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Editorial
Matt Clear
Editor

It has been increasingly obvious that the
system, as it stands, is not flexible enough
and quite simply, is working against the
interests of people with mental illness…
Welcome to the latest issue of newparadigm. With
this issue we aim to continue the discussion on some
key developing aspects of psychosocial rehabilitation.
I’m very pleased to be including an important article
by the team at the Network for Carers of people with
a mental illness who detail their work in a number of pilot
projects across Victoria. This interesting work is in many
respects, at the forefront of evolving mental health policy
and planning that includes consumers and carers in the
development and improvement of services.
We have two significant themes in this issue. Employment
is first. In this federal election year, Psychiatric Disability
Services of Victoria (VICSERV) is working with a number
of other organisations at a state and national level to highlight
and campaign for significant changes to the employment
system. It has been increasingly obvious that the system,
as it stands, is not flexible enough and quite simply, is working
against the interests of people with mental illness seeking
employment. This discussion is progressed by Ben Ilsley,
Policy and Research Officer with VICSERV and Barry Pullen
and Marilyn Webster from Good Shepherd. We also detail
our campaign and how you can get involved.
The Collaborative Recovery Model is the second theme
in this issue. We look into detail at this very interesting

form of recovery and detail the methodology, the changes
organisations have made as they embraced the model as well as
the real life examples of the model in action. A number of people
have contributed to this discussion including the team at Illawarra
Institute of Mental Health at the University of Wollongong,
Richmond Fellowship Queensland, Aftercare and SNAP. I’m
very grateful to Danielle, her mother Carol and Support Worker
Laurie as well as Ron and Carol for participating in interviews
that give life to the work happening as part of the CRM.
In this issue, we also launch Expression Session – a section
dedicated to artistic expression, which has been kicked off
with some powerful poetry. I’d like to warmly welcome Kristie
Lennon as Editorial Assistant of newparadigm and thank her
for great work on this, her first issue. I’m also very grateful
for the team at the Prahran Mission Café for their generosity
in modelling – their fantastic photos will form an integral part
of our Employment Campaign.
With best wishes,

Matt Clear
Editor

Prahran Mission Cafe, photo by Shane Bell
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Covering all the bases: creating
opportunities for consumers and carers
to collaborate with mental health
providers for quality improvement
by Anna Crowley Project Manager, Rosemary Callander Project Worker,
Pam Brisbane Project Worker, Carer Team, Network for Carers of people
with a mental illness

Australian policy and planning documents in relation to Mental Health have been evolving.
These days, Mental Health Services are expected to maximise the opportunity for consumers and
carers to be involved in treatment issues not only at an individual level but also at a systems level.

In this article we review the progress of the development
of the Consumer and Carer Experiences of Care Survey
Project (The C&C Project), which is currently being
piloted in four Victorian PDRSSs, as well as four clinical
Mental Health Services. The project involves a partnership
between the mental health consumer and carer peak bodies
(the Victorian Mental Illness Awareness Council (VMIAC)
and the Network for Carers of people with a mental
illness), the eight service sites, and the Department of
Human Services. The pilot aims to increase consumer and
carer participation in the improvement of service quality
and involves consumers and carers as researchers in the
project. In this article, we overview the structure of the
project and explore what consumer and carer participation
and partnerships really looks like on the ground.
Background/context
Over the past 21 years the PDRSS sector has been providing
tremendous support through accommodation, lifestyle aids,
social support, and a range of other services for people with
mental health issues. Dr Ruth Vine in her article in the 21 Years
of Psychosocial Rehabilitation Special Issue of newparadigm
noted that approximately ten per cent of the State mental
health budget is directed to the PDRSS sector. This is a big
achievement and recognition of the important role of PDRSS
staff in the lives of consumers, their families and friends.
For the past ten years, the Victorian government has been
conducting consumer and carer satisfaction of clinical mental

health services as one means of addressing an increasing
need for evidence-informed practice as well as informing
accreditation processes and continuous quality improvement
strategies. In 2002-03 the survey process was extended to
encompass evaluation of PDRS Services, and there was a
shift in its emphasis from measuring satisfaction, to gathering
information about experiences of care; something that better
reflects quality of care and is more easily interpreted for
quality improvement purposes.
Despite these developments, the last survey, conducted
in 2002-03, still had some problems. The information
contained in the returns was found to be of fairly low quality
due to lack of consumer and carer engagement, a rather
turgid questionnaire format, and a heavy burden on services
to organise the people to fill in the questionnaire. All of these
factors led to low response rates. In addition, the survey
process was less than effective in feeding back the results
to services and the wider mental health community.
In the meantime, Australian policy and planning documents
in relation to Mental Health have been evolving. These
days, Mental Health Services are expected to maximise
the opportunity for consumers and carers to be involved
in treatment issues not only at an individual level but also
at a systems level.1 In Australia it has long been recognised
that consumer and carer participation should be linked to
issues of quality and improvement in services.2 This change
has occurred because it is argued that consumers and carers

are more in tune with consumer and carer needs than
are trained health professionals.3 Their experience of living
with their particular issues and use of mental health services
provides insight into useful research questions and how
these should be framed.4

consumers were used exclusively for data collection and
they drove the development of the CEO-MHS Evaluation
Framework. In keeping with good evaluative practice, the
mental health service, other consumers and the local
community were kept informed about the project’s outcomes.

While consumer involvement in mental health service
delivery has increased in the past 20 years, there are very
few examples of consumers’ involvement in the evaluation
of mental health services that go beyond responding to
questionnaires or taking part in focus groups.5 There are
two notable exceptions, both based in NSW.

C&C project aims and values
The aim of the C&C project is to create opportunities
for consumers and carers to work as partners with mental
health service providers to guide ongoing quality improvement
processes. This aim is underpinned by a number of key values,
in particular, recovery orientation, consumer and carer
empowerment and partnership.

The aim of the MH-Copes project6, conducted by the
NSW Consumer Advisory Group in partnership with the
Centre for Mental Health, NSW Department of Health,
was to develop a framework for NSW public Mental Health
Services to include consumers’ views about the quality of
services in their continuous service improvement. Part of this
involved the participation of consumers in the development
of two versions of a questionnaire, one for people in current/
recent contact with inpatient mental health services, and
the other for people in current contact with PDRSS.
The second project, conducted in Illawarra by Viney et al,
aimed to improve mental health services by empowering
consumers and tapping into the resource of consumers
as mental health researchers. Fourteen consumers were
recruited and trained to participate in the development
of a questionnaire called the CEO-MHS 26. Mental health

It is recognised that adopting a recovery orientation to
service provision entails that, at a systems level, mental health
services are guided by consumers’ and carers’ views of what
works and what does not. Hence consumer and carer
evaluation of services is a key aspect of recovery orientation.
Partnership refers to how relevant stakeholders, such
as consumers, carers and practitioners, can be meaningfully
involved as partners in the evaluation process.7 The emphasis
needs to be on genuine partnership and this relies on equality
within the research context. For instance, equality of involvement
would occur at different phases of the research process, including
choice of research question, selecting appropriate research
methodologies, checking that ethics proposals are respectful
of the interests of those being researched, data collection,
analysis, writing up and presenting and disseminating results.
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Project Manager, Consumer Team, Pamela Brisbane and Rosemary Callander:
Project Workers, Carer Team, Anna Crowley: Project Manager, Carer Team

Empowerment refers to the importance of ensuring
that consumer and carer evaluation of services is based on
and creates opportunities for genuine consumer and carer
participation. According to Barker8, the most common form
of consumer disempowerment occurs when there is a failure
to hear people’s stories of their experiences and their problems.
With these aims and values in mind, the following framework
was developed.
Structure/overview of project
This project is innovative in that the Department of Human
Services has funded The Network and VMIAC to conduct
phases of the project and to employ consumers and carers as
project workers to carry out the research. The overall direction
of this project is guided by a reference group and a survey
working group. Project teams, the Department of Human
Services, and representatives from each of the pilot sites sit on
the reference group. We are also assisted by the Evaluation Unit
at the Department of Human Services who offer guidance on
research design, legal issues and statistical requirements.

The past six months have been spent developing the
survey tools and processes. This has been achieved through
extensive discussion groups with consumers and carers at the
eight participating PDRSS and clinical service sites. The survey
itself has three components: questionnaires (administered
via Computer Assisted Telephone Interviewing. (CATI) with
a mail-out mail-back option), individual interviews, and local
service focus groups. The local focus groups will review the
general findings of the questionnaire outcomes for their health
service, and identify best practice examples of service delivery
together with areas for further improvement.
However, a survey of consumer and carer experiences
is ineffective without a plan for how the results will be
communicated and how local consumers and carers will be
involved in a service’s response to the results. So the survey
component is built into a series of processes which are designed
to maximise services’ accountability to consumer and carer needs.
There is strong focus on transparent feedback of survey progress
and results to services and the consumer and carer community
and to implementing action at the services based on the results.
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of Victoria (VICSERV)

by Anna Crowley, Rosemary
Callander and Pam Brisbane

Our commitment to increasing opportunities
for consumers and carers to participate, means
that we have already set up systems and are
providing feedback about the different stages
of the project to participants and our consumer
and carer constituencies.

The table below outlines some of the key milestones for the project:
Phase 1

Collect ideas from
consumers and carers

We find out from consumers and carers the best questions to ask
them in a survey of their experiences of mental health services.

Phase 2

Develop survey tools
and develop publicity

The questions to ask consumers and carers at pilot sites are written
using their ideas. We develop systems for communicating about the
project to service staff, participants and general community.

Phase 3

Deliver survey through
questionnaire and other methods

Consumers and carers tell us about their experiences answering
the questions they helped us to develop.

Phase 4

Analyse survey responses

We examine the responses and consider what they mean.

Phase 5

Feedback to community

We tell consumers, carers, service staff and the Department
of Human Services what we have found.

Phase 6

Response

Services work together with their local consumers and carers
to develop an action plan in response to the survey findings.
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Partnership refers to how relevant stakeholders,
such as consumers, carers and practitioners,
can be meaningfully involved as partners in the
evaluation process… Empowerment refers to
the importance of ensuring that consumer and
carer evaluation of services is based on and
creates opportunities for genuine consumer
and carer participation.
Issues and challenges
The ideals of partnerships and participation are fashionable
words these days in the mental health sector and they certainly
guide new directions for working with consumers and carers. In
embracing these notions, we would like to illustrate with a few
points about how they have played out for our project teams.
Partnerships
One of the first steps towards building partnerships is
to ensure fluent communication among all parties. One
of our first challenges was to find ways of communicating
with services and encouraging the staff to become involved.
Previous research has shown that the success of projects like
these depends largely on the extent to which service staff are
informed and support the project. A key aspect, which we
have focussed on from the beginning, is the development
of relationships with key staff at PDRSS and clinical sites.
Our project teams have made regular visits to discuss

progress with staff, and we have developed a monthly
e-bulletin which is sent out to service staff to update them
on the progress of the project. Of course, because of their
smaller size and simpler organisational structure, working with
PDRS Services has been a bit easier than working with clinical
services. We asked all services to develop a communications
map, outlining how information and local decisions about the
project would be transmitted through the service, all the way
through to clients and carers. This was helpful for us in
knowing how to make connections with services.
How does the ideal of partnership play out between
consumers, carers and the DHS? There does not seem to
be any way of getting around having a lot of meetings – despite
the time pressures on the project, we have discovered the real
value of a combination of both formal meetings and casual
get-togethers to build trust and rapport in our relationships.
As consumer and carer project teams, we have found that

sometimes we speak with a different language to DHS
management and statistical experts, something that Mark Smith
alluded to in his article “What has happened and have we
made a difference?” in the last issue of New Paradigm. How
do we create equality of involvement in research when we all
come from such different backgrounds? Our project teams
have needed to work hard to become more familiar with
research terminology and frameworks in order to participate
in the debate about research directions based on our sense
of what is fair for consumers and carers. The DHS have also
worked hard to listen to and respect our points of view.
Participation and Empowerment
Viney at al argue that when health professionals and
researchers pose questions purely in order to feel they
have performed their professional duties then consumers
are likely to be disempowered. An important feature of our
project has been the use of discussion groups. These were
facilitated by consumer and carer project teams, and attended
by about 200 consumers and carers around the State, where
participants were ask their opinion on what questions are
important to ask them. This has allowed us to develop a set
of survey questions and themes which best approximate the
issues of concern for consumers and carers, rather than basing
questions on abstract standards or on what distant, removed
researchers might consider to be important.
Historically, consumers and carers have felt either excluded
from participation in research or at best involved on a tokenistic
level. This was highlighted for us in our discussion groups where
many people noted that they had not heard the results of past
surveys, and wondered what sort of difference this project
would make to their experience of mental health services.
Our commitment to increasing opportunities for consumers
and carers to participate, means that we have already set up
systems and are providing feedback about the different stages
of the project to participants and our consumer and carer
constituencies. We have also made clear our expectation that
they will receive results of the survey and be given opportunities
to review their implications at a local service level.

Conclusion
The C&C project trials a way of gathering, analysing and
disseminating information about services that is generated
by consumers and carers in partnership with Mental Health
Services and the Department of Human Services. It aims
to “cover all the bases”, by emphasising consumer and carer
participation at each stage of the process. The project is still
under way. We look forward to updating you on its outcomes.
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Employment of people with a mental
illness: issues and implications for the
Psychiatric Disability Rehabilitation
and Support Services sector
by Ben Ilsley
Policy and Research Officer,
Psychiatric Disability Services of Victoria (VICSERV)

While not every person with a mental illness sees employment as feasible or necessary for recovery,
mental health practitioner attitudes, which serve to ‘protect’ clients may do some people who want
to work a disservice.

People with a mental illness have significantly higher rates
of unemployment and non-participation in the labour force.
ABS data, 1998, indicates that 75 per cent of people with
psychiatric illnesses did not participate in the labour force,
compared with 19.9 per cent of healthy Australians aged
15-64 years1. This is nearly four times the unemployment
rate of the rest of the population. A 2002 FaCS study of
disability employment service providers also indicated
that people with psychiatric or psychological disabilities
represented the largest group of people with disabilities
accessing those services, (30 per cent) and that this group
fared worse than people with other types of disabilities
in obtaining or keeping work2.
For the purposes of this paper, I will use the term ‘people
with a mental illness’ to refer to the client group funded to
access PDRSS. That is, those with significant psychiatric
disability or ‘serious mental illness’.

Ben Ilsley, photo by Matt Clear

Why this issue matters
In our society, there is a common expectation that people
should go out to work. We often define ourselves, and are
defined by others, by what we ‘do’. Work provides income
and can promote independence, social connection, meaning
and a role that is easily accepted by others. As such, it can be
a crucial route to recovery from mental illness. This process in
turn, can help improve relationships with family members and
carers. The reverse of this is that lack of access to work
can impact upon individuals through poverty, poor health,

negative effects on self-esteem, social isolation and a lack
of role and meaning. In this way, employment is a key
signifier of social inclusion.
There are a number of other powerful arguments for
addressing this issue. Access to employment can be argued
for using a human rights framework and by referring to
principles of social justice. There are also solid economic
arguments for improving levels of employment, such as if
someone is in paid work, society and the economy benefit.
It is worth mentioning that it is not assumed that employment
is the only way for individuals to get their needs met for
income, acceptance or sense of purpose. Indeed, Australia’s
human rights commitments require that people with psychiatric
disabilities have equal access to a much wider range of social
and cultural activities. Nevertheless, figures suggest that
employment is not currently available for many people
with a mental illness who want it.
Scope and aims of this paper
This paper will attempt to provide a concise overview of the
issues and options for further examination and action. A much
more comprehensive overview of the issues in Australia is
provided by The Employment of People with Mental Illness,
by Geoff Waghorn and Chris Lloyd (2005)3—although this
was written before recent important policy changes to
the welfare and employment system were introduced
by the Commonwealth Government.
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Issues in more detail
There are many barriers and restrictions for people with
mental illness seeking and retaining paid work. Although
inter-related, these can be categorised to some extent.
1. Barriers associated with having a mental illness
Symptoms of mental illness and cognitive problems caused by
the illness and/or prescribed medication can affect someone’s
seeking and retention of work. There are also a number of
commonly held myths about the ways in which mental illness
adversely affects capacity and willingness to work. Examples
here are that people with mental illness do not want to, or
are not capable of work. These myths can form their own
barriers to seeking work or assisting someone else to. Studies
show that when people with mental health problems receive
appropriate support, they are successful in obtaining competitive
employment4. Mental illness is often episodic. This makes it easy
for others to underestimate someone’s support needs when
they are well5. It can also mean that decisions about whether
to disclose to an employer that a person has a mental illness
can be more complex.
Mental illness often begins in adolescence and early
adulthood. This can interfere profoundly with an individual’s
social, educational and professional development and skills.
For example, research shows that these secondary effects
of mental illness are a more important predictor of gaining
employment, than an individual’s diagnosis. Job functioning
and skills are not neatly correlated to symptoms or wellness.
The stigma associated with having a mental illness is a barrier
that runs through all facets of this issue. Stigma is, often
unwittingly, held or inherent within the attitudes, beliefs
and behaviours of individuals with mental illness themselves,
mental health practitioners and clinicians, employment support
services, employers and systems. This can prove a powerful
disincentive for an individual to disclose that they have a mental
illness, making them vulnerable to the potential power
differences in the workplace. This can make it harder for
a person to receive the supports they need.
2. Service delivery issues
The current system of supports available to assist people
with mental illness to gain employment is a complex one
and cannot be adequately described here. It contains the
following components:

Centrelink
Provides the majority of Job Capacity Assessments (JCA).
These assessments determine eligibility for referral to a DEN
agency, CRS or Job Network. These programs all have the
aim of placing someone in ‘Open employment’, which is
unmodified that is available to people without disabilities and
is paid at award conditions. Note that these programs are all
Commonwealth funded. JCA’s provide a Work Ability score
that also determines participation requirements and also
influences whether someone remains on a Disability
Support Pension or receives Newstart.
Disability Employment Network (DEN) agencies
These provide support to people with disabilities in obtaining
and retaining work. A small number of these have an emphasis
on assisting people with psychiatric disability. Examples include
Groundwork (EACH), Prahran Mission, Pathways, Reachout.
Commonwealth Rehabilitation Service (CRS)
Run Personal Support Programs (PSP), which are for
people assessed as having complex needs where further
pre-vocational assistance is required. This assistance is often
in the form of brokered services such as counselling, which
is State funded.
Job Network
Can be accessed by anyone with a Work Ability Score
of 15-30 hours.
Sheltered workshops
Are workplaces set up for people with disabilities. These
workplaces usually pay lower than award wages but can
provide more supportive, less stigma laden environments
than open employment workplaces. Research literature
shows that employment in a sheltered workshop does
not necessarily make it more likely that a person will
access open employment6.
Clubhouse, social firms and other supported
employment models
These provide employment in more supportive environments
than open employment, but are not necessarily sheltered
workshops. Different models have their own advocates and
evidence bases.

There is a role to
be taken in raising
awareness amongst
mental health
practitioners about
employment issues
and to assist people
with mental illness
to benefit from
the employment
support system.
Notes
It can be seen at a glance that this system can be very
complex. There are very few built-in links to the mental
health system. Emphasis of Commonwealth (DEWR) funded
programs is very much on placement in employment, not
necessarily holistic recovery or even long term job retention.
To be eligible for Commonwealth supports, one must
undergo the JCA. If you are assessed as having a Work Ability
Score of 15 hours or more, your DSP can be affected. This
can provide a disincentive to showing willingness to work and
being assessed, particularly if you do not fully understand the
system. Assessments can vary according to the level of skills
of the assessor and how well the person is on the day. It is
also necessary to disclose that you have a disability in order
to receive any of the Commonwealth funded supports.
Few services specialise in, or target psychiatric disability.

Other service delivery issues
Attitudes of workers
A study from the USA indicates that people with mental
illness frequently state that they want employment even
when their mental health professionals rate employment
as a low priority7. It is very possible that such attitudes exist
within our mental health system, including PDRSS. While
not every person with a mental illness sees employment
as feasible or necessary for recovery, mental health practitioner
attitudes which serve to ‘protect’ clients may do some people
who want to work a disservice.
Lack of connectedness between services
This can affect the quality and quantity of referrals and
collaboration between employment services and mental
health services.
Models of employment support
As previously mentioned, there is lack of agreement about
the most effective way to provide employment support, in
spite of the existence of an evidence base for some of these.
Given that different models have different strengths and that
individuals’ needs and preferences vary, it may be more
useful to refer to research that indicates those service
features necessary for effectiveness. Some of this research
already exists8.
Choice
There is strong evidence to suggest that employment support
services are more effective when eligibility of that service
is based on the choice of the person with a mental illness9.
The current service system does not promote client choice
in this way.
Retention
This is not always prioritised as an outcome by the existing
service system. The service system does not adequately
cater for the episodic nature of mental illness.
3. Systemic Issues
• Welfare to work and JCA assessment (already mentioned).
• Commonwealth/State interface of service system leads to
differences in approach between mental health services and
employment services and
• education support for people with disabilities is inadequate.
Access to education is crucially linked to gaining employment.

20

newparadigm June 2007
Psychiatric Disability Services
of Victoria (VICSERV)

Employment of people
with a mental illness
by Ben Ilsley

Figures suggest that employment is not
currently available for many people with
a mental illness who want it.
Implications for the PDRSS sector and VICSERV
There are several ways in which VICSERV can take on a role
in addressing some of the issues outlined in this paper.
The first area to consider is that of advocacy. VICSERV are
planning a campaign leading up to the next Federal election,
calling for changes to the current welfare and employment
system. This campaign would draw specific attention to how
Welfare to Work policies and the Job Capacity Assessment
adversely affect people with mental health problems. The
campaign will complement similar work being done by
other advocacy groups. (See the article in this issue of
newparadigm about how you can get involved).
We also need to gather more information about employment
issues for the people that we work with, because current data
collection systems do not tend to do this. If we know more
about whether or not people using PDRSS’s are employed,
what supports they are using and what their educational
background is, we will be better equipped to advocate for
improved services and supports.
There are ways in which the capacity of the current
system can be improved. One such initiative would be to
set up a psychiatric disability employment network so that
employment support services, mental health support providers
and employer groups can meet to share information and
improve links between the different parts of the system.
There is a role to be taken in raising awareness amongst
mental health practitioners about employment issues and

to assist people with mental illness to benefit from the
employment support system. Conversely, employment
support service workers could be further encouraged to
access professional development activities about mental
health issues and psychiatric disability.
VICSERV will continue to seek and disseminate evidencebased research in the area of employment with the aim
of identifying and promoting best practice. VICSERV will
also explore ways in which the stigma of mental illness
within the workplace can be combated. Initiatives would
involve working with employer groups.
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From unfair welfare to unfair
work: one step forward and
two steps back?
by Barry Pullen, Policy Consultant and Marilyn
Webster, Manager, Social Policy and Research Unit,
Good Shepherd Youth and Family Service

Community agencies are particularly concerned with the harm that might be done to vulnerable people
and families who are seeking to enter the workforce, or who have a marginal attachment to it by the new
Welfare to Work policy changes.

In July 2006, COAG (the Council of Australian
Government) Ministers announced major new initiatives
for the next five years under the National Action Plan on
Mental Health, a part of Australia’s National Mental Health
Strategy (2006-2011). A key plank in the strategy focused
on ‘increasing the ability of people with a mental illness to
participate in the community, employment, education and
training’1. These policy statements are welcome, given the
overwhelming evidence demonstrating people with mental
illness are among the most socially disadvantaged and
economically marginalised in the community.
However, another Federal Government policy development
appears to contradict these new strategies: the Welfare to
Work initiative. This article describes a range of concerns
raised by the introduction to the Federal Government’s new
Welfare to Work initiative, a strategy designed to encourage
a shift from welfare dependency to paid work.

Prahran Mission Cafe, photo by Shane Bell

Community agencies are particularly concerned with the
harm that might be done to vulnerable people and families
who are seeking to enter the workforce, or who have a
marginal attachment to it by the new Welfare to Work policy
changes. COAG estimated that about three quarters of the
360,000 people diagnosed with a severe mental illness are
not in the workforce. Many more people with episodic mental
health issues are marginally attached to the workforce and are
particularly vulnerable to the Welfare to Work changes,

which are not sufficiently flexible to address their situation1.
People with mental health problems can experience a range
of difficulties in accessing and retaining meaningful work.
These barriers can include:
• cognitive difficulties,
• perceptual and social impacts associated with
mental illness, or from treatment side effects,
• the potential impact on health and supplementary
income benefits of returning to work,
• ignorance and stigma present in workplaces
and among service providers,
• inadequacy of programs and training to assist
people with mental illness into employment and
• lack of suitably designed jobs2.
In setting up the Welfare to Work policy changes,
the Government largely ignored its own McClure Report,
including recommendations that provided for discretionary
packages of income and welfare service supports for social
security recipients, particularly vulnerable welfare clients3.
Indeed, the latest National Mental Health Strategy identified
additional places in support programs to assist people with
a mental illness, obtain and stay in employment, yet there is
little evidence that this is reflected in the Federal Government’s
Welfare to Work provisions, which become operational from
July 2007. In fact, there appears to be a clear mismatch
between the 20,000 people with partial incapacity who
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From unfair welfare to unfair work:
one step forward and two steps back?
by Barry Pullen and Marilyn Webster

It is time to recognise the structural factors
operating in Australia that are leading to gross
work inequalities and increase investment in
and access to, education and training for all
members of society.

will enter the new ‘activity test’ regime each year and the
21,000 new places over three years in Disability Open
Employment Services. Mutual obligation in this sense,
seems to be one-way only.
Also problematic, is the contrast between government
claims that Welfare to Work will provide extra resources
and actual figures taken from Senate Estimate Committee
hearings. Laura Tingle showed that the Government planned
a net budget saving of $211.3m from disability pensioners
from implementing Welfare to Work4. This contrasts with
the $4b over five years, committed to in the National Mental
Health Strategy including those for employment measures.

situation in its broader context. While it is true that Australia
is not alone in following this path, with the UK, Sweden,
Holland, New Zealand and the USA implementing similar
reforms5, the model the Australian government has adopted
is more draconian than most.

So concerned are some Community Service organisations
about the lack of consistency for people who are vulnerable
in the Welfare to Work provisions, that many have taken
the unusual step of refusing to become contractors for the
government. This is born out of fears that the impacts likely
to result from breaching consumers for non-compliance,
could further impact negatively on families and individuals.
This could include a period of up to eight weeks without
receipt of payments for breaching Welfare to Work provisions.

For existing welfare recipients, there is little financial
encouragement to participate in Welfare to Work.
However, the penalties for non-compliance are significant.
Single parents and people on disability pensions are heavily
targeted. Even though those already on disability pensions
have been ‘grand fathered’, any change to their participation
status puts them in double jeopardy along with new applicants.
NATSEM (National Centre for Social and Economic
Modelling), proposed that people currently eligible for the
disability pension could lose up to $122.00 per week with
a shift to unemployment payments (Newstart) because of
its lower rate, less generous indexing approach and tax
implications6. Some people state they have found it difficult
to complain about Welfare to Work changes. One Good
Shepherd client informed that she could leave her Centrelink
session if she was unhappy, but this could be counted towards
a breach if she did so.

So, what should have been done to avoid this unhelpful
situation? To answer this question it is important to put the

In order to ensure no participant breach of Welfare to Work
provisions, we feel the most vulnerable populations will be

Prahran Mission Cafe, photo by Shane Bell

forced into any job they can find, without consideration
to the appropriateness of the role, given the consumers
needs. This, together with the WorkChoices legislation,
has the potential to create a growing pool of workers forced
to accept low pay and conditions. The new measures have
caused some observers to characterise Australia along with
the USA and Japan, as one of the most authoritarian and
coercive industrialised nations with respect to treatment
of low-wage workers and the unemployed.
It could be said that Australia has come to a fork in the road
on employment and social security policy. With WorkChoices
and the current model of Welfare to Work, we have started
on a path to treating people as commodities rather than
individuals in families. In doing so, we are turning our back on
the concept of the right to a ‘living wage’ based on principles
originally established in the historic Harvester Case in 1907.
These were also used in the Henderson Poverty Inquiry to
assist in establishing a poverty line below which no citizen
should have to exist in a prosperous nation.
It is not too late to turn away from this course, but deliberate
choices must be made by Federal and State Governments
and the communities they serve. Other industrialised countries
have introduced policies and processes aimed at maintaining

egalitarian and inclusive societies without ignoring the
importance of labour markets.
Addressing two intersecting areas should be our first priority.
Firstly, we must drastically remodel the Welfare to Work
provisions to provide adequate support and incentives, and
to remove the unjust penalties being imposed on vulnerable
people. Secondly, it is time to recognise the structural factors
operating in Australia that are leading to gross work inequalities
and increase investment in and access to, education and
training for all members of society depending on their
needs. This must include the transitions that people are
increasingly required to make throughout their
employment and life course.
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Campaign for Change on Employment open the door to people with mental
illness seeking employment
by Matt Clear, Communications and Membership
Manager and Ben Ilsley, Policy and Research Officer,
Psychiatric Disability Services of Victoria (VICSERV)

In a nutshell, the current system fosters a one-size-fits-all approach. This lack of flexibility, quite specifically
works against the interests of people with mental illness.

Psychiatric Disability Services of Victoria (VICSERV)
is collaborating with other organisations and groups to
campaign for change on employment. Working with others,
we will be progressing the issue of employment, specifically
how navigating the employment system is affecting people
with mental illness.

to provide support. People with mental illness are severely
disadvantaged in the Welfare to Work system; the door is all
too often closed to those who want employment. By treating
people as commodities rather than as individuals and families
who might be in need of support, there is a real and significant
negative impact.

Our campaign will be rolling out in the lead up to the
federal election and the theme is: open the door to
people with mental illness seeking employment.

As well as these specific messages, we have identified a range
of issues that we will be highlighting as part of our work in this
area, including:

The goals of our campaign are to:

• People with mental illness experience high rates of
unemployment. Australia is not creating enough real
employment opportunities for people with mental illness.
• A very high proportion of people with mental illness want
to work, but they feel discouraged and unsupported by the
employment system. The present system is not working for
many people with mental illness who want employment. It
relies on coercion. Long-term supports are inadequate, there
are not enough incentives and the system lacks flexibility.
• The Council of Australian Governments (COAG) initiatives
that put more money into mental health are welcome and
do help. However, through its harsh and unreasonable
Welfare to Work measures, it penalises and disempowers
people with mental illness who want to work.
• We also see significant negative affects for people with
mental illness because there is a lack of communication
between government departments and confusion
in the implementation of Government policies.

• create real employment opportunities for people
with mental illness,
• highlight the flaws and obstacles to employment,
which are built into Welfare to Work,
• gain agreement on the need to develop a national
mental health employment strategy, and
• trigger a review and overhaul of the Jobs Capacity
Assessment system.

Prahran Mission Cafe, photo by Shane Bell

Especially during the lead up to the federal election,
we are keen to deliver a range of important messages to
the Government and Opposition. We live in a wealthy country
in prosperous times. We are seeing unparalleled wealth
creation and opportunities for some but not for
others, including people with mental illness. Life is tough
and it is important that decision makers fulfil their responsibility
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Australia is not creating enough real
employment opportunities for people
with mental illness.
As discussed, we have determined that there are specific
built-in problems with Welfare to Work. The system is not
working and does not support enough people with mental
illness wanting work. The specific problems include the fact
that the Jobs Capacity Assessment process discourages people
with mental illness and the system’s design means that people
with mental illness who want employment need to take large
risks when they access the system. Putting up your hand for
employment can have negative implications for income,
mutual obligation requirements and the kinds of support
services that one can use. We have also noted that the system
focuses on throughput. This approach does not provide the
on-going support necessary to assist someone with mental
illness to retain long-term employment.
In a nutshell, the current system fosters a one-size-fits-all
approach. This lack of flexibility, quite specifically works against
the interests of people with mental illness. We believe that
coercion is not the most effective or fair way to meet the
needs of clients/consumers.
Our Campaign for Change Calls:
• On the Australian Government to develop a national
mental health employment strategy to adequately address
employment issues for people with mental illness and for
the Federal Opposition to pledge a commitment to develop
a national mental health employment strategy.
• For a review and overhaul of the Jobs Capacity
Assessment process. There are significant issues around
disclosure, the episodic nature of mental illness and the lack
of skills and training of assessors.

• For a recognition of a system that is flexible to meet the
needs of people with mental health issues in accessing
and retaining work - a flexible system should allow people
to choose the type of support they need and as much as
possible, provide the support to match those needs.
Research shows that people are more likely to get work if
they are allowed to choose the type of support they need.
We need to re-install the freedom to choose a job pathway.
Psychiatric Disability Services of Victoria (VICSERV) are keen
to build further alliances through progression of work in this
area. We see this as a campaign that will build momentum
as we develop further connections with organisations and
services that share our concerns. We welcome your feedback
and your interest in participating in our Campaign for Change
on Employment.
SIGN UP
to our Campaign for Change on Employment [you will receive
electronic and hard copy materials and updates as part of the
campaign]. Send an email to m.clear@vicserv.org.au with the
following things: Name, Organisation, Postal Address, Email
Address and Mobile Number.
FIND OUT MORE
or to discuss collaboration in the campaign, contact:
Matt Clear, Communications and Membership Manager
or Ben Ilsley, Policy and Research Officer, Psychiatric Disability
Services of Victoria (VICSERV) on 03 9519 7000, or
m.clear@vicserv.org.au or b.ilsley@vicserv.org.au
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The Collaborative Recovery
Model: moving beyond ‘us
and them’ in mental health
by Lindsay Oades Senior Lecturer, School of Psychology / Illawarra Institute
for Mental Health, University of Wollongong, Trevor Crowe Research Fellow,
Illawarra Institute for Mental Health, University of Wollongong and Frank Deane
Director, Illawarra Institute for Mental Health, University of Wollongong

Collaborative Recovery – a combination of a person recovering from mental illness and one or
more persons appropriately assisting this process. Therefore, while a recovery process is personal,
it need not be done alone.

Although there has been a consistent call for recoveryfocussed care, there are few examples of recovery
training programs that clearly attempt to operationalise
recovery principles. Furthermore, the research evidence
regarding recovery-based approaches is in its infancy. The
guiding principles and key components of the Collaborative
Recovery Model (CRM) are outlined in this paper. The
CRM was designed to be an integrative framework that
is consistent with recovery-based principles to assist
mental health workers to use evidence-based practices
with consumers.

The recovery movement in mental health has championed
the personal and subjective experience of recovery from
long-term mental illness. This questions approaches that
emphasise symptomatic or functional explanations of recovery
from mental illness, and favours those that emphasise hope,
self-determination and recovery as a process or journey. Whilst
this movement has had a significant impact already on mental
health policy, insistence on recovery being a ‘personal journey’
to the exclusion of all those assisting the journey, may lead to
an ‘alienated journey’. That is, there is a need to move
beyond the ‘us and them’ in mental health. Approaches with
non-consumer input have been accused of ‘colonising’ and
‘franchising recovery’. The CRM described in this paper invites
all parties to join in a common language and collaboration, using
the best of what we know from consumer discourse1, scientific
discourse2 and practical knowledge of carers and mental health
workers. The CRM provides a unifying framework (see figure 1)
and specific procedures towards mental health recovery aims.3,4

Figure 1 • Visual representation of the Collaborative Recovery Model

Principle 1
Recovery as an
Individual Process

Component 1
Change
Enhancement

Component 4
Collaborative
Task Striving
and Monitoring

Component 2
Collaborative
Needs
Identification

Component 3
Collaborative
Goal Striving

Principle 2
Collaboration and
Autonomy Support
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The Collaborative Recovery Model
The CRM consists of two guiding principles and four
components (six modules in total). Table 1 summarises
the six aims for consumer recovery.
Guiding Principles
Recovery as an individual process
The CRM honours the individuality of the lived experience
and the ownership of the recovery process by the consumer.
Andresen, Oades and Caputi5, reviewed 28 experiential
accounts, 14 articles by consumers and eight qualitative
studies, identifying four common recovery processes:
•
•
•
•

finding hope,
redefining identity,
finding meaning in life and
taking responsibility for recovery.

The personal manner in which a mental health consumer
experiences these processes is highly variable.6 The CRM
respects the personal journey and self-determination of

consumers.7 However, the CRM rejects the use of ‘personal’
to mean that the process cannot be assisted by others. Most
successful people pay tribute to those who have assisted their
growth, development and success. In this way, the CRM aims
to move beyond the ‘us and them’ rhetoric used within some
mental health discourses.
Collaboration and Autonomy Support
There is substantial research literature that has consistently
found a significant relationship between the strength of the
working alliance and mental health outcomes. The CRM
recognises the benefit of an effective working alliance and
the skills required to nurture such a relationship.8 Hence the
term Collaborative Recovery – a combination of a person
recovering from mental illness and one or more persons
appropriately assisting this process. Therefore, while a
recovery process is personal, it need not be done alone.
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There is a need to move beyond the
‘us and them’ in mental health. Approaches
with non-consumer input have been accused
of ‘colonising’ and ‘franchising recovery’.

Table 1 • Collaborative Recovery Model Aims for Consumer Recovery
Module

Aims for Consumer Recovery

Guiding Principle 1

Recovery as an Individual Process

Develop hope, increased meaning, a preferred
sense of identity and demonstrated action to take
responsibility for health and wellbeing.

Guiding Principle 2

Collaboration and Autonomy Support

Experience a supportive relationship in which
consumers make choices.

Component 1

Change Enhancement

Increased understanding and mastery of personal
motivation and change process.

Component 2

Collaborative Needs Identification

A clear awareness of personal needs.

Component 3

Collaborative Goal Striving

A motivating personal recovery vision and effective
goal-striving skills.

Component 4

Collaborative Task Striving and Monitoring

Specific actions to work towards and skills to
monitor their progress.

NB. Mental health workers, carers and organisations can have corresponding aims within each module.
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CRM Components
Change Enhancement
Change Enhancement, incorporates motivational
enhancement - a style of interviewing and a set of
techniques that aims to engage and motivate the individual
towards change. The use of ME (Motivational Enhancement),
recognises that change occurs at different rates for different
people, and may involve several cycles through the different
stages of change before individuals gain some mastery in
terms of active self-management of their health and wellbeing.
ME involves an interviewer helping an individual to identify,
clarifying and exploring competing motivations related to
specific existing behaviours and planned behaviours. These
competing motivations may include function gains or losses
for oneself, or approval and disapproval from important others.
Collaborative Needs Identification
The CRM recognises that unmet needs are a key source
of motivation for mental health consumers and hence,
are important to identify and explore. The CRM adopts a
negotiated approach to need, utilising measures such as the
CANSAS (Camberwell Assessment of Need Short Appraisal
Schedule)9, as part of needs assessment and as a precursor
to collaborative goal setting.
Collaborative Goal Setting and Striving
Collaborative goal setting within the CRM is one way in
which self-determination and consumer ownership of the
recovery process is operationalised. There is strong empirical
support for the benefits of goal setting and related striving
for human goal attainment. A great deal is known about the
nature of goals that may assist recovery in a mental health
context. CGT (Collaborative Goal Technology)10 is a
modified version of Goal Attainment Scaling that is designed
to operationalise goal-related processes, central to the
CRM (Clarke et al, 2006).

Collaborative Task Assignment and Monitoring
Between session activity planning, action planning, or as
it is more commonly known, ‘homework’, is essential to this
component. Homework allows the person in recovery to plan
and take specific steps towards goals.  As part of setting these
tasks, it is considered imperative that they consider their goals
and personal recovery vision. While homework assignments
have been used effectively within psychological treatments for
a wide range of problems for some time, only recently
has their role been explicitly assessed within interventions
for schizophrenia.11 The CRM includes three major stages
for systematic homework administration: review, design and
assignment, along with a range of strategies for identifying
and overcoming obstacles to successful implementation.
Together, these guiding principles and skill sets provide
an integrative framework that assists mental health workers,
carers and organisations to provide recovery-focused
assistance to consumers. This framework is both organic
and structured in nature. That is in practice, the process
of recovery remains highly individualised with the onus being
on the consumer, to direct their own recovery, while the
worker, carer or organisation provides structure and support.
In this way, recovery can truly be considered collaborative.
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There is substantial research literature that
has consistently found a significant relationship
between the strength of the working alliance
and mental health outcomes. The CRM
recognises the benefit of an effective working
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Interview:
Danielle’s Story
Interviewed by newparadigm Editor, Matt Clear

For two years I drank, smoked dope and took Valium, all sorts of things. I attempted suicide about
five or six times as well, so everything just got worse from there.  

Danielle is a 29-year-old woman who has experienced
a lot in her life. In this discussion with her mother and
carer Carol and support worker Laurie, Danielle talks
about her experiences of working with the CRM and
how she was able to achieve her dream goal: swimming
with whales in Tonga.

Danielle: I was in high school, my friends had just died
and I remember I was in the office…I was crying…crying all
the time. It wasn’t until then, that everything sort of started.
The welfare officer at school met with me and suggested that
I see a psychiatrist. I went to the psychiatrist and they put me
on pills, which mum and dad didn’t know about.

When did you first realise that you had issues
and needed help?
Danielle: It was at high school.

Why did they say they needed to do that?
Danielle: Depression. But I wouldn’t take just one at a time;
I’d take 20 at a time! For about ten years I drank, smoked dope
and took Valium, all sorts of things. I attempted suicide about
five or six times as well, so everything just got worse from
there. I was drinking all day, every day. I would even go to
work and drink! I was in hospital when someone mentioned
NA? I went to my first meeting and shat myself. It was so
daunting. It took me 12 months to feel comfortable talking.

Carol: Wasn’t it when you were doing something at
school that triggered you and you remembered that you
were assaulted when you were young?
Danielle: Yeah, I was assaulted when I was four and eight,
but it didn’t resurface until I was 15 or 16. I was watching
a video at school on the effects of assault. That is when
things started coming back to me.
What actually happened in terms of your response
to the video?
Danielle: Well it shook me up a bit. I also had the added
trauma of the death of two friends, so I was feeling that as well.

Laurie, Danielle and Carol, photo by Matt Clear

You have obviously experienced some major
difficulties early on. What led you to make
contact with a support service?

Carol: But at the end of the day, none of Danielle’s issues had
been dealt with. The school didn’t do anything for the students
about the two deaths. There was no counselling, nothing. The
police didn’t really help either.
So you had to deal with all of these things yourself?
Danielle: Yes, for many years, maybe 15 years. I have
also been in and out of hospital, about 50 or 60 times, for
schizophrenia. But once again, they would just drug me up
and feed me Valium. I used to be into self-mutilation too.
I used to think there were things crawling under my skin,
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I had to get to know Laurie, then we started
going for walks down the beach or having chats
in the staff room. These were good. We didn’t
start the CRM until a few months later. To begin
with, I was thinking ‘Oh God’, and even though
it has taken some time, it has been amazing.
so I would cut myself. Just seeing the sight of blood made
me feel alive, but I haven’t done it for a while.
So did things start to change when you met Laurie?
Danielle: Yes. At first I had to get to know Laurie, then we
started going for walks down the beach or having chats in the
staff room. These were good. We didn’t start the CRM until
a few months later. To begin with, I was thinking ‘Oh God’,
and even though it has taken some time, it has been amazing.
Laurie: Yes, it took a while. We went for walks and talks and
I remember you had little to talk about in the beginning. After
a while, you opened up a little more and slowly, we got to
know each other.
Is developing that trust an important part in
working together?
Laurie: Yes, very much so. You were very depressed
and suicidal, weren’t you?
Danielle: I had seen so many counsellors and psychs and
it got to the point where I thought ‘Oh no, not another one.’

Carol: To cut a long story short, other workers seemed
to put Danielle in the ‘too hard basket’. And I even got to
the stage where I pretty much gave up.
Was the CRM effective for you?
Danielle: When I first started doing it, I thought ‘This is shit.’
But once I started getting into the homework and setting goals,
I thought it was a good thing.
Laurie: The first part was looking for the recovery vision.
We were discussing what things you wanted to work towards.
But, it didn’t come quickly though. It was developed while we
were on our walks and over the discussions we had.
Danielle: Yeah, I remember that it just sort of came to me:
I wanted to swim with whales. Laurie and I got talking, we
worked on this together and it ended up being one of my goals.
Laurie: Then we moved on to a recovery plan, and set
weekly homework.
Danielle: The homework was good because it gave me
something to work on. I enjoyed it. Everything just started

working out. We were concentrating on my fitness for a while.
I went to the gym, then I gave up smoking to help pay for
some of the costs of planning the trip to swim with whales.
I paid off my car as well!
Do you feel like things started working for you
because you weren’t being dictated to and you
were the one making your own decisions?
Carol: Laurie listened to Danni; the others didn’t. They didn’t
care. Danni was just a number, they were getting paid for that
number and that is all she was to them. I knew they didn’t care
about her. Because Laurie listened to Danni, over time they
bonded and got to know and trust each other and that’s
when we started to see the changes in Danni.
Danielle: It was important to stay focused on my recovery
vision. If I didn’t do my homework one week, I would feel
as if I was letting myself down. I’d also feel as if I was letting
Laurie down too.
So were you really needing something new
and different?
Carol: I was desperate until things started to come together.
We met a great doctor in Melbourne who had a connection
with Laurie and SNAP.
Danielle, can you tell me about how you were able
to achieve your big goal - swimming with the whales?
Danielle: Well, the first thing I had to do was choose
a location, so I went on the internet to find out more
information. I chose to go to Tonga. Dad came with me
and I was able to pay for his airfare as well, with some of
the money I had saved from quitting smoking. Then I found
out that my sister wanted to come too, so there was a lot to
organise. The experience was just awesome. I was able to
get so close to the whales and even a baby calf. It was just
unbelievable. They were so huge. Massive!
Do you think the CRM would work for other people
who have experienced similar things to you, or do
you think that it’s right for some people and not
for others?

Danielle: I think it would help a lot of people, because
of the way it’s set up. I am doing a range of new things.
I’ve have made a CD of me singing and I’ve finished about
70 pages of my book. It’s a story about what drugs can do to
you, how I got through it and how others can get through it.
I look at it as a book to give others hope. In fact, I undertook
and completed a youth worker course a couple of years ago
and talked to the class about mental health. They were
amazed. They asked me questions and they were really
interested and eager to learn…so that was good.
Have you gained confidence from setting your big
goal and achieving it?
Danielle: Yeah, I feel as if I can do that with anything now.
I want to try and get a business up and running now. I have
made a dolphin coffee table and a few other things. So that’s
the next thing I am trying to get organised. I just get tired a lot,
which makes doing things a challenge. Making these things
takes up a lot of time, but I am finding ways to cut corners.
Laurie: A true business person!

43

newparadigm June 2007
Psychiatric Disability Services
of Victoria (VICSERV)

SNAP Gippsland’s
Recovery Vision
Chris McNamara

Chief Executive Officer, SNAP

SNAP had a determined and open attitude to finding an evidence-based, recovery-oriented model of
service that would work for service-users and staff and ‘stand up’ to the rigour of sector and public scrutiny.

In 2004, SNAP Gippsland had been delivering psychosocial
rehabilitation support services to its clients for more than
10 years. SNAP staff developed positive and supportive
relationships with service-users through the exploration
and identification of hopes and dreams and by providing
assistance to improve quality of life and develop skills,
confidence and opportunities through goal setting. We
believed that we were delivering a very good service.
However, SNAP had a number of concerns about the
long-term issues for service-users, our staff, our organisation
and our sector. We had no effective means of measuring the
impact of our service interventions apart from the qualitative
evaluations of service-users’ experience of the service and
through their completion of the WHOQoL Brief (World
Health Organisation Quality of Life), prior to the six-monthly
review of the ‘Wishes for Wellness Plans’ (IPPs).
The recovery movement was gaining momentum and being
discussed widely within the PDRS sector. Many services were
claiming that they were delivering ‘recovery focused’ services.
What did that mean? What was so different in the practice
of organisations claiming that they deliver ‘recovery focused’
services and how could they prove it?
SNAP was very conscious that the PDRS sector lacks a
well-known professional identity. As PDRS organisations
and PDRS workers, we constantly have to explain what
Chris McNamara, photo by Matt Clear

our sector is, where it fits into the mental health service
system and what we as workers do. The workers in our sector
should not be regarded as ‘glorified homecare workers’, but as
qualified recovery support workers who assist people with
mental health problems in their recovery journey.
We also felt there was an opportunity for SNAP to take on
a leadership role in the recovery movement in Gippsland and
beyond. SNAP had a determined and open attitude to finding
an evidence-based, recovery-oriented model of service that
would work for service-users and staff and ‘stand up’ to the
rigour of sector and public scrutiny.
To manage the move of a service from a support and
rehabilitation focus to a recovery focus, it is not solely
about training staff in a particular model of care. The whole
organisation, from service-users to the Board of Management,
must own and embrace the model in order to change the
mindset and practice of the organisation as a whole.
SNAP developed a set of priorities in its search for an
evidence-based model of care:
• The service-user must be central to all processes.
• The model must be relevant, effective and user-friendly.
• It must assist us to communicate in a more collaborative
and effective manner with clinical services.
• We wanted to ensure consistency in the way SNAP’s
services were delivered to service-users.
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The whole organisation, from service-users
to the Board of Management, must own
and embrace the model in order to change
the mindset and practice of the organisation
as a whole.
• The model of service had to be evidence based
with proven outcomes for service-users.
• Our preference was for a model of service that had been
developed in Australia. We believed that this would ensure
its relevance to the Australian situation and to the existing
service system in Australia. It would also allow SNAP to
contribute to research and evaluation.
• It had to be affordable and sustainable.
• It had to contribute to enhancing and raising the professional
identity of PDRS services, SNAP and our staff.
• We wanted a model of service that contributed
to continuous quality improvement processes.
• We wanted a model of service that created a point
of difference and excellence in practice.
SNAP explored a number of models of service delivery,
although they met few requirements of our ‘wish list’. As
an interim measure, SNAP developed a Recovery Orientation
Program, an eight-module program that provided information
about SNAP, its purpose, aims, services, confidentiality,
problem solving and goal setting etc. This was well received
by service-users, however, it was only ever regarded or
used as a preparatory tool for service-users to develop an
understanding of the recovery process and the direction
that SNAP intended to embark on in the future.

The journey of discovery continued when Registered
Psychiatric Nurse Alex Couley was introduced to SNAP.
Alex presented with more than 20 years’ experience in
mental health in the UK and Australia and was employed by
LRH (Latrobe Regional Hospital), as a member of the LRH –
MHS’s (Latrobe Regional Hospital - Mental Health Service)
Stepping Stones team.
Alex spoke passionately and enthusiastically about the
model of service being delivered by the Stepping Stones
team, which was the CRM. The CRM was developed
and researched by the Illawarra Institute of Mental Health,
University of Wollongong and recognises that recovery is an
individual process that involves hope, meaning, self-identity
and responsibility. One of the key tenets of the model is the
‘working alliance’ it postulates, where the service-user is
central to the process and recognises the benefits of the
collaboration between themselves and the person(s)
assisting them in the recovery process.
The six Collaborative Recovery questions for a clinician to
ask themselves, epitomise the work of recovery support:

1

• How can I help this person have more meaning in their life?
• How can I support this person’s autonomy?
• How can I help this person take action?

• What needs of this person are not met?
• What does this person really want?
• What does this person need to do, when, where
and for how long, to achieve what they want?
The CRM is delivered in a structured manner and
incorporates motivational enhancement as an incentive
for change. Unmet need is measured through the use of the
CANSAS (Camberwell Assessment of Needs Short Appraisal
Schedule), as a precursor for goal setting.
It became obvious that the CRM was the model of service
that SNAP was looking for. We were further convinced of
the model’s appropriateness when we discovered that LRH –
MHS included the CRM as their preferred model of service
within their strategic plan. We felt this would lead to a greater
collaboration between both services and service-users.
The Department of Human Services, Gippsland Regional
Action Plan 2006-2007, includes the CRM for clinical and
non-clinical services as an area to be achieved in building
responsive service systems, through partnering arrangements
between such services.

2

SNAP came to the realisation that to further its aim of
delivering recovery orientated services, such as the CRM,
a position within the organisation needed to be created.
This position could then drive SNAP’s transition to a recovery
oriented service and the implementation of the CRM.
In July 2005, SNAP advertised the position of programs
manager and was ably filled by Alex Couley. Alex became
SNAP’s ‘change agent’ and by November 2005, he completed
his training as a trainer in the CRM at the University of
Wollongong. To date, Alex remains as the only trainer in
the CRM outside of Wollongong University, however, SNAP
has plans to have other staff members trained in training
the model to ensure sustainability.
Eighteen months on, SNAP Gippsland has successfully
implemented the CRM within its service. The delivery of the
CRM is a key priority area within SNAP Gippsland’s Strategic
Plan for 2006-2009. Service-users, particularly those who have

been involved with SNAP for a long time, are experiencing and
reporting improved circumstances due to their use of the CRM.
SNAP staff report having more confidence in practice due to the
structure of the CRM and in the meaningful outcomes that have
been effected by the ‘working alliance’. The use of the CRM has
lead to improved communication and collaboration with clinical
mental health services. Referrals have also been made
to SNAP for access to the CRM.
SNAP has good reason to feel confident about the future
and the outcomes for the people it serves.
1

2

Oades, L.G., Lambert, W.G., Deane, F.P. and Crowe, T.P. (2003), Collaborative
Recovery Training Program: Workbook. Illawarra Institute for Mental Health,
University of Wollongong.
Victorian Government Department of Human Services, (September 2006)
Gippsland Regional Action Plan 2006-2007.
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This one particular man who had been struggling with life for ten years, saw our photo in the paper
and walked in off the street. He told us he viewed SNAP as a good starting point for him and he is
now doing amazingly well.

Carol Mosele

In 2005, SNAP adopted the Collaborative Recovery
Model of care as its primary method of intervention.
Support Worker for SNAP Carol Mosele speaks
about her experiences in delivering this model.

man who had been struggling with life for ten years, saw
our photo in the paper and walked in off the street. He told
us he viewed SNAP as a good starting point for him and he
is now doing amazingly well.

What were you doing before SNAP and what
experiences led you to working for SNAP?
I have been at SNAP for about nine years now but before
this, I worked in family support for eleven years where
I supported families who were at risk of losing their children.
In the beginning I loved the work, but it came to a point
where I needed to have a break from working in the child
protection field. I was finding that I wasn’t able to relax at
the end of the day because the children were not in control
of their own destiny. Working with adults has been very
different because they are in control of their own
destiny and the decisions are theirs.

Over the nine years you have worked for SNAP,
I imagine the work style has changed a bit. What
was it like when you first started?
When I first started, SNAP was very much a support
service; we supported people to live independently in the
community and took people out shopping etc. We still do
this to some degree, if a person is having a particularly hard
time. I remember going to a client’s home once and I ended
up mowing and whipper snippering their lawns and doing
their housework!

What is your client group now and are your
clients referred to SNAP?
The clients I deal with present with illnesses such as
schizophrenia, bi-polar disorder, personality disorder,
depression and anxiety. Usually our clients are referred to
us through other mental health services and psychologists.
We have clients walk in off the street as well. Actually, just
after the staff here graduated from the CRM training, we
had our photo taken for the local paper. This one particular

Did you enjoy that kind of work?
Not always. I just did these things because they needed
to be done and the clients weren’t able to do some things
for themselves. At that point in time, we thought we were
helping these people by doing things for them. But looking
back, I feel in some ways this was adding to their disability.
We were actually disabling them even more because by doing
things for them, we weren’t giving them any independence
skills. We soon realised that this system wasn’t working so
we began looking at what changes needed to take place.
This was when we discovered the CRM.
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Often there’s a fear of recovery, especially for
people who have been unwell for a long time.
For some people, being unwell has become
a way of life and the process of recovery can
seem daunting and frightening.
Can you tell me more about how the organisation
has embraced the CRM?
Alex was hired as our Program Manager and he was the only
person outside the University of Wollongong who was able
to train the CRM. We’re very lucky to have him on board.
The staff attended an intensive two-day training program.
This progressed to a twelve-month training period and once
a month, we had a collaborative recovery forum, which was
an opportunity to discuss the pros and cons of the program.
We each invited a client to go through the new processes
with us. Then we provided Alex with a profile on our clients’
progression. Some amazing stories arose from this.
Do you now support all of your clients with the CRM?
I have nine clients at the moment and not all of them are
working with the CRM. Not all of my clients are happy to
change to the CRM because they find it a bit scary.  I’m

working these clients up to it and slowly teaching
them about the new program.
Why were the clients scared of the CRM?
Often there’s a fear of recovery, especially for people
who have been unwell for a long time. For some people,
being unwell has become a way of life and the process of
recovery can seem daunting and frightening. People with a
mental illness aren’t always good with change. So we have
to ‘psych them up’ for it, try and take the fear out of recovery
and get them comfortable with new concepts.
Has the CRM worked well for you?
I didn’t know a lot about the model to begin with, so initially,
I wasn’t 100 per cent convinced. However, it was a good
move to introduce something new because what we were
doing before the CRM was introduced, wasn’t working.

Other staff would say things like ‘Wow, this is fantastic, it’s
going to change everything’, but I initially took on a different
attitude. My thoughts were more along the lines of ‘Let’s
wait and see’. It wasn’t until I actually started working with
the model, that I was able to see the benefits of it. I could
see the positive changes it was making in people’s lives and
from then on, I became more and more passionate about
the model. It just works so well and now I am the biggest
advocate for it.
Can you describe the processes involved in delivering
the CRM effectively?
I make up a folder for my clients, which includes a poem
about recovery because I think everyone has a different
vision of recovery. From my clients’ recovery vision, we
identify goals and work from there. Their weekly homework
stems from these goals and every week they can see the steps
they’re taking to get to where they want to be. I also include
a motivational enhancement sheet, which is a sheet on the
pros and cons of change and understanding yourself. My clients
are given homework sheets, which go into their folder as well.
The folder is a great tool for them to use to reflect back on
their progress. Some of my clients actually create their own
homework and I encourage this process by asking them what
homework they have done for the week. They then hand
me their sheet and we discuss it. It’s wonderful to see them
creating things for themselves and taking control of their
own journey.
Has the CRM made your job easier?
Definitely. Before the CRM, the staff at SNAP had different
ways of working whereas now, we are all moving in the same
direction with the same focuses in mind. I know exactly what I’m
meant to be doing; I don’t have to make things up as I go along.

Aside from working with clients, are there any
other responsibilities within your role as Support
Worker for SNAP?
Another one of my responsibilities at SNAP is to go through
the referral and exiting procedures with clients. I have to make
sure they’re exiting for the right reasons and I also like to get
feedback from them about whether or not they were happy
with the support they received. There’s a lot of coordination
involved with these procedures. Thankfully, I work a nine-dayfortnight so I get to have my own ‘mental health day’ every
couple of weeks.
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Pedro Diaz

Seiji Humphries

Although recovery is the lived experience of the individual with a mental illness, recovery does
not occur in a vacuum, it involves interactions with others and the environment.

In this article we describe the implementation
of the CRM and describe it in terms of how three
non-government mental health organisations responded
to the call to increase their recovery-focussed practices.
Although located in three different Australian states,
servicing metropolitan, regional, and rural populations,
the three organisations independently introduced very
similar protocols to transfer recovery-focussed training
into routine practice. The introduction of these
implementation protocols is discussed in terms of the
organisations’ developmental journeys and its parallels
with a model of consumer recovery journeys.
Although recovery is the lived experience of the individual
with a mental illness, recovery does not occur in a vacuum,
it involves interactions with others and the environment.
Consequently, an individual’s recovery processes can be
influenced, either positively or negatively, by the types of
interactions they have with the mental health workforce.
The degree to which an organisation adopts recoveryoriented principles and practices, is not only influenced by
workers’ attitudes and training1, but also by the managerial
decisions made to support recovery-based practices2.

Alex Couley

Trevor P Crowe

Improving worker performance and/or changing practices
have traditionally depended on engaging workers in some
form of training program. Unfortunately, only about ten per
cent of training expenditure translates into changes in work
performance3. For example, Milne et al4 reported initial,

but only temporary evidence in clinical files for the transfer
of psychiatric rehabilitation training into routine service practices.
It is reasonable to expect that similar issues impeding the
transfer of psychiatric rehabilitation training will also apply to
recovery-focused training transfer. Mental health workers have
previously identified five major barrier domains impeding
training transfer:
•
•
•
•
•

institutional constraints,
insufficient collegial support,
philosophical opposition and
client factors and
collateral interference5.

In practical terms, some of the challenges to recovery-based
practice include concerns about additional workload and
competing demands on time, the trend of inconsistent
long-term care relationships with consumers, and perceived
lack of organisational support6. Furthermore, the ‘philosophical
opposition’ barrier may be related to the potential conflict
between recovery-oriented care that promotes informed risk
taking and the predominantly risk aversive nature of traditional
care approaches.
The AIMhi HSS (The Australian Integrated Mental Health
Initiative High Support Stream) project7 has now trained over
600 Australian mental health workers from both government
and non-government sectors in the use of the CRM.
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Rather than relying on the effects of staff
participating in a recovery-focussed training
program, the organisations developed internal
positions and amended existing protocols and
documentation to make recovery-focussed
practices happen for their organisations.

Unfortunately, the AIMhi project is also testament to the fact
that training mental health workers alone does not ensure
the routine implementation of recovery-based practice.
Specifically, organisational factors (e.g. insufficient staff and
restrictive administrative practices), have been identified as
significant barriers affecting the adoption and implementation
of the CRM by mental health workers in the AIMhi project8.
However, perhaps the most understated factors that influence
the adoption of recovery-based practices are the autonomy
of workers in terms of work practices, the lack of effective
leadership, and the lack of overt organisational ownership
of the recovery model.
The service directors play an important role in communicating
the recovery ideology and directing middle managers and
senior mental health staff to support this ideology9. Middle
managers and team leaders not only need to understand the
recovery model, they need to communicate this effectively
and lead/facilitate change with mental health staff. The
adoption of administrative documentation (e.g. revision
of service delivery), and case review protocols that reflect
recovery principles and practices (including record keeping

and process and outcome measurement), may also improve
the organisation’s recovery-orientation and training transfer.
Supervision processes and ongoing staff coaching may also
be helpful for improving training transfer rates.
The current paper reports examples of effective managerial
and organisational support for implementation of recovery
oriented practices within the AIMhi HSS project. This may
serve as a template for other organisations wanting to
increase the chances of transferring recovery-based training
into routine practice.
Method
Participants
Three non-government organisations providing a range
of support services for people with serious and persistent
mental illnesses and who are research partners in the AIMhi
HSS project, contributed to the current study. Each of these
organisations were selected as case studies because after staff
had been trained in the CRM, there was evidence of significant
organisational support that facilitated the implementation of
the CRM into routine practice.

Left to right: PhD student, Samantha Clarke; Chief Investigator, Professor
Frank Deane; PhD student, Sarah Marshall, AIMhi High Support Stream
Co-ordinator, Dr Trevor Crowe, PhD student Retta Anresen; Chief
Investigator, Dr Lindsay Oades and Research Assistant, Yvonne Peros.

SNAP Gippsland is a PDRSS and part of the Victorian
mental health service system. SNAP delivers psychosocial
rehabilitation and recovery models of service and care to
adults with a serious and enduring mental illness and
associated psychiatric disability in rural Victoria.
RFQ (Richmond Fellowship Queensland) operates a range of
community based rehabilitation and support services for people
with serious and recurring mental illnesses. Established in 1974,
RFQ is a reputable specialist mental health NGO, operating in
the Brisbane metropolitan and regional Toowoomba.
Aftercare has been in operation since 1907 and exists in
order to support people with mental disorders live a valued
life in their chosen communities, through the provision of
high quality and timely services. Located in New South Wales,
Aftercare supports over 600 people living in the Sydney
metropolitan region, Western Sydney to Katoomba and
Lithgow. Although a relatively new program, the Aftercare
HASI (Housing and Supported Accommodation Initiative)
program contributed to the current study.

Procedure
The managers or key AIMhi organisational contact people
from each of the three services, were asked to provide a
brief stepwise overview of what they did to help facilitate
the implementation/embedding of the CRM protocols
into routine service delivery.
Results
Table 1 displays the steps each of the organisations
undertook to implement the CRM protocols within
their routine service delivery.
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Table 1 • CRM Implementation steps

01

»

02

»

03

»

04

»

SNAP Gippsland

RFQ

Aftercare HASI

Creation of a Programs Manager
position to oversee:
• the implementation of the CRM,
• support ongoing training, coaching
and practice development,
• data collection and
• participation in regular  AIMhi
teleconferences and site visits.

Evaluation and Development
Coordinator position delegated
responsibility for:
• coordinating implementation
of the CRM,
• supporting ongoing training
and practice development,
• data collection and
• participating in monthly
AIMhi teleconferences.

Identified an on-site AIMhi
data management person.

• Manager and team leaders
participated in the CRTP and
made it clear to staff that the CRM
was a central part of the SNAP
Gippsland program model of care.
• CRM integrated into the staff
induction procedure and
integrated into key service
delivery model documentation.

• Team leaders participated
in the CRTP.
• Incorporation of the CRM
in RFQ model of practice and
integration of the CRM into
staff induction procedures.

• Manager and team leaders
participated in the CRTP and made
it clear to staff that the CRM was a
central part of the Aftercare HASI
program model of care.
• CRM integrated into the staff
induction procedure and integrated
into key service delivery model
documentation and IT systems
(e.g. ‘Case Management Work
Flow Diagram’).

• Strategic planning day with entire
• Strategic planning day resulting
team to discuss the best way to
in a vision and strategy policy that
implement the CRM within the
articulates RFQ’s commitment to
organisation, including ongoing
recovery orientation, evidencecollaboration with Uni of Wollongong
based and reflective practice and
to assist with protocol development.
collaboration with research and
• The CRM included in SNAP strategic plan.
academic bodies.
• The CRM was integrated with
staff development and appraisal
procedures, including the specifically
developed tool for staff goal setting.
• Establishment of local regional group
for the CRM implementation.
• Initiation of a working partnership
project based on the CRM with
the local area health service mental
health services, funded by the
Department of Human Services.
• Integration of CRM with other
approaches (e.g. Collaborative
Therapy) in the SNAP day programs.

• CRM implementation was
part of broad organisational
changes aimed at developing
recovery orientation, including
establishing an annual consumer
forum and consumer edited
organisational newsletter.

05

»

• Integrated the CRM into
three monthly one day practical
skills training /review workshops
for staff.
• The CRM included in strategic
planning activities.

06

»

SNAP Gippsland

RFQ

Aftercare HASI

• Monthly forums/group supervision
established to track and support
staff journeys with using the CRM.
Forums also used to track fidelity
to the CRM protocols and to
update CRM skills. Key recovery
focussed readings also circulated
at these forums to assist with
ongoing learning.
• Staff encouraged to start using
the CRM protocol with one client
each and work their way up.
• Individual supervision provided to
case workers, which included some
direct observation of staff delivery
of recovery focussed practices.
• Auditing of CRM based
documentation.
• Presentations of CRM
to consumer forums.
• Creation of local CRM newsletter.
• Establishment of recovery stories
project ‘Alive and Living’.
• Establishment of formative
evaluation project with local
Dept of Health Services aimed
at assessing the introduction
of CRM on SNAP practices.

• Ongoing inclusion of the CRM
components (recovery vision,
needs assessment, goals,
homework, etc) in weekly
client progress review meetings.
• Evaluation and development
coordinator regularly attends
staff meetings to discuss CRM
implementation in practice and
review CRM skills and knowledge.
• Team leaders provide individual
and group supervision for workers
around the CRM.
• CRM goal-setting material adopted
as basis of client support plans.
• Presentation of CRM at
consumer forums.
• Establishment of the ‘Journeys
of Recovery’ DVD project, through
which consumers creatively express
recovery experiences.

• Staff receive monthly external
clinical supervision.
• Staff engaged in monthly CRM
skills and knowledge review
sessions with CRM trainer.
• Team leaders receive monthly
individual and group supervision.
• Team leaders provide monthly
individual and group supervision
for case workers.
• Team leaders use a mentoring
model.

• Participation in the CRM
train-the-trainer program
so that SNAP can sustain the
CRM within SNAP sites.

• Participation in the CRM
train-the-trainer program
so that RFQ can sustain the
CRM within RFQ sites.

• Participation in the CRM
train-the-trainer program so
that Aftercare can sustain the
CRM within Aftercare sites.
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The workforce needed to develop an identity
of having ‘recovery support workers’, which
in some cases represented a significant shift
from workers previously only being identified
as ‘disability support workers’. It also meant
that the recovery supporting identity of the
organisations needed to become resilient in
relation to the political environment, in which
this identity was initiated.
Discussion
As can be seen in Table 1, the three organisations
described in this study independently followed very similar
steps to ensure the transfer of the CRM training into routine
practice. These steps included the establishment of leaders or
‘champions’ within the organisation to provide clear direction
and ongoing support, mentoring and supervision for the mental
health workers, addressing their concerns and resistances along
the way. Documentation was changed to reflect the CRM’s
centrality in the services’ care models and assessment protocols.
Staff induction protocols were adjusted to overtly orient staff
to this model of care. The CRM and other recovery-oriented
principles and activities were given a guiding position in each
of the services’ strategic planning processes. Each of the services
identified staff to become internal CRM trainers to facilitate
staff induction training and to increase the sustainability of
the recovery model within the organisation.

These steps can be considered in line with the key features
of the recovery processes for consumers. A number of
parallels can be noted that suggest that the organisations’
developmental journeys reflect these recovery processes
(i.e. taking responsibility for one’s own recovery process,
increasing hopefulness, managing changes in identity, and
engaging in personally meaningful activities10).
Firstly, the organisations made a clear decision to take
responsibility for engaging in activities to ensure the recoveryorientation of the service. Rather than relying on the effects
of staff participating in a recovery-focussed training program,
the organisations developed internal positions and amended
existing protocols and documentation to make recoveryfocussed practices happen for their organisations. That is, these
three organisations took ownership on the change process.

Secondly, taking ownership of the recovery model
represents a change in identity for the organisations in
some respects. That is, the workforce needed to develop
an identity of having ‘recovery support workers’, which in
some cases represented a significant shift from workers
previously only being identified as ‘disability support workers’.
It also meant that the recovery supporting identity of the
organisations needed to become resilient in relation to the
political environment, in which this identity was initiated.
Sometimes the value and sophistication of the recoveryfocussed work done by these organisations was undermined.
Thirdly, the above implementation of steps and recoveryfocussed activities, were enhanced by making these changes
relevant and meaningful for the workforce and the organisation
as a whole. For example, rather than simply thrusting the
recovery training upon the workforce, consultation occurred
with existing staff before and after the training to identify and
work through their concerns. In this way, the organisations
attempted to locate the workers’ beliefs within a recovery
paradigm and support them in adopting recovery focussed
practices. At an organisational level, the re-evaluation of the
organisations’ visions, strategic planning and practice models
was one way of ensuring that the CRM held a meaningful
space within the overall philosophy of the organisations.
Finally, the hopefulness of the workforce and organisation
as a whole, was crucial for working towards becoming leaders
in the delivery of recovery focussed care. This was supported
by ongoing supervision and mentoring of staff and the
development of supportive relationships with external agencies
(e.g. the Illawarra Institute for Mental Health at the University
of Wollongong). Further, the development of mechanisms to
capture feedback from consumers, carers and staff regarding
the impact of the recovery based practices also assisted with
this process by providing evidence of the effect of this work.
Future directions to help further facilitate the development
of recovery oriented services include:
• a thorough assessment of the organisational structures
against key recovery-orientation indicators,
• the development of formal supports for service champions
so they feel connected to the broader field of recovery

focussed practitioners and change agents,
• further development of strategies to incorporate carers in
the recovery support mix, and
• develop values based coaching models to direct and
enhance the existing staff support and supervision, and to
further leverage the parallel process between the
professional development processes of staff and the
recovery processes of consumers and carers.
Acknowledgements: This work is supported by a National
Mental Health and Medical Research Council Strategic
Partnership Grant in Mental Health (219327). Contributing
organisations to the Australian Integrated Mental Health
Initiative High Support Stream of this project for this paper
are Richmond Fellowship Queensland, SNAP Gippsland
(Victoria), and Aftercare HASI (NSW).
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Interview: Ron’s Journey
Interviewed by newparadigm Editor, Matt Clear

Lakes Entrance resident Ron, is a fourty eight-year-old father of two and self-confessed complex
person who has been involved with SNAP for the past seven years. Ron speaks of the highs and the
lows of his life’s journey and the continuous support from his worker Carol, where together, they
embraced the CRM. This is his story.

‘I’ve had depression for most of my life. I had a major
meltdown just before I moved here (Lakes Entrance).
I was living in a caravan in Dandenong at the time; I wasn’t
looking after myself, I was having family problems and I got
so depressed that I was suicidal. I remember one night I took
two bottles of scotch and a carton of cigarettes, I went out
into the bush and pretty much went through the whole lot
in a couple of days. Anything could’ve happened to me!
When I came home I just cried the whole night.
I moved to Lakes Entrance about six or seven years ago.
I was seeing counsellors and psychologists who weren’t really
giving me the help that I needed so they pointed me to SNAP
and I haven’t looked back. To be honest, if it wasn’t for SNAP,
I would still be at the beginning of my journey.
Admittedly, I was hesitant and a bit dubious at first, as people
are when they start new things. When I first came to SNAP,
I was sort of like a weed in the garden that contaminated
everything it touched. I used to go to SNAP on Mondays
and just go in for the lunch and that was it. That’s what
everyone tended to do. But after a while, I noticed myself
looking forward to chatting to everyone. I wasn’t scared
or persecuted. No one said ‘What’s your problem?’ The
conversations were more like ‘G’day, how are ya? Nice to
see ya’. I knew the people there understood me, but even
still, it took me years to understand that it was ok to hug
another man. Now, after being involved with SNAP for
several years, I’m more like a plant. I have grown from within.
Carol was my caseworker. She was so supportive and non
judgemental. I could talk to her about anything and there
were no repercussions. She used to come from SNAP to
visit me in Lakes Entrance. She would calm me down and
organise meals for me, that sort of thing. It was more like
a friendship with Carol.

Ron, photo by Matt Clear

SNAP has definitely changed for the better over the years.
Carol would help me fill out a weekly sheet, which was part
of the CRM, and I decided what my goals would be. It wasn’t

like the old sheets that would just sit in the drawer and be
forgotten about for six months. Carol and I would sit down
together and do the sheet once a week. I would choose goals
that were attainable. For example, if I said I wanted to get fit,
I would make sure I walked twice a week, that sort of thing.
SNAP had a community garden where we could grow
our own vegetables and I got pretty involved in that in the
beginning, then I got sick again. I became mentally drained
because of the medication I was on and found myself back
to where I was. I’m a complex person. One minute I’d be
fine, the next minute, I’d be bawling my eyes out or having
an ‘episode’ in the garden. Carol and SNAP helped me a lot.
I got quality from them; it’s not about the quantity, it’s the
quality that counts.
With the CRM, I was able to get motivated to work on my
garden. I just didn’t have the motivation to do it before. I used
to put it down as a goal on the old sheets, but I would end up
losing interest and I never bothered with it. The garden was
one of the first goals I put down on the sheet with Carol. It
probably took between three and four years to do it, from the
planning to the finished product. I didn’t just sit around on my
bum and watch T.V. all day. I had something creative to do
with my time. It was mine you know. I did it. I was proud
of it and it made me feel good. It gave me perspective.
I have grown a lot in confidence since working with Carol.
I understand my illness now. I know my triggers. I volunteer
at the RSPCA opp shop two days a week. It gives me something
to do, it gets me out of the house and I’m out there speaking
to people. I usually come to SNAP on Mondays now for my
garden. I just sit down with my garden and walk around in it.
I’m actually thinking about doing a horticultural course because
I think I have a bit more knowledge of gardening now.
One of the things about SNAP, is that the people there can help
you, but you have to do the work. I’m proud because I have
accomplished things. I’m more open. The petals are open.’
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SNAP Gippsland:
a recovering team
by Alex Couley Program Manager, SNAP Gippsland and
Lindsay Oades Senior Lecturer, School of Psychology/
Illawarra Institute for Mental Health, University of Wollongong

Sounded positive and I was curious but maybe a bit skeptical, as I am with any new processes.
I liked the idea for workers to have a standard process and I liked that clients set own measurements.

It has long been recognised, that an essential part of the
body of evidence in recovery is the lived experience of
those recovering. An important part of the overall picture,
is the lived experience of those delivering a recovery model.
It is difficult to imagine how a team can instill hope, meaning,
identity and responsibility in its clients, if it has none of these
for itself. This is an examination of how the SNAP team
embarked on its own journey.
A small team of psychosocial disability workers were
trained in the CRM, using the CRTP. (The nature of the
implementation of the CRTP is described in another article
in this journal.) Each of the team members had worked for the
agency for some time and they were viewed as experienced
in the field.  Throughout the year-long training/supervision
process, the team began to describe an overall change in their
vision for their clients’ futures. There was also an emergence
of a new level of enthusiasm for the work they were doing.
In an attempt to capture this change, a two-stage process was
used to gather information. Firstly, staff members were asked,
in a group setting, to produce answers to two questions:
• What were the five best points of the year-long
CRM training?
• What were the five worst points of the year-long
CRM training?
Alex Couley, photo by Matt Clear

Despite being requested to do so, the team struggled to
limit the positive aspects of the training to five and collectively
identified the following ten:
• ‘Professional delivery, qualifications related to the delivery
of the model, comfortable, hands on delivery, patient,
good agenda, constant availability, always constructive.
• Clear focus - structure and flexibility at the same time.
• Collaborative process.
• Forums to keep the model fresh and alive.
• Information sharing.
• Networking between sites, common purpose.
• Role plays.
• Showcase to the department.
• Professional/personal development.
• Rejuvenating.’
When asked to identify the negative points of the training,
the team’s answers had a distinctly different flavour. They
appeared to concentrate on more practical/environmental
points. Their identified answers were:
•
•
•
•
•
•

‘CRM and certificate IV training at the same time.
Travel.
Lunch not provided.
Room stuffy.
Initial overnight stay at Moe.
If no willing client, what then?’
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SNAP Gippsland:
a recovering team
by Alex Couley and Lindsay Oades

Following this, workers were asked to respond directly to
four questions in order to review their individual feelings about
the CRM. Each worker was asked the same four questions via
email. Their answers are provided here, exactly as they were
given. Some answers are rather lengthy but it was felt that any
editing would interfere with the responses’ authenticity. The
reader will be able to note that the responses reflect some
initial skepticism, then a gradual emergence of a collective
sense of pride and confidence in the workers’ attitudes.
Your feelings about CRM when you first heard
about it:
‘I was very interested in CRM when I first heard about it,
as I felt the way we were working was not ideal, it wasn’t
helping people to move on.’
‘Sounded positive and I was curious but maybe a bit skeptical,
as I am with any new processes. I liked the idea for workers
to have a standard process and I liked that clients set
own measurements.’
‘That this model could provide me with the tools and
the structure that I need to assist our clients to realise their
recovery goals and improve their quality of life. That I could
better measure the effectiveness of my interventions.’
‘That the working relationship with LRH-MHS staff would
improve and barriers would be broken down because both
services would be using the model.’
Your feelings about CRM after the two training days:
‘After two days training, I thought it was good but wasn’t
sure how it was all going to come together. Wasn’t completely
sold on it.’
‘Felt a bit like I had too much to process, but wanted to give
it a go, especially knowing I could call someone to see if I was
practicing the model correctly. Hate the terminology such as
CGT and didn’t think clients would want to do homework.’

‘Inspiring. Impressed by Alex’s delivery of the training.
Makes perfect sense, can be used in everyday situations
from individuals to organisations. Excited. Exhausted.
Loaded up with information. Where to from here?’
‘This is great. Though the model is not overly complex,
there are many components to it. I felt that I needed to start
using it without too much delay so that I didn’t forget what I
had been taught. Will I be able to practice the model in the
way that it was intended? I wondered how I would be able to
explain the model to my client so that she would want to use
it. I liked the common sense approach to delivering service.’
A bit about your experiences with the CRM,
what’s been good, what’s been bad and what’s
the difference (if any) from before CRM?
‘It wasn’t until I started working with clients on CRM
that I started to see the difference it was making, that
I became passionate about it. The collaboration between
worker and client works so well and puts us on an even
footing. CRM has also made me a much more focused
worker, and has renewed my enthusiasm in what I do.
Homework sheets are good and assist clients in keeping
track of their achievements.’
‘Very positive. Was easy starting with just one person.
Monthly forums reinforced process and reflected all our
experiences to each other and corrected any mistakes in
delivery. I was very excited when Recovery Vision was first
identified and the goal setting began. Homework was logical
and process flowed, goals and homework were clear and
obvious to both myself and my client. Best of all, client
achieved Recovery Vision, doing it mostly on her own
with guidance from myself and focus via the CRM.’
‘It has changed my practice. I have always been a strong
believer in service-user rights and collaboration, however,
the working alliance and the client’s autonomy are at the
forefront of every intervention in CRM. I like the structure

of the model. Being able to use components of the model
even though my client chose not to take it up. The recovery
outcomes for my client: The fact that through learning about
the CRM, she made a choice for herself (something that she
looks to others to do for her). The choice being that she did
not want to participate in CRM. The fact that my client is now
achieving her goals. It has provided me with a structure that
I feel confident with. I have enjoyed the sharing and learning
from the monthly training forums. I have Alex to talk to if
I have any issues.’

• the structure,
• confidence and pride in using a model that
is researched and has an evidence base,
• measured recovery outcomes for my client
and myself, and
• a more professional approach’.

‘Only have one client who chose not to practice CRM.’

In essence, this process was an attempt to capture those often
intangible changes, that exposure to the processes of recovery
have an inevitable effect on those delivering such a model.

‘What’s the difference?:

In conclusion, it is worth noting that this was not an attempt
to formally evaluate the CRTP or the CRM. This work is
being done elsewhere.

Inspiring. Impressed by Alex’s delivery of
the training. Makes perfect sense, can be
used in everyday situations from individuals
to organisations. Excited. Exhausted. Loaded
up with information. Where to from here?
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An Engaging Model of Recovery
and Redefining Psychosocial
Rehabilitation
Matt Clear
Communications & Membership Manager,
Psychiatric Disability Services of Victoria (VICSERV)

Will consumers know how to access services? Will government adequately fund services that it doesn’t
really understand? Will staff develop a strong sense of what they are doing and why they are doing it?
Will advocacy work to improve conditions for services, programs and ultimately people with mental illness?

In the editorial of the last issue of newparadigm, I reflected
on the fact that my newly created position at Psychiatric
Disability Services of Victoria (VICSERV) was in some
way recognition that ‘we need to support and grow our
members and prioritise how and what we communicate.’
As someone who is new to the mental health sector, but
also someone who is on the look out for ways for us to
communicate what we do, I was very happy when the
CRM was brought to my attention and I started the
discussion about how to highlight it with the team
at SNAP and others.
I believe that the PDRS sector is a complicated and confusing
one. Why does that matter? I believe that if the sector itself
can’t appropriately describe how, what and why it does what
it does then the flow-on effects are profound. Will consumers
know how to access services? Will government adequately
fund services that it doesn’t really understand? Will staff
develop a strong sense of what they are doing and why they
are doing it? Will advocacy work to improve conditions for
services, programs and ultimately people with mental illness?
Obviously, my argument is that we need to work harder at
describing what we do, how we do it and why we do it,
as I strongly believe we will be able to build a stronger
voice for an incredibly important sector.
Matt Clear, photo by Shane Bell

In this desire to see a better articulation of what we do,
I’m not alone. It was something that was highlighted by
the Chief Executive Officer of NEAMI, Arthur Papakotsias
in the last issue of newparadigm when he said ‘…we need
to be clearer about our purpose – who we are and what we
do. We have, for too long, allowed others to define us by
what we don’t do rather than by what we do do. So, we’ve
been typically been defined by others as non-government,
non-profit, non-clinical, non-treatment, non-professional…
basically a bunch of “nons”!’ Arthur described other important
aspects to this including a more strategic approach and a
stronger vision for the sector as well as the need to ‘research
and validate our practices.’
Interestingly also, Mark Smith from Prahran Mission said that
‘language may partly explain the growing social and economic
divide… Art and other creative activities such as photography or
group writing are therapeutic mediums but they do not translate
well into forums where oral language is the main currency.’
Many others have recognised for some time, the need
to highlight what is being done in the area of psychosocial
rehabilitation in a modern and engaging way, recognising and
celebrating the point of difference – highlighting case studies,
telling others about success stories etc. and this leads us to
the importance of the CRM.
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by Matt Clear

My experience of chatting with SNAP staff,
researchers, consumers and workers reinforced
my initial sense that this was indeed a great way
to highlight the work of psychosocial rehabilitation
services more broadly.
From where I sit, the CRM has all the hallmarks of a very
interesting and engaging model on a number of fronts.
The concept of recovery is an important one and one very
much embraced by the psychosocial rehabilitation sector,
but evidence for recovery-based approaches and recoveryorientated services is not well described or even that well
developed. As the first article in this section on the CRM
describes ‘there has been a consistent call for, and rhetoric
about, recovery focussed care [but] the research evidence
regarding recovery-based approaches is in its infancy.’ The
authors go on to detail how the CRM uses ‘recovery-based
principles to assist mental health workers to use evidencebased practices with consumers.’
The Chief Executive Officer of SNAP, Chris McNamara,
highlights in her article the concern that ‘we had no effective
means of measuring the impact of our service interventions
apart from the qualitative evaluations’ and how the CRM
neatly fitted in with the way they wanted to use an
evidenced based model of care.
My experience of chatting with SNAP staff, researchers,
consumers and workers (see the interviews with Danielle,
Ron and Carol), reinforced my initial sense that this was
indeed a great way to highlight the work of psychosocial
rehabilitation services more broadly. It has so many elements

that fit neatly into the way psychosocial rehabilitation is
described. The CRM, as detailed in the articles in this section,
empowers consumers via active self-management of their
health and wellbeing; the model aims to engage and motivate.
I did talk with Danielle, Ron and Carol about how ‘homework’
(as described in the CRM model), allowed people the
opportunity to plan ahead and take specific steps towards
goals. This appears to have very dramatic effects in terms
of outcomes as the individual stories testify.
As the sector develops and grows new and engaging
models of care (like the CRM) are emerging. As part of the
development of the sector it is important to highlight them
– especially when models like the CRM have such positive
and tangible stories like those of Danielle and Ron.
Being able to describe what is being done (and the effects on
individuals) at the same time as doing it, will be a powerful way
to articulate the importance of the work done by psychosocial
rehabilitation services.
TELL US MORE.
We are very keen to hear from program and services
interested in telling their stories and highlighting their work.
Contact newparadigm editorial staff to discuss possibilities.

EXPRESSION
SESSION
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The Expression
Session

newparadigm is launching its new section The Expression Session – with the help of Tom Duell.
In this section, we will publish a range of creative endeavours including poetry, artwork and
photography. We encourage and welcome your contributions.

Self expression. We all do it in our own ways, some of
us choose to show it more though. My name is Tom Duell
and I’m depressed. I can admit it because I’ve gotten used to
it; some people haven’t yet. I personally found it a lot easier
being able to express myself through different mediums. My
favourite medium is poetry because it’s your own feelings,
your own words. I guess that’s kind of why I’m here. You see,
I am lucky enough to have been given the chance to share my
poetry; not every body has this chance. When I was given the
chance to give people an avenue to be able to share their
work, I jumped at the idea because I know how much it
has helped me share what was on the inside; and so,
the Expression Session was born.

This is going to be a regular section in newparadigm,
including work from any body who wishes to share a story
in their choice of medium. We hope to have interviews with
artists as well and we are looking for a wide variety of content
and input. If you or anybody you know might be interested
in contributing, please send your work to:
k.lennon@vicserv.org.au
I look forward to hearing from you. Here’s one of my
pieces to get the ball rolling.
Regards,
Tom Duell

The Two Wars

On The Streets

A society of empty people
Weapons of mass destruction
Every one hating
With no instruction
To love or cherish
The wars run rampart
The violence and bloodshed
Creating a hatred enhancement
The demons inside me
Beckon at my gate
To wreak chaos and havoc
Deciding upon my fate
But I’m no different
I’m just like you
We’re both filled with evil
And the rest of earth too
Never let it beat you.

On the streets as a bum like me
I am limited to the face, which I can see
It’s not fair to be on the streets or take drugs
If I had a choice I would stand up and shrug.

Tom Duell

Exposed to the heat and the freezing cold,
I am sure I will die young and not old.
Can you understand how I feel, and the pain?
When I walk, I feel like I have a ball and chain.
The clothes I wear are surely not my own
Everyday I have no one and feel very alone.
My bed is wherever I choose to lay,
The food I eat, I do not pay.
I agree I am sad and very poor,
But with your help it will be no more.
Thomas Young
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Resource
Centre

Call for Contributions
Psychiatric Disability Services
of Victoria (VICSERV)

Psychiatric Disability Services
of Victoria (VICSERV) offers a
comprehensive Resource Centre
to people who work, study or are
involved in community mental
health support services.

What is in the resource centre?
The Resource Centre has a comfy lounge area and
internet terminals where you can relax, while accessing
the wide range of materials and publications on:
• psychiatric disability rehabilitation and
support services and psychosocial rehabilitation,
• mental health and mental illness,
• mutual support and self help,
• employment, housing, recreation and gender issues,
• service management,
• dual diagnosis and
• government policy amongst many other issues.
The collection of resources available at the centre
includes books, journals, articles, reports, audiotapes
and DVDs. We also provide items for sale at discount
prices for members. Please contact us for more information
about purchasing, borrowing and photocopying material.
Psychiatric Disability Services of Victoria (VICSERV) also
has on-line access to our resources, which is accessible
via our website and contains full-text documents that
are free to download.

Parity newparadigm Special Issue - September 2007

Who can use the resource centre?
The Resource Centre is available to everybody. However,
in order to have borrowing rights, you must be either a staff
member of an agency that holds Psychiatric Disability Services
of Victoria (VICSERV) membership, or an individual associate
member. For more information on membership, please
refer to our website.
Where is the resource centre and when can I visit it?
The Resource Centre is open between 9:00am and 5:00pm,
Monday to Friday and is located at the Psychiatric Disability
Services of Victoria (VICSERV) office:
Level 2, 22 Horne Street
Elsternwick Victoria 3185 Australia
How do I contact Psychiatric Disability Services
of Victoria (VICSERV)?
Please make contact with the Resources Coordinator
on 03 9519 7000, visit www.vicserv.org.au, or email
resourcecentre@vicserv.org.au

Mental Health and Homelessness
The Council to Homeless Persons (CHP) and Psychiatric
Disability Services of Victoria (VICSERV) will be working
together to produce a joint edition of Parity and newparadigm
for September to be prospectively entitled ‘Mental Health
and Homelessness’.

Anyone interested in joining in this exciting project
should contact:
• Matt Clear, newparadigm Editor or
Kristie Lennon, newparadigm Editorial Assistant:
newparadigm@vicserv.org.au
• Noel Murray, Parity Editor: parity@chp.au

We are looking for expressions of interest in contributing
to this special publication. In the near future a detailed ‘Call
for Contributions’ document will be available that will cover
the background to the project, the issues that could be
covered as well as all the information needed to make
a submission to this discussion.

To find out more about both organisations go to:
• The Council to Homeless Persons
www.chp.org.au
• Psychiatric Disability Services of Victoria (VICSERV)
www.vicserv.org.au

About us
Psychiatric Disability Services
VICSERV

Psychiatric Disability Services of Victoria
(VICSERV) is the peak body for Psychiatric
Disability Rehabilitation and Support Services
in Victoria. These services include housing
support, home-based outreach, psychosocial
and pre-vocational day programs, residential
rehabilitation, mutual support and self help,
respite care and advocacy.

Our Vision
A world of opportunity for people with a psychiatric disability.
Our Mission
VICSERV is dedicated to the achievement of the best
outcomes for people with a psychiatric disability, their
families and their communities.
We do this through:
• promoting the principles and practices
of psychosocial rehabilitation
• building and disseminating knowledge
• providing leadership
• building partnerships
• undertaking workforce training and development
• promoting quality in service delivery
• undertaking advocacy and community education.

The mission statement is underpinned by the following values:
•
•
•
•
•
•
•
•

respect, dignity and responsibility
equity
perseverance
interdependence / inter-connectedness
flexibility and responsiveness
honesty and integrity
participation and consultation, and
camaraderie.

We are committed to honoring consumer and carer
experience, embracing diversity, promoting a sense of
belonging and inclusiveness, and encouraging innovation.
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Subscription or Free Sample Copy

Membership Application Form
Name
Organisation

Yes, I’d like to subscribe to newparadigm

Street Address

Yes, I’d like a free sample copy of the latest issue of newparadigm

Postcode

Suburb
Country

Name

Email

Organisation

Fax

Telephone

Street Address

Type of Membership applied for
Ordinary (full)

Associate

Is your organisation psychiatric specific support

Individual
Yes

Postcode

Suburb
Country

No

Email

If yes, what type(s)?
Day Program

Home-based Outreach

Respite Care

Mutual Support and/or Self help

Residential Rehabilitation

Statewide (describe)

Fax

Telephone

Please describe any other services your organisation provides

Annual subscription: $70.00  (Inc. GST)

Quantity

The funding level of your organisation (for billing and statistical purposes)

Consumers, Students: $35.00  (Inc. GST)

Quantity

The above named organisation (or individual) hereby applies for membership of Psychiatric Disability Services
of Victoria (VICSERV) Inc. and nominates the above-named person as the contact person for all correspondence.
Upon acceptance of this application, Psychiatric Disability Services of Victoria (VICSERV) Inc. is authorised to insert
the name of this organisation (or individual) in the register of members of the incorporated association.
We hereby agree to abide by the Rules of Psychiatric Disability Services of Victoria (VICSERV) Inc.
Signed Official Representative
Name
Position

Please mail completed form to:
newparadigm Subscriptions
Psychiatric Disability Services
of Victoria (VICSERV)
Level 2, 22 Horne Street,
Elsternwick Victoria 3185 Australia

Or
Please fax completed form to:
03 9519 7022

Or
Apply for subscription to
newparadigm online at:
www.vicserv.org.au

• Please note that we will issue a tax invoice and contact you accordingly, so there is no need to include payment

Upon approval of the application by the VICSERV Committee of Management, you will be invoiced for the
membership fees due.
If an organisation, please supply a copy of your last Annual Report, and a Statement of Purposes,
or other information about your service.
Please mail completed form to:
Membership
Psychiatric Disability Services
of Victoria (VICSERV)
Level 2, 22 Horne Street,
Elsternwick Victoria 3185 Australia

Or
Please fax completed form to:
03 9519 7022

Or
Apply for membership online at:
www.vicserv.org.au

Join Our E-Newsletter

factsline is our fortnightly e-newsletter, that keeps you up to date on all issues related to the psychosocial rehabilitation and
mental health issues. factsline includes announcements and updates and is available to all interested people and organisations.
Subscribe to factsline online at www.vicserv.org.au

076

newparadigm June 2007
Psychiatric Disability Services
of Victoria (VICSERV)

Psychiatric Disability Services
VICSERV

Psychiatric Disability Services
of Victoria (VICSERV)
Level 2, 22 Horne Street,
Elsternwick Victoria 3185 Australia
T 03 9519 7000 F 03 9519 7022
newparadigm@vicserv.org.au
www.vicserv.org.au

