-disclossra mechanism to reduce the power of

the mental iliness over the self.

Qualitative research exploring reasons for non loésgce of emotional problems in
private practice found that concerns about stigreeewiot the only reasons and argues
that the focus on stigma may have obscured theid@nfle of other important factors
(Prior et al 2003). The present study supports tinding and indicates that the sense
people make of their situation seems to have afgignt influence on their experience of

illness or wellness (Kleinman, 1988).



The Learning
Fear wove its way through all of the participarniédés of the learning experience. Fear of
discovery of the fallible self, fear of exposure tbe secret of mental illness, fear of

educational failure and fear of succumbing to tbegr of the illness once and for all.

Most of the participants were developing strateggesiinimise the damage from battles
with mental illness and the student experienceAdtH was identified by all as one of the
weapons in their arsenal. There was general consehat TAFE offered a richer and
more rewarding learning experience than high schdble positive nature of the

experience was largely, it seemed, due to partiegaelationships with teaching staff.

Teaching staff were consistently described as psideal, respectful and encouraging.
These attributes seemed grounded in a fundameeliaf nost participants had of their
teachers’ faith in their capacity to cope with therk at hand. The respect for privacy
was considered paramount by all participants. mese grateful for teachers noticing if

assistance was required and offering options witkeaking personal information.

Loss appeared as a powerful sub-theme in discussibithe learning experience and
tended to centre on a loss of opportunity to pigdie and do as well as one might
educationally and vocationally. Failure to demaaisticapacity seemed firmly connected

to the loss of control over self in the face of ma¢illiness.

The fallible self and the experience of learningavelosely tied to perceptions of the
future. It is at this intersection that we gainepler understanding of how TAFE students

with a mental illness experience learning.

The future
Each of the participants considered the learnkpgeence at TAFE as a part of the way
forward, a stage in the process of acquiring atpesiuture. When speaking of their

desired future however, the language used wasvelusiaking it seem always just out of



reach. The certainty and predictability of futurasaportrayed as another casualty in the
war waged with mental iliness. Here the conflictween the self marred by mental

illness and the desired self was most graphicddlyqu out.

An optimistic sense of future requires a high degreself efficacy. The self efficacy of

all participants appeared to have been seriouslyndeed in the battle with mental iliness.
It was on the subject of the future that partictgdrad the least to say. It is of real interest
that all participants in the study were enrolledhe same course albeit at different
campuses. The course is commonly completed in pagpa for tertiary study. While all
participants expressed the desire to study at tsityefour out of five articulated limited
hope of attaining this goal. The fifth participawhile more optimistic, was not
unequivocally so. Lowered expectations and guaogidithism dominated the discussion

of the future.

For Aaron*, doubt about the future was expresseekéending beyond his academic

ambitions:

“I might not get anywhere. I'm still living at hométh my mother because | don't make
enough to have my own place but I'd hate to séllibing with her in another 10

years...”

It is difficult to speculate on the differencedimdings that might have occurred had the
participants been drawn from different programstatly. While one participant reported
a negative early encounter others were quietertgiasi experiences. It is perhaps
relevant that the teachers involved in the tert@sparation program are all
professionally qualified, usually with many yeafsegperience. This is not necessarily
the case in other program areas where there disdrally been an emphasis on trade
related skill rather than a formal teaching quedifion. The respect for privacy, the
anticipation of support and the flexibility in tdaeg — positive attributes of participants’

experience, may or may not be replicated in ako#ducational programs at TAFE.
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Conclusions

Professional and academic practice has a longrpistbignoring and overriding the
knowledge and understanding people have of them sitwations (Beresford, in Tew,
2005, p217). There is increasing rhetoric that thight to change (Tew, 2005; Bland et
al, 2006; Connor and Wilson, 2006) and it is tthe, present study addresses directly.

While it is difficult to generalise the findings dfiis small exploratory inquiry to the
wider cohort of students with mental illness, thare some important pointers for policy
makers and educators.

Non-disclosure of mental illness in most tertiadpeation settings in Australia prevents
the student from obtaining the reasonable adjustnadineducational facilities are

required to make in accordance with the Disabiitgcrimination Act (C of A, 1992). It

is suggested that the need to disclose a mentassl in order to receive educational
adjustment indicates an endorsement of a biologiparoach to mental illness. People
are either sick or they are well and those whaosarle will benefit from the assistance of
experts. The high rate of non- disclosure amonggiaty students reported in the
literature and further confirmed by this small studould indicate the services offered
are not considered worthy of the risks students wisclose are required to take. To
consider non-disclosure as a means of regaininggepower the illness is to challenge the

thinking underlying current policies. This is centg worthy of further discussion.

Policies of “Welfare to Work” and “Social Inclusibrare likely to see an increased
emphasis on the participation of people with meiiiadss in vocational education and
training. The capacity of the VET sector to provideaningful learning experiences for
students with complex needs cannot be assumed.c@bcity is tested further in the
presence of non-disclosure. The demands on teaanithgupport staff are perhaps even
greater when complex needs are merely hinted aactively disguised. A greater
understanding of the lived experience of the TAREIent with a mental illness may

enhance the capacity of the VET workforce to prewite quality training and education
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required to allow for more effective workforce asakcial participation for those with a
mental iliness. Increased understanding may aksistgsolicy makers in being mindful of
the narrowing discourse around social inclusion wady of strategies for inclusion that

are more reminiscent of coercion.

To be a TAFE student and have a mental iliness dveelem to require degrees of
courage, persistence and determination likely taubeer estimated by even the most
diligent observer. This under estimation may laygbe a result of deliberate non-
disclosure, failure to course complete and the whkelming need for many to wage a
private war with mental illness. It may also beuadtion of widely held and popular
beliefs about the nature and experience of melalss. Professionals are encouraged to
be aware of the impact of stigma but also alethéoindividual meanings people attach to

their situations.

The final word must go to one of the participamisrt Adam,* the hope of reprieve, the
promise of respite, was the most powerful weapohisadisposal to combat the losses
brought by mental iliness. Here he speaks movinglye role of hope in managing both

the learning and the fallible self:

“I just ah... hope for good days. Sometimes youfgetgood for an hour or two
or whatever...well not good but like when it becsrbearable and you can study
and yeah...yeah, also just for your own sort of weling really, so you can

clarify some things and go “ok yeah, now | know tkayoing on”.

* Pseudonyms are used for all participants
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