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Editorial
Matt Clear
Editor

...the most powerful theme emerging from
this special issue...the theme of opportunity
and aspirations for a strong, healthy, robust
and vibrant community mental health support
sector – many contributors see the sector on
the cusp of something far greater and more
powerful than ever before.

Important articles that ask fundamental questions are
provided by Debra Rickwood on the type of mental health
service system we have; Lucy Macali on the impact of
significant changes in disability employment and Julia CantyWaldron on the issues of homelessness and mental illness.
Also in this issue, Fiona McDermott maps The Mental
Health Practice Research Unit and Allan Pinches reviews
the book Healing Schizophrenia: Using Medication Wisely.

And, what about other themes? After a good number
of discussions and analysis of what people have highlighted
in their contributions to this issue, I see a real desire for a
clear and coherent articulation of the aims and vision for
community mental health support services. It’s something that
is key in my interview with Arthur Papakotsias and something
that is highlighted by David Hall, Barbara Hocking, Mark Smith
and others.

As Joan Clarke, Liz Crowther, and others allude to
in their articles, the concept of psychosocial rehabilitation
was established and happening prior to the establishment
of VICSERV in 1986. However, it was the creation of
VICSERV, 21 years ago, which saw passionate advocates
join forces to push for de-institutionalisation and psychosocial
rehabilitation. In fact, I was fascinated to read some of the
early discussion on the development of VICSERV talking
of ‘community created and managed agencies’ with
‘social justice’ central to their way of thinking.

But, this leads into the most powerful theme emerging
from this special issue and that’s the theme of opportunity and
aspirations for a strong, healthy, robust and vibrant community
mental health support sector – many contributors see the
sector on the cusp of something far greater and more
powerful than ever before.

Welcome to the latest issue of the new look, newparadigm
and my first as editor. In this special issue we take the
opportunity to celebrate and reflect on 21 years of
psychosocial rehabilitation in Australia. We also take the
opportunity to look ahead and identify future challenges
and opportunities.

Themes of social justice and the rights of people with
mental illness and psychiatric disability were significant in
the establishment of VICSERV. Interestingly, the landmark
and watershed National Inquiry into the Human Rights of People
with Mental Illness (Burdekin Inquiry) of 1993, is central to
the reflections of many in this special issue marking 21 years.
One of the Commissioners of the Burdekin Inquiry, David
Hall, writes in this issue of newparadigm about the debate
that lead to using human rights as the organizing framework
for that report. In recognition of the importance of a rightsbased perspective we also hear from previous Human Rights
Commissioner Sev Ozdowski and Consumer Academic
Cath Roper on this issue.

I want to acknowledge the work by Susan Pepper, previous editor
of newparadigm. I will be editing newparadigm as part of a newly
created position: Communications and Membership Manager.
The creation of this position is recognition by Psychiatric Disability
Services of Victoria (VICSERV) that we need to support and grow
our members and prioritise how and what we communicate.

We are lucky in this special issue to have reflections on the
mental health support system by Acting Executive Director,
Mental Health and Drugs Division, Ruth Vine and the new
Minister of Mental Health Lisa Neville.
There are a number of powerful articles in this special
issue, including David Mithin’s piece mapping a consumer’s
perspective of the challenges ahead, Sharon O’Boyle’s halcyon
days in the outer suburbs of Melbourne and John Dutton’s
regional perspective working with Aspire. Think of Chris
McNamara’s reflections on the development of SNAP as
a teaser for a more in-depth analysis of the Collaborative
Recovery Model in an up-coming issue of newparadigm.

I’m very grateful to everyone that has contributed to this
special issue. I very much welcome your input into an ongoing discussion of 21 years of psychosocial rehabilitation for
successive issues this year. I encourage you to submit material
to newparadigm and look forward to working with you to
further build it into a publication that will foster debate,
encourage enquiry and articulate the aims and aspirations
of a strong community mental health support sector.
With best wishes,

Matt Clear
Editor

MENTAL HEALTH
IN VICTORIA
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Comment on Mental
Health Issues
by Lisa Neville
Minister Mental Health, Victorian Government

This is an opportunity to develop a stronger, healthier, more robust and vibrant community mental
health support sector.

I welcome this opportunity to be part of this special edition
of newparadigm. This special issue is an opportunity to
celebrate and reflect on 21 years of psychosocial rehabilitation
in Australia. This provides a good chance to look ahead and
identify future challenges and opportunities.
The establishment of VICSERV, 21 years ago, saw the key
players come together and advocate for de-institutionalisation
and psychosocial rehabilitation. Mental Heal Services certainly
have come a long way since those days.
As many of you will know, I am the first Mental Health
Minister in Victoria, a role I am very excited about.
The PDRSS sector has played an important role in shifting
community attitudes and the way we support people living
with a mental illness.
I want to congratulate VICSERV for your contribution
in developing a strong community based support system.
This development has been acknowledged as playing a major
role in improving the outcomes for one of the most vulnerable
groups in our community.
One of my key priorities over the next 12 months as
the Minister for Mental Health will be the development
of a new whole of Government mental health strategy.

This new strategy will provide the basis for the long-term
development of a comprehensive response to the needs
of Victorians with mental health problems.
A dedicated Minister and a new division will ensure a strong
focus on delivering reform and achieving greater outcomes
in this very important community and health issue.
As many of you will be aware, last year the Government
commissioned and released the Boston Consulting Group
report: Improving Mental Health Outcomes in Victoria:
The Next Wave of Reform.
This work has identified some key challenges and
opportunities for reform of the mental health system
in Victoria.
Taking these challenges as a starting point, and I hope
in partnership with you, I will outline the long term reform
required to better address mental health issues in our
community, through the Victorian Mental Health Strategy.
Many PDRSS services are working with people that have
complex needs in a wide range of community settings, your
knowledge and skills will be a real asset in system reforms.
The PDRSS sector will play a major role, not only in the
development of this strategy, but also in the development

of services that flow from it. Given that VICSERV represents
over 80 community based rehabilitation service agencies
running some 200 programs across Victoria, I look forward
to working on this strategy with you and your services
in developing the way forward.
One of our challenges will be to further develop stronger
partnerships between the different aspects of mental
health services.
We know that where there are strong collaborative
partnerships between service providers there are greater
opportunities to ensure an integrated and seamless service
system for those who require our assistance.
Better treatment services mean better outcomes for the
person living with mental illness, their families, friends and
the community as a whole.
Over the last 7 years, the Bracks Government has
demonstrated an ongoing commitment to improving Victorian
public mental health services through an increased mental
health focus and increased funding.
Since 1999/2000 the Victorian Government has provided
additional recurrent funding of $329 million to the mental
health service system, representing a 73 per cent funding
increases.

In 2006/07 the mental health budget is nearly $783 million
The 2006/2007 budget included an additional $170 million
over five years to expand mental health services and facilities.
During the recent election the Government allocated
additional resources to improve access to acute and
community beds, to ensure better emergency responses
and to enhance early intervention services.
Increasing funding has been crucial to meet ever increasing
demand but this must be combined with improvements in
the way our services are linked and configured.
Both mental health non-government organisations (NGOs)
and clinical services are vital to giving people the best chance
to recover.
This is an opportunity to develop a stronger, healthier, more
robust and vibrant community mental health support sector.
As Mental Health Minister I want to have a system that has
good rates of recovery and is a system that does all it can to
assist people living with mental illness.
Again I would like to congratulate VICSERV on the work that
you have done and on turning 21. VICSERV’s contribution to
improving the lives of those living with a mental illness, their
families and carers has been invaluable.
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Comment on Victorian
Psychiatric Disability and
Rehabilitation Support Services
by Ruth Vine
Acting Executive Director, Mental Health and Drugs Division,
Department of Human Services, Victorian Government

The psychiatric disability and rehabilitation sector is an important component of our service platform –
one that has grown and matured in recent years.

Victoria has a strong public mental health system
underpinned by a framework of service delivery that
provides for bed based and community services targeted
to those with severe and often very disabling mental illness.
The services provided encompass those provided by clinical
and non-clinical programs, and reach over 60,000 people
per annum. It is important that the services are run as
efficiently and effectively as possible given the high demand
currently experienced. Innovation and partnership between
and across the service sectors is crucial to best meet
this demand.
The psychiatric disability and rehabilitation sector is an
important component of our service platform – one that
has grown and matured in recent years. The State mental
health budget is now $782m, of which approximately 10%
is directed to the PDRSS sector. Such investment is often
viewed with envy by other States, and indeed recent
developments by our interstate colleagues demonstrate
how positively they view the directions initiated and
developed in Victoria.
What have been some of the important developments in
recent years and how do these continue to influence policy
and service reform?
Perhaps among the most important was the development
of a reformed funding model for the PDRSS’s. Strong advocacy
for increased investment was lead by VICSERV, with the result
that in the 05/06 budget, a significant increase in funding of

over $6m was directed to the sector. This was accompanied
by a pricing review that clarified areas of service delivery
and attached funds to activity – particularly in Home Based
Outreach services. This reform has allowed accountability
and consistency in service provision across the State.
Partnership arrangements between clinical and PDRSS
services have also grown and been accompanied by the
development of new service models. The development of
Prevention and Recovery Care services (PARC) addressed a
gap in the service model by providing a short term community
bed based service for those at risk of significant relapse or
those exiting from an inpatient service but still needing
intensive support. We now have four operational PARC
services, with four more under development. So successful
has this development been, that a further $20m to provide
an additional 70 places formed part of the Labor government
election platform. PARC services depend on close and
mutually supportive relationships between the area mental
health service and PDRSS provider.
Recognition of the success of this partnership model
resulted in the development of a new service response to
support persons leaving secure extended care and community
care units – the Intensive Rehabilitation and Recovery Care
Program. This received funding of $1.2m in the 06/07 budget
and is currently under development. Notably, PDRS services
take the lead role in this partnership. Other areas involving
close partnerships have been the development of support
for people at risk of homelessness on discharge and cross
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While some service development has
been in response to government led change,
much has grown out of the innovative initiatives
developed by the sector.
program support for mentally ill people accessing support
through services such as those provided by the Sacred Heart
Mission. These built on the Homeless Outreach Psychiatric
Services (HOPS) provided through inner metro area mental
health services.
In collaboration with Housing, the PDRSS have also been
able to develop a number of successful models for the
provision of housing and associated support. This recognises
that stable accommodation is among the most important
factors in lessening the risk of relapse of illness, and that for
many people obtaining stable housing requires support
over the medium to long term.
The PDRSS sector has a long history of providing
supported accommodation. In recent years this has been
further developed through the residential rehabilitation
program. This provides accommodation with intensive
support for up to two years and has been particularly directed
towards young people. In recognition of the high prevalence
of substance use in this group, a particular focus has been
the provision of support for those with dual diagnosis.

The above provide only some examples of where and
how the PDRSS sector has developed in Victoria. There
are many more such as their involvement in the Multiple
and Complex Needs Initiative, day programs designed to
assist people to return to employment or education, or the
development of programs with strong consumer involvement
and advocacy. While some service development has been in
response to government led change, much has grown out
of the innovative initiatives developed by the sector. VICSERV
has been important in providing guidance and support
throughout these developments. A strong collegial and
mutually respectful relationship with the Department also
exists, evidenced by the involvement of the PDRSS sector
on the Ministerial Advisory Committee and other working
parties supporting various areas. We have supported
leadership and training in the sector through support to the
VICSERV biennial conference and attendance at meetings such
as the International Institute for Mental Health Leadership.
I congratulate the PDRSS sector and their peak body VICSERV
on the developments to date, and wish them ongoing success
in the provision of high quality support services in the area of
mental health.

21 YEARS •
REFLECTIONS
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Retrospect and Prospect –
Psychosocial Rehabilitation
by Joan Clarke
Former Executive Director of Prahran Mission 1989-2005,
Member of Forensicare Council of Management, Accredited trainer,
Australian Centre for Recovery Education

Resources were so scarce, needs so great and passions so strong that good friends and long-term
colleagues fought each other long and hard, often with vehemence.

It is an honour to be asked to write some thoughts
on the last 21 years of psychosocial rehabilitation in the
community mental health sector in Victoria. I have been
part of the sector for the past 19 years.
My retrospective gaze in this article is meant to capture those
events, trends and policies which stand out in my memory as
cumulating landmarks, contributing significantly to the mental
health community sector’s (PDRSS) current make-up and to
the evolution and growing sophistication of psychosocial
rehabilitation.
My prospective view is the intuitive speculation of an old,
and hopefully wise, experienced hand.
Retrospect
Looking backwards, I must start with those words
from the Mental Health Act (Vic) 1986, words we knew
by heart, words repeated in every funding submission, that
‘…people with a mental disorder are given the best possible
treatment appropriate to their needs in the least possible
restrictive environment and least possible intrusive manner…’1
Consumers, community mental health workers and
Department of Health bureaucrats interpreted these
words slightly differently but all understood their significance.
They began quoting them in relation to consumers’ needs and
to developments in community support and on-the-ground
services. Along with $4m funding from the Victorian State

Office of Psychiatric Services (OPS) for the 1986-87 budget
or 2% of the mental health budget, they caused an explosion
of activity including consumer/worker demonstrations on the
steps of Parliament, myriads of meetings between OPS and
interested parties, myriads of meetings between passionate
advocates, fights for scarce resources, debates around
which services were most needed and which ones should
be first in line for new funding or (further) development.
Debates about which form of governance or management
best matched these words and this new era abounded.
VICSERV changed its name in 1988 from ‘Victorian Voluntary
Mental Health Services’ to ‘Victorian Community Managed
Mental Health Services’ in response to the sector’s strong
beliefs that community management was ‘the’ way of
bringing about reality to programs provided in the ‘least
possible restrictive environment’ and ‘least possible
intrusive manner’.
Resources were so scarce, needs so great and passions
so strong that good friends and long-term colleagues fought
each other long and hard, often with vehemence.
Written and electronic press reported regularly on
demonstrations, debates and the plight of consumers,
especially homelessness.
Programs/services in the areas of accommodation, drop in
centres, carers, rehabilitation, began springing up or expanding

in Victoria, mostly in Melbourne and larger regional cities.
The words of the Mental Health Act evoked three questions
that became the background for the setting up and evaluation
of all services/programs:
• Are consumer needs being best met?
• Is this the best service possible in the least
restrictive environment?
• What mechanisms are in place for consumers to have
their say about the content of the service/program?
Most services in the late 1980s, early 1990s, were
provided on a group basis – the cooking group, the
art group, the creative writing group, the photography
group, the prevocational training group, the woodwork
group, the clerical training group, the recreation group.
Focussed, specific rehabilitation was ad hoc, relying more
on consumers’ articulation and determination about how
they could use groups and services to reach their goals.
Some did reach their goals and ‘trained’ for employment
or independent living or improved access to recreation or
community activities. However, many failed in their attempts
without adequate preparation or skills, rehabilitation
processes or supports.
Well before 1990 ‘recovery’ was a word used by
consumers to describe their positive rehabilitation
experiences, especially consumers in USA and Europe.

It was articulated and promoted world-wide by Dr William
Anthony, founder of the Center for Psychiatric Rehabilitation
at Boston University in Massachusetts USA.2
Recovery was a new concept and still takes some
grasping and is still debated. I attended Bill Anthony’s
series of lectures in 1991-92 in Boston, where, amongst
other ideas, the principles of psychosocial rehabilitation
were being discussed. I also visited programs run by the
Center, where a more individual support and rehabilitation
approach was in operation and consumers gave testimonies
about their plans for working towards specific long-term goals.
Others related how they attained their goals of independent
living or the job they wanted, often taking years in the
processes towards their final achievement.
It was mind blowing. On return, workers and consumers
at Prahran Mission immediately liked this concept of recovery
and a more individual approach because it gelled with their
own experiences, thoughts and creative approaches.
The focus on specific skills learning was noted.3 Adaptations
were made and a ‘key worker’ approach was implemented,
followed on a formal basis by OPS a couple of years later in
relation to their funding criteria and standards for all PD(R)S
program/service development.
In 1990 the Burdekin Inquiry (HREOC) began looking into
what was happening for consumers post-deinstitutionalisation
and the state of mental health services in Australia. The three
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commissioners, Mr Brian Burdekin, Mr David Hall (then CEO
of The Richmond Fellowship of Victoria who has an article
in this edition) and Dame Margaret Guilfoyle, began hearing
submissions from many individuals, groups and organisations
including consumers, carers, self-help groups, churches,
workers and mental health organisations, detailing the huge
gaps in service delivery and the devastating effects on people’s
lives. I urge you to read David Hall’s recollections of this
emotional time in this edition of newparadigm.
The Burdekin Inquiry Report was published in two
volumes in 1993. We all felt it would provide the basis
for a large injection of funding into PDRSS in Victoria. It did
make a difference, it was quoted often, but it didn’t bring the
resources required by the sector to address the shortfalls in
care, service delivery and trained workers, nor the alleviation
of poverty and marginalisation experienced by so many
consumers. The Report is still used as a benchmark for
gauging improvements and welcome changes and for
lamenting the remains of an inhumane system.4
The Federal Government began developing standards
of service delivery in the early 1990s. When Prahran
Mission’s Second Story Program was reviewed by the
Federal Department of Health in 1991, the program had
to meet the newly developed standards in order to move
from Section 13 categorisation to Section 10 in the Disability
Services Act 1986. Second Story began in the 1960s in
response to people leaving institutions and finding cheap
boarding house accommodation in St Kilda and Prahran
and was a Living & Learning Centre (sheltered workshop)
in the 1970s, funded by the Federal Government. Under the
Commonwealth-State Disability Agreement (CSDA) Second
Story moved to Section 10 status as a day rehabilitation
program and became a State responsibility.
Under CSDA, employment and aged care remained
firmly Federal responsibilities with support, rehabilitation
and prevocational responsibilities devolved to the States
and Territories. The word ‘disability’ became part of PDSS
vocabulary in line with CSDA language. The National Mental
Health Standards document was published in 1996,
followed quickly by similar standards in Victoria.
1990 was a busy year. The Australian Psychiatric Disability
Coalition (APDC) was born out of the frustrations articulated

by each State and Territory, that a national body was
desperately required to gather information from right
across Australia concerning, amongst other things, consumer
experiences and support needs, workforce issues and service
developments. This information was used for advocacy, advice
and input into policy development at the Commonwealth level
and sometimes at a local level. Our monthly phone link ups
gave updated pictures of support and rehabilitation
developments in each State and Territory. APDC played
a key role in the development of the National Consumer
Network. David Hall was a key instigator of its creation and
wrote and published its first newsletters from his office at
Richmond Fellowship. I was Chair of APDC from 1993 to
2000 when the organisation went out of existence to make
way for the Mental Health Council of Australia. There are
currently moves to set up a similar APDC-type body as a
forum for State and Territory community mental health
peak bodies to discuss like issues.
The importance of the Commonwealth government
Department of Health in relation to positive developments
in PDRSS in Victoria cannot be over estimated. It provides,
amongst other things, most of the funding, increases in
funding, leadership in the development of policies and
standards, and the organisation of the National Mental
Health Plans, plans which all governments accept and
use for identifying areas for service developments and
for funding criteria.
We are now experiencing the third 5-year National
Mental Health plan with its four priority areas of promotion
and prevention, increasing responsiveness to consumers
and carers, strengthening quality and fostering research and
innovation across the sector for sustainable programs and
services. PDRSS in Victoria is lacking in the fourth priority
area, an issue I will discuss later in this paper.
The importance of strong consumer networks and
consumer input into the development of the PDRSS
in Victoria continues as crucial to ensure responsive,
relevant and humane services/programs.
VICSERV’s Newsletter (now this journal) had a name
change in 1990 to New Paradigm. This was an initiative
of David Plant, then Director of VICSERV and later CEO
of APDC who wanted to mark the start of a new era of

enlightened service delivery with increasing consumer
input with this new, symbolic name.
An important benchmark in the development of
psychosocial rehabilitation was the Community Service
& Health Industry Training Board’s definition of the sector
in 1994 and the identification of training needs for its mostly
untrained workforce. A working committee was set up in
1992 comprising members from VICSERV, the Industry
Training Board, SACS Union members/workers and the
Mental Health Branch to define what the sector was its elements, its boundaries, its size. A census was designed
and administered. The main aim was to determine who was
in the workforce and the competencies required to do their
jobs. It was sheer slog. I can’t remember all the committee
but I do remember heated discussions that often continued
in the pub next door, in Burwood Road, Hawthorn, with Val
Gerand, Vic Issel, Lyn McKenzie, Frank Wright, Cath Howlett,
Caz Healey, Maree Rowan, Olga Bursian, Liz Davies and
Steve Einfeld. Bessie Andriotis and her associates Clare
Keating and Di Seekers from Effective Change were the
consultants and somehow made sense of all the information
and debates, writing a significant report, funded by DHS,
outlining the sector and its workforce training needs.5
From memory, this work along with VICSERV’s strong
leadership, helped provide a basis for categorising the services
provided by the PDRS sector: home-based outreach support,
day programs, mutual support/self-help programs, residential
rehabilitation, supported accommodation and the later
additions of planned respite and carer support. The DHS
Framework for Service Delivery document was published
in use in 1994-95.
A direct outcome of the ITB work was the development
of the Diploma in Psychiatric Disability (Community Services)
offered at TAFE in 1995. For many workers this was
their first academic qualification. VICSERV also employed
a training officer and soon offered training.
In 1997-98 the budget for PD(R)SS had risen to $25m.
Consumers were being employed in larger numbers, the
workforce was more highly trained and programs were more
focussed on specific individual needs of service users. There
was a richer smorgasbord of choice on offer in Melbourne
and larger regional cities. Rural and remote areas had to wait

much longer. Consumers like Cheryl Gagne who spoke at
the VICSERV conference in 1996 and Prahran Mission’s
conference in 1997, Judi Chamberlin who came to Australia
on several occasions to speak with consumers, Pat Deegan
who spoke at TheMHS late 1990s were role models relating
stories about their journeys, struggles, successes and joys. A
recurring theme in so many consumer stories is a psychiatrist,
nurse, family member or worker telling them ‘you will never
amount to anything’, or ‘will never have a pet because you
can’t look after yourself’.
Long-term rehabilitation began to become a reality for more
and more people. Rehabilitation usually happens over a long
period, perhaps 12 months or more, with all the small steps
involved moving towards a bigger goal. It’s about specific skills
learning after identifying all the skills you will need to realise
your goal of, for example, independent living in a flat of your
own in a specific location of your choice by a specific date.
A major problem during these times, was the division
between Commonwealth-funded specific psychiatric disability
focussed employment services (and aged services such as
CACP) and State-funded rehabilitation and support services.
There seemed little incentive for DHS to provide funding for
pre-vocational skills training when it aided Commonwealth
employment statistics. The Commonwealth did not fund
pre-vocational programs. This division is now being addressed
with a more humane emphasis on the rights and needs of
individual service users, not Centrelink outcomes.
Prahran Mission set up its Centre of Psychosocial
Rehabilitation in 1997 with the aims of research, training
and library. It was formally affiliated with Boston University’s
Center for Psychiatric Rehabilitation. Four trainees were
accredited, after 3 years study and supervised training to
deliver the Boston approach to rehabilitation. This was done in
liaison with VICSERV and its training complements VICSERV’s.
Other contributors will speak about developments in the
last few years. The DHS Mental Health Branch’s publication,
PDRSS - Guidelines for Service Delivery, Feb 2003 gives a
comprehensive view of the sector. It can be found on the
DHS web site. It indicates a sector which is together, knows
who it is, what are its elements, where its boundaries are,
what it does and what are its standards and principles of
service delivery. It acknowledges the inclusion of ‘R’ into
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PDRSS in 2003. The budget is now over $60m. These are
all crucial factors for continual improvements in the sector and
for improved communications with other sectors, including
clinical services and Alcohol and other Drugs.
I want to finish my retrospective view by stating how
privileged I have been to deliver training to so many workers
in the PDRS sector over the past few years, especially since
I retired from Prahran Mission in 2005. My heart always soars
with joy as I work with those passionate, committed workers
in the PDRSS across Victoria. Some in rural areas have such
difficult jobs as they juggle the logistics of distance, having to
wear many hats and all without collegial support, secondary
consultations or back up from clinical services. Training usually
includes some service users as joint trainers or trainees. They
always give testimony to the magnificent jobs done by workers
and how outcomes for them have improved. I am always
happy even if exhausted after delivering training. I know it
won’t be long before all PDRSS training will be delivered by
consumers and this will give me much satisfaction. The
principles of psychosocial rehabilitation will be manifest
at the highest level.
Prospect
As a sector that knows who it is, what it does and where its
boundaries are PDRSS is perfectly poised to go forward with
its mantle held high. There are now more positive interactions
between PDRSS and clinical services than before, especially
where services overlap or there is need for consultation
involving a service user. Fewer people are falling through
the gaps in service delivery.
There will be more collaboratively run programs between
PDRSS and clinical services. Examples of such collaborations
are growing and there are now too many to mention,
both in Melbourne and regional areas, across services in the
areas of rehabilitation, prisons, sub acute, accommodation,
homelessness, dental, multiple and complex needs and others.
Late last year I was involved in the Alliance Project’s
development of a Memorandum of Understanding and
Action Plan between clinical area mental health services and
PDRSS in Yarra and Inner East. The purpose was improved
structural and practice links with the overall aim of maximising
optimal recovery and rehabilitation outcomes for service

My heart always soars
with joy as I work
with those passionate,
committed workers
in the PDRSS across
Victoria.
users. I loved meeting up with old colleagues from PDRSS,
visiting their programs and hearing about their services,
plans and visions. I also loved working with clinical service
professionals who were fired up with plans to implement
recovery-focussed services working with peoples’ strengths
and were inclusive of plans to work more positively and
collaboratively with PDRSS workers. I learned such a lot
from everyone involved, including consumers, and even
started dreaming of setting up some ‘ideal’ organisation
with hand-picked workers across the two sectors with
a good percentage of consumers.
What I am saying is that the time is ripe for such
collaborations, developments and improved service delivery.
I do not believe it would be in the best interests of consumers
for clinical services to take over the functions of PDRSS. The
specialisation and expertise of each sector remains stronger
if they develop apart with close collaborations.
The employment of consumers in PDRSS is now routine.
They are proving their worth as employees and managers,
giving input into policy developments and innovative program
developments. They are talking about changing their name
from consumers to ?? We will watch this space.
An improved working relationship between mental
health and drug and alcohol (D&A) is ripe for further

development. For years the Victorian Ministerial Advisory
Committee for Mental Health has been concerned with
gaps between mental health and drug and alcohol services.
In 2005 a sub committee spent a year workshopping the issue
and made strong recommendations to Minister Pike. Some of
these recommendations were taken up immediately with the
Mental Health Branch talking about ‘one door’ services
irrespective of a person’s diagnosis. Some more of these
recommendations are being addressed by the appointment
of a new Minister for Mental Health, Lisa Neville, with a
mandate that includes drug and alcohol services/issues.
It will be an exciting space to watch.
Again, PDRSS is in an ideal position to expand its skills, work
more collaboratively with drug and alcohol services and close
the current gaps. The closure of structural gaps at government
level will take time but should bring about improved working
processes on the ground. It has the potential for some
innovative developments.
An area for urgent attention is research. Ideally there
is a need for collaborative research between clinical, PDRS
and D&A services. However, it is pretty much only clinical
services with its long history and skills development in
research, both nationally and internationally, that can draw
funding and deliver at an accepted standard. Building a
research capacity takes a long time. Researchers need
training and experience over decades. Neither PDRS nor
D&A have this capacity. Of course there are a few highly
skilled researchers but not in the numbers or with ability
to cover all the areas required. For collaboration to occur
within the next decade, this inequality needs to be addressed
with some urgency. It is my strong belief that those exciting
developments now occurring between clinical, PDRS and
D&A services would have happened much earlier if there
had been a research capacity equally developed across all
sectors and linked to service delivery.
Another area for creative focus is the law and mental
health. In my paper, Reconciliation and the Law: Australian
Indigenous Peoples and People with Mental Illness I argued for
visionary use of the law, Mabo style, to bring about changes
towards greater equality, democracy and inclusiveness for
marginalised peoples, especially indigenous Australians and
people with mental illness.6 There are still too many areas

where inequality and discrimination abound including
employment, insurance, health, welfare, the rental market
and prisons. A problem is that we do not much like taking
risks, giving people with mental illness who have been
involved, for example, with prisons or forensic services,
a fair go. For some consumers we will never know if they
could have reached their rehabilitation goals or not. They
will never be given the chance unless we decide as a society,
including the media, that people are worth it and we agree
to take collective responsibility for mistakes, rather than
blaming a worker or a service. As the sector becomes
more secure overall, I believe we will move in the right
direction, putting supports into place and becoming
comfortable with a greater degree of risk taking.
For the future overall, I see psychosocial rehabilitation
widening in scope and involving more cross sectoral services
including housing, D&A, family and children welfare programs,
multi-cultural programs, aboriginal programs, prisons, forensic
mental health and remand centres and aged care. I see
consumers taking more and more of the top jobs in the
sector. The future can only be better for service users.
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Mental Health Act (Vic) 1986, Part 2, S4(2)(a), p14
William Anthony, “Recovery from Mental Illness: The Guiding Vision of the
Mental Health System in the 1990’s”, The Psychosocial Rehabilitation Journal,
16(4), pp11-24,1993
Anthony, WA, Cohen M & Farkas M, “A psychiatric rehabilitation program. Can I recognise
one if I see one? Community Mental Health Journal, 18(2), 1982, pp83-96
See for example, Not for Service: Experiences of Injustice and Despair in Mental Health Care
in Australia, MHCA, 1995
Bessie Andriotis (Ed), Training for the Psychiatric Disability Sector, Community Services &
Health Industry Training Board & Effective Change Consultants, 1994
Joan Clarke, Reconciliation and the Law: Australian Indigenous Peoples and People with
Mental Illness, Occasional Paper No.2, Centre of Psychosocial Rehabilitation, Prahan
Mission, 2002
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Reflecting on the Mental
Health System in Victoria
by Elizabeth Crowther
Chief Executive, Mental Illness Fellowship Victoria
and President, Psychiatric Disability Services of Victoria (VICSERV)

Our history influences our future, our sector, growing out of grass roots, volunteer based organisations,
had taken a growth path that focused on meeting the needs of people with mental illnesses, their families
and friends out of hospital, in the community.

I have been asked to reflect on the developments of the
mental health system in Victoria, and so I have chosen
to start in the 1970s, being the time that the Psychiatric
Disability Rehabilitation Support sector was born in this
state. It was also the time when there was a beginning
recognition that mental health services in this state did
not meet community need. People directly affected by
mental illness, who were living in the community, were
also becoming organised. This organisation was supported
and initially led by the Mental Health Division of the Health
Commission of Victoria (MHD). I have used personal stories
to assist my reflection. While people experiencing the
mental illness wanted more community support, the
majority view was that people with mental illnesses should
and could be only effectively treated in institutions. This
position was supported by mental health legislation which
treated a person with mental illness as unable to make
decisions or be self-determining through the 1959 Mental
Health Act. The legislative framework which would
introduce the principal of the least restrictive care,
and set the stage for community care was not
introduced until 1986.
In my reflection I hope to show that there was not a golden
age of institutions, that people with mental illnesses live most
of their lives in the community. I want to challenge the view
expressed over the last 15 years that asylums should be
reintroduced. I believe we do not have the current mental

health service and support mix right. Without adequate Clinical
Treatment and linked Psychiatric Disability Rehabilitation and
Support Services the people who lose are always the people
who have mental illnesses their families and friends.
‘Treatment in the 1970s and 1980s was mainly provided
in large hospitals in which professional staff acted on behalf
of ‘patients’ and only involved their families in treatment
when they felt it was appropriate. In – patient treatment
was generally located miles away from where families lived,
and when out of hospital the person and their family had little
information, education or support. The dominance of hospitals
and the paternalistic attitudes of staff continued into the 1990s
when the impact of the National Mental Strategy was seen
in Victoria, with the closure of the large hospitals and the
development of a community based mental health system.’1
All public psychiatric interventions during the 1970s were
through the hospital sector as community based mental health
clinics were just emerging, the first of which were funded by
the Commonwealth in the early ‘70s. Richmond Fellowship,
Schizophrenia Fellowship Victoria (Mental Illness Fellowship
Victoria) and ARAFEMI were established in 1977, 1978 and
1979 respectively and were tiny organisations with mainly
volunteer ‘staff’.
Joan Robertson, then Coordinator of Volunteer Services,
MHD, set up a meeting on 10th November 1977 at the
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then Malvern Clinic, where 13 families members met with
her and another social worker, to discuss issues of mutual
concern. Their major concerns were stigma – socially as
well as in terms of employment – imposed upon people
with schizophrenia; that there were not adequate psychiatric
facilities available at general hospitals, while mental hospitals
were often not desirable treatment centers; and that families
needed to have the same sort of financial and backup support
from the community as say the mentally retarded children.2
This group decided that they wanted to know if there were
other people who shared their views and decided to hold a
public meeting where over 200 people attended. One of the
organisers of the event said ‘there was a feeling of incredulity;
are we all in the same boat’.3
Community meetings such as these were to be held over
and over again during the next 10 years, across the state.
The following excerpt from the Mental Health Authority
Newsletter, July 1978 reflects the feelings of those groups;
Families experience ‘Inadequate Guidance…everyone agrees
that, once the patient is hospitalised, but even more so when
out of hospital, the parents, husband or wife or friend is not
given any guidance on what to expect of a sufferer living with
them when he or she returns from hospital as a “stranger”…
One has to learn to live a day at a time, to learn to cope so
that family relationships do not deteriorate (though many do)
and one has to be aware that Vesuvius may erupt at any time
and that therefore it is practically impossible to arrange one’s
life in advance’.4
As a consequence of this growing dissatisfaction with
prevailing services our sector began to grow and VICSERV
was established in 1986. The sector as a whole was small
and struggling, the dominance of the clinical sector remained,
and was a major topic of conversation and concern. Despite
the limited availability of funds our sector began to define its
role in supporting people with mental illnesses to live in the
community. These early organisations often started with
families supporting each other, giving birth to Mutual Support
and Self Help, and from this base small unfunded day programs
emerged in the early 1980s, as did housing projects of all types,
(including staffed residential). These programs were to set the
framework for future development of our sector.
As the funding in the then Psychiatric Disability Support
Sector (which grew into the Psychiatric Disability Rehabilitation

and Support Sector) was limited, it operated hand to mouth,
there was limited infrastructure, as any money was spent on
direct service provision. This meant that there was generally
no formal recruitment or staff development and training,
formal policy development, computerised payroll and accounts
systems, and nor agreed sector wide practice standards. There
were regular turf wars between both the clinical and PDS
sectors. The role of VICSERV becomes immediately apparent
in supporting the development of
this new and emerging community support sector.
In June 1990 Commissioner Burdekin (Human Rights and
Equal Opportunity Commission), announced the National
Inquiry into the Human Rights of People with a Mental Illness.
Public hearings commenced in Melbourne on 8 April 1991,
and over the next 15 months were convened across Australia.
In a concluding statement Commissioner Burdekin said
‘It is clear from the evidence presented in this report that
the cost of mental illness in terms of human lives and suffering
is enormous. In addition to pain suffered by consumers,
these costs include disruption to family life, and sometimes
unbearable pressures on other family members who feels
powerless to assist the person who is ill’. He goes on to say
‘…the costs of our current neglect in terms of violations of the
most fundamental rights of Australians affected by mental illness
are clearly documented in this report. They demand an urgent,
concerted and effective response’.5
The Burdekin Inquiry fuelled the next developments
in Victoria. In the late 1980s and early 1990s a range
of inquiries and political events converged to change the face
of mental health services in Victoria. The Federal funding for
‘Building Better Cities’ enabled the hump funding for closure
of the large institutions and the establishment of Area Mental
Health Services. This policy was outlined in the Victoria’s
Mental Health Services; The Framework for Service Delivery.6
This plan established 22 Area Mental Services, and detailed
the services each area would provide and for the first time
‘Disability Support Services’7 are identified in public policy
as an integral part of public mental health services.
In 1996, through the New Directions policy, funds released
from the psychiatric hospital closures through the carer
initiative, funded the development of new day, home based
outreach, and respite programs. This initiative was to set the
scene for the growth and consolidation of the sector.

I want to challenge the view expressed
over the last 15 years that asylums should
be reintroduced.
Our history influences our future, our sector, growing out of
grass roots, volunteer based organisations, had taken a growth
path that focused on meeting the needs of people with mental
illnesses, their families and friends out of hospital, in the
community. This concentrated our growth outside the clinical
mental health system, we saw this system as paternalistic and
non-inclusive, mirroring the lived experience of service users.
The Mental Health Services were uncertain of our role and
skills resulting in poor referrals, acknowledgement and working
relationships between the two publicly funded sectors. The
Cornor Stone project was funded in late 1990s to build
relationships and trust between both sectors, this project set
expectations about building area relationships between
organisations for the future delivery of service. VICSERV took
on a central role in building staff capacity, setting standards
and describing practice expectations.
This growth and development has made a huge difference
to the daily lives of many people with mental illnesses and
their friends, but we still have a long way to go. The 2005
Mental Health Council of Australia report, used a quote from
a ‘Consumer Victoria, Morewell Forum’ who said ‘Recently
when I phoned the triage service for help I was told that
I had been categorised by the Mental Health Team as Not
for Service’.8 As we know, this comment reflected the views,
pain and dissatisfaction of many consumers, carers and other
stakeholders, not only in Victoria but across the country
and it was used to name the Not for Service report.
We have come a long way in last 31 years, however we have
a long way to go. Too many organisations in our Psychiatric
Disability Rehabilitation and Support sector are still living hand
to mouth and do not have adequate infrastructure to ensure
replicable best practice services. While making a good
start we need to build on relationships with the clinical sector,
sharing and valuing expertise to find new ways to deliver

services within limited resources. We need to find ways to
build our capacity through recruiting and retaining our specialist
staff, building information technology systems and an evidence
base which demonstrates how we make a difference in
today’s world.
People with mental illnesses, their families, and friends tell
us every day that they still cannot find suitable supported
accommodation in the community and therefore ask for beds
in hospitals; young people in their droves tell us, by not
coming that they do not like current day program delivery
styles; how can people who do not have an adequate
secondary education get jobs, well they don’t. Thirty one
years ago the first tentative voices were principally carers,
actively guided by the Mental Health Branch. Today there are
now many people (both carers and consumers) who have
been able to use their personal experience of mental illness
to transform their lives and be role models for others. It is
through building collaborating systems with these leaders,
at all levels within each organisation and across the sector
that the mental health system will better meet the mental
health needs of the future.
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E. Crowther in, The Schizophrenia Fellowship pf Victoria 1978- 1999: A brief history,
Catherine Waterhouse, 1999. p.i.
Catherine Waterhouse, The Schizophrenia Fellowship pf Victoria 1978- 1999: A brief
history, 1999. p.7.
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Catherine Waterhouse, 1999. p.8.
J. Uhl, Secretary, Victorian Schizophrenia Fellowship, ‘New Fellowship knows about talking
to a stranger’, Mental Health Authority Newsletter, July1978, p.4.
B. Burekin, Human Rights and Mental Illness; Report of the national Inquiry into the
Human Rights of People with Mental Illness; Vol.1, Australian Government Publishing
Services, Canberra, 1993. p. 15
Victoria’s Mental Health Services; The Framework for Service Delivery; Better Outcomes
Through Area Mental Health Services, Human Services, July 1998.
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Not for Service; Experiences of injustices and despair in mental health care in Australia; A
report of the consultations by the Mental Health Council of Australia and the Brain and
Mind Research Institute in Association with the Human Rights and Equal Opportunity
Commission; Mental Health Council of Australia 2005.
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a consumer perspective
by David Mithen
Education Officer,
Victorian Mental Illness Awareness Council

Area Mental Health Services have an overwhelmingly biological view of mental illness; they assess,
diagnose and treat mental illness on the basis that patients/consumers have a chemical imbalance
of the brain which is able to be treated by pharmaceutical means.

While this article is a consumer perspective, it is informed
by the author’s decade long involvement in working as
a Consumer Consultant for Bendigo Health’s Psychiatric
Division, Project Officer for the DHS on the Rural Mental
Health Consultation Project, Information Officer for the
Victorian Mental Illness Awareness Council, and his current
position as the part-time Education Officer for the VMIAC.
It is also informed by his membership of the Maine
Connection, a consumer-delivered service of 3 years
standing in Castlemaine.
Victoria provides an integrated public mental health system
which includes clinical and non-clinical services supported by
the Department of Human Services and the Mental Health
Act. To think about the challenges ahead for the Psychiatric
Disability Rehabilitation and Support Services (PDRSS) sector
requires reflection about the whole.
Psychiatric Disability Rehabilitation and
Support Services
PDRSS play an integral role in the lives of more than 10,000
Victorians.1 Their brief is to ‘…focus on addressing the
impact of mental illness on a person’s daily activities and the
social disadvantage resulting from illness. They work within
a recovery and empowerment model to maximise people’s
opportunities to live successfully in the community.’2 They
provide this focus through a combination of day programs,

home-based outreach, residential rehabilitation, mutual support
and self-help and planned respite.3 They are described by the
Department of Human Services as ‘…a core component of
specialist mental health services complementing clinical mental
health services.’4 Their clientele are ‘…people with serious
mental illness and associated significant psychiatric disability…
Consumers receiving case management services from the
public mental health service who are referred by the service
are automatically eligible for support from the PDRSS.’5
PDRSS in Victoria have adopted a psychosocial approach
to recovery, and the VICSERV principles of psychosocial
rehabilitation were published in newparadigm in September
1992, and remain available on the VICSERV website.6
Area Mental Health Services
Area Mental Health Services (AMHS) are the clinical
arm of public mental health. ‘Clinical mental health services are
managed by public hospitals and provide assessment,
diagnosis, treatment and clinical case management to
people with a serious mental illness.’7
In 2004, ‘…58,397 mental health consumers received some
form of treatment and care from public mental health services.
Most of these consumers were treated in the community, with
only 17.5 per cent (10,225)admitted for acute hospital care
during this period.’8

Taking into account the requirement of both AMHS and
PDRSS to provide services to people diagnosed with a serious
mental illness, it seems reasonable to assume that among the
10,000 people treated by AMHS and the 10,000 participating
in PDRSS programs there is considerable crossover.
Additionally, the Chief Psychiatrist reports ‘There were
9,978 episodes of seclusion for 2,309 patients during the
reporting period. This means 22.5 per cent of admitted
patients were secluded at some time during an inpatient stay,
with most episodes being for periods less than four hours.
The vast majority of seclusion episodes occurred in adult
mental health services (92.8 per cent) and involved a male
consumer (67 per cent).’9
AMHS have an overwhelmingly biological view of mental
illness; they assess, diagnose and treat mental illness on the
basis that patients/consumers have a chemical imbalance of the
brain which is able to be treated by pharmaceutical means.
The Mental Health Act
The Mental Health Act exists to outline the circumstances
under which people diagnosed with a serious mental illness
may be treated against their will, and by whom, and to define
such patients’ rights.10 The Act has no significance for people
receiving voluntary treatment for mental illness. Their rights
are protected by the Laws, including the Common Law that
apply to all citizens alike.

It defines mental illness thus: ‘…a person is mentally ill if
he or she has a mental illness, being a medical condition that
is characterised by a significant disturbance of thought, mood,
perception or memory.’11 It goes on to characterise certain
beliefs and activities that do not constitute mental illness
(religious, political and philosophical beliefs, sexual or illegal
activity, etc). This definition is very broad - who determines
what is ‘significant’ (a single AMHS psychiatrist), and what
precisely constitutes a ‘disturbance of thought, mood,
perception or memory’?
Among the Act’s mechanisms for the protection of the rights
of involuntary patients is the Mental Health Review Board
(MHRB), a statutory body whose role is to ensure that those
made involuntary patients under the Mental Health Act are
reviewed regularly and have access to an appeals process.
The Mental Health Review Board
In 2004-2005, the MHRB reported that ‘In 2004/2005,
16,318 cases were listed for hearing. This was 6.2%
higher than in 2003/2004 (15,371 cases). This represents
a considerable percentage increase when compared with the
previous year ’s increase of 2.0%. As mentioned in previous
Annual Reports, the number of cases listed by the Board has
increased in every year of its existence. When compared to
the number of cases listed 3 years ago (in 2000/2001), there
has been an increase of 11.9%.’
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‘…The 16,318 cases listed in 2004/2005 represented
12,452 patient hearings (an increase of 4.5 % from 11,911 in
2003/2004). It should, however, be noted that one individual
patient may have been involved in more than one hearing
throughout the year, so this figure does not represent the
exact number of individual involuntary patients for whom
Board hearings were listed.’12
Again, it seems probable that there is considerable overlap
between the 12,000 cases for review heard by the MHRB,
the 10,000 patients admitted to psychiatric wards and the
10,000 participants in PDRSS programs. Unfortunately, statistics
relating to the number of people made involuntary under the
Mental Health Act do not seem to be readily available, although
the Chief Psychiatrist reported in 2003 that ‘Hospital inpatient
admission episodes numbered 17,782 for 11,323 individual
clients…Involuntary admissions accounted for 50.8 per cent
of all admissions to inpatient beds.’13
Anecdotal evidence, as well as MHRB Annual Reports,
suggests that the number of instances of involuntary admissions
or Community Treatment Orders continues to grow.
Implications for PDRSS
Whether ‘serious mental illness’ is a biological disease of the
brain, a psychosocial phenomenon which follows traumatic
life events, or a combination of these, and maybe other
factors, there can be no doubt that it is a painful and
debilitating condition.
PDRSS deal, mainly, with that proportion of the people
treated by AMHS who are described as ‘treatment-resistant’,*
that 15% of people receiving public mental health services
who are so affected by their condition that they have great
difficulty in regaining their place in the community through
work, study, community activities and stable treatment
regimes. As argued above, it seems likely that many of these
patients also represent the majority of ‘cases’ listed by the
MHRB because they have been made involuntary.
Consumers who have been labelled as having a serious
mental illness almost invariably experience a loss of confidence,
a sense of loss and grief and a diminution of self-esteem.#
This is hardly surprising, given that a label of serious mental
illness explicitly defines me as someone whose ‘thought,
mood, perception or memory’ is so significantly flawed,

if not false, as to render me apart from the rest of the
community. My sense of self is so bound up with my mental
processes that to deny their validity is to raise the most
fundamental questions of my identity.
In his keynote address to the 2004 VICSERV Conference,
Larry Davidson argued that there is a number of meanings for
recovery, and summarised his discussion with his description:
‘Recovery in severe psychiatric disability involves a process of
restoring or developing a meaningful sense of belonging and
positive sense of identity apart from one’s disability and then
rebuilding a life in the broader community despite or within
the limitations imposed by that disability.’14
Consumer Participation gives me the opportunity to begin
my recovery in Davidson’s sense. But unless the participation
is authentic and relevant, it is more likely to be harmful
than therapeutic.
Consumer participation must include participation in my
own treatment and care. Without my wishes being heard,
and taken into account in my treatment, my identity is again
being fragmented rather than rebuilt. Any offer to contribute
to service development or delivery will be perceived (rightly)
as tokenism if I am not actively engaged in my own treatment,
whether it be clinical or non-clinical.
One of the most commonly voiced complaints by consumers
about clinical services is that they are not listened to; that their
concerns about the accuracy of diagnoses, prescribed
medications, dosages and ‘side effects’ are ignored. One
of the most common complaints about PDRSS is that
management responses to participants’ complaints or
suggestions consist mainly of explanations as to why
participants’ concerns can’t be acted on – usually for
financial reasons.
One of two additions to the Psychosocial Principles of
Rehabilitation made by VICSERV for Victorian services
was an ‘active advocacy function’.15
Larry Davidson reminded us that the Recovery Movement
originated as a civil rights movement, and commented that
‘…some in the recovery movement, myself included, feel
a strong need to keep the civil rights dimension of recovery
front and center in all reform efforts.’16

Some challenges that lie ahead
There are many challenges ahead for services intent on
providing recovery-focussed rehabilitation for consumers
with a long history of ‘serious mental illness’. Increased
education opportunities and mutual support and self-help
for and by consumers are steadily increasing their recognition
that much of their disadvantage can be alleviated. The debates
that lie ahead include PDRSS reflecting and deciding on their
attitudes towards

To once more quote Larry Davidson:
‘You can do it – We can help!’
1
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• Advocacy to municipal, state and federal organisations
» Accommodation
» Discrimination
» Employment
» Poverty levels
» Transport;
• The civil and human rights of participants;
• Consumer participation in their own care and treatment,
as well as service planning, delivery and evaluation that
demonstrates consumers’ views are being acted on;
• Active lobbying to increase the levels of funding for mental
health to reflect its impact on individuals and the community
(including the burden of disease);
• The tensions between psychosocial rehabilitation
and biological psychiatry — the danger that PDRSS’
commitment to psychosocial rehabilitation is being
overwhelmed by the dominant ‘medical model’ paradigm
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Information Development and Analysis, Service Monitoring and Review Unit, Mental
Health Branch. Estimate of 10,600 participants in 2004, the last year for which the author
was able to obtain the statistics used in this paper.
Specialist Mental Health Service Components DHS, May 2005.
Into Community: Day programs past, present and future New Paradigm Press, 2006 p 7
Specialist Mental Health Service Components
ibid
VICSERV website http://www.vicserv.org.au/library/papers/whatispsr.htm
Specialist Mental Health Service Components
Chief Psychiatrist’s Annual Report 2004 DHS, 2006 p 20
ibid
Mental; Health Act 1986 Section 4 Objects of Act p 13
ibid Section 8 Involuntary Patients (1A) p 17
Mental Health Review Board Annual Report 2004 – 05 p 48
Chief Psychiatrist’s Annual Report 2003 DHS p 29
Recovery: Challenging the Paradigm, Larry Davidson, Ph.D., Associate Professor of
Psychiatry, Director, Program for Recovery and Community Health Yale University. New
Paradigm, June 2004. Available as pdf file on VICSERV website p 4
VICSERV website http://www.vicserv.org.au/library/papers/whatispsr.htm
Recovery: Challenging the Paradigm, Larry Davidson, Ph.D., p 1
Young people experiencing first-episode psychosis are the other major group dealt
with by PDRSS.
All the Education Focus Groups conducted at Victorian PDRSS over the past 18 months
by the VMIAC mentioned all or some of these as problems associated with their
condition. The data is currently being written up.

Consumers who have been labelled as
having a serious mental illness almost invariably
experience a loss of confidence, a sense of loss
and grief and a diminution of self-esteem.
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17 Years in the PDRSS Sector –
What has happened and have we
made a difference?
by Mark Smith
General Manager, Service and Planning,
Prahran Mission

In the early days I think our sector was quite significant in providing an alternative to the medically based
mental health services…

Lets go on a ride, or as the popular vernacular of some
support workers I know…Let me take you on a ‘journey’.
Things are better
One of the first outreach visits I did 17 years ago involved
‘assisting’ some clinical workers to ‘persuade’ someone
who was psychotic to go to the recently opened Frankston
Psychiatric hospital. Arriving at the house after the call from the
parents, I spent two hours in a swimming pool talking to a man
who had drunk two bottles of whisky and was clearly suffering
a form of psychoses. As we were unsuccessful in getting the
man out of the pool, the decision was taken that he be
‘hogtied’- that is his arms and legs bound and put in
the family car to go to hospital.
Eventually the client decided to come of his own accord in the
car with me. The lesson I learned is one that remains relevant
today- spend the time, build up a rapport, listen to the client
and let them direct what they would like to happen within
their time frames.
About the author
I have been General Manager of Service and Planning
at Prahran Mission for almost 4 years. I previously spent 18
months as Senior Project Officer in the Mental Health Branch
(of the Department of Human Services) working on Quality
Improvement Projects and before that 12 years in Management
in Psychiatric Disability Rehabilitation and Support Services
(PDRSS) Home Based Outreach and Employment programs.

Seventeen years sounds like a long time, but is not that long
in community mental health. Recovery is often a long process.
One needs to be around for a long time, with a good
memory, to celebrate the sector and consumers’ journeys
and successes.
Fountain House
After working in the area of Disability and Employment
my journey of learning what recovery meant for people with
psychiatric disabilities as result of mental illness, began when
I attended the Fountain House program in New York.
Fountain House blew me away. It is a professional
self-help program, operated by men and women recovering
from mental illness, in collaboration with a highly professional
and caring staff. The emphasis at Fountain House is on
relationships – member to member, and member to staff.
Members engage with each other to regain their productivity
and self-confidence, resume their lives, and re-enter society.
They take part, as well, in promoting their rights, and in
erasing stigma that often separates them from their neighbors.
Since its founding in 1948, Fountain House has served
a total of more than 16,000 men and women. Its innovative
‘clubhouse’ model is today the basis for more than 400 similar
programs in 32 countries around the world, assisting some
50,000 men and women. The Fountain House concept has
been adopted in part by another 1,000 programs in the
U.S. and abroad.
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17 Years in the PDRSS Sector – What has
happened and have we made a difference?
by Mark Smith

Defining Recovery
I then read William Anthony who, following the leadership
of consumers, in turn provided leadership to not-for-profit
community mental health programs by labeling the 1990s as
the ‘decade of recovery’. He defines recovery as ‘growing
beyond the catastrophe of mental illness and developing new
meaning and purpose in one’s life. It means taking charge of
one’s life even if one cannot take complete charge of one’s
symptoms’.1
Consumers define recovery using practical lists of activities
important for their well being and in line with their ideas of
what they want from life. For them recovery means living in
a suitable place, taking medication, socializing, joining in
community activities, having a relationship, having friends,
working, parenting well, undertaking educational courses,
playing sport etc.
After hearing Dr Patricia Deegan, a US consumer speak at
a VICSERV conference in 1996, I began to try and place her
writing on recovery and her life experiences into the work
I was doing with clients. After a time of angst and anger, her
dreams dashed, feeling devalued and dehumanised, Patricia
consciously began her journey of recovery which included
doing a PhD.
She wrote:
‘Recovery is a process, not an end point or a destination.
Recovery is an attitude, a way of approaching the day and
the challenges I face. Being in recovery means that I know that
I have certain limitations and things I can’t do. But rather than
letting these limitations be an occasion for despair and giving
up, I have learned that in knowing what I can’t do, I also
open upon the possibilities of all the things I can do.’2
New Developments:
In the early days I think our sector was quite significant in
providing an alternative to the medically based mental health
services and in fact it was this very ‘safe haven’ notion that
many people were attracted to. After the traumas of forced
hospital stays, state enforced medication and in some cases
surgery and ECT against people’s wills, it was no real surprise
when people would tell me ‘I am here because it is my
choice to be here.

In the 1980s consumers were finding their voice and
assuming a lot more say in planning and running of programs.
The sheltered workshop was closed, seen as patronizing and
not providing award wages. It was becoming easier to identify
the building blocks of what constituted a good program:
empowerment; assumption that the consumer is in control;
dignity; ideology and values that recovery is possible; focus.
In the mid-nineties I observed some exciting developments
in the area of Mental Health:
• Medication improved and the side effects were less
• Service users started getting involved in the services they
were using through committees, Boards etc.
• De – institutionalisation was making governments aware
of the need for community supports
• Supported Housing was provided through Commonwealth/
State funded programs
• The Burdekin report put Mental Health and homelessness
on the agenda
• PDRSS agencies started looking at accountability and how
they could tell the funding bodies the story of how they
improved the life of people.
• Mental health stigma was recognised and community
education programs were developed
• Gradual understanding of the value of PDRSS by Mental
Health clinical workers.
Choices for service users had previously been denied
in institutions and early community-based programs tried
hard to change this mindset.
Early on I knew things were improving but felt there was
a long way to go. I can remember asking where the client
files were and receiving a glazed look. We set up systems
to record which other services we could, with the client’s
permission, speak with to maximise the service. We started
doing Independent Plans in consultation with the client,
often involving the clinical worker in a spirit of partnership.
The vast majority of consumers at Prahran Mission have
drifted to an underclass, irrespective of where they began life.
Many have lost their families.

People are more likely
to become depressed or
anxious when they have
no way of expressing
their inner feelings.
There is hope:
A memorable experience for me which brought home
the fact that people had a life before, occurred when at a
barbecue one day when one of the clients started to show
some fantastic Australian Rules football skills. It transpired that
he had previously played professionally in a country league with
some success before addiction and illness. After discussion with
his peers and some workers he decided to link up with the
Reclink football league program and now is a paid counsellor
with a drug and alcohol agency while playing mid week football.
It was one of those experiences one never forgets.
Many consumers feel that the trauma associated with
community abuse and stigma is worse than the illness itself
because they relate how they internalised all the negative
injustices put on them leaving them without hope, income,
a job, self confidence. Poverty and even homelessness are
common outcomes. Most consumers at Prahran Mission
receive a Disability Support Pension and state that they live
in poverty.
In addition but not mutually exclusive, there are many
consumers at the Mission, some young, whose education
has been halted because of mental illness. Some have grown
up in abusive or deprived families. From my observation over
the years one of the worst effects of such dramatic deprivation
relates to a seeming long-term lack of opportunity to develop
and utilise internal cognitive skills and to develop or use a
language which would allow them participation in a therapeutic
process such as collaborative therapy, psychotherapy,
cognitive behavioural therapy (CBT), psychoanalysis or even

counseling. People are more likely to become depressed
or anxious when they have no way of expressing their inner
feelings. It is an area requiring further research.
The Role of Language in Mental Health
Language may partly explain the growing social and economic
divide between consumers who use private psychiatrists or
psychotherapists or who can participate in group therapy and
those who do not have the internal or the external language
skills and who are drifting further into poverty. It could partly
explain why PDRSS have few articulate and well-networked
consumers to speak on their behalf at major forums. 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. National
and State forums have consumer representatives who have
not attended a PDRSS day program.
The important point is that we need to develop ways of
getting around this impasse. Consumers using PDRSS could
be offered incentives to stay and develop their skills.
Language is an important indicator of a PDRSS recoveryoriented program and organisation. We talk about personal
dreams, understanding, desires, support, assistance and how
consumers use programs rather than treatment plans and
people as objects who fit into a program.
Language remains a real divider between clinical and
PDRS services. An example is the different languages used
in research reports by clinical services and those written by
consumers in PDRSS services. I think, however, we will
address this problem with more joint research efforts
and more consumer input.
Finally, as consumers often point out, recovery is a deeply
personal and emotional process you do yourself. In reality
we are just here to assist, when needed.
It has been my immense pleasure to be able to work in an area
where one is constantly inspired by the courage of people.
1
2

William Anthony, Toward a Vision of Recovery, Center for Psychiatric Rehabilitation, 1996, p2
Patricia Deegan, “Recovering our Sense of Value after being Labeled Mentally Ill”, presented
at Rehabilitation of Children, Youth and Adults with Psychiatric Disabilities Achieving Valued
Roles Conference, Tampa, Florida, Jan 28, 1993 p.8
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Whom shall we serve?
by David Hall
Former CEO, The Richmond Fellowship of Victoria
and Inquiry Commissioner, HREOC report Human Rights
and Mental Illness

We had hour upon hour of intimate, confidential and highly moving testimony from a range of people
at the ‘hard edge’ of both the best and worst of mental health service provision.

Birth anniversaries are primarily celebratory, especially
major ones such as a 21st Birthday. But they also offer the
opportunity for a little cerebration – reflection on life so far
and what lies ahead.

based providers. We had hour upon hour of intimate,
confidential and highly moving testimony from a range
of people at the ‘hard edge’ of both the best and worst
of mental health service provision.

Much has happened since the release in 1993 of the
Human Rights and Equal Opportunity Commission report
Human Rights and Mental Illness (known as the Burdekin
report) and the 1995 Reconvened Inquiry report, Human
Rights and Mental Illness, Victoria. Regrettably, though, much
has not happened that ought to have been readily achievable,
given our state of knowledge, booming economy and greatly
strengthened consumer contribution to community mental
health and psychiatric disability services.

I can assert (and did so strongly at the time) that one of
the greatest strengths of the Inquiry is that it is grounded
in truly ‘pure’ anecdotes. In the sense of perfectly valid
unpublished accounts of experiences and reactions of
great moment for an individual or group, anecdotes
are the lifeblood of effective consultation.

Over its 21 or so years, Psychiatric Disability Services of
Victoria (VICSERV) has done much to generate and maintain
a momentum of informed concern about ‘community-based
mental health services’. Other contributors will trace that
contribution with authority. My brief is to suggest a few ‘themes’
that may trigger responses in readers: all constructive, of course!

A second ‘theme’ has to be that of missed opportunity.
It is rather too easy (and sometimes comforting) to ‘blame’
Government for failures in service systems. Yet, through the
various coalitions then extant, (VICSERV, APDC, Council to
Homeless Persons, Youth Affairs Council of Victoria (YACVic),
and an array of specific-purpose and special-interest
associations and groups), the sector missed golden
opportunities to ‘ride on the wave’ of concern about
the condition of ‘people with mental illness’.

First on my mind is the accusation of the then Federal
Minister for Health that the Reports were ‘purely anecdotal’.
Because of my roles as CEO of The Richmond Fellowship
of Victoria, convenor of the Australian Psychiatric Disability
Coalition (APDC), and a member of the VICSERV Committee
of Management, I was the Inquiry Commissioner with major
responsibility for liaison with consumer, carer and community-

Thirdly, it occurs to me that the ‘person-centred’ (not then
a vogue term) approach of the Inquiry was a distinct and
distinctive break from thinking to that point. I recall that
the Commissioners (Brian Burdekin, Dame Margaret Guilfoyle
and I) had extensive (and at times intensive) ‘debate’ about
the terminology we would adopt for the Inquiry. At times,
we tended towards giving priority to an ‘equal opportunity’

34

newparadigm March 2007

Whom shall we serve?

Psychiatric Disability Services
of Victoria (VICSERV)

by David Hall

… the sector missed golden opportunities
to ‘ride on the wave’ of concern about the
condition of ‘people with mental illness’
focus. The consensus, however, was that Human Rights (with
their balancing responsibilities) were the organising framework
within which the Inquiry would make the best contribution to
strategic planning of responses to ‘mental illness’, drawing on
the ‘lived experience’ of those whose rights were most at
threat. Equally, ‘mental illness’ was a term to which we gave
much careful consideration. Our Note on Language Use at
page 13 of the Main Report seeks to clarify our reasoning.
If we did not know when we embarked on the Inquiry,
we Commissioners certainly came to appreciate by its end
that language, how we ‘frame’ ideas and concepts, is of the
utmost importance in this field. Without casting any aspersions,
I wonder whether this is fully understood by some of those
who tended to regard the Report as less than persuasive
because it is not couched in ‘technical’ language. I suppose
I am in part ‘blowing my own trumpet’ in observing that the
Report, on a re-reading nearly fourteen years after it was
written, remains highly accessible, even when dealing with
complex medico-legal and diagnostic issues.
It is now almost nine years since I have had direct involvement
in mental health services. While I have maintained a lively
interest in many aspects of policy and service provision, it is
most definitely not for me to diagnose the current ‘mental
health of Victoria’. Nor can I expect validly to offer prognoses
for the future. In a gently reflective way, then, I proffer three
‘thoughts’ about VICSERV and its member agencies.

1. The appointment of a Minister for Mental Health in Victoria
may not bring unalloyed joy to consumers and providers,
BUT surely gives new impetus to efforts to draw together
myriad threads that make up the ‘psychiatric services
sector’. Renewed effort is warranted to ensure that there
is a coalescence of ‘common ground’ views – based on
solid evidence and impeccably argued interpretation –
presented to the Minister and her departmental officers.
2. Through its executive, or a committee set up specifically
for the purpose, VICSERV would ‘serve’ its constituency
well by disciplined re-examination of the ‘Burdekin Report’
(and especially the Reconvened Inquiry, Victoria report by
Commissioner Chris Sidoti) to present a ‘balance sheet’
on action taken and neglected.
3. In its own work, and in the persuasive influence it has
across the sector, VICSERV can continue to improve
communication and understanding through careful,
considered (and fully consultative) use of language.
This goes well beyond admonishing the media for its
continued incorrect use of terms like ‘schizophrenia’
(as if it was a synonym of ‘split personality’). Sensitivity
to the ways in which messages are received, as much
as the intent through which they are generated, is,
I submit, a primary responsibility of and challenge
for VICSERV.
I am really thrilled to be invited to be part of your ‘celebrations
and cerebrations’ at this milestone stage of VICSERV’s service
to Victoria. Good wishes.

21 YEARS • FROM
THE FRONT LINE
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Reflections on the
Development of an Agency
and a New Way of Working
by Chris McNamara
Chief Executive Officer, SNAP Gippsland Inc.

The need for safe, secure, affordable housing with support for people with mental health problems
was being identified through the experience of many of the workers…

Congratulations to VICSERV and the psychosocial
rehabilitation sector on turning 21. The Psychiatric
Disability Rehabilitation Support sector has come
a long way in 21 years.
This milestone has prompted me to reflect on my
involvement in the sector and I wanted to tell the story
of the beginnings of SNAP Gippsland and where it finds
itself today within the Psychiatric Disability Rehabilitation
Support Service sector in Victoria.

In 1992 community mental health services in Bairnsdale
consisted of a visiting Psychiatrist (1 day per week), a visiting
Psychologists (1 day per week), 2 Registered Psychiatric
Nurses and one Psychiatric Services Officer (PSO). The PSO
provided the only social outlet for the clients of their service.
It was fondly known as the ‘Wednesday Group’. Clients were
picked up in the bus each Wednesday morning and taken
on an outing. People couldn’t wait for Wednesday to come
around and longed for the social contact, carers equally
appreciated the break.

Looking for a more relaxed lifestyle, I moved to Bairnsdale
from Melbourne in 1990. Bairnsdale is the major commercial
centre of East Gippsland, located 280kms from Melbourne.
It has a population of around 11,000. It is surrounded by
spectacular coastline scenery, a magnificent lakes and river
system, rugged high country, extensive national parks
and state forests.

This was the time of deinstitutionalization and some twelve
months before Jeff Kennett’s Minister for Health, Marie Tehan,
was to release Victoria’s Mental Health Service - Framework for
Service Delivery structural reforms designed to redevelop and
reshape mental health services to ensure equitable access
into the future.

In 1992 I was working as a Tenancy worker at the
Bairnsdale Community Health Centre. The Centre housed
a conglomerate of community programs, ranging from Family
Support, Emergency Assistance, Housing and Homelessness
services, Counselling services, Maternal and Child Health etc...
The Centre had vibrancy about it, good people working for a
common purpose with an attitude that anything was possible
through the collective effort.

The need for safe, secure, affordable housing with support
for people with mental health problems was being identified
through the experience of many of the workers within the
Bairnsdale Community Health Centre. Homelessness was
a common problem for people with mental health problems,
carers were seeking appropriate and affordable housing for
family members who could no longer reside in the family
home, people with mental health problems were living in
sub standard or inappropriate accommodation, the holiday
homeless prevailed – people living in coastal towns were being
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evicted prior to the holiday period because tourists pay more,
eviction due to rental arrears resulting from extended stays in
the then Hobson Park Psychiatric Hospital (Traralgon) and
caravan park proprietors keeping belongings in lieu of rent
of people who had experienced extended stays in Hobson
Park was a common occurrence.
These issues prompted the East Gippsland Regional Housing
Council to provide a small grant for the purpose of researching
the housing needs and support services required for people
with mental health problems and their carers and to make
recommendations that would enhance the quality of life of
people living with a mental health problem.
The recommendations of the report entitled
Peace of Mind included:
• the provision of a range of housing options such as
transitional housing, group housing and singles public
housing that is discreet and located close to services
• respite for carers
• the establishment of a support network to provide
personal support, assist with the development of
independent living skills and access to recreational
opportunities
• the establishment of support networks for families
and carers
• advocacy services to be established
• that a community education strategy be developed
• that appropriate crisis response is made available to
the community of East Gippsland.
A public meeting was convened to report the findings
and recommendations of Peace of Mind. At this meeting
nominations were taken from community members to establish
a committee to act on the recommendations of the report.
The committee became an Incorporated Association known
as the Special Needs Accommodation Project (SNAP).
SNAP was born and had come about due to the most
basic need, shelter.
The recommendations made in Peace of Mind have largely
been met although access to safe, secure and affordable
housing but support continues to be problematic. There
is never enough to go around. The Housing and Support

Program went some way to addressing these issues
but could never be sustainable due to the absence
of replacement properties.
A similar process to that of Bairnsdale occurred in the Shire
of Wellington in 1997. The Shire of Wellington made a small
grant available to SNAP and research was undertaken to
scope and map services appropriate and accessible to people
with a mental health problem in the Shire of Wellington and to
survey people with mental health problems in relation to their
needs with particular reference to accommodation, support,
rehabilitation, respite and recreation.
A report entitled Beyond Crisis was published.
It recommended that;
• a full range of psychosocial rehabilitation support services
be developed in the Shire of Wellington and that this should
be supported by Wellington Shire commissioners and to
support the improvement of generic services available
to people with mental health problems.
• that General Practitioners and Psychiatric Services develop
systematic procedures for referring clients to services that
could assist clients in their recovery.
The Shire of Wellington does have a full range of psychosocial
rehabilitation support services and referral pathways have
improved access to services.
Along the way the participants of SNAP has taken a leading
role in East Gippsland and Wellington in the development
of community arts in the production of the Post Office mosaic
roundabout in Bairnsdale, the publication of a number of
books of poetry and creative writing, numerous art exhibitions,
the establishment of Café SNAP as a performance art initiative
and venue in Bairnsdale and the creation of our award winning
Community Garden.
Today SNAP Gippsland’s well-trained workforce provides
psychiatric disability rehabilitation support services and
recovery programs in the form of Homebased Outreach
Support services. It has nomination rights to more than thirty
public and community housing properties in the Shires of East
Gippsland, Wellington, South Gippsland and Bass Coast. Day
Programs are provided in the Shires of Wellington and East
Gippsland from service outlets in Bairnsdale, Orbost, Sale

All of SNAP’s staff are trained to deliver
Collaborative Recovery Model (CRM) and
through this we develop a working alliance with
people and assist them to manage their own
symptoms and motivate them to set goals, achieve
dreams and lead fulfilling and rewarding lives.
and Yarram. Planned Carer Respite services are available to
the carers of SNAP’s service-users.
Another important milestone for SNAP Gippsland occurred
in August, 2005. SNAP had a vacancy for a Programs Manager.
Alex Couley filled this position, Alex is a Registered Psychiatric
Nurse who had extensive experience working in the UK and
shared SNAP’s belief and passion to provide the best possible
recovery focussed services available.
Alex had been trained in a model of service delivery known
as the Collaborative Recovery Model (CRM). It was decided
that SNAP would adopt this model of care as its primary
method of intervention. This research validated model has
been developed by the University of Wollongong with whom
SNAP is about to enter a partnership agreement. Alex has
been trained as a trainer in the model, the only trainer outside
the University of Wollongong. All of SNAP’s staff are trained to
deliver CRM and through this we develop a working alliance
with people and assist them to manage their own symptoms
and motivate them to set goals, achieve dreams and lead
fulfilling and rewarding lives.
Through the endeavours of Alex, all SNAP staff have
also recently been trained in a model of care known as
Collaborative Therapy (CT). This model has been developed
by the Mental Health Research Institute and is also research
validated. This nine-week program focuses on health not on

illness. It has three main components, Education, Coping
strategies, and Skills development. Given that the program
can be delivered to groups and in modules, it is seen as being
ideal to introduce to Day Program participants. This program
will be rolled out by SNAP to thirty participants in April, 2007.
It has been an exciting journey for all those involved with
SNAP and has become even more so with the approval of
the development of a combined Prevention and Recovery
Care (PARC) service and Community Residential Care Unit
(CRCU) to be located in Bairnsdale and operational by the
end of 2007.
So much for that more relaxed lifestyle!
• Psychiatric Services Division, Victorian Government Department of Health & Community
Services.“Victoria’s Mental Health Service - Framework for Service Delivery”. March
1994.
• McNamara, C. & Hodge R. “Peace of Mind” 1992.
• Chesters,J. Williams, K.& Fletcher, M. “Beyond Crisis” 1997.
• Oades, L., Deane F., Crowe, T., Lambert, W. G., Kavanagh d., & Lloyd C., “Collaborative
recovery: an integrative model for working with individuals who experience chronic and
recurring mental illness” Australian Psychiatry. Vol 13, No. 3. September, 2005.
• Project Director: Professor David Castle, Compiled by Monica Gilbert, “Collaborative
Therapy Programme, 3 Year Review” Collaborative Therapy Unit, Mental Health
Research Institute. January, 2006.

FIND OUT MORE. Keep your eye out for a future
issue of newparadigm which will examine SNAP’s
Collaborative Recovery Model.
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Halcyon Days
by Sharon O’Boyle
Program Manager, Psychiatric Disability Rehabilitation
and Support Services, Eastern Access Community Health (EACH)

Some consumers pass quickly through Day Programs, gather strength and move back out into the world
again others move between the two and still others having found the friendship and refuge they desire
stay with us for much longer.

I’ve just returned from TheMHS (The Mental Health
Services Conference) summer forum where the theme
was The Mental Health Workforce of the Future. Our
sector is in the middle of a period of rapid growth with
new federal funding being distributed and it seemed like
a good opportunity in this article to reflect back on my
years working in this sector.
Thirteen years ago I began work at Halcyon, a Day Program
situated in Ferntree Gully (outer-suburban Melbourne)
as a Community Support Worker. At that time Halcyon had
been in operation for ten years. Originally started by family
and friends of people with a serious mental illness it was held
in a church hall and aimed to provide some activity for people
when they were released from hospital. Since that time
government funding was obtained and at the time I joined
the organisation had expanded in to housing and employment.
The employment service had just moved to separate premises
and focused on obtaining employment for consumers. Prior
to this the service had conducted lawn-mowing rounds.
Larundel (long-stay psychiatric hospital in one of Melbourne’s
Northern suburbs) was in the process of closing down its long
stay wards so many new consumers at Halcyon had been
hospitalised for long periods of time and lacked basic living
and social skills. The program handbook from 1988 stated that
Newspix. Sharon O’Boyle of Lifeworks, Ringwood. Picture: Andy Drewitt.

‘Halcyon is designed to create for the participants a sense of
belonging in a place they can call their own’ Activities included
woodwork, cooking, grooming, personal development and
exercise. Staff of the service came from varied backgrounds.
Not necessarily with any mental health qualifications or
experience and training was mainly ‘on the job’.
A lot of day program time was taken up with ‘drop in’ type
activities and drop in was offered 9am-5.30pm five days per
week. One of the difficulties this created was that with only
3.5 staff offering other more structured programs was almost
impossible and any individual work was severely limited.
Over time drop in has generally been scaled back to allow
more time for structured programs and individual work in
establishing tailored goals for consumers. Another component
added in the past few years has been establishing pathways for
consumers to enter the community more through neighbourhood
houses, TAFE, volunteering etc. The balance between providing
a safe place where people feel they can come any time they
need to without the barriers of appointments and explanations
and providing pathways back out into connecting with the
world and not encouraging dependence is a fine line indeed.
Some consumers pass quickly through Day Programs, gather
strength and move back out into the world again others move
between the two and still others having found the friendship
and refuge they desire stay with us for much longer.
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Since that time I have been involved in managing various day
programs and currently manage 2 sites one being Halcyon, the
other Lifeworks in Ringwood. I also manage a newish service
of home based outreach and day activities for consumers over
65+ and am involved in a joint Eastern Health and EACH
service offering peer support for carers.
The personality required for a community support worker
doesn’t seem to have changed all that much however. It occurs
to me again and again that although formal qualifications are
vital and give a theoretical framework in which to operate and
other training is also very useful it’s the quality of relationships
that are important in a consumers recovery. Relationships
between workers and consumers, consumers relationships
with others and most importantly consumers relationship
with themselves.
One change I have noticed over the years is that generally
there is more hope being expressed for recovery from
mental illness from consumers, carers, workers and the
general public. The attitude that life will be severely limited
by a diagnosis of a mental disorder is gradually being eroded.
Carers and consumers are campaigning for services that will
meet their needs and being far more vocal about it. There
is recognition that services need to work more closely with
consumers, carers and other service providers to come up
with the best possible plan that puts the consumers needs
at the centre.
Our service has recently been funded by the Department
of Victorian Communities to establish a ‘Stageclub’ on the
premises of one of the day programs. This is an inclusive
model where a community café will incorporate an ‘open
mike’ opportunity for individuals and groups to perform music,
dancing demonstrations and the like. Consumers of the service
will be trained in food handling, stage production, lighting,
administration etc and will welcome the general public into
their space. Community houses and schools are already
booking in acts and we envisage using stage club to
promote good mental health and reduce stigma.
One of the most important factors for me in establishing
and running services is to provide a safe and comfortable

This is the first time
in 20 years that we’ve
stood back a little to
see what we do with
a little perspective
instead of operating
with our noses firmly
on the coalface.
environment for all concerned. A harmonious and relatively
happy team produces an environment where consumers can
also feel comfortable, safe and ‘held’ by a caring environment.
All too often consumers referred to services have suffered
physical and emotional abuse in the past and have an
extremely sensitive ‘antennae’ to an environment that
don’t feel safe or genuine.
At the conference in Sydney I was greatly impressed by
the presentation given by Paul Nestor, a peer specialist who
works in South Australia and the support and hope given to
other consumers by this role. A comment from the audience
at the end of this presentation gave me cause to think. It was
about concerns that if consumer peer workers become ‘too
professional’ they wouldn’t be able to have the same quality
of relationship with consumers that untrained peer workers
had in the past. It seemed to be expressing a fear that too
much emphasis on training and qualifications whether for peer
workers or other workers would move away from working
alongside consumers to a more clinical approach.

This is I believe a valid point and one we have to be aware
of in the rush to tender then establish services with the new
federal and state funding that has been promised. That we
don’t lose sight of the values and principles Psychiatric Disability
Rehabilitation and Support Services (PDRSS) sector has
traditionally stood for in achieving both high levels of
knowledge and expertise as well as caring for and working
with consumers. Funding new services is often carried out
in a flurry of tenders, models of service delivery are created
in a few weeks and services are often up and running within
months. There’s a gap in services and we all rush to fill it
without perhaps having the time to see whether this is the
best possible application of funds.
I’ve been involved for the past couple of years in a
(VICSERV facilitated) review of Day Programs within Victoria
reflecting on where the service have come from and getting
some consensus about the needs for the future. This is the
first time in twenty years that we’ve stood back a little to see
what we do with a little perspective instead of operating with
our noses firmly on the coalface. Some of the discussion has
been about training and development, core competencies for
workers and what kind of training do you need in the end to
work in this field? There is still a vast range of experience and
qualifications from new graduates in psychology, social work
and occupational therapy to workers with a certificate course
or just vast experience. How do we cater for them all and
make training and working in the field relevant and rewarding
for them all? One pathway suggested came from Gavin
Andrews, Professor of Psychiatry at St Vincent’s Hospital,
Sydney, creator of the great books on working with mental
disorders, who is about to create an online education course
for mental health workers. This sounds like a great start and
may be one solution to ensure workers have the core
learning competencies.
The other skills needed are harder to identify. An ability
to identify with but not take on the world of the consumer.
Boundaries are harder in the PDRSS too as our relationship
with consumers is often so personal and in their struggles with
finding a meaningful life, battling depression and anxiety we can
all too often see our own frailties’ reflected. We are the ones
who need to be able to be hopeful for consumers when they

don’t see any hope but to do that we have to be hopeful
ourselves. The workforce needs not only education but also
adequate supervision and debriefing. We need belief in
recovery for consumers and the tools to help them achieve
it so that we don’t burn out and become despairing ourselves.
Our workforce needs to have some unified direction for the
future. Our services have developed in a very individual and
fragmented kind of way which has sometimes led to amazing
results but is often poorly documented. We know we do great
work but the evidence base that funding bodies require is
often not there to support it. How do we imbed mental
health training in our orientation for new workers so they
are less likely to burn out and leave?
Working in the mental health field in PDRSS is challenging, exciting
and full of potential change. There are opportunities now for
our sector to shine and to create better futures for consumers,
carers and our workforce. Closer alliances and pathways with
clinical services will hopefully provide more seamless service
provision. We need to ensure a cohesive response from our
sector to best take advantage of new opportunities and not
create small pockets of disjointed services.
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Even now on reflection it seems amazing that the Victorian government which was so progressive
took so long to squeeze the name rehabilitation into psychiatric disability support service title.

As the Director of Aspire I have a perspective which is
drawn from a remote part of the southwest Victoria, so far
in fact that the three-hour drive to Melbourne has just
become too much. Or is it my back?
My early impressions of the sector come from the time when
I was working with the Department of Human Services during
the Kennett years. I remember funding NGOs at a rate of
$50,000 per EFT. I don’t know where that figure came from
and I am not sure anyone really knew. It was however cheap
and services didn’t seem to be complaining. How ironic.
I remember attending a TheMHS (The Mental Health
Services Conference) somewhere and being thoroughly
enthused by a presentation, which was one of many that,
drew on long-term research to show that well focused
non-clinical psychosocial input was fundamentally important
to people with mental illness. I remember going to a VICSERV
forum not long after this and feeling that I had entered the
world of counterculture. Gone with the TheMHS suits, and
in were the jeans and T-shirts. Everything seemed casual,
under funded and a bit angry.
When I took up my role with Aspire I was immediately
impressed by so many people; in particular carers and
consumers who are a part of the organisation and laid claim
to it as their own. Since that time the sense of partnership
and genuine commitment of so many people has been
the glue that kept me in the sector.

As we progressed we realised alongside the rest of the sector
that support was never enough. Even now on reflection it
seems amazing that the Victorian government, which was so
progressive, took so long to squeeze the name rehabilitation
into psychiatric disability support service title. It has always
been clear that the fundamental role of the sector has been
to provide fundamental services to people with the greatest
need. It has also been clear that this role has been devolved
to the NGO sector because we are cheap. We have
employed people with lesser qualifications on poor industrial
rates to deliver services that did not require the skills of a
clinician. However as we came to terms with the skills that
were required we recognised that we were being sold
short, and selling ourselves short.
The sector itself is so diverse, and the engagement of
consumers and carers in the organisations make them unique
and our community engagement is superb. The commitment
of staff and the involvement with the community means that
agencies deliver far beyond funding and service agreement
targets. Often the challenge for the sector is to demonstrate
this value, particularly when contact hour targets do not
measure quality or the investment of the local community.
As Aspire developed we established services in rural
environments requiring small outreach offices and the
employment and training of local people. This was always a
difficult ask. We have had mixed success over the years with
some outreaches delivering exceptional services and others
always struggling. In our enthusiasm in the late 90’s we

overstretched the agency a little. Then came the GST with
its huge impact on the cost of car fleets and a raft of other cost
increases. I distinctly remember my anger when I discovered the
term productivity savings. And this from a Labour government!
We closed down budgets, purchased second-hand cars, and
I went to one of the outreaches for six months for two days
a week to work as a support worker. In an NGO, no-one
will bail you out!
As a result I had great interest in the issue of agency viability.
I was personally involved in working with other CEOs to
develop a benchmark but then took a back step while
VICSERV continued the struggle through to a result that was
quite positive, if a little baffling, for Aspire. We are still struggling
to record contact hours to the degree that is required but we
are getting there.
As we come to grips with the skills required for recovery
based rehabilitation and support we are recognizing that
we need a well-trained workforce, with a solid educational
background and require a high level of sophistication in service
delivery. Some of the work of PDRS services will always be
practical and provide solid if unexciting outcomes for people.
For example Aspire runs a regular bus trip to Melbourne
taking people to the dentist. It is not an exciting trip but it is
vitally important for people’s lives. Conversely addressing the
rehabilitation plan, assessing rehabilitation readiness and teasing
out complex issues with a person all the while stepping back
to let the person drive the process requires enormous skill.
To run a group that goes to an op shop and to know and

articulate what this outing means to each person in relation
to their recovery plan is substantial.
In 2005 Aspire was awarded a tender to deliver recovery
services across Tasmania. This has been an exciting exercise
because the agency has been able to recruit well and provide
high-level training prior to implementation. The method of
referral in Tasmania is convoluted requiring a Departmental
panel to sift through reams of papers. This panel is a bottleneck
for referral, but it gave us room to breath, train and prepare.
This situation is seldom provided to our sector. As a result the
staff are implementing the Boston model, and have had the
opportunity to operationalise to the point that it is second
nature to them. Our staff in the southwest are struggling with
high workloads and have not had this opportunity. We will be
using input from Tasmania to coach house staff in the southwest.
On reflection the issue that takes most of our time and
energy is the state of the relationship between the clinical
and the non clinical services. This is always at the heart of the
non clinical service finding its identity. We have often heard the
comment that the NGO sector knows what it isn’t, and is still
working out what it is. I think our experience in Tasmania has
helped us understand very much what we do however there
are still many reasons why the relationship between clinical
treatment services and non clinical rehabilitation and
support services are so fraught.
One reason has to do with the suits and the jeans. In
sociological terms non clinical services are the less educated
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In reality many clinicians are very much interested
in recovery and see that their role is very much
about the continuum of people regaining their
lives and finding success and satisfaction.
cousins from the poor side of the tracks being asked to form
partnerships with rich people that have imposing qualifications.
We don’t really want to do it. We are a little bit angry about
their resources and their power, but really the issue is about
our insecurity. As in all relationships it is the insecure partner
that tends to throw up all sorts of blocks and the answer of
course is for us, the non-government sector, to recognise
our strengths and grow up a bit.
Another issue is the view of some mental health service
providers that the role of the non clinical service is to be
an adjunct to what they do, as opposed to an independent
service which is responding to the needs of the local
population. Aspire works with many people who do not
have clinical case managers as their illness is not the prime
issue; it is their level of disability. A person case managed by
general practitioner who has a serious mental illness and is
socially isolated is the core business of a PDRS service.
This slight difference in target group is a source of
ongoing tension.
A substantial difference between clinical and non
clinical services is the definition of power relationships.
Non clinical services have the advantage of being voluntary,
and a participant knows that they are very much in control
of everything that occurs in the relationship and the skill of
the NGO staff is to engage people on a voluntary basis,
help define the persons goals, carefully structure the planned
achievements of those goals, and then step back. Clinical

services have the necessary disadvantage of being statutory,
and have to deal with the power differential created by the
medical paradigm, as illustrated by the terms ‘clinical’ and ‘non
clinical.’ There are no rights and wrongs in this, no better or
worse part, and we need to get on with the job together.
In reality many clinicians are very much interested in recovery
and see that their role is very much about the continuum of
people regaining their lives and finding success and satisfaction.
Non clinical workers find this hard to digest as the notion of
recovery is the linchpin that defines our role and meaning.
When they use our language they are invading our territory
and woe betide them if one of them turns up in jeans.
The interface between the clinical and the non clinical
service is in fact an intersection as there are many things that
the clinician and the non clinical rehabilitation worker will do
that are the same. How do we define the interface between
the roles? In the southwest we are trying to define this with
the clinical teams. Southwest Healthcare Psychiatric Services
Division have developed an integrated model of service
delivery which is very advanced and we are using a senior
worker who has been in Tasmania for 12 months to work
with them to see how the Boston framework and the
clinical model fit together.
We will keep you posted on this one!

INTERVIEW
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...Our function is to provide psychosocial rehabilitation services and this is the new dimension that we have
to get to – we have developed this greater level of confidence and expertise and apply that expertise and
research and validate our practices...we are a highly skilled professional body of rehabilitation specialists...

I’m interested in looking at how things have
developed and where you think we should be heading.
Your organisation has gown a lot - from what you’ve
seen -how do other states stack up in terms of
funding proportionate to population?
Well, still Victoria leads the way, but I guess what is changing
is states like South Australia, New South Wales and Tasmania
have invested significant amounts of money into nongovernment mental health services and I think that NGOs
are the service sector of the future because the experience
in Victoria and the experience overseas has meant that you can
operate quite large NGOs in a very effective and efficient, value
for money kind of way but they are not tied down by excessive
beaucracy of large area health systems and hospitals, so they
have far greater capacity to change, transform and innovate and
to reform themselves. There has been some positive experience
of being able to transplant services from one state to another and
the states recognise they don’t have to be parochial anymore –
that Tasmania (government) doesn’t fund just Tasmanian services
or South Australia (government) will fund only South Australian
services – what they are saying is that we’re going to fund the
best service regardless of where they are from. Because of IT
progress and the affordability and reliability of domestic air travel,
the concept of having national organisations (which haven’t been
the norm in Victoria) is starting to emerge. And this is where
NEAMI stands – we’re looking to pitch ourselves at going
national and this is what I’m saying – the whole face of the
NGO sector in this area will change.

What about other states specifically?
When I went to NSW I was a bit frustrated because they
don’t call our services Psychiatric Disability Rehabilitation and
Support (PDRS). It is very much about disability support and
PDRS was almost a dirty word (and in some quarters is still
a dirty word) because that’s the domain of the clinical sector,
but that’s all shifting and changing a lot. When Victoria did
have a lot of money invested in the section, in the mid to late
1990s, they gleaned what were, at that point in time, the most
contemporary learnings about service development. The
other states that are putting a lot of money into their sector,
are now gleaning, in 2007, what the key contemporary
learning’s are and they are a bit more advanced now
then they were back then.
Who was driving that in Victoria back then?
Well, there was a strong Labor platform to look at deinstitutionalisation but Labor lost power and the Kennett
Liberal Government got in and the Kennett Government
pushed and bulldozed through the whole reforms and some
could say that it possibly happened a little too quickly and that
there wasn’t enough forethought on how to bolster up the
community. All of a sudden, you move say 20 people out
of a hospital into a community care setting, like a community
care unit or a residential facility and you don’t think oh they
might need additional community supports once they step
outside that door.

50

newparadigm March 2007

Interview

Psychiatric Disability Services
of Victoria (VICSERV)

Arthur Papakotsias
Chief Executive Officer, NEAMI

And isn’t that what you hear, that basically the
institutions were closed down but the funding to
provide the support that’s needed was not
forthcoming?
Well, we were funded to run a day center – a day program
service – in Preston, back in the early 1990s and shortly after
that when the hospital started to close down they funded the
development of a community care unit, which was a 20 bed
residential facility being staffed 24 hours by clinical staff. And,
so as soon as that was set up I got a knock on the door from
the clinician saying, Oh Arthur we’d like to refer our clients to
your service. And, I’d say, but you’ve got 24 hour staff, you’re
well resourced to provide a community service, why should
I displace clients coming to this program so that they can make
way for yours when you are already better resourced anyway?
And they said, but how do these people integrate to other
community facilities, so we ended up having a debate and
that’s an example where perhaps some of the thinking early
on wasn’t good enough.
So where are things up to in Victoria?
Well there is a view shared by some that Victoria’s mental
health system is like a Rolls Royce with a Mini Minor motor
in it, and if that’s the case we should be seriously considering
changing the motor.
It strikes me that Victoria really needs to freshen up and
start moving on some reforms and the kind of reforms I’m
thinking of (and some work is happening on this) is looking at
better servicing people in the community care units and the
secure extended care facilities. And, accreditation for PDRSS to think that it’s 2007 and you still don’t have to be accredited
but moving towards it when public hospitals, aged care facilities,
disability services all have to be - I find that quite paradoxical.
I see a point not too far down the track when PDRSS or mental
health NGOs will need to be formally accredited and I can see
a day when they will be funded more to look at providing long
term continuity of care for clients with pretty significant
disabilities that otherwise might sit in sub-acute facilities.
So, I see us as a sector, taking a much greater responsibility.
Where I see a big difference at the moment is that some
of the other states are investing a lot of money in the sector,
and being innovative about it, but that is not so in Victoria
which to some extent, is basically resting on its past glory.

So, are you saying that the Victorian Government
needs to be finding more money?
It’s more than more money. I think there needs to be
a greater degree of cooperative thinking and innovation
about what the future system will look like and frankly
I’m not getting a great sense of that at the moment.
Who do you see as driving that?
I think it’s driven by the Mental Health Branch of the
Department of Human Services and quite often, in isolation.
I think, sometimes, they just come up with a concept and just
release it and people then say, how come we haven’t been
consulted or why wasn’t there an opportunity to participate
in this? So, that’s one of the problems, there’s not as much
dialogue as I would like to see occur between the sector and
the Branch about future developments. Now, the Branch
would probably disagree with that, but what I’ve seen
consistently since the Bracks Government came in, is a very
conservative government leading a very conservative Mental
Health Branch that are very adverse to taking risk. I understand
governments being adverse to risks, but the thing is that any
innovation or major development will involve a degree of risk.
If you have a well-developed mature sector that understands,
conceptually what the work is that needs to be done then
there’s a great opportunity to grow and develop it. It’s a bit
like saying you’ve worked for years to grow a grape that yields
a fantastic wine but then you don’t develop the winery, you
don’t get in more grapes, you just sit back and say hey let’s
just drink our two bottles per year….fantastic!
So, is that a lazy approach by government to
the development of an important sector?
I’m not sure. I don’t get a great sense of leadership or
a sense of a future vision…not just for our sector but also
more broadly for the mental health sector. The Department
came out with a “visions” document a few years ago, but it got
shelved as soon as it came out. It has not been spoken about
and nothing happened with it. I don’t get any real sense that
the Mental Health Branch have got a clarity of vision about the
community mental health sector or if they have they certainly
haven’t articulated it to the sector in a clear concise way.
So, that may well be true, but what degree of
responsibility lies with the sector? To the degree that
they can lobby, that they can pressure, that they can

advise and really articulate a vision themselves?
Yes, I think the sector does need to take some degree
of responsibility for not having been as proactive as what it
could have been about effectively communicating its messages.
Having been the past President of VICSERV for the last twelve
months, I noticed that we hadn’t developed a process for
the peak body to develop a position on key areas and
then undertake a lobbying process for change.
We have taken an ad hoc reactionary approach for too long.
So, what we need to do is rely less on key relationships with
bureaucrats, and adopt a more planned, strategic approach
as to how best we can provide better services.
OK, so what do you think is a good first step in
this regard?
Well, I think VICSERV has a tremendous opportunity
to come up with some key policy position statements on
a range including the amount of resourcing, the type and
quality of services and service system reform, for example.
VICSERV should be there to assist in developing, promoting
and articulating a vision of what our sector should look like
in 2010 or 2012. In doing that it would be good to consult
with the state government, but not anticipate or necessarily
expect them to develop the vision.
So, I think it’s important to get to a point in terms of maturity
in the relationship where we can say that we are developing
strategic directions and we want you to have some input into
it. Now, I say this, because, I honestly believe that our sector
is the future and as time goes on there are more and more
models that clearly demonstrate (sector, consumers, carers,
health department authorities) that you don’t need very
expensive 24 hour clinical staff in every aspect of the service
system - there are a lot more less restrictive environments that
people can grow and thrive in. Government needs to trust in
the capacity of the sector and invest more money into it.
So, what’s a key area to look at in terms of
developing some of this in the future?
I would say that there hasn’t been enough confidence within
the sector to grow it. I think if there were more confidence in
our sector there would be more growth because our sector is
much cheaper to operate, compared to hospitals and accident
and emergency facilities, which is where a lot of the people

we work with end up. We haven’t managed to adequately
secure that degree of confidence to then lobby the State
Government, politicians and key decision makers. I think what
we too often try to invoke a sense of the ‘poor us’ syndrome,
but I think that given what we have achieved to date, we can
certainly be more confident and strategic in our approach.
Is this also about how we describe what we do?
At the end of the day, 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, nontreatment, non-professional… basically a bunch of ‘nons’!
As a sector, we have not taken the time to market and
promote our ‘point of difference’.
Yes, well that’s not an uncommon thing in the
community sector, but what about the way this
sector has operated?
I’ve noticed over the years that people have shied away
from wanting to be seen as professional and I think that needs
to change. We need to define what we do very clearly and
what we do is provide psychosocial rehabilitation. We have to
be clear about what mechanism and processes we use for that,
that have been proved and tested and that there’s evidence for
it, so in a sense, what I’m saying is that we need to define
ourselves less by the structures that we are (which is a nongovernment mental health agencies) and start to define
ourselves more by the function that we play. So, our function
is to provide psychosocial rehabilitation services and this is the
new dimension that we have to get to – we have developed
this greater level of confidence and expertise and apply that
expertise and research and validate our practices so that our
professional standing amongst ourselves (consumers, clinicians,
health department authorities) that we are a highly skilled
professional body of rehabilitation specialists and that,
to me, is what the future is about.

HUMAN RIGHTS
AND MENTAL
HEALTH
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1.0 Introductory Comments
This paper deals with the changes in services resulting from adoption of human rights perspective
to mental health issues over the last 20 years or so and in particular focuses on the Human Rights
and Equal Opportunities Commission (HREOC or the Commission) involvement in this field.

Prevalence of mental illness
In 1998 the Australian Bureau of Statistics (ABS) estimated
2,383,000 adults, out of some 20 million Australians, had
a mental disorder. This included 1.3 m people with anxiety
disorders; 778,000 with depression or other affective
disorders; and 1,041,000 with substance use disorders.
The rate of mental disorders was highest in the 18 to
24 year old age group with a staggering rate of 27%.
Mental illness associated with disadvantage
and poverty
People with mental illness and their families have much
smaller incomes, participate less often in the workforce
and are more often unemployed. They face difficulties
with accessing education, housing, transport, communication,
health and social services and so on. Many people with mental
or psychiatric disability suffer daily violence, intimidation and
denial of their basic civil rights in addition to economic
disadvantage. Further more many of them suffer stigma
and type-casting. In fact they are one of the most
marginalised groups in our society.

Government responsibility
In modern society a significant part of the cost of medical care
and the social services required by people with mental health
problems is a government responsibility. The government is
also responsible to ensure that people with mental illness are
not discriminated against and can meaningfully and equitably
participate in community life when they are well.
The role of government in relation to human rights is not
limited, however, to refraining from arbitrary or illegal actions
which infringe upon human rights - actions such as wrongful
detention or illegal deportation, to pick a couple of examples
out of the air.
People also look to governments to take positive actions to
secure human rights. Those actions can require the application
of very substantial resources. One cannot the right to the
highest attainable standard of mental health without investing
in the medical and community facilities to ensure that people
who need it have access to treatment and support.
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2.0 Mental health is a human rights issue

Introduction
Protection of rights of people with mental illness in Australia
depends on:
• relevant standards set up in international conventions
acceded to by Australia;
• Australia’s, both state and federal, domestic laws, including
common law, elected legislatures, independent courts, free
media and the broader civil society including mental health
advocacy NGOs; and
• a range of official watchdogs, including HREOC.
International human rights law
As early as in 1948 Australia signed and then ratified the
Universal Declaration on Human Rights. Article 25 of that
Declaration refers to ’the right to medical care and other
necessary social services as part of a right to an adequate
standard of living.’ The Universal Declaration is not a binding
treaty. But it is accepted around the world as a common
standard for governments to strive towards and, in the case
at least of more prosperous countries like Australia, a standard
that people should feel entitled to expect.
Then, Australia signed and ratified a range of important human
rights treaties, which explicitly recognise the right of everyone
to the highest possible mental health care. For example:
• the International Covenant on Economic Social and Cultural
Rights, Article 12, states: ‘The States Parties to the present
Covenant recognise the right of everyone to the enjoyment
of the highest attainable standard of physical and mental health.’
• The Convention on the Rights of the Child, Article 24,
states: ‘States Parties recognise the right of the child to the
enjoyment of the highest attainable standard of health and to
facilities for the treatment of illness and rehabilitation of health.
States Parties shall strive to ensure that no child is deprived of
his or her right of access to such health care services.
It also adopted the Principles for the Protection of Persons with
Mental Illness and for the Improvement of Mental Health Care
(United Nations General Assembly, 1991) which reinforce the
rights enshrined in the International Covenants and provide
valuable guidance as to how those rights ought to apply to
people with mental illness, namely:
• Principle 8(1) makes clear that people with mental illness
have the right to the same standard of health care as other
ill persons.

3.0 HREOC activities in the area of mental health

• Principle 14 states that mental health facilities should have
the same level of resources as any other health facility.
• Additionally, Principle 7 emphasises the right to be treated
and cared for as far as possible in the community.
Domestic implementation of international HR treaties
Although the Australian Government was closely involved in
the negotiation of the human rights treaties and then ratified
them, the fact is that the treaties and international declarations
of principles do not implement themselves as they are not selfexecuting in Australia. To implement them, the Australian
Parliament needs to create domestic laws.
Supporters and opponents alike of the role of the United Nations
in human rights often speak as if the main point of international
human rights law is as a commitment to the international
community. But really the point of the Australian Government
subscribing to human rights treaties and supporting international
declarations on human rights issues is as a commitment to the
people of Australia. Delivering on that commitment and keeping
faith with the people requires accountability.
In Australia there is a whole range of laws, both state and
federal, budgetary and other measures and programs for
people with mental illness.
One way which Australia and other countries have tried
to promote accountability on human rights issues is by
establishing domestic anti-discrimination legislation and
human rights commissions.
In 1992 Australia enacted the Disability Discrimination Act
1992, which contains a broad definition of disability which
includes mental disability. It prohibits discrimination on the
basis of ‘physical, intellectual, psychiatric, sensory, neurological
and learning disabilities’. Australia also has a relatively generous
welfare system with medical and social services for people
with mental illness.
The Australian Human Rights and
Equal Opportunity Commission
The Australian Human Rights and Equal Opportunity Commission
(HREOC) is a national independent statutory authority. Its
jurisdiction is defined by reference to international human rights
instruments appended to the HREOC Act. Its role is not to be the
mental health expert but to promote public debate and political
accountability on how well Australian governments deliver on
these commitments made to Australian people through ratification
of international human rights treaties.

Burdekin Inquiry
Back in 1993 the Commission released the report of its National
Inquiry into the Human Rights of People with Mental Illness. It is
widely known as the Burdekin report, in honour of the massive
contribution by my predecessor Commissioner Brian Burdekin.
This report was based on a national inquiry carried out over
several years, including hearings conducted around Australia,
hundreds of submissions and on extensive research.
At that time the mental health system had begun to move
away from institutionalisation to care predominantly occurring
in the community. In fact, Australia was the world leader in
de-institutionalising mental health services. This approach
remains supported by all the experts and by all major
organisations in the mental health sector.
In summary form, the report documented that although
Australia had provided world-wide leadership in deinstititutionalising mental health services, it failed it with
provision of necessary resources to build up required
community support systems for people with mental illness.
In fact, the care and support provided by the Australian health
care system at that time contravened the basic human rights
of our mentally ill. In fact, no Australian jurisdiction had
achieved full compliance with the United Nations Principles
for Protection of Persons with Mental Illness and for the
Improvement of Mental Health Care.
The federal and state/territory governments of Australia
made an initial response of some significance to the Burdekin
Inquiry. In particular, the human rights approach mental illness
has been acknowledged as a valid approach to mental health
policy and service delivery; for example the Inquiry clearly
contributed to the development of the first National Mental
Health Strategy which reflects a human rights approach to
mental health and acknowledged of the role of the federal
government in mental health. In fact, Federal initiatives in
response to the Inquiry Report included $200 million over
4 years for services either directly targeted at, or providing
substantial benefit to, people affected by mental illness.
There were also substantial law reform initiatives.
Furthermore, it can be said confidently that the1993 Inquiry
had contributed to changing perceptions of mental illness.

Over the next few years, however the mental health
reforms stalled and mental health budgets flattened or even
went into decline in some places and the situation of people
with mental illness became even more difficult. In fact, smallscale post-Burdekin monitoring by HREOC has indicated
continuing concerns. By the year 2000 it appeared that despite
the advances in legislation and in policy at the level of rhetoric,
the reality for people with a mental illness and their carers
continued to be denial of human rights in practice.
CIDI inquiry
In December 2000, when I was appointed as the Human
Rights Commissioner, the Australian mandatory immigration
system had become one of the most important human
rights concerns. In November 2001 I announced that the
Commission would hold a National Inquiry into Children
in Immigration Detention (CIDI).
During the CIDI inquiry it became painfully obvious
that long-term detention is associated in some cases
with serious deterioration of mental health.
Some time after the CIDI report was tabled in Parliament,
I contacted a number of former detainees who acquired
mental illness while in detention and I found that they do
have major problems in accessing mainstream mental health
services. I followed this up with some other refugees and their
advocates to see what assistance they were able to get in the
broader community and found that again the mental health
system was failing them. It became clear, that the mental
health system of Australia was not delivering on the promise
of the Burdekin reforms, at least as far as refugees were
concerned. It was time to take another look at the
performance of mental health services in Australia.

It became clear, that the mental
health system of Australia was not
delivering on the promise of the
Burdekin reforms, at least as far
as refugees were concerned.
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Human Rights and Mental Health “Not for service” Report

Background
In 2004 the Human Rights Commissioner joined forces with
the Mental Health Council of Australia (MHCA) and the Brain
and Mind Research Institute to conduct a national review of
human rights and mental health.
The primary mechanisms used to collect data for this review
included written submissions, nation wide consultations and
open community forums, and two community surveys.
In addition, the Human Rights Commissioner wrote to all
state and territory governments seeking information about
the levels of community need and the effectiveness of
mental health services.
The volume of input we received to the review from all
these sources was overwhelming, as shown by the fact
that the ‘Not for Service’ report is nearly as large as the original
Burdekin report.
The findings - key points
The story that unfolded is not a pretty one. It is true to say that
there is a long way to go before Australia’s mentally ill can truly
enjoy the highest attainable standard of mental health as the
human rights treaties require.
The people consulted make two general points.
First, that there is increasing evidence that widespread use of
common drugs such as cannabis, amphetamines, alcohol and
ecstasy had been contributing to an increased rate of mental
illness among young people. In addition, that they were
making those young people even more disturbed when
they finally present for care.
And second, that in the treatment of mental illness the
state government services were failing in the delivery of
proper care. Not only was there a general lack of services,
but there was also a huge shortage of services that cater
specifically to young people who need help. It was often
a tragic tale of medical neglect and community indifference.
Those with a mental illness were still being blamed for being
sick. And this kind of thinking affects those who care after the
ill in every State and Territory. And, tragically, it affects the
young more than we would like to admit.

Below there is a list of specific findings made by the review:
•Inadequate resources
Resources provided were simply inadequate to match the
level of needs and ensure access to treatment and services
when they were needed. Australia currently spends only
about 7% of its health budget on mental health. By
comparison, other first world economies are spending
between 10-14% of their health budgets on mental health.
New Zealand now spends twice as much per capita
compared with this country.
The review was also told of a pattern of underspending
and lack of investment in mental health. Furthermore,
accountability for money allocated to mental health services
was seriously lacking
• Absence of early intervention
The most frequently mentioned gap in mental health
services was the absence of early intervention and other
specialist services for young people. We know that
approximately 75 percent of mental illness first occurs
in people aged between 15 and 24 years old. One in four
people in that age group will suffer a mental illness in any
12-month period. Yet when the illness emerges many of
these young people are denied basic treatment and care –
they are simply told to go home and sort themselves
out and only to come back when they are really ill.
• Lack of services for dual diagnosis
Despite the increasing evidence of links between drug
use and mental illness Australia still lacks adequate mental
health facilities to cope where a person has both drug
addiction and mental illness at the same time – or other
forms of dual diagnosis. This is especially the case for those
youth who are dependent on alcohol or drugs. Medical
policy dictates that drug addiction be treated first, before the
mental illness is tackled. But the reality is that they are often
interconnected. So they are left in limbo, with the likely
result being anything from preventable suicide, permanent
brain disease, destroyed families to huge economic and
social costs for society as a whole. And the failure to treat
a dual diagnosis may lead to at least twenty years of life
expectancy being lost.

• Children in adult facilities
In all states I received reports of children and young
people being admitted to inappropriate adult facilities.
• Poor emergency services
Emergency services are overburdened and often
inaccessible. For example, in Western Australia I was told
about a twenty-year-old man who reported to hospital
suffering from an episode. The hospital’s clinical response
was to chemically induce sleep for 20 hours, because
there was no psychiatrist available.
• Poor acute care services
Acute care services are too often simply missing, especially
in regional Australia. To put it simply, these acute beds
simply disappeared after the deinstitutionalisation reform.
While this was never the intention of deinstitutionalisation,
evidence exists that in a number of cases the lack of acute
care services resulted in preventable death.
• Inadequate accommodation
The inquiry found that despite the closures of existing

psychiatric hospitals no alternative acute hospital beds and
community-based supported accommodation services were
provided. The problem of course becomes much more
acute in rural areas.
We have received submissions from family carers that
report being advised by hospital staff that they should try
and organise accommodation for their sick son in a
backpacker’s hostel or if that failed then living in his car
should be considered as an option. In the absence of
appropriate supported accommodation, many people
end up sleeping on the street or worse, in jail cells.
• Use of prisons to provide mental care
Not only are Australia’s mentally ill being turned away
from the health services that they need, they often end
up in gaols instead. When in prisons they may face especial
difficulties getting access to help. The case of wrongfully
detained Cornelia Rau provides a good illustration –
her acute mental illness went undiagnosed during her
imprisonment. There appear to be a broader trend towards
a ‘law and order’ type response toward mental illness.

Australia currently spends only about
7% of its health budget on mental health.
By comparison, other first world economies
are spending between 10-14% of their
health budgets on mental health.
New Zealand now spends twice as much
per capita compared with this country.
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• Physical health care
The review staff was told on numerous occasions that the
physical health of people with mental illness is considerably
worse then the average. This was explained by the fact that
a GP would tend to focus on mental health issues and neglect
undertaking physical health check-ups. Communication
problems were also blamed for the situation.
• Community services unable to cope
The evidence suggested that community supports
were seriously overburdened and unable to cope with
the existing demand. Further, the carers of people with
mental health problems were frequently ignored by
services. The issue of community resources, or lack of
them, also had particular application for young people
still within the family environment.
• Stigma and discrimination
There is still fear and intolerance of people with mental
health problems. Those with a mental illness were still
being blamed for being sick. Also carers of people with
mental illness can experience much of the same stigma
as the people they support.

• Rural and remote areas – double disadvantage
While people living in capital cities had many difficulties
in accessing the mental health care and support that they
needed, those problems were exacerbated in rural and
remote areas. There is an over-reliance on treatment by
phone in remote areas and that people who need medical
assistance may be required to travel long distances either
sedated or under police escort.
• Limited accessibility for Indigenous and ethnic
Australians
There were also significant and unacceptable inequities
in access to mental health services and in the reported
outcome of services for Indigenous and non-English
speaking background Australians. The Indigenous
disadvantage in access was often aggravated by residence
in remote locations. Both groups were denied access
because of their cultural and linguistic characteristics
and lack of culturally and linguistically sensitive services.

The results of the ‘Not for Service’ review
of 2004-05 were all too disturbingly close
to the findings of the 1993 report. In fact,
the review has documented that people
with mental illness are still denied their rights.

Conclusion

The results of the ‘Not for Service’ review of 2004-05
were all too disturbingly close to the findings of the 1993
report. In fact, the review has documented that people with
mental illness are still denied their rights. As one submission
to the review put it in simple terms: ‘The dream of closing
psychiatric institutions and moving towards community-based
care has turned into a nightmare. Community care is underresourced and integrated services are lacking. Too many
people are denied treatment and slip through the gaps.’
Furthermore, when one adds the stigma and stereotypes
that surround the mentally ill to this already explosive cocktail
the extent of this bleak picture can be seen. The fact that
young people with mental health issues were missing access
to mental health and other services was of particular concern
because it was taking future opportunities away from them.
The good news is that we are starting to get statements
from political leaders who are placing mental health reform
high on their agenda. The Federal government, first in the
election context, committed an additional $110m to mental
health then after the ‘Not for Service’ report announced a
multi billion dollar package to improve mental health services.
Only time will show whether the current initiatives will bring
permanent improvements or if they are temporary in their
nature as the post Burdekin improvements were.
The final point that needs to be made is that people with
mental health problems do not constitute a powerful political
lobby able to look after their own interest. In fact they are
quite low in the pecking order when it comes to determining
budget priorities or having their voices heard. They need the
help of others to secure a decent life. And here is where
human rights are of significance. The 2005 HREOC review
has put the issue of mental health back on the national agenda.
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Can we have confidence that in Victoria in 2007, no consumer is punished, no consumer is treated
in a less than humane way, and no consumer is ever degraded by the state?

I write as a mad person and mean no offence to others
who dislike it. But neither am I an apologist. I think relative
tolerance of madness is an interesting cultural measure. I write
as a mad person because it’s a truthful word - I am mad, and
because it is a matter of both pride and political choice. I have
experienced state sponsored deprivation of liberty and
violation of my human rights on numerous occasions.
In this fairly crude piece, I want to begin an analysis of the
ways in which it could be seen that the Victorian human rights
charter will not apply to people who are under the aegis of
mental health legislation. Following this, I want to explore some
of the ways that the charter could nevertheless strengthen and
support working towards the elimination of discrimination that
mad people face and towards our enjoyment of full citizenship.
The Charter came into operation on 1 January 2007. We can
assume that in Victoria, mental health legislation will, at least
for the immediate future, over ride the principles contained
in the human rights Charter. Why is this?
On a practical level, this is because like all Australian states
and territories, we have mental health legislation that allows
the state to take decision-making away from the individual and
place it in the hands of others to act on our behalf. This in turn
arises from the inbuilt assumption of our implicit incompetence.
Incompetence itself is hard to define. How do you test for it?
If it comes and goes, how do you know at any given moment

whether it is ‘there’ or not there? Who gets to define it? Is
incompetence an all-encompassing event, or is it partial and
specific to certain functions? If you can legally drive a car, vote,
and pay your own bills (like other people), why can’t you
refuse treatment like other people, if you so choose? If we
are so incompetent as to require medical decisions to be
made on our behalf, because we are seen to be not capable
of consenting, then how come we are seen to be able to consent
to experimental treatments? How come I can’t necessarily refuse
treatment, even if my refusal is based on a fully informed decision?
But let me now turn to the concrete as I try and understand
which human rights I might not have if I’m in the ‘community’
but on a Community Treatment Order (CTO). Apart from two
overarching statements, I’ll stick to four extracts from the Charter.
One overarching statement in the Charter is that:
The charter will:
strengthen democracy in this state by ensuring that the
government’s powers of intervention in its citizens’ lives
are fairly designed and exercised
And:
Key features of the charter are:
It protects and promotes civil and political rights, based
on the International Covenant on Civil and Political Rights.
Immediately, we can see that mad people are a possible exception.
Instead, democracy is used to ensure the state has the power to
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intervene in our lives and it does this by not protecting our civil
rights –i.e. by having the capacity to legally invalidate them.
Protection from torture and cruelty, inhumane
or degrading treatment
A person must not be tortured, treated or punished in
a cruel, inhuman or degrading way, or subjected to medical
or scientific experimentation or treatment without his or
her full, free and informed consent
It has been argued elsewhere1 that involuntary treatment
meets the criteria for torture under the United Nations
provisions. While it was lawful for me to be secluded, it was
unlawful when no bedpan was provided, requiring me to have
to defecate on the floor of the ‘cell’ and it was unlawful when
a staff member sexually assaulted me. Yet the state gave me
no ‘protection’ from this happening, and no recourse after it
happened. Can we have confidence that in Victoria in 2007,
no consumer is punished, no consumer is treated in a less
than humane way, and no consumer is ever degraded by
the state?
Under mental health legislation, while I do have the right to
‘be involved’ in my treatment, I don’t necessarily have the right
to withhold my consent to treatment. Hence, this human right
might be legally invalidated. In terms of medical or scientific
experimentation, it could be argued this occurs on a daily basis
amongst our population. We are often subjected to dosages,
and utility of drugs for purposes other than those they were
‘tested’ for. There is an issue about what ‘informed’ consent
means in this circumstance, and there is an inherent problem
with what ‘informed’ really means if you’re operating under
the assumption that the person you are treating is not
competent to understand your explanations.
Freedom of thought, conscience, religion and belief
People have the right to freedom of thought, conscience
and religion
If I think I am Jesus Christ or Mary Magdalene and I’ve had
involuntary contact with psychiatric services before, (especially
if I am still linked into the system), I might lose this freedom,
because I might ‘appear to be mentally ill’, hence there is again
a danger that this human right will be legally invalidated.
Freedom of expression
People have the right to hold opinions without interference

If I hold the opinion that I do not have a mental illness,
and I’ve had involuntary contact with psychiatric services
before, (especially if I am still linked into the system), I could
conceivably be subject to state ‘interference’ in the form of
having to stay under legislation that will enable treatments to
be given to me against my will for a mental illness that I don’t
think I have, so again, there is a danger that this human right
will be legally invalidated.2
Right to liberty and security
The state can detain mad people without their consent.
I can be taken from my home and locked up, so this right
definitely does not always apply to me.
So what can we do, if it appears that others are entitled
to human rights, (unless they are in the judicial system
where separate provisions appear in the Charter) but in
some contexts, mad people are not? Is there anything in this
Charter for us? I say yes. On a very functional level, having
our common human rights enshrined in a charter makes it
very obvious that people who are subject to mental health
legislation might be excluded. In other words, it becomes
very obvious that there is a high likelihood that people who
are subject to mental health legislation will be discriminated
against, in that many of the principles will not apply to them.
We can appreciate that as a community, we daily deprive
people who are subject to mental health legislation of their
liberties and common human rights and this is discriminatory.
At present, we tolerate such discrimination, we don’t even
name it as discrimination, but at least we now have a framework
to use so that our concerns can be expressed. And we can ask
new questions. Is it fair, is it right, what is the effect of being
ineligible to exercise one’s common and fundamental human
rights? Is this something we should be measuring?
Towards citizenship for people who are subject to mental
health legislation
The Charter provides us with language. This language allows
us to begin to have the conversations we need to have as a
responsible and compassionate community. For human rights
to be on the agenda means that we can stop talking about
medicine and illness for once, and start thinking about what
civility is, what citizenship is, what our responsibilities are
towards anyone who is struggling regardless of cause,
what a world could look like if we all regarded each other
through able eyes and appreciated one another’s abilities.

Here is an opportunity for all of us to cease being diminished
by our fears and become more aware of our common human
causes. Our children should know the charter by heart. We
can teach ourselves and one another to become sensitised to
those events, which contravene the human rights of individuals
and groups, and we can find new ways to express our
intolerance of such breaches.
Here is another extract:
The charter preserves Parliamentary sovereignty and
promotes discussion, transparency and the development of
legislation, policy and operational procedures that are
consistent with good human rights practice.3
If we can understand that human rights, not mental health,
should be the departure point for our thinking, then we will
at least be on the road to the ‘discussions’ that matter. While a
review of mental health legislation from a human rights
perspective seems very out of reach today, there is guidance
within this extract. What can we do practically, right now? We
can make the time to fully discuss: what do ‘good’ human
rights practices look like? If the people you serve were to
define such practices and audit your service, what could
be learned?
We can review all of our ‘operational procedures’. Are there
ways that your service ethos and practice can be enriched by
explicit use of the principles contained in the charter? Are
there discussions and activities you can facilitate about what the
charter contains? Could the people you serve hold sessions for
workers and peers about the importance of human rights and
the charter?
In terms of practice, can you investigate the part you might
have to play in the invalidation of the human rights of others,
can we be that courageous? For example, can we be brave
enough to be transparent to clients about our legal relationships
with such external instrumentalities as child protection services,
mental health services? That this means we cannot be ‘friends’;
that we cannot enter into ‘trusting’ relationships as we normally
understand them? That what matters most is taking responsibility
for the part we might have to play. The capacity to be truthful
about one’s obligations is something that is ‘consistent with
good human rights practice’.
Talking about human rights also immediately brings discrimination
through the door as a real entity. We can come to know it more

fully by listening to the people we serve; we can describe its
features. We can look into our own hearts and discover what is
there. We can audit our services to see whether or not our
policies and practices are overtly committed to its eradication.
And we can argue that human rights for everyone except the
mad is discriminatory.
Many clients of psychiatric disability support services are on
CTO’s – they are living lives in which citizenship cannot be
fully expressed. This should be of concern to the whole
community. To talk about human rights immediately makes the
lives of those whose rights are curtailed ‘everyone’s business’.
It lifts up our concerns so that they are collective concerns.
And this has always been where we have needed to begin.
Finally, if you are an activist, you can make it your business to
elevate what you see as any local or state policy or legislation
that is at odds with human rights principles as set out in the
Charter.
Courts will not be able to invalidate legislation passed
by Parliament but the Supreme Court may make a
Declaration of Inconsistent Interpretation that refers
inconsistent legislation back to the government to consider.
The Declaration and a written response to it must be tabled
in Parliament within six months.4
The obligation on public authorities and the powers of
the courts will not commence until 1 January 2008, to
give public authorities time to check that their policies
and procedures comply with the charter.

• www.justice.vic.gov.au/humanrights/
• Judi Chamberlin, (1994) involuntary interventions: the call for a national legal and medical
response, Human rights, not patients’ rights Centre for Psychiatric Rehabilitation Boston
University http://www.contac.org/j1.htm retrieved 20/2/07
• Tina Minkowitz: Advocacy note: Forced Interventions Meet International Definition of
Torture Standards, World Network Users and Survivors of Psychiatry (WNUSP) www.
wnusp.org
1
Tina Minkowitz: Advocacy note: Forced Interventions Meet International Definition of
Torture Standards, World Network Users and Survivors of Psychiatry (WNUSP) www.
wnusp.org
2
There are many other contexts in which these human rights may be invalidated or over
ridden by other legislation, for example, if my opinions are seen to ‘seditious’.
3
Author’s bolds
4
Author’s bolds

POLICY,
RESEARCH
AND PRACTISE

69

newparadigm March 2007
Psychiatric Disability Services
of Victoria (VICSERV)

Has the focus on prevention contributed
to building a recovery orientation in
mental health service system?
by Debra Rickwood
Head, Centre for Applied Psychology,
School of Health Sciences, University of Canberra

One of the most significant changes to mental health policy over the course of the National
Mental Health Strategy has been the increased focus on promotion, prevention and early
intervention for mental health.

One of the most significant changes to mental health policy
over the course of the National Mental Health Strategy has
been the increased focus on promotion, prevention and
early intervention for mental health. This was most evident
with publication of the National Action Plan for Promotion,
Prevention and Early Intervention for Mental Health,1 a landmark
policy document that put Australia ahead of most of the world
in this field.2 Notably, however, prevention for people who
had already experienced an episode of mental illness was
not covered in the National Action Plan, as it was argued
that this was a topic deserving its own focus.

Network for Promotion, Prevention and Early Intervention
for Mental Health (Auseinet).4 There were 21 Consultation
Forums held in all states and territories across Australia during
2004. These engaged 653 participants representing a range
of sectors including consumers, carers, mental health, nongovernment organisations (NGOs), psycho-social support
services, education, health promotion, drug and alcohol,
community and academia. At the same time, invited
submissions were sought from over 50 organisations,
and written or interview submissions were received from
38 of these invitees.

This distinct focus was provided via development of a
document specifically addressing prevention in the context
of existing mental illness. The National Mental Health
Promotion and Prevention Working Party developed a
discussion paper entitled, Pathways of recovery: The role of
relapse prevention in the recovery process for people seriously
affected by mental illness.3 The discussion paper was developed
through consultations that deliberately prioritised the lived
experience of mental illness and, in particular, the voices of
consumers. Its aim was to encourage widespread discussion
of the issue and consideration of ways to embed prevention
of relapse as a routine part of continuing care within Australia’s
mental health care system.

The first point that clearly emerged from the consultations
was consumer reaction to the words ‘relapse’ and ‘relapse
prevention’. Many consumers did not like the negative and
clinical/medical connotation that these words evoked.

To gather feedback on the discussion paper, a national
consultation was undertaken in partnership with the Australian

Relapse is a sense of failure. Relapse means this kind of
concept of falling right back into it, back where you were.
When what’s really happening is that I’m moving on all the
time; sometimes it’s two steps forward one step back, but
I’m always learning and moving on. Relapse means going right
back to the start and nobody can stand to think like that.
— Consumer5
People used diverse language to refer to their ongoing
mental health status and it was difficult to get consensus on
a preferred term. In general, the words ‘episode’ or talking
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about being ‘well’ versus ‘unwell’ tended to be preferred to
relapse. As a result of this feedback, further work adopted the
term ‘episode’.
Despite some concerns about the terminology, there was
almost universal endorsement of the 4As Framework—
awareness, anticipation, alternatives, and access—that was
developed to describe the elements needed to prevent
further episodes of illness.6 Consumers, family and carers,
and service providers all agreed that the 4As Framework
was practical, holistic and captured the wide range of actions
needed to ‘live well with mental illness’. The broad focus
encompassing the psycho-social factors affecting mental
health, such as living situation, physical health and the need for
meaningful involvement, was strongly endorsed. Consultation
participants felt that having a wider range and choice of service
options (beyond clinical care), which could be matched to
people’s unique and changing needs and preferences, was
essential to future wellbeing.
It is all the elements, you have to get it all in balance.
You need to rebuild the physical by doing activities- walking,
gym, swim, ride, just anything. You’ve got the mental side
of things to look at. You’ve got the social side of things to look
at. Then the emotional side of things to look at and
the spiritual side of things to look at. — Consumer7
Another challenge that emerged from the consultations was
how to fit the relapse prevention work within the growing call
for a recovery orientation within mental health services. At first
glance it appeared that the illness focus of relapse prevention
was not congruent with the wellness focus of recovery.
It became increasingly apparent, however, that there was
considerable value in the prevention focus. Firstly, it was very
clear that people who were living well with mental illness had
worked hard to determine the best ways, for them, to prevent
future episodes of illness. The 4As Framework captured this
lived experience and was valuable knowledge to share.
Secondly, the focus on relapse prevention was a way to
bridge the often-disparate views of acute and continuing care
mental health service providers. Preventing future episodes
was clearly part of core business for mental health services
with an acute or clinical focus. Similarly, prevention was
fundamental to the more recovery-oriented communitybased rehabilitation and psycho-social support services.
It was argued that prevention provided a common ground

for the range of health and community care services involved
in mental health service delivery.
Relapse prevention provides a point of agreement to commence
with for ALL stakeholders. — Consultation participant9
Another clear lesson from the consultations was the major
differences between jurisdictions regarding the role of
psychiatric disability services. The prominence and impact
of this sector in Victoria highlights the significance of VICSERV
and 21 years of psychiatric disability services in Victoria. This
is in stark contrast to most other jurisdictions, where, in some
cases, this sector is almost non-existent.
Here it’s either in hospital or out – there is nothing else in
between. — Consumer10
Much of the ‘Alternatives’ component of the 4As Framework
is the domain of psychiatric disability, rehabilitation and peer
support services—accommodation services, supported
employment and education, social programs, and community
living support. In Victoria, Psychiatric Disability Rehabilitation
and Support Services (PDRS) are embedded in primary care
partnerships that link with community health, local government
and a range of other specialist providers to ensure continuity
of care for service users.11 Key workers and program
managers provide community links with alcohol and other
drug services, community health and employment, education,
housing and homelessness services. This type of approach is
essential to ensure that the array of service alternatives needed
to support someone with experience of mental illness in the
community is in place and working effectively together.
A vital aspect of the PDRS sector is that key workers work
with people with mental illness at all stages of their illness:
through periods of illness as well as during the process of
developing wellbeing and recovery.11 These workers are
ideally positioned to contribute to continuity of care for people
across the course of their illness and have a critical role in
preventing relapse.
We see them when they’re well, sometimes when they’re
really unwell, and everyplace in between. — PDRS worker12
The PDRS is recognised in some jurisdictions as an important
functional component of comprehensive mental health
services that are responsive to the complex, diverse

and changing needs of people with a psychiatric disability.
However, for many jurisdictions the capacity of this sector
needs to be substantially increased to implement this part of
the 4As Framework. Better ways to more fully integrate this
sector as an equal partner with clinical and acute services
need to be put in place.
Similar investment needs to be made in the peer support
sector—for both service users and their families and carers.
The voice of the consumer sector has grown considerably
over the term of the National Mental Health Strategy and
peer-support services are becoming viewed as a vital part of
the recovery process for many people. The voice of the family
and carer sector is some way behind that of the consumer
sector, but both these forms of peer support came through
strongly in the consultations as being fundamental to ongoing
wellbeing for people whose lives have been touched by
mental illness.
I don’t know what I’d do without the support of the others
in the group. When I get to the point where I feel like I can’t
cope, they come to the rescue in so many ways. Sometimes
it’s just a phone call, sometimes they bring over something to
eat. It makes all the difference. It stops me thinking that I’m the
only one with this and I find new energy to keep going on.
— Carer13
Finally, a consistent comment throughout the consultations
was the need for ongoing implementation support for the
4As Framework. It was repeatedly voiced that individuals
and services needed access to practical examples of what
was working and a way to know what activity was occurring
throughout Australia (and elsewhere). Auseinet took up this
challenge and developed the Recovery Online Toolkit section
on their website (http://www.auseinet.com/), which contains
resources to assist jurisdictions, service providers, consumers
and carers to implement a recovery approach. Auseinet has
also developed a gateway specifically for consumers and
carers to support recovery.

crisis drive. There is a danger that the ‘recovery orientation’
will be delegated to other sectors. For example, while the
commitment to fund the non-government (NGO) sector for
the personal helpers and mentors program and the personal
support programs is welcome, it is the integration of the acute
and longer-term community support that is critical to
preventing relapse.
It was noted through the consultations that there tended
to be two parallel service systems within most jurisdictions
in Australia (the exception being Victoria)—an acute, crisisfocused health system and a separate set of psychosocial
rehabilitation and community support services often provided
by NGOs. This type of fragmentation is not supportive of
recovery. It is only when psychiatric disability services, including
rehabilitation, peer support and other psycho-social services,
are integrated as equal players in the mental health care
system that recovery will become a reality for consumers,
family and carers, and service providers alike.
Rehabilitation/recovery approach needs to be embedded
in clinical services, but not an ‘us’ and ‘them’ argument.
— PDRS worker15
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The challenges ahead include maintaining the momentum of
this work and getting the practice to implement the policy. The
current National Action Plan on Mental Health 2006-201114
has attempted to address many of the concerns raised in the
relapse prevention consultation and also the Senate Enquiry
into Mental Health. Despite these initiatives, however, there
remains pressure on acute services that keeps them mostly
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Our aim is to retain our primary commitment to the reciprocal transfer of knowledge and practice
wisdom, and the undoubted benefits that come from fully exploring and using our practice/teaching/
research partnership.

In 1994, following the completion of that landmark project
initiated by VICSERV exploring the needs of people with
dual psychiatric disability and problematic drug and alcohol
use (Not Welcome Anywhere), we decided that the close
working relationship between the researchers and VICSERV
should continue. Lyn McKenzie, at that time CEO of
VICSERV, Joan Clarke CEO of Prahran Mission, and myself
put our heads together and came up with the idea of the
Mental Health Practice Research Unit (MHPRU).
The MHPRU is best described as a loose and flexible
collaboration between the School of Social Work at The
University of Melbourne, VICSERV and Prahran Mission.
It’s main purpose is to foster and develop relationships
between policy makers, service providers and researchers
in the PDRS sector, and researchers, teachers and students
in the School of Social Work at The University of Melbourne.
Our aim is to share our resources of experience, skills,
knowledge and practice wisdom in ways which can build and
strengthen both the PDRS sector, the training of social workers
who may be future PDRSS workers, and ensure that research
initiatives and projects are ones that are relevant, appropriate
and, above all, useful to the work of the PDRS sector.
Looking back over 13 years is a challenge but these are some
of the activities and projects we have worked on under the
umbrella of the MHPRU:

Research seminars:
These have been our ‘showcase’ and over the years,
perhaps almost 100 presenters have introduced us to their
work. Presenters have been policy makers, CEOs, service
providers and researchers in the sector, higher degree students,
international visitors, academics. Recent topics have included
such diverse issues as: working with refugees and asylum
seekers; working with young people with complex needs;
participatory action research; dual diagnosis – problematic
drug and alcohol use and psychiatric disability, intellectual
disability and mental illness; recent findings from neuroscience
and implications for mental health; community treatment
orders and human rights; carers’ perspectives on community
treatment orders; advance directives (living wills); group
work interventions with an empowerment focus.
Research projects and publications:
Evaluation approaches and methods have been a consistent
theme in research which has been jointly conducted between
the School of Social Work and VICSERV. Between 1994 and
1996 Project Eve was funded by the Australian Research
Council. This research built on earlier work on the Not
Welcome Anywhere initiative which had highlighted the difficulty
of cross-sector work. Project Eve set out to develop
partnerships between services in the PDRSS and Alcohol and
Other Drugs sectors based around evaluation as a point of
common, shared interest. From this project, a handbook

called Evaluate Yourself was produced under the MHPRU
banner. It has proved to be a useful tool, still in demand
in the sector as evidenced by several reprints.
In 2004, we designed an evaluation resource called
‘Evaluation-on-line’ which built on this earlier work but
brought it into the 21st Century, proposing the availability
of web-based resources and expertise, accessible to services,
initially in the PDRSS sector. We submitted this proposal to
The University of Melbourne’s Entrepreneurs Challenge and,
to our delight, the proposal made it into the finals in a very
competitive field!! It is our hope that we can progress this
idea in the near future.
In 2000, Fiona Lindsay and myself returned to update the
literature on dual diagnosis, building on earlier work in Not
Welcome Anywhere. The MHPRU published this review,
again a resource which has remained much in demand.
Janet Spink focused her PhD studies on issues relating to
gender and psychosocial rehabilitation. She received great
support and assistance in recruiting participants to her study
from the PDRS sector, in particular Prahran Mission. The
MHPRU published her study in 1999 – Gender and
psychosocial rehabilitation: a study of the different perspectives
of service users, service providers and policy makers. It has
continued to be a most valuable resource to the sector and
to students in the School.

A number of students undertaking postgraduate study in the
School who are members of the MHPRU have submitted
their work in articles published in newparadigm, for example,
Fay Wilson’s review of the literature on domestic violence and
its implications for women’s mental health, Paul O’Neal’s work
on dual diagnosis – mental illness and intellectual disability, Ellie
Fossey and her co-researchers’ work on the perspectives of
people with psychiatric disability in relation to participation in
community life.
Teaching:
Since the mid-1990s, the MHPRU has taken responsibility for
teaching an elective within the Bachelor of Social Work course.
Over this time, a number of people from the sector have coordinated this 30 hour elective, including Lyn McKenzie, Jill
Gray, Denise Wissmann and Nicky Bisogni. If student feedback
is to be believed, this elective has proved to be perhaps the
most popular of all the electives. Many services will have
hosted large groups of social work students coming to their
program, or service providers and consumers will have come
and presented to students: either way, it has resulted in a
dynamic, vital and highly sought-after elective! A number
of social work students have undertaken their practicum
in PDRS services, encouraged and inspired by this elective.
The Department of Human Services, Psychiatric Services
Division, has been very supportive of this joint teaching
arrangement to the extent that they have fully funded it and
included their commitment to it in service agreements with
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The next few years offer ongoing
exciting opportunities.

Responding to clients who are difficult to engage with requires a specific set of strategies
and skilled workers to overcome and build the relationship which is key to achieving a housing
and mental health outcome.

The University of Melbourne. Our aim in developing this
elective was to both encourage and skill potential social
workers coming into the PDRSS sector. Anecdotal information
tells us that this has indeed been an outcome.

HomeGround Services works in the areas of housing and
homelessness and is one of Melbourne’s largest providers of
services across these areas. To do this work, HomeGround
is funded through a variety of streams – housing and
homelessness of course, but also Aged Care, Home
and Community Care, Department of Justice and PDRS.

A Masters of Social Work (Mental Health) is also offered
within the School – in fact the only postgraduate course in
mental health offered by a School of Social Work. Several
social workers in the PDRS sector have taken this course,
as well as a number of international students, some of whom
undertook their practicum in PDRS services.
Research consultancy:
The MHPRU has been important in offering consultancy to
services in the sector in relation to research ongoing within
services, and in assisting with the development of training and
research ideas and innovations. The MHPRU has also played
a role in the VICSERV annual conference, with several papers
and presentations reporting on work which has arisen out of
these consultancies.
Future directions:
The opportunities which the MHPRU creates for the
translation of research ideas, challenges and findings from
academia into the world of practice is one of the Unit’s principal
aims. Without this possibility of establishing reciprocal and
mutually-informing relationships, advances in understanding

and practice become limited and, one might argue, of minimal
value. It is therefore vital that we maintain and expand the
potential for research, knowledge development and feedback
between the PDRS sector and the university which the various
‘parts’ of the MHPRU enable.
While these last 13 years have seen the MHPRU develop
a very important role in many domains, the next few years
offer ongoing exciting opportunities. Our aim is to retain our
primary commitment to the reciprocal transfer of knowledge
and practice wisdom, and the undoubted benefits that come
from fully exploring and using our practice/teaching/research
partnership. For example, this may lead to a different format
for the annual research seminars to enhance their accessibility,
and 2007 may see us furthering our efforts to streamline
evaluation activity within PDRSS. What will not change will be
our work within the Unit to make the best use of our mutual
and reciprocal interests in research, dissemination of
knowledge and practice wisdom, and teaching so that we can
play a continuing role in the development and dynamism of
the unique work undertaken within the PDRSS.

This funding diversity informs and supports the HomeGround
approach in general and our PDRS approach in particular. This
approach is to work with people who have complex needs,
who are often excluded from the ‘mainstream’ services funded
to respond due to the complicated nature of the homeless
experience. The funding diversity also places HomeGround
in a position of linking with many more sectors other than
just housing and homelessness. The emphasis on nonhomelessness /non-housing agencies and sectors is not just
relevant but critical, as people experiencing homelessness or
housing stress are not so simply defined by their homelessness.
We know, through service delivery practice and research,
that people facing homelessness experience extreme social
isolation and disadvantage. The longer someone is homeless,
the more entrenched the homeless experience becomes and
the harder it is to escape. We know that people often fall back
into homelessness, even after securing housing – homelessness
doesn’t just ‘go away’ even when a person is housed.

Homelessness is an experience that can happen to people
multiple times over extended periods of time, such as years.
For people with a mental illness, who are also homeless, we
know through our own data, they are much more likely NOT
to be connected to local area mental health services or PDRS
services. We know that this group is much more at risk of
recurring presentations and admissions to acute psychiatric
wards. We know this group of people have lengthy
experiences of ‘sleeping rough’, prior to being admitted
to hospital. We know the ‘sleeping rough’ is often a decision
made by people who are attempting to avoid/respond to the
violence and deterioration of their mental health if they are
residing in private boarding houses. We know the geographic
transience which reflects the experience of homelessness,
is a further obstacle to linking up with local PDRS agencies
and resources.
We also know that people who are homeless and have a
mental illness can often be labeled as difficult to engage with.
These behaviours are often quite a rational response by the
person to what happens to them as they are buffeted between
the mental health system (which doesn’t ‘move with them’
or adapt to the transience of homelessness) and the
homelessness service system (which often is most responsive
to crisis presentations).
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For people with a mental illness, who are
also homeless, we know through our own
data, they are much more likely NOT to be
connected to local area mental health services
or PDRS services.
This is the knowledge we need to consider as we shape
housing and support programs for people who’ve experienced
homelessness. It is important that PDRS services are identifying,
through initial intake processes, any history of homelessness
or housing instability their clients have faced.
Through this knowledge, we can see how this group of
people often have developed survival strategies that reinforce
crisis presentation, a focus on short term needs being met,
and a very real need for material aid. A simultaneous lack of
connectedness with the mental health system until acute
unwellness recurs and often results with presentation to clinical
services in crisis. And so the cycle continues, making this group
of people often especially difficult to engage with - around
their homelessness or mental health issue - in any way other
than a crisis response.
Responding to clients who are difficult to engage with requires
a specific set of strategies and skilled workers to overcome and
build the relationship which is key to achieving a housing and

mental health outcome. We also need to take a hard look at
ourselves and incorporate an understanding of the system(s)
in which the client is navigating. What is commonly labeled
‘service resistant’ behaviour, could be easily reframed –
particularly for homeless people – as ‘client resistant’
behaviour by services and complex service systems.
The main challenge for homeless people hasn’t changed in 21
years except to increase its degree of difficulty. This fundamental
goal is to get an increase of affordable housing on the political
agenda. That such a simple solution to such a complex problem
should be so difficult to get support for is an indictment on every
political party and agency that posits itself as an advocate.
The added challenge for homeless people who also
experience a mental illness, and find themselves in hospital,
is the nature of discharge planning (or discharge non-planning)
and the negative impact of being discharged into inappropriate
and dangerous accommodation. The primary frustration here
is that this practice is so obviously bad we shouldn’t have to

fight so hard to stop people being released from wards into
environments such as private boarding houses or even
homelessness. It is these environments where people are
exposed to violence and degradation and it serves to entrench
people in a homeless sub-culture which is more difficult to
escape from the longer they are in it.
However, despite the number and complexity of the
challenges, there are many positives to celebrate. Since 2002,
HomeGround and St Vincent’s Hospital have been working in
partnership to take Housing Support services onto the local
acute Psychiatric ward. This program works to encourage,
advocate and support appropriate discharge planning,
specifically for people who have a history of homelessness and
recurrent presentation on acute wards. It also provides postdischarge support to people with a goal of ultimately linking
to local area mental health services and PDRS agencies.
Of the people who have been through this program, 90%
had no links with clinical or non-clinical supports prior to the
hospital admittance which led to referral to this program. Of
those that did, 3% were linked to a GP and 7% to a private
psychiatrist. At the time of exiting the program (which
continues to work with people beyond the hospital discharge)
85% of clients were linked with either clinical or non-clinical
mental health services and had a housing outcome in place
(albeit some of those housing outcomes were a stepping stone
to a longer term more appropriate outcome, such as public
housing). The continuation of post housing support is critical as
we know that homelessness is an entrenching experience and
leaving homelessness is difficult and regularly unsuccessful.
Other significant achievements are the increase in our
knowledge in the areas of homelessness and mental illness.
As miserable as the information is, it’s important that we build
our knowledge about the impact of NOT housing people.

Leading Melbourne academics have recently released
their research which proves that most people experiencing
homelessness develop mental illness or drug abuse problems
after they become homeless,1 where these issues had never
emerged prior. If we needed any more proof that
homelessness is bad for people, we now have it.
Appropriately enough, this research was launched in
Melbourne, on 5th February, by Professor Brian Burdekin,
famous for the 1989 Burdekin Report on Homeless Children
and the 1993 Report on the National Inquiry into the Human
Rights of People with Mental Illness.
In light of this new research, we have to be challenging
a mental health system which regularly discharges people
acute psychiatric wards into private boarding houses under
the misguided impression that this is not ‘homeless’. We also
have to be challenging a homelessness service system that
often props up private boarding houses as an option that
seems better than ‘sleeping rough’.
Whilst the causal factors for homelessness are incredibly
complex, the effect and the solutions are not. People who are
homeless need housing, especially people with a mental illness.
Good long term affordable housing improves people’s lives.
1

Johnson, Chamberlain, Theobold, 2007. “Homelessness In Melbourne”, RMIT.

This piece has drawn on the Johnson, et al research and on the work of Katy Hill who has
evaluated HomeGround’s partnership with St Vincent’s Hospital. The research referred to in this
work can be viewed by going to HomeGround’s website www.homeground.org.au

FIND OUT MORE. Psychiatric Disability Services of
Victoria (VICSERV) had a Letter to the Editor published in The
Age newspaper on the issue of the link between mental illness
and homelessness. To see our letter go to News and Updates
at www.vicserv.org.au
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Today, we have a national network of around 240 specialist services that support over 46,000 people
with a disability make a very real contribution to the economic and social life of our community each year.

The introduction of the Disability Services Act (DSA) in
1986 transformed the way in which people with disability
were perceived in this country. Prior to this for example,
they had very few if any opportunities to participate in the
open labour market. There was no coordinated approach
to assisting Australians with disability gain employment that
did not involve being in a sheltered workshop and paid
a pittance, if at all.
The key objective of the Act was to deinstitutionalise
long-established segregated services, increase the range
of service options and include people with disability in
wider community life.
The Act provides a legislative and funding framework for
a range of disability services, most significantly employment
assistance. The Commonwealth Rehabilitation Service (CRS
Australia), Business Services (the present name for sheltered
workshops) and specialist disability employment assistance are
all funded under the DSA to support jobseekers and workers
with disability. It includes a set of guiding principles and
objectives for service provision that remain in place today…
principles and objectives which are underpinned by social
justice values.
Also contained within the Act are twelve Disability Service
Standards which outline the Government’s expectations
of service quality which link directly to core organisational

processes and outcomes. Service compliance with the
standards is regularly assessed by independent and external
auditors and non-conformities can have serious consequences
on service contracts. Anecdotal reports from providers suggest
that compliance with the standards has led to increased
performance and better outcomes for service users.
The first disability employment services opened in the
mid 1980s following the establishment of 21 ‘demonstration
projects’ around the country. There has been steady industry
growth in subsequent years, with the client population
increasing tenfold and job placement results being much
stronger. Whereas in 1991 only 34% of clients had found
a job, this figure steadily climbed to 56% by 2004.
Today, we have a national network of around 240 specialist
services that support over 46,000 people with a disability
make a very real contribution to the economic and social life
of our community each year. These services were recently
re-branded the ‘Disability Employment Network’ or ‘DEN’,
a term which replaces previously used descriptors including
‘Open Employment’ or ‘Disability Open Employment Services’.
In 2006 we celebrated the twentieth anniversary of the DSA
and disability employment policy is once again undergoing
a major transformation. In line with most other OECD
countries, many of the current changes are based on
‘work first, welfare second’ principles.
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So how is disability employment assistance
currently delivered?
In recent years, access to different types of disability
employment assistance had been facilitated by an assessment
of support needs by Centrelink officers. Referral to a range
of vocational options was then possible, with the decision
to access assistance left up to the individual, as there was
no compulsory participation requirement.
As of July this year, the primary pathway to disability
employment assistance is now the ‘Job Capacity Assessment’.
This 2005/06 Federal Budget initiative is intended to serve the
dual purpose; of (a) streaming jobseekers with disability to the
employment assistance that best meets their needs and
(b) informing Centrelink’s income support decisions .
Job Capacity Assessors include specialist Centrelink officers,
other government providers and a range of private operators,
the outcome of a recent tender for this assessment service.
So how does it all work?
The way in which I have usually described the differences
between the various employment services which people
with disability can access is as follows:
The DEN offers intensive and ongoing support to secure
and maintain work in the ‘open’ labour market, while CRS
Australia provides relatively short-term vocational rehabilitation
programs. The Job Network assists jobseekers that have
relatively low or no ongoing support needs attributable to
their disability. Business Services continue to provide work
options of a more segregated nature.
Australian disability employment policy in transition
Following the last Federal Election, responsibility for the
DEN was transferred from the Department of Family and
Community Services (as it was then) to the Department
of Employment and Workplace Relations (DEWR), the
department responsible for the Job Network and most other
federal labour market programs. This move was considered
one of the most significant changes to disability employment
policy for many years at the time and the degree and pace
of change endured by the sector since then has been high
and ongoing.

The 2005 Federal Budget significantly increased the service
capacity of the DEN. An estimated 21,000 additional places
were made available to us over the next four years. Prior to
this, demand for disability employment assistance had been
strong and largely unmet – with jobseekers waiting anywhere
up to 2 years to access specialist assistance in some instances.
This $189M budget measure effectively rendered aspects
of the program ‘uncapped’ and ‘demand driven’, just like the
Job Network. That is, the DEN could now generate as many
places as there were jobseekers.
The ‘catch’ with the new places is that none of them will
ultimately be made available to ‘traditional’ service users, these
being voluntary jobseekers generally in receipt of the Disability
Support Pension (DSP). The new places have been earmarked
for those people with disability who are assessed by the Job
Capacity Assessment process as having the capacity to work
more than 15 hours per week without long term ongoing
support and therefore no longer eligible for the DSP. These
jobseekers will now be required to actively seek work in order
to retain eligibility for the NewStart or Youth Allowance,
a result of the much-debated ‘DSP Bill’.
This new ‘stream’ of disability employment assistance is
referred to as ‘DEN Uncapped’ (with our traditional program
now called ‘DEN Capped’). DEN Uncapped places were put
out for tender and competition to secure them strong. The
DEN was well represented in final tender results, with just
on 80% of contracts awarded to existing providers. The Job
Network and a range of other organisations secured the
remaining contracts.
The introduction of the Uncapped stream has provided
a new set of challenges for DEN providers, capped and
uncapped alike, with conditions for the 2006-09 contract
period effectively dividing the former DEN program into
two distinct streams.
For those that secured DEN Uncapped contracts, existing
practice will require review and possible modification as a
result of increased performance monitoring and the new
program’s inherent participation requirements for jobseekers.
We also anticipate that service providers will be required to
complete increased administrative and reporting activities,
not unlike those required within the Job Network.

For many years, the
disability sector watched
very much from the
sidelines as labour
market policy evolved
and developed. The
introduction of welfare
to work means that we
are now very much a
part of the main game.
For providers that now deliver ‘DEN Capped’ services
alone, an additional challenge may be a ‘shifting’ client profile,
as jobseekers with lower support needs are referred to
uncapped places from July 2006 onwards. Some providers
have expressed concern that this turn of events may have
a negative impact on their viability in the longer term.
In addition to the two streams of DEN assistance and
vocational rehabilitation, the Job Network’s role in the
disability ‘space’ has also been greatly enhanced as a
result of welfare to work.
Whilst the Job Network has always been able to register
jobseekers with disability, its interest in doing so has increased
significantly in recent years. With DSP recipients historically
accounting for around 2% of Job Network service users,
a number of strategies have sought to improve the Job
Network’s capacity to assist this client group. The most

significant of these was the 2004 Job Network Disability
Support Pension Pilot, which I do not have time to
discuss here.
Despite the degree of service duplication the Pilot appeared
to be creating in the eyes of the DEN, we did welcome the
increased attention it provided to long-standing employment
barriers for DSP recipients, some of which have received
attention in subsequent federal budgets. I do not have the
ability to cover these, but I would like to draw your attention
to the work currently being done by DEWR to raise employer
awareness of jobseekers with disability through its ‘Employer
Demand Strategy’ and recently launched ‘Job Access’ website
and advisory service.
So what’s our response to welfare to work?
For many years, the disability sector watched very much from
the sidelines as labour market policy evolved and developed.
The introduction of welfare to work means that we are now
very much a part of the main game.
The DEN, with its long history, good practice and strong
performance, is incredibly well placed to make a major
contribution to increasing employment rates of people with
disability. We have learnt many valuable lessons from our
twenty years of experience, not only in how to provide high
quality assistance to jobseekers and workers with disabilities
to help them prepare for find and keep jobs, but also in
establishing strong relationships with employers and referrers.
In brief, we know what ‘works’ in work.
One of the most significant factors that contributes to
employment success is working with motivated jobseekers.
There is strong reason to believe that if more people with
disability simply knew what assistance was available to them
they would voluntarily look for work, for as ACOSS indicated
in a 2005 publication outlining myths associated with the DSP,
employment programs were not comprehensively promoted
amongst DSP recipients until relatively recently.
This factor was also identified as a ‘key learning’ in DEWR’s
own report into the outcomes of the previously mentioned
Job Network DSP Pilot.
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With specific reference to the new Job Capacity Assessment,
our position is that good assessment processes should ensure
that jobseekers with disability are…referred to the employment
service stream that best meets their needs, first time around,
as often as possible...be that the DEN, Vocational Rehabilitation
or the Job Network.
DEN providers experience has shown that there has
been a long history of people being inappropriately referred to
employment assistance on the basis of poor quality assessments
and a lack of awareness by assessors of available service options.
Given that most labour market programs now sit within the
Ministry of Workforce Participation and DEWR, it is critical that
government understands what each service stream is funded
to do and where the various service boundaries stop and start.
If this fails to happen, confusion will reign for Job Capacity
Assessors, Employment Service Providers and jobseekers alike.
Monitoring welfare to work
Monitoring the sector during times of such significant
change will be crucial in order to manage any unintended
consequences of the new policies. We have encouraged our
members to provide us with feedback of their ‘welfare to
work experiences’ and this is ongoing. Areas we have asked
for specific feedback on include:
•
•
•
•
•
•

Job Capacity Assessors
Job Capacity Assessments
Referral flows to both capped and uncapped streams
Suitably of referrals
Provider experience of questioning / challenging referrals
Client perspectives and experiences

ACE will also have a particular focus on the following:
• Employment outcome rates for groups previously identified
as ‘at risk’ of not securing employment within current
service approaches. The primary group here is people
with psychiatric disability but also included is people with
other episodic illnesses and conditions, in addition to
people with acquired brain injury.
• The impact on the Network’s capacity to provide
ongoing career development opportunities to service
users with disability

• The impact of change on staffing and human
resource requirements
• Service viability and diversity particularly in rural,
remote and regional areas
Finally, ACE will pay special attention to the interpretation
and practical application of the Disability Service Standards
in the longer term. There is current widespread concern and
some frustration within the DEN with what I describe as the
gradual introduction of ‘Job Network-centric’ administrative
requirements to long-standing disability employment practice.
ACE is currently considering its response to the tensions
which emerge in this particular context.
Working towards an evidence based approach
to change
In addition to our own monitoring activities, ACE has recently
commenced work with a number of research partners in
order to more closely examine disability and welfare to work.
Towards innovation project
We have commissioned the Australian Graduate School
of Government at the University of Sydney to undertake
research into the impact that new performance management
expectations under welfare to work may have upon the
development of good practice within the sector in future.
The project will examine how the DEN currently goes
about improving performance, with a particular focus on
networking, collaboration and information sharing strategies.
By understanding how providers seek to improve their
performance, ACE hopes to be better placed to respond to
any future policy changes proposed by government, particularly
with reference to performance management strategies.
This project comes in response to member concerns about
the possible impact the proposed ‘DEN Star Rating System’
will have on a network of providers which have historically
worked together to enhance good practice. The new system
is modeled on the one in place for the Job Network.
Disability, welfare and work
We also secured ARC funds to support a longitudinal study
examining the policy, practice and ethics of welfare-to-work
for people with disability. This major study will be one of the

first of its kind in Australia and our academic partners include
the Social Policy Unit at University of Queensland together
with the University of Melbourne.
The project will seek to investigate the experience of people
with disability as they negotiate the changing income support
system and the open labour market. It will also examine
whether or not the principles of mutual obligation can be
successfully extended to people with disability and if this is an
appropriate policy response for this particularly disadvantaged
group of jobseekers.
A major outcome of the project will include an empirical
investigation of the barriers and challenges that exist for people
with disability moving from welfare to work in Australia.
The project will also gather qualitative accounts of the
experiences of DEN support staff as well as offering insights
into a range of ethical issues associated with Welfare to Work.

So what can we say at this stage of welfare to work?
At this stage for ACE, it is necessarily very much a case of
‘suck it and see’ with regards to the success or otherwise
of the new policies. Referrals have not yet begun to flow
to services and so the implications of ‘participation’
(or lack thereof) are yet to make an impact.
ACE is committed to carefully monitoring the impact of the
new framework on our providers and their clients. We will
provide positive feedback where it is due and work to resolve
issues where they emerge.
ACE is committed to doing this in partnership with our
members and key government departments and programs
to ensure that positive outcomes for people with disability
remain the focus.

Employment outcome rates for groups
previously identified as ‘at risk’ of not securing
employment within current service approaches.
The primary group here is people with
psychiatric disability but also included is people
with other episodic illnesses and conditions...
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Lifting the profile
of mental health
by Barbara Hocking
Executive Director,
SANE Australia

The media influences community attitudes by encouraging help-seeking behaviour, support
and understanding, and influencing government policies and programs.

Newsworthy events involving mental illnesses in the last
two years have done much to challenge Australians’ ideas
about these health conditions. Although these stories did
not set out to question people’s attitudes about mental
illness, this was certainly the outcome of extensive media
reporting about particular cases such as Cornelia Rau’s
detention by the Immigration Department and the
deportation of Vivian Solon to the Philippines.
One major development that attracted much media attention
and community surprise was the resignation of former WA
Premier Geoff Gallop to receive treatment for depression. There
have also been a number of sporting figures, popularly considered
as heroes, who have spoken publicly in recent years about their
struggle with mental illnesses. This has prompted some people
to reconsider their views as they try to reconcile the image of
their hero with that of someone with a mental illness.
The Senate Select Committee on Mental Health inquiry,
Council of Australian Governments (COAG) meetings, and
major Commonwealth and State Government initiatives in
2006 also maintained high levels of media interest in mental
illness–related issues. These activities built upon the many
years of hard work by SANE Australia and other mental health
organisations to inform and influence media coverage. High
profile public figures and unusual events were enough to add
a newsworthy element.
So, although the mental health sector did not generate these
events, nonetheless many organisations and individuals in the

sector capitalised on developments by providing comment and
accurate information quickly so that journalists could provide
context to these news stories.

includes a number of projects, which focus on providing
resources and education opportunities for media professionals,
journalism students and people in the mental health sector.

According to calls received by the SANE Helpline, responsible
media reporting of mental illness has encouraged many people
to talk for the very first time about their concerns and to seek
information and advice. This anecdotal evidence is an
encouraging sign that increasing numbers of people are
influenced to get help as a result of constructive media
coverage. The media influences community attitudes by
encouraging help-seeking behaviour, support and
understanding, and influencing government policies and
programs. We need to work with the media as allies.

More than ever people are accessing a great amount of
information about mental illness and how it’s treated. Helplines
and the internet provide a level of anonymity for people who
are concerned that they, or someone they care about, may be
affected. Readily available information means that never before
has mental illness been so well understood, and yet there is
still wide scale misunderstanding and fear.

A lesser–known development has been the creation of
media awards in recent years by TheMHS (The Mental Health
Services Conference) and Suicide Prevention Australia (SPA).
These awards recognise journalists for outstanding reporting
of mental illness and suicide, at the same time reinforcing the
style of coverage that is considered helpful and responsible.
When the mental health sector encourages the media to
submit their reports for judging, the process of putting the
nomination together has the benefit of promoting the
principles of responsible reporting to the journalist.
Alongside these events the National Mindframe Initiative
has been coordinating strategic activities to influence media
coverage of mental illness and suicide, encouraging
responsible, accurate and sensitive reporting. The strategy

So how do we as a sector ensure that mental illness is
widely understood and becomes a high priority in the public
consciousness? The most important thing that we all need to
do is speak up. Speak out loud in great numbers to influence
and inform media reporting and portrayal of mental illness –
to create a critical mass of voices. Changes in prevailing
attitudes happen when people are prepared to make
themselves heard.
Consumers, carers and people working in mental health
services are the natural leaders to ensure these changes
happen. With this in mind, if there’s something in the media
that you don’t agree with – speak up, otherwise the so-called
‘expert comment’ goes unchallenged and is accepted as fact
rather than opinion by the media and the public.
Visit the Mindframe for the Mental Health Sector website at
www.mindframe-media.info/mentalhealth to understand how

you can work effectively with the media and to find out what
is considered best practice when it comes to reporting mental
illness and suicide. It’s time for the sector to get more media
savvy. Journalists, for example, won’t report positive stories
about people with mental illness just because others think they
should or because they have a duty to inform the community.
That’s not how the media works.
While there are organisations such as SANE Australia, the
Mental Health Council, beyondblue and others who work to
keep mental illness issues on the agenda, it is the overall public
opinion voiced through the media and directly to decision
makers that provides a change in consciousness, as we are
seeing now with the issue of climate change.
The way forward
As a sector we need to be specific about what it is we are
asking for, what we want to change. Be specific about what
people should do. What is it we want from the media, the
community and from decision makers? What is achievable
in order to keep the issue of mental health a priority on
the political agenda?
Much has been stated about ‘the crisis in mental health’,
and has been well documented in major reports and media
coverage over the years. Now is the time for solutions, and
for the sector to demand them. Although the solutions may be
obvious to us, people in the community who ‘feel’ untouched
by mental illness will not readily agree to make this issue a
priority unless we make it easy for them to care.
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As a sector we need to be specific about what
it is we are asking for, what we want to change.
The next time mental illness comes up in your local media,
act quickly by issuing a media release and being available for
interview, for example, or feed your ideas and messages to
a group that will take action. Plan ahead to decide your key
messages. Work these into interviews rather than just
providing the information the interviewer asks. If you wait
for the journalist to ask the question you want to answer,
that opportunity may never come. Don’t wait to be asked.

Working together with one voice as a sector is one of the
most important ways to achieve great outcomes in mental
health. When we speak collectively, the media, politicians and
the community pay attention to our message. Whether it’s
a media statement, launch or other communications activity,
the credibility and urgency of the message is underscored
by the weight of so many mental health sector agencies
and individuals speaking as one.

Use plain English when talking about the issue. Using terms
like ‘consumer’ or ‘community care’ may alienate people who
aren’t familiar with them. Make it easy for them to understand
what it is we want, give examples of what concepts such as
‘community care’, ‘rehabilitation’ and ‘supported
accommodation’ mean.

One example of the power of working together is when
The Hunter Institute of Mental Health, SANE Australia, Lifeline
Australia and Suicide Prevention Australia jointly lodged a
complaint to The Press Council about media reporting. The
Press Council upheld a complaint against FHM magazine’s
article Suicide: Is it all it’s cracked up to be? because of its
description of suicide methods. The collaboration between
these organisations demonstrated to the Press Council the high
level of concern about this article, making it difficult for them
to discount the complaint.

Identify the people who are in a position to make decisions
that will drastically improve the lives of people with a mental
illness, of carers and of people who work in the sector. These
are the people you want to contact.
In the lead up to the Federal election at the end of this year,
make sure you let key politicians know that their mental health
policies will influence your vote. Contact your local Federal
Member of Parliament, the Parliamentary Secretary to the
Minister for Health and Ageing Brett Mason, and Shadow
Minister for Health Nicola Roxon. Letters to the editor and
calls to talk–back radio by people with a mental illness, carers
and people in the mental health sector give credible accounts
of what is needed and why the community should care.
We will know we’ve successfully made mental illness
a high priority in the community when we have:
• a significantly reduced suicide rate
• improved quality of life for people with a mental illness
and their carers
• increased workforce participation and productivity
• reduced incidence of people self-medicating their symptoms
with illicit drugs
• reduced readmission rates to hospitals

If you would like support to work with the media, then
contact SANE’s Media Centre. This specialist service is an
Australian-first, providing free advice to the mental health
sector and people affected by mental illness when working
with the media.
The media are important allies in improving community
understanding of mental illness and suicide, so this initiative
supports both sides of the equation: those who speak to
the media about mental illness and suicide, and media
professionals who report or portray these issues. By working
together we can reduce the harmful stereotyping that causes
so much distress and ensure that mental health remains a high
priority in our community.
FIND OUT MORE. Visit www.sane.org to find out
how the SANE Media Centre can support your to work with
the media or phone SANE on 03 9682 5933. Members of
Psychiatric Disability Services of Victoria (VICSERV) can also get
support in media activities by speaking with the Communications
and Membership Manager – call VICSERV on 03 9519 7000.

BOOK REVIEW
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“A remarkable book, amazingly researched and erudite.” Malcolm Morgan
“This book is the first of its kind and the author is to be congratulated for his valuable
contribution to holistic approaches in mental health.” Jennifer Martin
“Exquisitely sensitive while also being boldly adventuresome.” Ros Cairns
“Really fills a gap.” Valerie Gerrand
“Offers many answers about the treatment of schizophrenia.” Allan Pinches
“You have given hope to those of us who thought there was none.” Sian Morgan

healing Schizophrenia

chizophrenia is widely perceived to be an incurable mental illness most
appropriately managed with drugs, neuroleptics in particular. Commonly
referred to as “anti-psychotic”, these potent medications are now administered
routinely to people diagnosed with schizophrenia and other psychotic disorders.
Healing Schizophrenia provides detailed information about the effects and side effects
of neuroleptics together with a wide range of practical suggestions showing how to
maximise the potential benefits of neuroleptic treatment while minimising the
possible risks.
Advent of newer “atypical” neuroleptics has undoubtedly benefited many people.
However, these medications and the mind-set that accompanies them have come to
play such a central role in contemporary psychiatric treatment that it is not often
realised a host of contentious issues surround their use. How best to use these drugs
– indeed, whether to use them at all – are questions no one involved can afford to
ignore. This book draws on a wealth of reputable scientific research to tackle these
issues in an informed and impartial way.
Healing Schizophrenia challenges the now widely held belief that most people
diagnosed with schizophrenia will require long-term neuroleptic treatment, and that
recovery is relatively unusual without it. It shows how a holistic approach which treats
body, mind, and soul can significantly improve the likelihood of healing and recovery,
even for those with a long history of schizophrenia.

watkins

Healing Schizophrenia:
Using Medication Wisely
By John Watkins

MAP-HS (Watkins) Cvr Art

john watkins

healing
Schizophrenia
using medication wisely

“This book needs to become a best-seller.” Angela Morgan
John Watkins has practiced as a mental health
counsellor and educator for more than thirty years. He
has a particular interest in researching and promoting
holistic approaches to understanding and treating
mental illness and regularly conducts training courses
and workshops based on holistic principles. His
previous books include Living With Schizophrenia
and Hearing Voices:A Common Human Experience.

Cover design: Modern Art Production
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“A brilliant guide to anti-psychotic medication for mental health
consumers, their families and carers, and health professionals.”
Associate Professor Bill Healy

Reviewed by Allan Pinches
Consumer Consultant for Mental Health

Healing Schizophrenia: Using Medication Wisely is a new book that offers many answers about
the treatment of schizophrenia. It presents a long-needed almanac on many aspects of treating
schizo¬phrenia and examines key debates in the mental health field. It strives to give accurate
and balanced accounts of a broad range of viewpoints, as well as supporting evidence, from a
range of stakeholders in many long-running debates.

This should make Healing Schizophrenia, by widely respected
and independent mental health educator John Watkins,
singularly helpful, and probably quite different to other books
on schizophrenia treatment and related mental health topics.

day to day information needed by individual consumers
or carers. It also takes in a very wide context including policy
making, advocacy, the political context of mental health issues,
consumer movement campaigns over time, and much more.

The book is the product of prodigious amounts of research
and conceptual development by John Watkins and has been
some thirty years in the making. It is a breakthrough
publication that deserves wide readership.

An easy to navigate book – and a satisfying journey:
Healing Schizophrenia is an invaluable and clearly written
knowledge resource which would be useful to any person
with a genuine desire to deepen their understanding of what
the author has referred to in the book’s subtitle as `Using
Medication Wisely’. John Watkins is the author of several other
books on schizophrenia and on hearing voices.

The quality and comprehensiveness of the information
contained is compelling. Drawing on a wide range of
informants and sources the author makes painstaking efforts
to navigate through many issues with balance and objectivity
in a field where even people with genuinely held beliefs all
too often find themselves caught up in controversy. This book
could play a definite role in building new bridges between the
stakeholders in debates in the mental health field.
The benefits of this book are certain to be far more than
academic: it may well help many people to live better with
illness and achieve greater degrees of recovery, in ways
meaningful to each individual. It will help service provider
workers, family carers and friends and others to learn how
to provide the necessary care with more skill and insight.
The book ranges from the theoretical to the level of practical

Healing Schizophrenia: Using Medication Wisely is designed
for flexibility of navigation, with 12 clearly headed chapters
and many sub-sections which help signpost the discussions,
allowing the book to be accessed in many different ways.
There is also a substantial references section, two detailed
appendices on pharmacology issues and a very userfriendly index.
Certainly the book helps readers to navigate through many
contentious debates in which the so called ‘medical model’
of psychiatry – with its strong emphasis on neuroleptic
medications aimed at treating ‘chemical imbalances of the
brain’ - is compared with other approaches dealing with

the mind dimension, such as: psychosocial rehabilitation and
support; talking therapies such as psychological counselling,
cognitive behavioural therapy, and peer support; together with
a growing number of other ‘holistic and alternative’ therapies
and medicines being claimed to be beneficial in treating mental
health problems.
There are also references to formerly popular treatment and
rehabilitation methods such as psychotherapeutic programs
within the setting of a therapeutic community (later called
residential rehabilitation) households. Some people have
maintained that the importance of creating healing environments
that can reclaim the good meaning of the word ‘asylum’ – an
environment - sometimes envisioned as a country location of
great natural beauty - designed to provide sanctuary, quietude,
peace and reflection.
Clinical domain not overlooked:
The book in no way denies that neuroleptic medications
can play an important role in the treatment of schizophrenia.
Detailed clinical information about medications is given,
including recommended dosages considered effective,
side effects, prescribing indications, contra-indications,
pharmacological research, prescribing practices, issues about
reduction or stopping of medications, and many other aspects.
These items appear rigorously compiled, accompanied by

authoritative references, and aligned with up-to-date medical
research and practice.
Among the book’s informants and sources there are many
lamentations about what is described as a tendency of
psychiatry to overlook the person behind the label, and,
conversely, how human warmth, friendliness and support can
play large role in a person’s recovery from mental illness/ crisis.
Claims by some mental health consumers and their supporters
that the (largely neuroleptic medications based) medical model
allegedly has a tendency to throw out the baby with the
bathwater in order to reinforce claims of scientific validity,
emerge from informants in many places in the book. John
Watkins painstakingly strives to bring together a 360-degree
view of the range of perspectives held by different stakeholders
in various debates – without shrinking from important issues
or caricaturing any of the players.
For a book like this to work as well as this one has the potential
to do, it must maintain its integrity in faithfully explaining the
ideas and arguments of various parties to the debates, truly
without fear or favour as the saying goes. John Watkins has
performed this valuable service for us with wisdom, courage,
and a profound understanding of the difficult terrain we need
to cover on the way to Using Medication Wisely.
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Healing Schizophrenia:
Using Medication Wisely

The book is the
product of prodigious
amounts of research
and conceptual
development by John
Watkins and has been
some thirty years in
the making.
Some of the major issues, briefly:
Following is an overview of some of the key debates and
issues, which I found interesting in the very comprehensive
book, which should indicate just some of what it has to offer.
• Possible roles for self help methods/ peer support strategies
to change thinking.
• Weight gain and neuroleptics/ mental health.
• Importance of understanding and working with the person’s
total circumstances.
• Negative consequences for patients that can happen
with forced medication or lack of discussion with the
person about a clinical decision.
• A possible role for vitamins and mineral therapies, along
with other so-called holistic or natural therapies, which
have found strong support among some people.
• Schizophrenia and self-education (sometimes including
psychoeducation).
• Empowering effects of knowledge for consumers.
• Psychotherapy focusing on practical problems as an
especially helpful method.
• Normalisation and the importance of hope for the future,
as part of recovery.

• Complimentary benefits of medications and psychotherapy
(talking cures) being used together.
• The sometimes-observed placebo effect of medications:
what this may or may not indicate.
• The problem of gauging what is an over-use or under
use of neuroleptic drugs.
• The most difficult question a psychiatrist can be asked by
a patient: ‘How long will I have to be on medication?’
• Some problematic implications of the ‘broken brain’ model
of schizophrenia in various debates.
• Treatment of schizophrenia with and without
neuroleptic medications, with detailed information
for safety and efficacy.
• Self-monitoring and awareness of mood and mental states:
and knowing what to actually do when there are early
warning signs of a relapse.
• Combating psychosis could be reassigned to being just
the first step of treatment, with more follow up with
clients within their social environment.
• Should treatment of psychosis aim to integrate the mind
or seal over the psychosis?
• A question whether medications administered routinely,
especially in regard to first episode patients, could be
paradoxically blocking chances that these patients might
have a spontaneous and permanent remission?
• Psychiatric inpatient unit environments often seem
to provide anything but restful or healing conditions,
and could they be, in themselves, counter-therapeutic?
• Love, spirituality, community, and human relatedness are
not overlooked in the text, as great and powerful medicines
in their own right.
Healing Schizophrenia: Using Medication Wisely is published by
Michelle Anderson Publishing, RRP $27.95. It is now available
in good bookstores or can be purchased by mail order direct
from the publisher mapubl@bigpond.net.au
or the author johnwatkins@iprimus.com.au

FIND OUT MORE. This book is available to borrow
from the Psychiatric Disability Services of Victoria (VICSERV)
Resource Centre.

ZedÊj

YWbb

c[

dkji

Xde^c\l^i]i]Zhi^\bVd[bZciVa^aacZhh
i]Z.i]

WgjXZlddYXdX`
bZbdg^VaaZXijgZ
I]jghYVn&,BVn'%%,
*#)*eb[dg+#%%ebhiVgi

7BL:Y\ZI]ZVigZ
;ZYZgVi^dcHfjVgZ!BZaWdjgcZ
GZhZgkVi^dcVcY:cfj^g^Zh/
E%(-)-+)'%%
:Zcfj^g^Zh5b^[Zaadlh]^e#dg\
B>;Zaadlh]^eBZbWZghÄ[gZZ
Di]ZghÄ\daYXd^cYdcVi^dch
lll#b^[Zaadlh]^e#dg\

I]^haZXijgZ^hV`ZnZkZci^cVhhdX^Vi^dc
l^i]HX]^ode]gZc^V6lVgZcZhhLZZ`
'%"',BVn'%%,

;ZVijg^c\^ciZgcVi^dcVaangZcdlcZY
hi^\bV"WjhiZgEVig^X`8dgg^\Vc#
=Zl^aaWZ_d^cZYWnadXVahi^\bV
heZX^Va^hi!Idcn?dgbl^i]eVcZa
[VX^a^iVidg;gVc@Zaan!i]Z]dhid[678
GVY^dCVi^dcVaÉhWgZV`[Vhiegd\gVb#

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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