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Editorial
Matt Clear
Editor

... social inclusion is really about recognising that social disadvantage has
a far wider effect than that of someone’s income. There is recognition
that their disadvantage affects their capacity to engage and participate
in the community...
Welcome to the Autumn issue of newparadigm, which
focuses on social inclusion. Social inclusion might seem like
a bit of a theoretical concept with limited relevance to the
community mental health sector, but social inclusion shouldn’t
be thought of as anything more than a way of thinking
about and addressing social disadvantage. Social inclusion
looks at the effects and causes of this disadvantage
and looks far beyond just the economic ones and some
simplistic approaches, which often have ‘mutual obligation’
as a sub-text.
To look at social inclusion, it’s important to look at social exclusion
and why it happens. In the United Kingdom this has been a
part of Government policy for some time. Social exclusion can
happen when people or communities are dealing with a range
of issues such as low income, unemployment, poor housing,
crime, poor health and disability. These issues can work in
combination to create further problems and cycles of poverty
and social disadvantage that can span generations.
Senator Ursula Stephens, Parliamentary Secretary for Social
Inclusion in the new Federal Government says that the concept
of social inclusion ‘recognises that a lack of income in and of itself
is not the sole consequence or source of poverty. An inability
to participate in the social and economic life of the community
is also a key cause of disadvantage. Where a person cannot
participate in their community economically, socially, psychologically
and politically because of barriers such as long-term unemployment,
illness or disability they are socially excluded’.
So, social inclusion is really about recognising that social
disadvantage has a far wider effect than that of someone’s
income. There is recognition that their disadvantage affects

their capacity to engage and participate in the community
and any social inclusion strategies focus on re-engagement
and social and economic participation as a way of overcoming
that social disadvantage.
And, this is where – as a journal dedicated to exploring issues
around psychosocial rehabilitation – we are interested in how
this issue is being developed and progressed.
This issue of the journal is a pre-curser to our upcoming
Joining the Dots…Creating Community Mental Health
Conference. The international keynote speaker, Daniel
Fisher, gives us a taste of what’s in store with his important
piece detailing community empowerment to see significant
change in the mental health system in the United States.
As Daniel says, he has worked to see ‘transformation
from its existing professionally directed, maintenance-based
mental health system, to a consumer-and-family-driven,
recovery-based system.’
We are lucky to have significant pieces in this issue that clearly
articulate the link between social inclusion and mental health,
and some provide that broader context of relevance for any
community organisation. This issue of the journal is jam-packed
with interesting takes on the issue of social inclusion and areas
of wider interest. I hope you enjoy the read!

Matt Clear
Editor

SOCIAL
INCLUSION
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Recovery Through
Uniting our Voices
as Global Citizens
Daniel Fisher, Executive Director,
National Empowerment Centre, USA

…our recovery movement is global and universal.
We will not rest until we know that hope is carried
in the heart of every human being around the world.
At the outset I should disclose that I have recovered
from schizophrenia. My life’s work has been to assist
other consumers/survivors* in their recovery. To that end
I have assisted in the formation of a worldwide movement
of hope and recovery. This movement was officially
recognised in the US by the New Freedom Commission
Report, 2003 (1), which recommended a transformation
from its existing professionally directed, maintenancebased mental health system, to a consumer-and-familydriven, recovery-based system. These values appear in
the Report’s vision statement, ‘we see a future when
everyone with a mental illness will recover’, and in its
principle, ‘recovery is about coping with life’s issues not
merely symptom reduction’, and in goal 2, ‘there will be
a recovery-based, consumer-and-family-driven system.’
However, recovery faces a crisis in its transition from philosophy
to reality. It runs the risk of being redefined by those who seek
to maintain the status quo as mere remission and rehabilitation.
Instead of full citizenship, persons labeled with mental illness are
trapped in what Michael Rowe has called program citizenship
(3). A consumer can claim only program citizenship when their
primary decisions and supports are provided by the mental
health system. Even though they may be living in the community,
they have little sense of acceptance as neighbors, community
members, and other citizens. People labeled with mental illness
are living in the community but still not part of the community.

To address this limited version, true recovery is understood – by
those of us with lived experience – as the ability to fully participate
in all aspects of civil society as a global citizen (2). Global citizens
are active agents in all aspects of civic life as defined by the rights,
responsibilities, roles, and resources that society offers to its
members through public institutions and informal associational
life (3,4). Being global citizens, means we have a voice, both
individually and collectively in the important matters of our
community. This article will demonstrate how the National
Empowerment Centre (NEC) (5), has been facilitating recovery
through citizenship by developing the voice of consumers
at the individual, state, national, and international levels.
At an individual level, NEC carries out empowerment training
called Finding Your Voice. At a statewide level, NEC has been
providing assistance in organising statewide consumer-run
organisations through its Voices of Transformation Program (6).
At a national level, NEC has facilitated the formation of the
countrywide advocacy coalition, the National Coalition of Mental
Health Consumer/Survivor Organisations (NCMHCSO) (7).
Internationally, NEC has assisted in the formation of Interrelate
(8), a coalition of seven countrywide consumer-run organisations.
At all these levels, we share our common humanity by connecting
with others to gain hope and a capacity to assist others to recover.

Finding Our Voice Training:
As a member of the New Freedom Commission, I had a crash
course in advocacy. When California passed its comprehensive
Mental Health Services Act in 2004, which called for massive
participation of consumers in systems change, NEC was asked
to prepare emerging consumer leaders through empowerment
to be involved in carrying out the Act. NEC responded to the
need by working with the statewide consumer organisation
in California, to create a training program called Finding Our
Voice (FOV). This program consists of two, two-day modules
based on twelve principles of becoming an empowered
consumer, which are called the Twelve Ps of empowerment.
These principles are depicted in a sequence in figure 1.

If you are going to change
policies, you need a concise,
prioritised plan. Principles
without plans are shelved
and collect dust.

Figure 01: How the Twelve Ps of Empowerment Lead to Recovery and Transformation
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Recovery Through Uniting
our Voices as Global Citizens
By Daniel Fisher

Perhaps the most important first step in becoming
an empowered advocate is to get together with
other advocates and create a mutual support group
among peers with shared experiences, to raise
consciousness. This is useful in shifting from the
role of victim to an agent of social change.
01 Personal Connections: Perhaps the most important first
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step in becoming an empowered advocate is to get
together with other advocates and create a mutual
support group among peers with shared experiences,
to raise consciousness. This is useful in shifting from
the role of victim to an agent of social change.
Passion from Anger: It is essential to transform anger
and resentment into passion in order to show the
strength of your feelings without alienating possible
allies, and honor your feelings whilst remaining focused
on the principles and purpose you want to achieve.
Principles of Recovery: These principles along with
self-determination are our guiding light.
Positive Attitude: We believe that we ultimately
achieve most of what we are able to visualise and
inspire hope in others.
Purpose: Gaining a sense of purpose gives meaning
to our life and addresses the fundamental questions
that underlie much of the distress called mental illness.
Persistence and Perseverance: Our strongest and
most effective advocates demonstrate these qualities
and uplift others.
Presence: By presence we mean people standing up
and taking notice when you walk into a room. People
sense that you are person of character, infused with
self-confidence and they cannot easily push you around.
Persuasion: ‘Only the Roman citizens, the free peopleliber-could take things like rhetoric and literature and
history and theology and philosophy [liberal arts] because
they were the arts of persuasion – and they didn’t want
slaves to present arguments that might inspire them
to unite and rise up … So the liberal arts are the arts
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of persuasion and they didn’t want anybody but
free citizens knowing how to persuade people’ (9).
Practical Prioritised Plan: If you are going to change
policies, you need a concise, prioritised plan. Principles
without plans are shelved and collect dust.
Public Speaking: Learning how to speak in public
is another vital aspect of individual and collective
empowerment. People have often reported that
an important factor in their recovery from hearing
voices, was to gain their own voice in life.
Partnering, Mediating and Negotiating: Two major
elements of this principle are the need to partner with
other consumers/survivors, and the need to partner
with people not yet labeled.
Politics: This is the process by which groups of people
make decisions. Politics consists of ‘social relations
involving authority or power’ and ‘power is the ability
to impose one’s will even in the face of opposition
from others’ (10).

These principles of empowerment have proven valuable at every
level of organising. It appears that the vitality of these principles
stems from their resonance with a deep-seated human need
to be involved in the important decisions affecting one’s life as
a whole. We can recognise the effects of alienation from these
sources of personal power. One consumer in Canada put it very
succinctly: ‘my heart has stopped talking to me … and being with
other people helps me to hear my voice.’ Our own candidate
for president Hillary Clinton said ‘by listening to people I found
my voice.’ People are motivated when they are recognised as
vital sources of power and change. Another important element
in finding value in one’s life is through helping another person.

This undoubtedly is the appeal of peer support. As one peer
helper stated, ‘my deinstitutionalisation began when I realised
I was of value in helping another person to recover. That undid
the worthlessness I experienced from being labeled mentally ill.’
The principles adopted by the US National
Coalition reflect these ideals:
• Recovery is possible for everyone: to recover, we need
services and supports that treat us with dignity, respect
our rights, allow us to make choices, and provide assistance
with our self-defined needs. This range of services must
include consumer-run and-operated programs.
• Self Determination: we need to be in control
of our own lives.
• Holistic Choices: we need choices, including a range
of recovery-oriented services and supports that provide
assistance with housing, education, and career development.
• Voice: we must be centrally involved in any dialogues
and decisions affecting us.
• Personhood: we will campaign to eliminate the stigma
and discrimination associated with mental illnesses.
Personally, I have felt drawn to connect with groups around the
world to know that this movement is universal. We are still small
in numbers and resources, but because we resonate with
people’s humanity we know that we are changing the world.
The meaning of the word recovery needs to be expanded
to encompass its larger arena. Translation into other languages
has helped us gain this broader context. For instance, the
first translation into Spanish was recuperon, which in English
is ‘recuperation’. This was expanded to recobro de la vida,
which is ‘recovery of a life’. In Korean, the closest definition
was ‘recovery of humanity’. The latter meaning best explains
the universal appeal of the concept of recovery. It points out
this is an experience we all need to participate in, regardless
of whether or not we are labeled with mental illness. In fact, it
has become clear that recovery needs to be a community-wide
effort, because the attitudes of the people surrounding a person
in distress are just as important as those of the person in distress.
This was clearly recognised by a professor of nursing from
Okinawa who attended a talk of mine in Japan. I asked why she
had traveled such a distance to hear me talk. She said she had
read that people did not recover from schizophrenia. Then she
found our website and learned of my recovery. She wanted
to hear that there was hope so she could take that hope into
her heart and carry it with her in her teaching and work.

So our recovery movement is global and universal. We will
not rest until we know that hope is carried in the heart of
every human being around the world. Those of us with lived
experience have learned that the principles and practices are
vital to our recovery and will need to be learned by every citizen.
This will involve a wide-spread public education campaign where
people will openly and fearlessly share our recovery stories to
demonstrate that mental health issues affect persons from every
station in life (11). We will then know that anytime a person is in
distress, they, and others, will realise that it is an expression of
their deepest humanity. A hand and a heart will reach out, as to
a brother or a sister, because we will realise that as Martin Luther
King said ‘whatever affects one directly, affects all indirectly. I can
never be what I ought to be until you are what you ought to be.
This is the interrelated structure of reality’, (12).
As a group of people labeled with mental illness, we have
had difficulty with terms to substitute for the universally disliked
term of mental patient. During this paper, I used the description
consumer/survivor, which is the US term for us. In some other
countries we call ourselves mental health service users. We
add the term survivors to encompass those who feel we have
survived the system and are now running our own life.

*

FIND OUT MORE. Daniel Fisher is International Keynote
Speaker at the Joining the Dots…Creating Community, Mental
Health Conference. For more information go to www.vicserv.org.au
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Lessons for Rudd as
Social Inclusion Moves
to Top of Agenda
Christopher Scanlon, Lecturer, La Trobe
University and Co-editor, Arena Magazine

The concept of social inclusion gained prominence
with the Blair Labour Government in Britain. It was
preferred to the term poverty, since it recognised
that the causes of deprivation were more complex
than a lack of money and could not be fixed through
simple transfers of wealth.
Deputy Prime Minister Julia Gillard’s recent announcement
that the Rudd Government is to make tackling poverty
a priority is welcome. For too long, poverty has been
regarded as a temporary condition that will be eradicated
with increased economic growth. However, even after
years of economic growth, pockets of poverty persist.
In announcing the Government’s intentions, Gillard drew upon
the language of social inclusion. The concept of social inclusion
gained prominence with the Blair Labour government in Britain.
It was preferred to the term poverty, since it recognised that the
causes of deprivation were more complex than a lack of money
and could not be fixed through simple transfers of wealth.
Social inclusion acknowledged that poverty was a consequence
of a complex interplay of factors, including social isolation,
geographical disadvantage, poor education, and poor access to

infrastructure and services. Social inclusion suggested a better
way of thinking about issues of deprivation other than poverty.
However, over the years, the meanings of social inclusion shifted.
In some cases, these shifts worked against the interests of the
excluded. Professor of sociology at the University of Bristol
Ruth Levitas identified three different ways of defining social
inclusion. The first defines social inclusion as the right to full
social, economic and political participation.
Inequalities in wealth, status and power are seen as barriers
to participation. Social inclusion is to be achieved through
wealth redistribution to ensure that everyone can fully exercise
their rights as citizens. The second definition sees exclusion
as a moral failing of individuals and groups.
Exclusion is viewed as a result of a moral decline within
society, demonstrated by increasing divorces, unemployment

and crime rates. The excluded are thought of as an underclass
who are mired in cultures of dependency. The stereotypical
images of the excluded are those on welfare, young, single
mothers who manipulate welfare entitlements to fund a
supposedly lavish lifestyle, and young, unemployed men
engaged in criminal activity.
On this understanding of social inclusion, redistributing wealth
will perpetuate social exclusion by helping to prop up cultures
of dependency. Increasing social inclusion can be achieved by
withdrawing or reducing income support to those who are
unemployed or fail to fit traditional family models, thereby
enforcing traditional norms and values. The third version noted
by Levitas defines it in terms of social integration and cohesion.
According to this view, inclusion is achieved via participation
in the paid workforce. Increasing employment is the goal,
even if the resulting jobs are poorly paid and the conditions
basic. A question for the Rudd Government is: What does it
mean when it talks about social inclusion? Gillard’s announcement
suggests that federal Labor will pursue social inclusion through
the third option: encouraging social cohesion.
Part of the appeal of this approach is that it doesn’t require any
significant changes to the distribution of wealth. Focusing on
social cohesion tends to sidestep questions about inequalities
in power and wealth. For that reason, it is more palatable to
the business sector with which federal Labor sorely needs
to mend fences.
The problem with focusing on social cohesion while neglecting
broader questions about power and wealth, is that it can drift
into the second definition of social inclusion, where the excluded
are blamed for their misfortune. This is what occurred in Britain.
While the Blair Government began by emphasising social

cohesion, this gradually drifted into a practice of blaming the
excluded, and an emphasis on authoritarian social policies.
For example, in 1998 New Labour introduced Anti-Social
Behaviour Orders, commonly known as ASBOs. The orders
are aimed at preventing minor social infractions. Typically, they
prevent a person from entering a certain place or meeting
with particular people.
Breachers can be punished with a prison sentence. Clearly,
anti-social behaviour threatens social cohesion. However,
the orders have been abused. There have been reports
of children as young as twelve with mental health and
behavioral problems being the targets of orders.
People engaging in legitimate protests have also been served
with orders. Furthermore, in Britain, the concern with social
inclusion has tended to focus almost exclusively on lowincome earners. Yet, social inclusion is not just a matter
for those at the bottom.
Those in the top income brackets can voluntarily exclude
themselves through tax havens or locking themselves away
in gated communities. This is also anti-social behaviour.
There is a lesson here for Labor as it moves social inclusion
to the top of its agenda.
While social cohesion is part of the social inclusion package,
it should not be used to demonise the excluded or to give
up on policies aimed at a fairer society.
Note: This opinion piece was published in The Canberra
Times on 21st January 2008 (Page 9) and has been
re-produced with permission from the author.
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Social Inclusion
and Mental Health:
Evidence and Practice
Rachel Merton, Senior Policy Officer (left)
Jenna Bateman, Chief Executive Officer,
Mental Health Coordinating Council, NSW (right)

Social inclusion is about being able to participate in
and contribute to social life – in economic, social,
psychological, and political terms. Importantly, this
requires having both personal capacity and access
to social roles.
‘If we plant a seed in a desert and it fails to grow, do we
ask, “what is wrong with the seed?” No. The real conspiracy
lays in this: to look at the environment around the seed and
to ask, ‘what must change in this environment such that the
seed can grow?’ The real conspiracy that we are participating
in here today is to stop saying what’s wrong with psychiatric
survivors and to start asking: ‘how do we create hope
filled, humanised environments and relationships in which
people can grow?’ Dr Patricia Deegan.
It is well established in public health literature that social
relationships and social support are crucial to good mental
health for all people. More recent work has presented
compelling evidence stating that for people recovering from
mental illness, re-connection with society promotes recovery
and decreases the chance of relapse.1
This makes intuitive sense, but there is a challenge in making
social inclusion real within communities, and in working with
people to find connections in their own lives. Communitybased NGOs are well placed to bring social inclusion principles

into their philosophy and approach, but the question remains:
how easy is it to bring social inclusion principles into practice
in our daily work?
In this context, the Mental Health Coordinating Council in
NSW has recently released its platform document, Social
Inclusion: its importance to mental health,2 which:
• brings together the evidence linking mental health, recovery
from mental illness, and the principles of social inclusion
• highlights the key role of community-based organisations
in making the principles of social inclusion real within
communities, and
• articulates a profile for the community based mental
health sector in promoting and supporting social inclusion
for people with mental health problems.
This paper summarises some of the key points from this platform
document, while also exploring further how we can bring the
principles of social inclusion to life within our daily work.
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Social Inclusion and Mental Health:
Evidence and Practice
By Rachel Merton & Jenna Bateman

What is Social Inclusion?
Social inclusion is about being able to participate in and
contribute to social life – in economic, social, psychological,
and political terms. Importantly, this requires having both
personal capacity and access to social roles.

A number of studies have confirmed the link between social
inclusion and recovery from mental illness. Pevalin and Goldberg,
for example, in a large-scale UK study of over 15,000 people,
demonstrated that low social support increased chances of
illness onset and decreased chances of recovery.4

Social inclusion can be achieved through engaging with
friends and peers, maintaining employment and economic
wellbeing, undertaking education, art, hobbies and other
activities, physical exercise, leisure and recreation and social
relationships. Engagement in society encapsulates the principles
of having a sense of purpose and agency, feeling safe and secure,
being free from violence or the threat of violence and having
hope for the future.3

In a recent New Zealand survey with people who had recovered
from mental illness, help from others was by far the most frequently
mentioned theme. All 40 participants identified assistance from
other people (most notably family, mental health workers, and
support groups), as important to their successful recovery. 5 Another
study found that friends were rated by consumers as the most
important contributing factor to staying well.6

For many people with mental illness, social inclusion is of
particular relevance due to what we may term the ‘vicious
cycle’ of social exclusion that can accompany mental health
problems. Mental illness can be a profoundly isolating experience
in itself, but when coupled with social stigma and discrimination,
this isolation is exacerbated. Difficulties with making and sustaining
relationships and managing daily tasks can exacerbate low
self-esteem and lack of agency, which can spiral the person
into further isolation, further stigma and discrimination and
so on. In this way, social isolation adds to the burden of the
illness, and importantly, can directly impede recovery.
Linking Social Inclusion and Recovery
There is now ample evidence that strongly supports the link
between social inclusion and recovery from mental illness.
For example, we now know:
•
•
•
•

recovery from mental illness does occur
social inclusion aids recovery
social exclusion impedes recovery, and
attitudes of other people strongly influence how well
people recover. Stigma and discrimination work directly
against recovery, as they directly lead to and reinforce
social exclusion at both an individual and systemic level.

Community-based Services
Evidence from the last 25 years confirms that a strong
community-based support network, comprising the range
of services designed to assist people to re-engage with
society, is a crucial part of the mental health system.
People with mental illness who are provided with wellplanned, comprehensive support in the community have
improved quality of life, improved level of functioning,
and fewer relapses.7
While it is clear a reduction in symptoms is important for recovery,
it has been increasingly recognised that of equal importance
for many people is the need for help to build or re-build their
ability to function well (including the daily tasks of living), to
re-build their social capacity, and to access resources and
services that enable a sense of individual agency. For example,
if a person’s housing is unstable, they have problems with
money, they are unable to access affordable transport, and/or
they feel isolated due to stigma and discrimination (actual
and/or feared), there is little prospect of their accessing
work or community activities.
The Australian Housing and Urban Research Institute has touched
on the complex relationship between people’s access to practical
support and the more ‘intangible factors that improve a person’s

Promoting social inclusion principles starts with
having an inclusive attitude and culture. It also starts
with considering service users’ social inclusion needs
as a key part of both individual planning and broader
organisational planning.
mental health and emotional wellbeing’,8 such as community
connectedness, a supportive environment, and sense of self
determination. A person’s capacity to achieve secure housing
has shown to be closely tied to these other aspects of their
experience. A ‘whole person’ approach is therefore required,
one that supports people to find their own sense of self
determination and social connectedness alongside the practical
support that community-based organisations provide.
Bringing Principles to Practice
So how do we promote, support, and foster the experience
of social inclusion in the lives of those we work with?
A recovery-based approach to services is now embedded
in the approach of many community-based organisations.
This approach ensures that for each service user there is:
• an individualised approach to care based on individual goals
• a whole person focus, not just on symptoms
• recognition of the expertise and capacity of the individual
to manage her/his own health, and
• ongoing involvement by family and friends wherever feasible.
Incorporating the principles of social inclusion sits well alongside
a recovery-based practice, and is arguably not as complex as it

may seem. Promoting social inclusion principles starts with
having an inclusive attitude and culture. It also starts with
considering service users’ social inclusion needs as a key part
of both individual planning and broader organisational planning.
For example, some of the items that contribute
to people’s sense of being socially included are:
• space to come together with others
• employment or similar activity generating
meaning and purpose
• stable housing
• education
• recreation
• freedom from stigma and discrimination
• broadened social networks
• an increased sense of agency and worth.
Each of these areas offers opportunities for connection with
other people and an increased sense of hope and purpose.
However, it is not as simple as just placing people together
and expecting them to connect. It requires support,
preparation, and an individualised approach to working with
each person to increase their capacity for social engagement.
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Social Inclusion and Mental Health:
Evidence and Practice
By Rachel Merton & Jenna Bateman

The areas of activity listed above are core business for many
community-based organisations, consumer peer support
networks, and other community-based groups. However,
increasing social capacity can present more of a challenge
when many of the barriers lie within the context of the
broader community.
This is captured in diagram 1, which outlines the many areas
of community life the consumer can access, framed by the
‘bigger picture’ environment in which consumers are located.
The diagram illustrates the impact of ‘enabling public policy’
on service availability and access. Enabling public policy can
make the difference between a system that excludes and
marginalises or one that includes and supports.

Diagram 01: Person in community
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This paper comes at a time of unprecedented Government
interest in social inclusion, with – for the first time – a Federal
Minister for Social Inclusion. This portfolio will be supported
by a Social Inclusion Board in providing expertise and advice
directly to the Minister and Prime Minister. Our sector must
be involved in this advisory process.
We now know about the links between social inclusion,
recovery and mental health, and the general public is
becoming more aware. It is a time of hope for people with
mental illness, their families and communities. It is also a time
of hope and opportunity for the community-based sector, as
we continue to evolve and provide an essential part of the
mental health system, working with people to re-establish
identity and a meaningful place in society.

FIND OUT MORE. The Mental Health Coordinating
Council (MHCC) is the peak body for non-government
organisations (NGOs) working for mental health in NSW.
Find out more: www.mhcc.org.au
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SOCIETY’S READINESS TO INCLUDE

CHOICE

The diagram also reminds us that ‘society’s readiness to
include’ has an impact. Levels of awareness of mental illness,
discriminatory and stigmatising attitudes affect how confidently
people with mental health problems engage with their
community. The ‘determinants of health’ in the diagram refer
to the socio-economic impacts known to increase the mental
and physical health problems of the more disadvantaged
groups within society. And finally the importance of choice
is highlighted in recognition of the fluidity and flexibility
required to keep services relevant to the diverse range
of cultures and individuals that make up a community.

Now is a time of change in our sector, bringing with it potential
division and disunity as organisations work to focus their activities
and priorities. Social inclusion would appear to be a clear
means of unifying the sector’s purpose and approach, whilst
maintaining the independence and diversity of individual
organisations. As an over-arching philosophy and concept,
social inclusion can be a guiding framework under which
community-based NGOs can situate the work they undertake
and to promote connectedness within communities.

DETERMINANTS OF HEALTH
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In a recent New Zealand survey with people who
had recovered from mental illness, help from others was
by far the most frequently mentioned theme. All 40
participants identified assistance from other people (most
notably family, mental health workers, and support
groups), as important to their successful recovery.
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Social cohesion matters. Communities with
institutions that support, protect, and build trust,
mutual obligation, and respect have better health.
At the level of science, there’s very little argument over
the forces that determine our health. After the research
of Marmot,1 Berkmann2 and Kawachi,3 it’s known that:
• the most important cause of ill health isn’t individual
health decisions, it’s the underlying social and economic
conditions that prevail, and
• the most important contributor to good health isn’t medical
care, it’s underlying social and economic conditions.
Poverty, low status, and social exclusion shorten your lifespan,
and social support, control over your workplace, and a sense of
meaning in your life extend it – to an extent that makes pills, diets,
genes, and Pilates largely irrelevant. Whatever the supermarket
magazines say, obesity (for example) correlates with ill health,
largely because low socio-economic status correlates with
obesity.4 Nothing is as bad for you as not being valued.
Humans are social beings, and–from early childhood onwards – if
we are to be happy and strong, we not only need good material
conditions but we also need to feel valued and appreciated. We
need friends, we need to participate in societies and associations,
we need to feel useful, and we need to exercise a significant degree
of control over meaningful work.5 Without these we become more
prone to depression, drug use, anxiety, hostility and feelings of
hopelessness, which all rebound crucially on our physical health.

Social cohesion matters. Communities with institutions that
support, protect, and build trust, mutual obligation, and respect
have better health. Where the structures and systems of civil
society allow for the free formation of community groups, these
both support individual wellbeing and build capacities for change
that can be employed to shape the wider social environment.
More specifically, people are healthier and happier and are
living longer and more fulfilled lives if they join in and join up
with community organisations. Standing shoulder to shoulder
with your mates helps you feel in control of events. Working
for a cause – any cause – gives your life meaning. Getting to
know your neighbours builds trust and gives you a range of
possibilities for support in emergencies.6 The more you sing
in the local choir, the longer it’ll be before your songs have
a harp accompaniment.7
Australians are, in general, a fairly healthy population and are
among the top five nations on earth in terms of life expectancy.
This may in part be due to a vigorous civil society, with some
700,000 not-for-profit groups 8 contesting for our loyalties.
Participation in community-sector activities as a health determinant,
may not be as important as other social factors such as class
or stigma, but it maintains a strong second-level presence.
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Professor Berkmann of Harvard University told the inaugural
Communities in Control conference that ‘community
organisations have the power to tangibly improve population
health. In this case, what’s good for individuals and what’s
good for the community is the same thing. Those with the most
social connectedness, i.e. who have a high level of participation
in social and community organisations and networks, have lower
mortality rates…community groups are the engines that drive
our ability to change behaviour, reduce morbidity, expand life
expectancy and innovate change.’ 9
Joining up, moreover, is one of the easiest possible fixes,
able to be deployed rapidly while changes to fundamental
social systems are addressed – if we decide to address them.
Because our problem is that in this country, there is almost
a total disconnection between the findings of science and the
cultural signifiers of health in our society. We live in a consumer
society that valorises what can be sold to individuals. An
evening in front of the television would lead you to suppose
that the menace of infectious disease had been largely removed
from our lives, not by public health but by bacteriolytic wiping
cloths, that good nutrition was a matter of buying the
breakfast food with the most mentions of the word ‘health’
on the packet, and that obesity was a bigger threat to
Australian life expectancy than global warming.
We have been taught to believe that the key to fulfilment lays
within the individual, or at best, the family unit. Mrs. Margaret
Thatcher famously said that there was ‘no such thing as society.
There are individual men and women, and there are families.’

There is no way to package and sell units of public health,
and therefore no advertisements for it, and therefore no
public awareness of it.
Richard Eckersley speaker at the 2004 Communities in
Control conference explained the way this undercut social
action strategies. ‘What we are seeing is a narrowing or weakening of
community in a civic or political sense…our notion of individualism
actually confuses autonomy with independence or separateness.
Autonomy is a matter of volition; it’s about being able to act
according to internalised values and norms. Confusing autonomy
with independence or separateness not only decreases our sense
of connection or belonging to others, but it actually reduces
our sense of control over our own lives.’10
This led, Eckersley points out, to impoverished politics that
disdains community activism and operates only in terms of
triennial elections decided by competitive promises of
individual handouts.
Is this why Australians so readily accept a social division into
the haves and the have-nots, and between the mega-rich
with harbour views and dead-end communities where hope
is systematically eliminated generation after generation? 11
To those who have, too, more shall be given – those regions
and sections that have stronger income streams are also richer
in clubs, groups, and change agents. What are the remedies?
Different prescriptions apply to different levels of community.

Yes, associations encourage social inclusion, but
there are still issues. Are our groups accepting of
differences? Do they celebrate diversity? Do they
involve the people they serve in the processes
of governance?

It is tempting to say that what is needed is more government
support. However, as Robert Manne has pointed out, the
Australian community sector may, in the long run, actually
have been weakened by the support it received from the
government in the Hawke-Keating years:

The epidemiological research has been done, but the social
and political pathways remain largely unexplored, and as a result
you have a disconnection between vision and implementation.
Success, when it comes, is sporadic and unsustainable and the
systems of change are forever fragmented.

‘During the Hawke-Keating ascendency, the left-liberal
intelligentsia probably became too dependent on the government
for support…. what the government can give, the government
can take away. Just as the scope for action has increased in
recent years, so too has the need for action that is independent
of government and outside the framework of party politics,
which becomes ever more vital in these unpropitious times.’12

One promising approach is that of Policylink, a US advocacy
group that helps local community-based organisations to be
effective advocates for policy change, not only to help identify
the problems that need to be addressed, but to identify the
community-based organisations that have a lot to bring to
addressing those issues. Founder of Policylink and speaker at
the 2007 Communities in Control conference Angela Glover
Blackwell explained that ‘we work to help those groups to develop
their capacity to be effective advocates; we help them to frame
the issues in ways that build broad coalitions and then we help
them to negotiate for the sort of change that they want.’

It is impossible to deny that the entire range of funding systems for
community groups – government grants, philanthropic funding,
and voluntary contributions – is suffering from confusion, evasion,
and the accumulation of historical inflexibilities. Nonetheless,
financial reforms are not the most important challenge we face.
What is needed is more structural support for capacity building
and diversity in community organisations, not simply more
handouts, or more accommodating contracts.
There have been interventions that address these difficulties.
Meredith Minkler has drawn our attention to the Asset-based
Community Development approach (ABCD):
‘Rather than simply doing community-needs assessments, the
ABCD approach has us collaboratively mapping the capacities
of low-income communities. And it divides these capacities into
primary building blocks: things largely under a neighborhood’s
control like indigenous leaders and the talents of local residents,
community groups, churches and cultural organisations, and
secondary building blocks: those physically in the neighborhood
but controlled largely by outsiders, such as public schools, parks,
or vacant land. Once inventoried, assets like these then are used
by community groups in capacity-oriented community planning.’13
We need not despair about the possibility of communitydirected change, but we must also acknowledge that such
change cannot take place in a vacuum. What we need, as
Marmot and Wilkinson 14 have said, is for policy at all levels – in
government, in public and private institutions, in workplaces
and in the community – ‘to take proper account of the evidence
proving a wider responsibility for creating healthy societies.’

One problem is that the Australian law of charities might have been
designed to prevent any foundation from venturing into such areas.
To an extent, which is quite astonishing, what a foundation can
legitimately do is governed by whether its activities are compatible
with an English law written in Shakespeare’s lifetime. Whenever the
issue is discussed, as it was most recently in Australia’s 2001 Inquiry
into the Definition of Charities, it is pointed out that the present
system makes it very difficult for any new operation to gain tax
deductibility, discourages policy advocacy, and enables governments
to exert illegitimate influence on community groups.
On reflection, the previous government decided that this
was as it should be, and it set aside the report of the Inquiry
and left the system as it was. It is to be hoped that the new
government, which has already announced its intention of
removing gag clauses from not-for-profit funding agreements,
will see the benefit of reopening the debate.
More urgently though, is the call for the community sector
to re-examine its own practices. Yes, associations encourage
social inclusion, but there are still issues. Are our groups
accepting of differences? Do they celebrate diversity? Do they
involve the people they serve in the processes of governance?
Certainly, community groups can be forces for social inclusion
and can act to build the skills and civic presence of their
members, but do they all the time?
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Social exclusion can result from racism, discrimination,
stigmatisation, hostility and unemployment. Social exclusion
can prevent people from participating in education and training
or gaining access to services and citizenship activities, and can
be socially and psychologically damaging, materially costly, and
harmful to health.15 Not all Australian community groups have
taken their responsibilities in this area on board.
This is not an issue that has been widely discussed in this country.
Indeed, the annual Communities in Control conferences provide
one of the very few forums where such issues are regarded
as significant. For this reason, I shall be presenting to this year’s
Communities in Control conference, a discussion paper on
a governance code for the community sector.
Such a code, I believe, must be:
• Enabling
The basic requirement of a governance code is that it
ensures that power in an organisation is properly sourced
from the organisation’s own community, that it is not able
to be hijacked or hidden away, and that it is able to be
contested fairly within the rules.
• Responsive
The values of civil society are that it provides a counterweight
to power, it allows dissident views to be heard, and it gives
power to the powerless. These strong points also have to
be applied within the organisation. The power of the Board
has to be limited by the rights of all stakeholders, and by
the organisation’s responsibility to our society.
• Positive
The code should stress what Boards should actually
do. A long list of things Boards shouldn’t do leads to
caution, inertia, bureaucracy, and many other undesirable
organisational traits.
With this in mind, the draft code proposes these resolutions
(among others 16 dealing with more managerial matters), in the
areas we have been discussing in this article:
Accountability
While the Board may be directly accountable either to its
members or to the Minister or governmental agency that
appointed it, it is also accountable to those served by its mission.

Transparency
The Board should withhold, from public scrutiny, as little
information on its operations as is possible. All Board
deliberations should be open to the stakeholders and
the broader community except where the Board passes
a motion to make any specific portion confidential.
Community Responsibility
The Board should do its part to reduce systemic
social disadvantage in Australia. The Board should
work to encourage social diversity, access and inclusion,
community participation, and consumer participation
(where this is applicable).
The Board should take into account in its decision making, not
only the mission and maintenance of the organisation, but also:
• the rights and interests of the organisation’s users,
• the rights and interests of the organisation’s members,
• the rights, interests, health, safety, and wellbeing
of the organisation’s workforce,
• the interests of the community sector as a whole,
• the interests of the general public, and
• human rights locally and globally.
The Board should also be prepared to justify
its actions to all these constituencies.
Environmental Responsibility
The Board should ensure that the organisation actively works
to preserve the environmental sustainability of the planet in its
own practice, as a participant in a community of practice, and
as a participant in the Australian social discourse.
Diversity and Empowerment
The Board should ensure that its membership profile largely
reflects the composition of the Australian community. There
should be tangible efforts to increase the representation of
women, minority ethnic groups, underrepresented age
groups, people with disabilities and indigenous Australians.
Where services are provided by the community organisation,
the Board should ensure that these should respond to and
reflect the reality of Australia’s diverse community.

‘Community organisations have
the power to tangibly improve
population health. In this case,
what’s good for individuals and
what’s good for the community
is the same thing. Those with the
most social connectedness…have
lower mortality rates…Community
groups are the engines that drive
our ability to change behaviour,
reduce morbidity, expand life
expectancy and innovate change.’

and open conduct, embracing diversity, and a consciousness
of being involved in a common struggle for a more just
and caring society. Sometimes, however, we need to
be reminded of this.
In the draft governance code, I have tried to sketch out
the rules that seem to flow from those principles. Most
importantly, at this stage, it is a draft to get the debate moving
and I expect it to be completely transformed by feedback
at the 2008 Communities in Control conference.
At the end of it, I hope the Australian community sector
will have a flickering torch that can help light us through
the morass of politics, finance and marketing that faces all
community organisations in our shifting and surprising society.
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So what does it mean to be socially excluded?
For people with a mental illness this means
loneliness, poor or little self-confidence and
often underdeveloped social skills.
‘Social exclusion is more than just poverty, it sums up
a condition of being trapped and locked out of chances
to build a better future for each person and their family,’
South Australian Premier Mike Rann, 2002 .1
Social Exclusion
Society’s perceptions about mental illness are a significant
barrier to the inclusion of people with a mental illness within
our communities. There still prevails a public attitude that
people with severe and enduring mental illness should be
excluded from society – locked away in institutions and
hospitals, away from the rest of the population. This view is
often perpetuated by the media, who can support the stigma
and discrimination experienced by people with a mental
illness. Headlines such as ‘Schizophrenic knifeman free to go’, 2
do little to encourage our community to embrace people
affected by mental illness. Television shows featuring people
affected by mental illness as serial killers, paedophiles and
violent criminals continue to promote the view that society
is better off with people locked away and out of sight.

Concepts of citizenship and justice are regularly not extended
to those people managing the effects of a mental illness. ‘Recovery’
has been adopted as a new language to support the mentally
ill, but even then, health and service professionals have been
known to relegate this to their definition – and the barriers
that this brings with it. People’s ‘recovery’ is encouraged,
but it is to occur within the confines of the activities defined
as ‘appropriate’, for example, separate drop-in centres only
for people with a mental illness. Although a good option as
people start to re-enter society, this has been known to
become the only option for some people.
The reality for people who experience severe mental illness
such as schizophrenia and bi-polar disorder can be a life of
loneliness, isolation, and poverty. There is a lack of purpose
for many people – no reason to get up in the morning, no
motivation to get through another day. These feelings can be
exacerbated by the effects of medication and people can feel
slow, confused and often worthless. The symptoms of the
mental illness can also create significant difficulties such as
managing hearing voices, which can take much energy and
focus away from other daily opportunities.

Family members may circle closely, fearful of what may
happen should they drop their guard. The exhaustion and
worry experienced by families, often result in increased
caution, sometimes hyper-vigilance. ‘Normal’ risk-taking
behaviour of adolescents is halted early, adults are discouraged
from participating too actively in the community, siblings
can be resented for ‘taking’ too much parental time.
So what does it mean to be socially excluded? For people
with a mental illness this means loneliness, poor or little self
confidence and often underdeveloped social skills. In reality
this translates to people not accessing education or employment,
having little or no relationships outside of family, sometimes
not having family relationships at all and not being afforded
the right to gain full citizenship.
As noted earlier, one of the consequences of social exclusion
is the development of service- specific activities, which result
in people with a mental illness being ‘streamed’ into activities
that are only for people ‘like themselves’. These activities
may provide a stepping stone for people into the broader
community, but can often be the only experience that people
are provided access to – that is, their ‘social inclusion’ is limited
to certain groups and activities.
The UK’s Social Exclusion Unit document Mental Health
and Social Exclusion,3 notes five key reasons why mental
illness can lead to exclusion:
• Stigma and discrimination within the community.
• Low expectations of achievement by treating professionals.
• Lack of responsibility for social and vocational outcomes
by services.
• Lack of ongoing support to link to
and maintain employment.

• Barriers to community engagement, such as access,
housing and transport.4
The Social Exclusion Unit notes that much responsibility
lies with the service professionals, whose role should be to
address social inclusion by supporting people with a mental
illness to participate within their community. The report
recommends an action plan to decrease social exclusion,
which focuses on:
• challenging stigma and discrimination, and promoting rights
• highlighting the role of health and community services
in addressing social exclusion, through an active focus
in service delivery
• promoting employment options and linking people
to employment services, and
• increasing community participation through enabling
people and families to participate and develop areas
of interest of their choosing.5
All these areas are pertinent to Australia, and highlight the
need to begin to significantly target strategies to increase
social inclusion for people with a mental illness.
The South Australian Experience of Social Inclusion
The concept that people with a mental illness have the right to
be included within society, was raised as a real concern by SA’s
State Government. As an opposition party, they developed a
Social Inclusion policy, based in part on the UK social exclusion
model that was introduced by the Blair Government. Upon
winning government, the Labor State Government implemented
the Social Inclusion Initiative in 2002. This initiative focused
on a ‘joined-up’ approach in government, addressing a range
of social issues. The first three areas that the Social Inclusion
Initiative focused on were Homelessness, Drugs and School
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Retention (known as ‘References’).6 The Social Inclusion
Initiative has been managed through the Social Inclusion
Board, Chaired by Monsignor David Cappo, and via the
Social Inclusion Unit, which sits within the SA Department
of Premier and Cabinet.
In May 2002, Monsignor Cappo defined the agenda for social
inclusion through consideration of social exclusion; ‘we could
define social exclusion as the process of being shut out from the
social, economic, political and cultural systems which contribute
to the integration of a person into community’. 7 This definition is
consistent with the experience of isolation from one’s community,
that people with a mental illness experience and lends itself to
considering inclusion beyond a single target group focus.
In 2006, Premier Mike Rann addressed concerns regarding
services to people with a mental illness in SA, by charging the
Social Inclusion Board with the role of developing a five-year
mental health plan. The basis for this was the need to ensure
a higher quality of life for people with a mental illness living
within the community, through the development of a better
mental health system in South Australia. The system to date
had been bed-based, with many people being held within
our psychiatric institution (Glenside Hospital) for many years.
The Social Inclusion Board consulted extensively and
developed a number of Advisory Panels, which then formed

an overarching Reference Group. Through this process,
the Action Plan ‘Stepping Up’ was developed. ‘Stepping Up’
considered issues related to social inclusion, with a key finding
from consultations being that ‘people with severe mental illness
continue to be socially excluded.’ 8 The Action Plan went
on to note that its aim was ‘to progress the aspirations for a
meaningful life repeatedly articulated to the Board by people
with a mental illness.’ 9 The Plan also concluded that although
recovery was an important concept, its definition was varied,
but ‘if recovery means developing new meaning and purpose
in one’s life and knowing that one belongs, then that is what
the Board intends for mental health reform in South Australia.’ 10
Following the release of the Action Plan, the State Government
has responded with a plan for implementation of the 41
recommendations of ‘Stepping Up’. The government’s
mental health reform agenda will result in an increase in social
inclusion of people with a mental illness, as the service system
is developed to support community engagement, and enhance
opportunities to develop skills, gain employment and develop
meaning in one’s life.
Conclusion
The evidence from the South Australian Social Inclusion
Initiative is that achieving inclusion for people experiencing a
range of social disadvantage is possible. Although the Mental

‘Recovery’ has been adopted as a new language to
support the mentally ill, but even then, health and service
professionals have been known to relegate this to their
definition – and the barriers that this brings with it.

Health Reference is still relatively new, the commitment
of the State Government to a policy and operational
approach which increases social inclusion is unwavering.
The importance of social inclusion for people affected by
mental illness is not in question. The methods and strategies
to achieve this outcome require a long-term commitment of
government, health services, service professionals, families,
friends and most importantly, the Australian community.
Note: Dorothy Belperio was a member of the Social
Inclusion Mental Health Reference Group that met
throughout 2006.
FIND OUT MORE. Recently Richmond Fellowship
Victoria and South Australia officially became Mind. Find
out more about their work: www.mindaustralia.org.au
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Episodes of mental illness in a person’s life, whilst a
highly individual experience, impact on the common
areas of relationships, community connection and
identity, self-esteem and economic independence.
Combined with this are the potential and varying
side effects of medication.
On behalf of the Eastern Access Community Health (EACH)
Training working party1 and the twelve students who began their
Certificate I in Asset Maintenance (Cleaning Operations) on
4th February 2008, I would like to express our pleasure at this
opportunity to discuss the vocational model – EACH Cleaning,
which is being piloted by EACH in the first six months of 2008.
The model – or EACH Cleaning – is an adaptation of the
intermediate employment model implemented by the
Brotherhood of St. Laurence.2 Many thanks are due to
their staff for their time and sharing of information as we
explored the process of establishing EACH Cleaning:
the first of the dots to be joined!

EACH Participants

Having identified that the intermediate employment model
could form the basis of EACH Cleaning, our second step
was to identify and develop strategies to support individual
rehabilitation pathways and social inclusion. The resultant
strategies documented in this discussion are based on the

integration into the model of the mental health promotion
processes of direct participation, community strengthening and
program monitoring and evaluation.3 Firstly, this article outlines
the vocational rehabilitation pathway provided by the EACH
Cleaning and secondly, shares the strategies that have been
implemented to support social inclusion, freedom from
discrimination and access to education and employment.
Developing EACH Cleaning:
Joining dots within the organisation
EACH cleaning is a program of Each Employment Services (EES)
and is managed through a partnership between EACH Training
(RTO) 4 and EACH Vocational Services, with strong links to
the Groundwork Employment Program.5
EACH Training (RTO) manages the delivery of the National
Qualifications in Cleaning Operations 6 and the implementation of
strategies designed to facilitate the individual’s direct participation
in learning, assessment and evaluation processes.
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EACH Vocational Services manages the establishment
of traineeships with the wider organisation, the establishment
of networks with local employers/businesses and the
management of the cleaning contract.
Groundwork Employment Case Managers (ECMs)
support clients into the model at the identified entry points,
and then into open employment at the identified exit points.
This model is aimed to lead to open employment and a
continual flow of trainees and students through the course
is fundamental to its operation. (See diagram 2).
As can be seen from Diagram 2, entry level into EACH Cleaning
can be at Certificate I or Certificate II level, however for the six
months of the pilot, entries are occurring at the Certificate I level
to allow for evaluation of the complete training and employment
pathway. After the pilot, the program will be run as a communitytraining program from July to November 2008 and people may
access the second entry point as in-service training,7 or be
referred by other DEN providers.

Given that the people participating in the pilot are beginning at entry
point 1, there are flexible pathways open, either to complete units
of competency, or one or two national qualifications.8 For people
who continue to the Certificate II level the options are to enroll
as a student with a work placement,9 or to apply for one of six
traineeships that are being offered by EACH Cleaning to service
the cleaning contract held by Vocational Services.
This contract is for the cleaning of the EACH Manvantara and
Charter Street sites and trainees will be involved in 15 hours
on-and-off job training from April to June and then will be
supervised throughout the remainder of their traineeships by
Vocational Services – with an expectation of movement into
open employment six to eight months into the traineeship.
Having stepped through the structure of the vocational pathway
of EACH Cleaning, the second section of this article documents
the initial strategies that have been built into the design to
facilitate the engagement of people managing mental illness into
a vocational education and training (VET) model. Please note
that this is a pilot and it will be adjusted and refined as people
feedback their experiences and suggestions to the team.

Diagram 02: Individual training and employment pathways – EACH Cleaning

2nd entry point

>

1st entry
point

>

Groundwork clients
supported by ECMs

>

Certificate I Asset Maintenance
(Cleaning Operations) RTO:
January – March EACH Training

>

Certificate II (AM/CO) Traineeships
within EACH RTO: April – June
Vocational Services

>

>

1st exit point
Groundwork client back to Case
Manager/Client to Employment

2nd exit point
Job in open market
ECM’s support

Community strengthening through increasing mental health literacy in local employers

Facilitating Engagement in EACH Cleaning
Episodes of mental illness in a person’s life, whilst a highly individual
experience, impact on the common areas of relationships,
community connection and identity, self-esteem and economic
independence. Combined with this are the potential and varying
side effects of medication. Whilst they may help to stabilise mood
and thought processes, medication may paradoxically create
barriers to learning through blurred vision, tremors, reduced
concentration, confusion and short-term memory loss.10
A further barrier to engagement in education and training that
occurs in the general population of adult learners is that of
anxiety, which is often more evident for people recovering from
mental illness due to the residual trauma of their experiences or
the core mental health issue they are managing. The strategies
which have been implemented to address these barriers – and
therefore facilitate people’s learning – are actioned in the areas
of community strengthening, program monitoring and evaluation.
Direct Program Engagement involves:
• audio taping of all sessions with multiple download options
• large font, black on white, and minimal clutter
on all course information
• engagement of a specialist tutor to support adaptation of the
language, literacy and numeracy requirements of the training
• the capacity to develop individual learning support plans
• evaluation of Certificate I by external medical students
to talk with students on the perceived benefits/barriers
of medication with respect to their learning
• information sessions which are open to potential students as
well as case managers and other nominated support people
• the orientation to the training environment prior
to commencement
• the implementation of Certificate I as a pre-vocational course
enabling people to gain confidence, information on their
learning styles and to adjust to a vocational learning environment
• encouragement of open communication and student
peer support.
Community Strengthening
Along with the delivery of training, the following strategies
will be implemented in order to build the capacity of the
community of local businesses and employers through:

• workshops for employers and local businesses to aid their
understanding that disturbances in mood, thought and
perception affect people with mental illness, and that this
impacts an individual’s cognition, behavior, self-esteem
and the ability to manage everyday life,
• secondary consultation on mental health for employers,
• the design of the workshop model to involve a participant/
student in a community education position,
• the development of employment pathways
through industry consultation, and
• placement of graduate students in local employment.
Monitoring and Evaluation
In order to evaluate and implement further adaptation of
the learning environment, training delivery and assessment
processes, a data collection plan has been developed to provide
feedback on the current learning and assessment strategies and
student support strategies. The data collection points are at the
end of each unit of competency, each course and training year.
The data collection tools will involve feedback from focus
groups, client satisfaction surveys, and case studies to capture
information on the model’s capacity to provide appropriate
training and employment outcomes. Input will also be sought
on the effectiveness of the evaluation process.
Conclusion
Although this discussion of EACH Cleaning has occurred with
the model being in its initial stages of implementation, I hope
that it has been of value to readers in regards to advocacy for
the rights of people managing mental illness to participate in the
workforce and access to vocational training through a process
that recognises the impact of mental illness.
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I must confess that I don’t really know my neighbours as much as I
would like to and I’m not sure where the problem lies. Is it because
these days, many people are ‘unneighbourly?’
How many of us actually know our neighbours? Do you
know your next-door neighbour? Or do you know other
neighbours in your street or suburb or community? Although
most of us would probably be able to answer ‘yes’ to one
of these questions, really knowing – on any meaningful
level – our neighbours is getting increasingly difficult.
I must confess that I don’t really know my neighbours as much
as I would like to and I’m not sure where the problem lies. Is it
because these days, many people are ‘unneighbourly?’ I don’t
think I’m a bad person and I seem to be well liked, including
locally. And it’s not that I haven’t been living where I am long
enough. It’s just that, as a community, people don’t seem to
have the local, natural ‘meet and greet’ networks they used to.
For example, in village life of old, pretty much everybody
knew everybody. I suppose this was both a plus and a minus,
but I think, for those with mental health issues, it was really a
plus. In the past, people with mental health issues or poor and
marginalised people, in most cases were accommodated for
as a part of the community. Yes, there were sanatoriums and
asylums (in fact, the bigger ones haven’t been developed since
about the 18th Century),1 but otherwise, society did not have
effective mechanisms for sorting out and categorising people.

Back row middle, James Kelso (author of article) with his neighbours.

Whilst it is true that in the era of deinstitutionalisation, people
with mental health issues were back on the street in most
cases, I’m not sure whether or not this has actually led to the
sorts of outcomes it might have in a more utopian world.

But, not specifically referring to mental health, why is it that
nobody knows anyone else locally? There was an article
in the newspaper, which talked about a man who started a
‘neighbourliness campaign’. It was based on his contact with
a very active and neighbourly elderly man, and on his hearing
of a story of the body of an elderly woman who died in her
home and went unnoticed for two years.2 Another article
quotes the story of 64-year-old Sydney man Jorge Chambe,
who died alone and was not discovered for one year.3
There are also numerous examples of neighbours being
distinctly ‘unneighbourly’ and getting into prolonged and nasty
fights over things such as home renovations, overgrown
plants, annoying behaviour, verbal abuse and noise.4
And what is it with the 17th Century English proverb Good
fences make good neighbours? In some cases this is true,
although it is mostly meant metaphorically. The proverb
did not say anything about fences being so high that either
neighbour has to look up into the heavens to see the sky
over them. I believe that high fences get in the way of any
chance of properly getting to know our neighbours. They
might not be as bad as you think. At least give them a chance!
Or otherwise, apply the proverb Choose your neighbour
before your house and your companion before the road.
Because of these problems and public distrust in the unknown,
nowadays many Melbourne councils are investing considerable
resources in getting a sense of neighbourliness back in the
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community, with council-funded street parties as an example.5 It
seems that the larger a city, organisation, or school becomes we
have fewer opportunities to interact. This might seem the logical
conclusion, but in fact, communication becomes more disparate
and difficult and people become distant and mistrustful.
Nonetheless, with a bit of effort, and an acknowledgement of
the problem, I believe this can be overcome with benefits to
us all. At least our neighbours have one thing in common with
us: location! This may mean that we are more likely to be of
a similar income level, socio-economic status and maybe even
have similar interests. In any case, with location being similar,
there are naturally other things in common: the local shopping
strip, new buildings going up, local businesses such as chemists,
post offices, newsagencies and supermarkets. If all of these
topics of conversation fail, there is always the weather, which
can vary from suburb to suburb. All in all, it really shouldn’t be
that difficult to find something to talk to your neighbour about!
I find that often the elderly citizens in the neighbourhood are
more ‘neighbourly’. They’re more likely to give you some
time and more likely to be abreast of local issues. Having a
conversation with an older person may be a good place to
start, however this is far from an excuse for everybody else.
Jane Austen, author of Pride and Prejudice, states ‘For what
do we live, but to make sport of our neighbours, and laugh at
them in our turn?’ 6 Although Jane Austen was a great writer, she
was not really known as being the most socially egalitarian and
reasonable of authors. A quick wit may draw praise for its bite
and acridity, but I do not believe that this quote is a good model
for basing harmonious neighbourly, or social relations on. In fact,
if we all laughed at our neighbours, we may find that they are
laughing at us as much as we think we are laughing at them.

If we genuinely did live in a ‘neighbourly’ community, we may
find that demand for mental health services was decreased.
I believe this could be particularly helpful in a ‘preventative’
role. In that great and classic Australian film, Crocodile Dundee
(1986), Paul Hogan (Michael J. ‘Crocodile’ Dundee) meets
the character played by Linda Kozlowski, a young New York
journalist doing a story on the Australian bush. After a trip
to the Australian outback, Dundee and Kozlowski attend an
upper-class cocktail party in New York. Kozlowski reports
that a woman who is having problems in New York is seeing
a psychiatrist. Hogan says ‘Why? Doesn’t she have mates?
Out in Walkabout Creek, if you’ve got a problem, you just
tell Wally (the tour guide), he tells the whole town. Get it
all out in the open and there you go…no more problem!’
In big cities with frosty neighbours, this sort of communication rarely
happens. I am not saying that taking problems like that to a huge
community is sensible, as it certainly is not. However, if neighbourly
and community bonds are developed, then at least it should be
possible for neighbours to talk to each other when they want to.
Then the person may be able to be put into a network of people
who can help them, towards professionals who can help them and
others who can help them socially. Without adequate neighbourly,
family, and social relations, none of this can happen. By all means
confidentiality should be assured, but a trusted neighbour is a true
friend, different and unique to any other.
Why is it, then, that our sense of local ‘community’ has been
lost, almost to the point of oblivion, over recent decades?
Perhaps the decline of local churches had something to do
with it; maybe it was the ‘privatisation’ of social contact with
others, as more and more of our social contacts stem from
our work. But this is hardly ‘come one, come all’. For one,
not everybody works. About half of the population is not in

Through having an effective local network of friends, family members,
colleagues and known people, which can be helped no end by some
sort of organised structure such as meeting places to keep the whole
community together, I believe we could be well on the road again to
a healthy community for all.

the workforce.7 In fact, although the ubiquitous ‘barbeque’
has become an important form of social bonding in Australia
in recent years, it does usually – by definition – have ‘private
membership’, that is, it is open only to those invited.
Shops are no longer run by small, long-standing family
businesses. In many cases, people move house more often, and
businesses open and close often too. In fact, the casualisation
and corporatisation of the workforce has meant that the
likelihood of having any personal rapport with the person
who serves you in McDonald’s or Safeway is pretty low.
People with mental illnesses, poor and marginalised people
need this personal contact on a daily basis. Often, they may
have no-one to have a meaningful exchange or conversation
with all day. Hence, support workers at mental health
organisations come in to ‘pick up the pieces’, and it is not
an easy job. People with mental health issues face immediate
ostracism from society, and not necessarily because of their
mental health issue. In many cases it is not noticeable – or
only marginally so – and even that could be put down to
other reasoning mechanisms.
But the point I am trying to make is: People (say) with mental
health issues often face far greater problems in society than just
their mental illness. The fact that they have a mental illness will
almost always have wide ramifications. The ability to have and
hold down work is perhaps the most obvious one, which in
turn has an obvious link to income level. Few consumers of
mental health services in the area mental health system do
not receive Centrelink benefits, and often little or no other
income. This, in turn, may mean that housing is sub-standard,
cramped, unpleasant, or dangerous. Owning a car is difficult
or impossible. The likelihood of meeting a partner, and thus
starting a family, is also reduced for these and other reasons.
All in all, it is fairly easy to see why many people with mental
health issues do not come across as ‘normal’ but I speculate
that it is just as much due to the economic and social situation
that this produces as the mental illness itself.
Nonetheless, some issues can be overcome. Through
having an effective local network of friends, family members,
colleagues and known people, which can be helped no end
by some sort of organised structure such as meeting places
to keep the whole community together, I believe we could
be well on the road again to a healthy community for all.

So many mental health problems in society could be prevented
by a bit of pre-emptive neighbourliness and community! Look
for ways to get to know your neighbours, involve yourself in
your local community, look out for people in need and don’t
dismiss or disparage the less fortunate. Perhaps the onset of
widespread depression and massive mental health problems in
post-industrial, post-modern Western society was started and
perpetuated by nothing more that a lack of neighbourliness,
conversation, and people reaching out to help others.
At ARAFEMI, a PDRSS in Hawthorn, Melbourne, I work as
a consumer consultant. This involves interacting between
consumers (from particularly our Home-Based Outreach
service), staff and management of ARAFEMI. Here, we put
their issues on the map and introduce consumer feedback,
the consumer ‘voice’, policy making and management of the
service. One of the means in which we do this is through the
development of a Consumer Reference Group (CRG), which
meets regularly to discuss feedback and issues of importance.
However, perhaps not completely ironically, the CRG has
turned into something of a community itself! Consumers
come on a regular basis and the group has been operational
for nearly two years. Many of the consumers (clients) are
consistent attendees, and have now got to know each quite
well. Joint activities have been worked on, consumers have
given talks and received presentations and there is always
a friendly rapport during the meetings.
This is what community building is all about. Whilst this article
mostly focuses on ‘local’ (geographic) community, based on
place of residence, there are of course many other forms of
community available, all just as valid as each other. In fact, most
of us are probably (knowingly or unknowingly) members of
several different community networks. I hope that through
this article I have added to that the importance, which I think
is due to that oldest and most immediate form of community,
local community and all other sorts of community stem.
References
1
Roy Porter, Madness: A Brief History (New York: OUP) 2002, Chapter 5
2
Herald Sun, 13 March 2007, p. 11
3
Christopher Bantick, ‘Mending the Back Fence’, Herald Sun, 11 January 2008 p.33
4
Ibid.
5
Herald Sun, 13 March 2007, Page 11
6
Christopher Bantick, ‘Mending the Back Fence’, Herald Sun, 11 January 2008 p.33
7
http://www.abs.gov.au/AUSSTATS/abs@.nsf/mf/6202.0?OpenDocument

37

newparadigm Autumn 2008
Psychiatric Disability Services
of Victoria (VICSERV)

Sounds in the
City of Port Phillip
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‘If I had not had the courage to attend the first
workshop… I would not have entered a songwriting competition, recorded my first EP or
performed at lots of gigs including being paid
as a professional performer.’
In recent years, the Victorian Health Promotion Foundation
(VicHealth) has supported a wide range of projects under
the Community Arts Participation Scheme. Although most
of the funded projects provide opportunities for the wider
community to connect socially and creatively to promote
good mental health, some projects including the Mental
Health Music Network are providing arts-based opportunities
for those already living with mental health problems. In
2007, VicHealth sponsored the Community Development
Award for the Melbourne Fringe Festival, which was won
by Crisis & Rhapsody, a collaboration between RAG and
SPARC theatre companies and presented at Theatreworks
in St Kilda. How did these projects come about and what
do they achieve? Who pays for them and who participates?

Crisis & Rhapsody. Photography by Fiona Brook

The Mental Health Music Network (the Network) was
established in mid-2006 and is funded by state and local
governments, corporate and philanthropic funding bodies
including the Australia Council, VicHealth, CityWide Multicultural
Mental Health Australia, the Australian Business Arts Foundation,
the Sidney Myer Foundation and the City of Port Phillip.

The City of Port Phillip also supports four projects under
its Access Arts initiative, which is managed by development
officer in the Arts, Festivals and Heritage department of the
Council Cathy Horsley. The projects are funded by the local
government, usually in partnership with others, including
Victorian government agencies, the Australia Council, ARBIAS
(Alcohol Related Brain Injury Australian Services) and Learn
for Yourself – a local community education organisation that
provides supported and affordable learning opportunities to
people who may not otherwise be able to access them. The
current projects are RAG Theatre, the BiPolar Bears, SPARC
Theatre and KickstART Contemporary Art.
Horsley believes the success of the programs is due to
the quality of the artists who facilitate them. ‘I believe we
have some of the best; the most experienced and creative
community and cultural development workers working
on our projects. It’s extremely important if you want a
good process and a fantastic outcome.’
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Phil Heuzenroeder, co-founder of the Network with Cathy and
also leader of the City of Port Phillip band the BiPolar Bears says
‘professional artists play a vital role in facilitating music workshops,
event management training and the coordination, development,
funding and networking of the organisation.’
Generally the groups meet weekly, which is important because
many of the participants have problems with memory, energy
and concentration. Moreover, continuity is critical in providing
people with a sense of place for people who often have no
other ‘place to be’ during the week. It also offers the scope
to make real friendships and relationships. The frequency and
regularity gives participants the option to drop in and out as
they need, the capacity to welcome new people throughout
the year and a good selling point for the Network in generating
potential members.
Heuzenroeder deems music to be a pervasive and ubiquitous
art form in our community and a powerful connector between
people. In his experience, many people living with mental
illness express their interest in both the musical and the
social aspects of being creative through the art form.

Network participant Virginia says ‘I hear a lot of people say
that there’s a real fear of being left alone, fighting this illness
on their own and living and dying alone. That’s why I think
the Network is unique, because it offers people the chance
to not be alone, to be in this together…The council is also
supporting us and that is very uplifting… and we are important
enough to receive this support.’
Heuzenroeder also thinks that the most significant success
of the Network is the subsequent paradigm shift from the
dominant institutionalised worker/client model to one of
peer-based implementation, learning and direction. And
this is teaching project workers and community decision
makers about the power of the arts and its ability to transform.
Network member Kerrie Morgan sums it up with words
of appreciation to the project team:
‘Thanks from me on behalf of all of us ‘mentally skilled’ lot,
because not only is the work of people like you invaluable,
the attitude is what will create the wave of change required
to enable people like me to be seen as, not only equal, but
also as bearers of gifts – special stuff we can offer society –
that make a community rich.’

…continuity is critical in providing people with a
sense of place for people who often have no other
‘place to be’ during the week. It also offers the
scope to make real friendships and relationships.

Another success includes the regular opportunity to perform,
which provides momentum and impetus among participants
to work towards shared goals, especially high-quality outcomes.
This requires the players to understand and embrace the required
commitment to achieving these goals. Public performances not
only validate the contribution of participants, they also provide
them with a voice in the community. ‘It is imperative that the work
of this company be truly apparent in the community. It’s the
positive voice of mental illness’, says RAG Theatre member Helen.
The projects are evaluated in a range of informal and formal ways,
such as through the Leaders Group, which meets regularly to
discuss experiences and observations. Feedback is also achieved
through evaluations with group members, and through anecdotal
feedback from participants, artists, external stakeholders and
partners. Sometimes the stories about how the projects change life
experiences can be quite astonishing, even for the group leaders.
Network member Heidi Everett says, ‘If I had not had the
courage to attend the first workshop…I would not have entered
a song - writing competition, recorded my first EP or performed
at lots of gigs including being paid as a professional performer.
I would not have been on radio, in the paper or had Andrew
Denton tell my story in his documentary on mental illness. I
would not have found hope for myself. I wouldn’t belong anywhere,
I would not have anybody that I could call a friend and now
I know I have people who love me.’
While securing ongoing funding for the projects is always
a challenge for the organisers and leaders, the projects are
still well under way with new programs and full performance
schedules for 2008. Watch out for performances during
Mental Health Week, at the Melbourne Fringe Festival and
for a possible tour by the BiPolar Bears to promote their EP.
(Many thanks to Cathy and Phil for the information
they supplied for this article.)

For more information on the
projects, please contact:
Cathy Horsley
Access Arts Development Officer
City of Port Phillip
Phone 03 9209 6530
Email chorsley@portphillip.vic.gov.au
Phil Heuzenroeder
Founder and Co-ordinator of Wild@heART
Community Arts Inc.
Phone 0402 821 428
Email phil@mentalhealthmusicnetwork.net
Full details of the Mental Health Music Network are
available at: www.mentalhealthmusicnetwork.net
FIND OUT MORE. You can purchase Heidi
Everett’s CD Two Dimensional through the Psychiatric
Disability Services of Victoria (VICSERV) bookshop.
(Refer to page 64)
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Duty of Care in
a Culture of Risk

Ilana Jaffe, Advanced Skills Practitioner, Hanover Southbank

POLICY,
RESEARCH
AND PRACTICE

There needs to be a response to the perceived
lack of conceptual meaning and professional
engagement when it comes to thinking critically
about risk and social work.
It has been suggested that ‘solutions require perceiving
the problems as being those of the system and not the
people themselves’ (Gardner, 2004).
The concept of risk is one of the most significant in modern times,
as despite unparalleled degrees of social stability and affluence,
one can see within our society, acute personal insecurity, anxiety
and change. With the introduction of new technologies and the
emphasis on efficiency and productivity, society has emphasised
the minimising of risk and reduction of harm. Within such a risk
context ‘a society will ultimately be judged by the way in which
it treats its most disadvantaged members’ as the ‘impact of
risk society bears heavily on those least able to negotiate its
uncertainties and insecurities’ (Australian Council of Social Service,
2005; Webb, 2006). As a consequence, policies, programs,
practices, and procedures across many domains are ‘being shaped
not only by organisational objectives and professional knowledge,
but also, increasingly by the need to manage identified risks’
(Green, 2007). In the field of psychiatric disability support, this is
especially evident as the problems experienced by many of our
service users not only place them at risk – of homelessness and
problematic drug and alcohol use – but also construct them as
risks to the community.

Systems have become increasingly divided and segmented with
greater emphasis on specialisation as a means of managing risk.
However, this creates service system risk when clients access
multiple services. The Multiple and Complex Needs Initiative
(MACNI) has been introduced by the Department of Human
Services (DHS) to address service system complexity and
managing risk in our current culture. This paper will explore
risk and the ‘risk society’ and how these concepts are ultimately
shaping the social welfare system. The paper will then focus
on the MACNI as a possible way forward in conceptualising
and managing risk.
Risk Society
‘Risk is perceived as the dominant material and epistemological
reality of the contemporary world’ (Reddy, 1996).
It has been suggested that ‘risks have reached a new level of
significance, or at any rate that collective consciousness of these
risks has reached an unprecedented pitch’ (Beck, 1992). Beck
(1998), interestingly, commented that risk always shifts the focus
away from the present to the future. The current Australian
Standard defined risk not only in adverse terms, but also as
possible events, which may have some influence on goals and
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outcomes (Standards Australia International, 2004, cited in
Green 2007). Indeed, the related concepts of risk, protection,
and resilience have emerged as constructs for conceptualising
societal functions and all take their place in the complex regulatory
frameworks constructing risks and risk responses. Writers have
also coined the term ‘risk society’ as a means of understanding the
complexity of risk and its contribution to shaping our current
systems. According to the sociologists Beck and Giddens, ‘risk
society’ or ‘reflective modernity’, is when ‘unexpectedness
conditions the very structure of events and circumstances’
(Beck, 1992; Giddens, 2000).1
Any explanation of the nature of social work is dependant on a
close reading of risk as a significant feature of modern societies.
The fact that individuals and families are vulnerable to a wide
range of social, economic and other risks, and that ‘collective
action is needed to help reduce and manage these risks, has
long been an important theme in social-democratic thinking’
(Quiggin, 2007). However, the ‘risk society’ concept describes
the systemic evolution in individualistic rationalities of governance,
which have replaced the ‘paternalistic welfare state’ and its
‘universal social services’. Thus, rather than deal with problems
through state-auspiced interventions that expose the government
to ‘unpredictability, cost, and the possibility of failure, governments
are able to limit their exposure and govern at a distance,
through a multitude of contracted agencies and their expert
risk managers’ (Green, 2006). As Webb (2006) pointed out,
this ‘governing at a distance’ requires social workers and other
professionals to act increasingly as risk managers in a multitude
of sites and programs.
This concept ‘designates a developmental phase in modern
society in which social, political, economic and individual risks
increasingly tend to escape the institutions for monitoring and
protection in society’ (Webb, 2006). Subsequently, concerns
have been raised about ‘the widening divisions and inequalities
in Australian society, an increasing burden on individuals to

cope with new uncertainties and risks, and a questioning of
the balance between reliance on the market as a distributive
mechanism and a role for government in risk prevention’
(Webb, 2006). As a result, ‘contracts and partnerships are
now very significant in constructing social workers’ practice,
bringing with them fragmentation of functions, highly
specific unit costs, detailed administrative requirements for
accountability, and responsibility for new risks’ (Green, 2007).
Risk governance increasingly regulates populations and individuals
who fall outside the safety net of ‘normalised society’. The social
work field offers protection and security in the face of contingency,
uncertainty and complexity. According to Webb (2006), from a
political viewpoint, risk is understood as a form that undermines
traditional practices of value and relationship building. Risk
regulation has come to ‘dominate social work’ and ‘the handling
of risk is increasingly displacing need as the focal point and
justification for intervention’ (Webb, 2006). Webb (2006)
subsequently wrote that ‘current social work has sunk into
a ‘managerialism’ that is increasingly afraid of the complexity
of risky situations and has become highly defensive’.
Parton (1996) argued for the re-emergence of ambiguity
and uncertainty as constructs, as areas of practice where
social workers have historically been regarded as more skilled
(Parton, 1998). As practitioners we need to place social work
within the broader macro-political and social policies of
governance, whilst still working with the individual at the micro
level. Webb further argued that ‘the return to ethics should
be a major theme that characterises social work’ and refers
to this as ‘the practice of value’. If risk society necessitates a
life without guarantees, welfare institutions require an ethical
framework that acknowledges the continuity of care, recognition
and strong values. Instead of trying to extend the ethical remit
of social work into the political realm, it is argued by Webb
that the ethical in social work emerges as a fragile but necessary
response to the politics of neo-liberal risk society.

An understanding of the
intricacies of the Victorian
service system must
include the historical
context as well as the
increasing pressure to
‘manage risk’.
The Service System
An understanding of the intricacies of the Victorian service system
must include the historical context as well as the increasing
pressure to ‘manage risk’. Currently the Victorian Human Service
System has developed functional specialisation2 for service delivery
for greater economic efficiency, but also as a means of managing
risk. It has therefore been seen that services have developed
specific organisational capacities and limit the extent of their
responsibility. In theory risks are minimised as the primary service
is able to ‘refer out’ for service support, which is beyond their
capacity. However, what is often the consequence is that the
services do not adequately support the individual and their needs.
Additionally, it has been seen that there is a lack of collaboration
between program and service areas; barriers of access to services
including inconsistently applied eligibility criteria; concerns by some
service providers about the resource and time-intensive nature of
addressing the complex issues for some individuals; and problems

with coordination and integration of services (DHS, 2006). This
has come to be understood as ‘silos 3 or barriers’ and creates its
own culture of risk, which then plays out in each individual service
(Scott, 2000). These contexts are ‘unregulated work sites,
confronting human need in complex configurations that involve
the interaction of a range of voluntary and statutory services’
(Green, 2007). In these contexts, the relationship between risk
and practice is truly complex, unpredictable and contingent.
For many vulnerable individuals ‘effective responses necessarily
involve multiple services spanning across several disciplines,
program areas and service organisations’ and conversely
involvement with multiple services demonstrates the individual’s
added vulnerability and the complexity of their needs (Thomson
Goodall Associates Pty Ltd, 2002). It has been argued that health,
education and social care are closely inter-connected. Any
attempt to separate them will lead to fragmentation, increase in
risk for the individual and poor quality of service provision and can
therefore generate considerable structural barriers for vulnerable
individuals (Bammer, 2005; O’Neal, 2005; Vostanis, 2005). This
experience increasingly defines the practice context for social
workers, ‘now having to resolve competing professional,
administrative, ethical, and political interpretations of their client’s
freedom and choice, while managing objective dangers and
identified risks in complex community settings’ (Green, 2007).
Therefore, service provision is considerably fragmented
due to the multiple needs of individuals, the involvement of
many different services, and the subsequent lack of a strategic
framework and service collaboration. Inherent in the desire
to achieve better outcomes for these individuals, is the tension
between having sufficient specialist expertise to deal with the
nature and intensity of each of these needs while providing
services to clients, which are coherent, viable and respectful
of the whole person. This tension may need to be better
understood before solutions can be fully effective.
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… concerns have been raised about ‘the widening
divisions and inequalities in Australian society, an increasing
burden on individuals to cope with new uncertainties
and risks, and a questioning of the balance between
reliance on the market as a distributive mechanism
and a role for government in risk prevention’.
Key Exemplar – The Multiple
and Complex Needs Initiative
‘Services often say “if only we could do this,” well the
Initiative is the “if only” (MACN Panel Member, 2007).
Conceptualisation of ‘complexity of need’ and ‘risk’ has only
recently occurred at a public policy level (Dalton et al. 1996).
Certainly, ‘there has been an awakening that the seemingly
intractable social issues need a more contemporary solution
rather than using all our energies on maintaining the status quo’
(Henry, 2006). Not one service provider can reasonably expect
to provide an adequate response to these individuals. Such a
response is more likely to result from a range of providers
working collaboratively and sharing expertise (Victorian Government
Department of Human Services, 1999). As a consequence of the
aforementioned situation in the Victorian service system, policy
and program development has increasingly supported the need
for integrated, comprehensive, co-ordinated and collaborative
cross-sectoral practice when working across micro and macro
levels of intervention (Absler, 2006; Keene, 2001).
In early 2002, DHS, due to concerns raised by service
providers primarily around the aforementioned issues,
undertook research into this area and consulted with a

number of reference groups and key professionals in the field.
As a response to this growing concern, DHS established the
‘Multiple and Complex Needs Initiative’ (MACNI). The
Initiative aimed to develop a collaborated response for the
multiple services involved with individuals with multiple and
complex needs. The Initiative operates where no service
model or service solution currently exists and only considers
‘those people at the extreme end of the continuum of complexity’
whose issues span across the domains of mental and physical
health, emotional and behavioural functioning and cognitive and
educational achievement (DHS, 2006). It was thought that if
such an Initiative was successful in creating better outcomes for
those clients considered ‘complex’ by the service system, the
ideas and concepts behind this initiative would then be ‘rolled
out’ to the rest of the service system.
The Initiative provides a tertiary treatment response; a service
that cuts across the matrix of silos in order to provide an
integrated response. In doing so the Initiative identifies ‘the
problem’ as not so much as the complex needs of a person,
but of the system and the way in which it has responded to
them (Gardner, 2004). The Initiative encourages services to
disclose information about shared clients, as one mechanism

of combating the fragmentation of service delivery. Within
the Initiative it should also be noted that there is no element
of compulsion as the Act adopts a reverse approach with an
‘opt out’ provision in which a person is not asked to consent
but can refuse.4 Indeed, the Initiative appears to be a means
of ‘testing the waters’ before potentially incorporating it into
mainstream practice (Absler, 2006; Bammer, 2005; Gardner,
2004; Giddens, 2000).
Governments and the media are focused on adverse outcomes
and ‘both require precision in the identification of who is
responsible’ (for the ‘mistake’ (Green, 2006)). In this context,
controlling the identification of risk takes on ‘strategic and
political significance because it designates just which person
or institution will be responsible and accountable if risks were
realised’ (Green, 2006). The Initiative, therefore, ‘takes
responsibility’ for managing the risk. There is a decline in
trust in many of society’s institutions, especially the welfare
sector, thus the purpose of the Initiative managing the risk,
is to reinvigorate trust between organisations.
Conclusions
The issues of complexity and risk have been interwoven
throughout this paper, as the aim was to encourage an
improved understanding of such concepts and how they
can contribute to the development of a modernised social
democratic model. This leads us to consider how we as
a community can best address this complexity which has
developed in order to prevent other individuals becoming
caught in the same cycle. The MACN Initiative, while
not a panacea, is a first step towards future responses.
Recommendations for managing such risk, emphasised
the importance of providing a more holistic response for
the individual through having specialist services for a depth
of expertise, accompanied by collaboration and integration
of services for a breadth of delivery. This response appears
not only to be necessary, but also to be able to deliver the
type of service that most welfare agencies wish to provide.

There needs to be a response to the perceived lack of
conceptual meaning and professional engagement when it
comes to thinking critically about risk and social work.
Further analysis and formulation of risk social policies and
examination of existing knowledge is required leading to new
pathways for the study of the burning issue of social work in
our modern risk society. Policies require an innovative blend:
an analysis of risk society markets combined with the values
and practice of social work. This paper has effectively ‘continued
the conversation’ in working in the Victorian Service System
with vulnerable, complex and multifaceted individuals in such
a risk context. Certainly, in order for systemic change to occur,
commitment to these vulnerable people by the government, the
welfare sector and the community, needs to be maintained.
Note: This paper accompanies the Graduate Seminar Series, an
initiative of Psychiatric Disability Services of Victoria (VICSERV) in
collaboration with The University of Melbourne, Mental Health
Practice Research Unit. The seminars are designed for graduates
in social work, mental health, psychology, community services,
occupational therapy, social sciences or community development.
For more information go to www.vicserv.org.au
This paper is based on Ilana’s Social Work honours that had
a keen policy focus. The thesis focused on systemic structures,
research development and the intricacies around policy in a risk
society. For a full list of references email lanijaffe@hotmail.com
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A welcoming environment creates a positive
mood and conveys to women that they are
worth making an effort for.
In this paper I will describe the processes and principals
that evolved through the development the Power On
model. I will also discuss the outcomes for women who
were involved and explore ways we might sustain these
achievements over time.
Women’s Health West (WHW) works in partnership
with women and a range of organisations to meet the
social, emotional and physical health needs of women in
our communities. Through advocacy and health promotion,
we work to redress the gender and structural inequalities
that limit our lives as women.
‘It is important to build on strengths, keep positive and encourage
each other to see that we can do something about our lives.
We might want to focus on medication and our diagnosis, but
I don’t think that helps,’ (Karen Benca, peer educator).

A Power On group at TJ’s celebrates their final session

health and acknowledges the value of women sharing their
experiences and expertise with one another (Pardy, 2001).
A peer educator has been involved in every phase of the
program, from research to development, delivery and
evaluation. In this context, a peer educator is a woman who
has experienced mental illness. She generously shares her
own life experience and her personal abilities with those who
have had similar experiences in an effort to develop shared
knowledge about enhancing wellbeing (Doyle 2006).
‘When groups of women find out that I have a mental
illness and have struggled like they are struggling now,
they open up,’ (Karen Benca).

These words formed the foundations of the Power On model,
a health promotion program that aims to assist women who
experience mental illness to enhance their own wellbeing.
We offer practical tools to encourage women to recognise
their strengths and power.

Development
The project is funded through a three-year grant from the
William Buckland Foundation and a grant from the Stan Willis
Trust. As the project worker, I worked with the peer educator
to consult with over fifty women who experience mental
illness, their families, friends and service providers across the
Western Region. These conversations revealed ten themes
that women either directly or indirectly identified as important
to their health and wellbeing (refer to table 1).

One of the crucial aspects of the Power On program is peer
education. This recognises women as experts in their own

We then drafted and refined a twelve-week program of
two-hour workshops through a series of trials with women’s
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groups. The program was delivered by a facilitator and a peer
educator. We discovered that it was not only the workshop
content that was essential, but also the way in which the program
was delivered. For instance, we found that the program must
allow space for women to connect with one another to reduce
isolation. They built connections from week to week.
We also found that it was difficult for women to sit and listen for
extended periods, so activities are designed in 20-minute blocks.
They are designed to be interactive, encouraging women to tell
their stories and share knowledge and participate in discussion.
Activities are also designed to be fun and encourage women to
get off their seats and move around.
Empowerment is not simply a matter of providing women
with information they can use, but of tackling the structural
inequalities they face. Within body image, nutrition and
healthy-weight workshops for example, we explore the
political and economic dimensions of the issues raised.
Women are encouraged to consider how broader agendas –
such as marketing ploys that cause us to be dissatisfied with
the way we look and spend money on products we may not
need–affect us all. In addition to this, we explore nutritious
food and how taking care of ourselves can affect our physical
health, self image and sense of control. We also consider
financial barriers to eating nutritious food and explore
affordable solutions together.
A welcoming environment creates a positive mood and conveys
to women that they are worth making an effort for. We offer an
appropriate space, use attractive tablecloths, display fresh flowers,
play appropriate music and burn oils to create a welcoming
environment. We also give each woman a beautifully wrapped
gift at the end of every session. These gifts are usually resources
women can use at home to remind them to follow through
with ideas discussed during the workshops, such as a drinking
bottle to use after the Exercise and Wellbeing workshop.
Other gifts might be given to simply stimulate a little fun,
like bubble blowers.
‘I have my gifts all around the house and remember the
group whenever I see them… they make me feel special,’
(Power On participant).

Evaluation
An external evaluation found that women who participated
in Power On overwhelmingly attributed positive changes in
their attitudes and behaviours (refer to table 2). They had
taken on the learning objectives in a broader and more holistic
way, rather than separating the different topics. For example,
the simple activity of going for a walk was understood as being
useful for improving self-esteem, an opportunity for positive
thinking, a way to reduce symptoms of menopause, relaxation
and time out, and a form of exercise (Camilleri et al 2008).
Anor said ‘One of the things I really liked about being part
of Power On is that they taught me that I am 100 per cent
worthwhile and that I have every right to be here.’ Power
On equips women to manage their own lives.
The benefits of the program also extend to peer educators and
are three fold. Firstly, they benefit from the recognition of their
unique and invaluable experience and their capacity to draw
on this to assist others to enhance their wellbeing. Secondly,
they receive support and training to develop facilitation skills.
Thirdly, the program provides a supportive workplace that
peer educators tell us enhances their skills and confidence
to find work in the future, as one peer educator wrote:
‘Peer education is a two-way street. Part of being a peer
educator is receiving as well as giving. I have grown in
confidence. I listen more and speak less. When running a
workshop I connect more with the women and have learnt
to be flexible. I have been challenged and supported. I have
learnt lots,’ (Katherine Doyle, peer educator).
Sustainability
To this point, I have described the development of the Power
On model and the benefits to women who created and
participated in it. We now face the challenge of encouraging
and supporting mental health service providers to implement
Power On within their services. This is vital to ensuring the
program’s achievements are sustained over time.
Mental health services will be invited to nominate a facilitator
from their staff team. A free two-day training program will be
provided to teach facilitators how to deliver the Power On
program within their service. They will receive a user’s manual

that includes a program and evaluation report, facilitator’s
notes and training resources such as a program plan, fact
sheets and activity plans for all workshops. We have also
developed a workshop designed for family members and
friends to encourage a supportive environment. We have
established a set of core elements in order to maintain the
integrity of this model, which incorporates over three years
of research and trials. These have been documented in the
manual and are highlighted in the training. Agencies will be
able to draw from a pool of trained and supported peer
educators who will co-facilitate the programs. WHW will
provide mental health services ongoing assistance beyond
this intensive capacity-building phase.
Because WHW does not have ongoing funding for Power On,
we require agencies to cover the cost of peer educator’s wages.
This has proven to be a barrier for cash-strapped services
otherwise keen to implement the program. Our challenge is
to secure funding to sustain Power On and the remarkable
outcomes achieved for women who experience mental illness.
Power On works for three main reasons:

The program focuses on women’s strengths and the
workshops are delivered in an environment that is respectful,
non-judgemental and fosters empathy between women.
Power On is professionally delivered and high-quality
resources are provided to participants. It has an explicit focus
on encouraging women to recognise their own power to
develop new skills, and creates spaces where women can
practice those skills (Camilleri et al 2008).
If your service is in the Western region of Melbourne and you
would like to be part of this fantastic effort to enhance women’s
wellbeing by delivering Power On within your women’s group,
please contact the Power On project team at Women’s Health
West on 03 9689 9588.
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• The peer educator acts as a role model for women.
• The program is relevant to women’s everyday lives.
• The content responds to women’s expressed needs.

Empowerment is not simply a matter of providing women with
information they can use, but of tackling the structural inequalities they
face. Within body image, nutrition and healthy-weight workshops for
example, we explore the political and economic dimensions of the issues
raised. Women are encouraged to consider how broader agendas – such
as marketing ploys that cause us to be dissatisfied with the way we look
and spend money on products we may not need – affect us all.
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The benefits of the program also extend to peer educators and are
three fold. Firstly, they benefit from the recognition of their unique and
invaluable experience and their capacity to draw on this to assist others
to enhance their wellbeing. Secondly, they receive support and training
to develop facilitation skills. Thirdly, the program provides a supportive
workplace that peer educators tell us enhances their skills and
confidence to find work in the future.

Table 1: Power On Program

Table 2: Compiled through the external evaluation process from
women who participated in Power On about what they learned.
01

‘Power On made me feel important.
It made me feel like I mattered.’

02

‘We can learn so much form others in the same boat.’

Body image

03

‘I loved being with other women as I was free to open up.’

Exercise and wellbeing

04

‘I have the right to ask my GP to prepare a plan to help me.’

Positive thinking

05

‘Friendship is give and take, not just yap, yap about ourselves.’

Module 6

Relationships – building connections

06

‘Everyone has good qualities no matter how unwell we are.’

Module 7

Assertiveness

07

‘It all STARTS with me. I learned that it is me
who can change my negatives into positives.’

Module 8

Communication with your
health care professional

08

Module 9

Access to information

‘Positive, positive, positive. I learned that it’s not everything
to be skinny and beautiful: we don’t all like the same things,
different things are attractive to everyone. We are all beautiful.’

Module 10

Nutrition and healthy weight

09

Module 11

Menopause and your menstrual cycle

‘I can now get away from my nagging husband and
be more assertive to tell him what I want without
becoming aggressive.’

Module 12

Revision and celebration

10

‘Power On made us “feel like a woman” –
like the Shania Twain song.’

Module 1

Introduction

Module 2

Self esteem

Module 3
Module 4
Module 5

Vivienne Topp, Lawyer and Policy Coordinator
Martin Thomas, Policy Worker and Project Worker, Mental Health Legal Centre

Society as a whole will benefit from a more efficient,
cost-effective health care system in which the rate
and duration of hospitalisation is reduced, due to
informed clinical decision making and care planning.
Consumers of mental health services eager to explore
options to ensure that their wishes are respected have
often prepared documents that articulate their wishes.
Unfortunately, these documents are often ignored because
they are not legally enforceable in Victoria. Because of this
discrepancy between utility and unenforceability, people
with mental health issues are keen for law reform to occur
in this area. The Mental Health Legal Centre is also keen
to advance this reform.
In June 2006, the Mental Health Legal Centre (MHLC) convened
a forum about Advance Directives. This was in response to
consumers’ concerns about the lack of say that people have in
the medical treatment they receive from mental health services.
The message that came through loudly and clearly from speakers
at the forum was that Advance Directives, with some legal force,
would mean a vast improvement in the recognition of their rights.
This paper provides an overview of Advance Directives; it
describes their benefits for consumers and third parties and
documents the experiences of Forum participants who have
developed and applied Advance Directives.

What are Advance Directives?
An Advance Directive is a document that a person completes
while they are well. The documents are widely used and
respected in general health settings where they are sometimes
called advance care or treatment plans. In a general health setting,
the document is used to inform clinicians about preferred
treatment in the event that the person becomes unwell at a later
date. In a sense, the Advance Directive becomes the voice of the
person at a time when they may not be able to convey their
preferences. An Advance Directive can articulate the person’s
preferences or nominate another person to make particular
decisions. The document may state the negative effects of
particular treatments and the reasons that other medications are
preferred. Advance Directives for people with a mental illness aim
to extend beyond medical treatment to all aspects of the person’s
life. For example, as well as articulating support and treatment
preferences, the Advance Directive may also be used to set in
place a number of arrangements that need to be carried out in
the event of an emergency. These arrangements may include
notifying a trusted other of a wide range of practicalities including
the need for children to be picked up from school and
outstanding bills to be paid.
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The benefits of Advance Directives are numerous not only
for the person receiving better treatment but also for those
they may rely upon in times of stress, e.g. carers, clinicians
and society as a whole.
For people with mental health issues, the main benefit of
writing an Advance Directive is the better clinical outcomes
that come about when a person is genuinely involved in their
own treatment. Better clinical outcomes are also facilitated
if the person knows that practical measures are being taken
care of while they receive treatment.
For carers, Advance Directives are an excellent reminder
to assist them to act in accordance with the person’s wishes.
Preparation of the documents may encourage and facilitate
discussion between parties and avoid uncertainty and tension
in the event that the person becomes unwell. Advance
Directives may also reduce the likelihood that the carer
will have to make a decision based solely upon speculation.
For clinicians, Advance Directives allow a decision to be informed
by the lived experience of the patient. This experience will alert
clinicians to what has worked and what hasn’t in terms of
medications and other treatments and thus provide for better
clinical outcomes. It also invites a conversation that gives
the clinician the opportunity to respectfully understand
the consumer’s views and interests.
Society as a whole will benefit from a more efficient,
cost-effective health care system in which the rate and
duration of hospitalisation is reduced, due to informed
clinical decision making and care planning.
What do people have to say about
Advance Directives?
Board member of the World Network of Survivors of
Psychiatry and co-founder of Insane Australia David Webb

strongly advocates a shift away from the impersonal, supposedly
more scientific approach to mental health research and service
provision. In its place he calls for greater acknowledgment
to be given to the first-person voice. He believes that this
fundamental shift will encourage a transition from substituted
decision making to supported decision making in which
Advance Directives can play an important role:
‘The essential feature of the supported decision-making approach
is that every effort must always be made to ascertain the wishes
of a person with a disability, including psychiatric disability,
and furthermore, that these wishes must then at all times
be respected without exception.
‘Advance Directives are a clear, concrete and practical example
of supported decision making in practice. Unlike substituted decisionmaking, which is inherently contrary to human rights principles,
Advance Directives are a mechanism that not only offers better
responses to consumers in critical times, but does so in a way
that is consistent with the basic principles of human rights.
‘Advance Directives bring the first-person voice into mental
health practice. Advance Directives, by definition, hear and
respect the first-person voice. They respect our human rights,
in particular the right to self-determination and the basic civil
and political rights of control over our own bodies.’ 1
A senior consumer consultant also emphasises the need
to prioritise the knowledge possessed by the person as
opposed to the speculation of third parties:
‘I actually feel it’s important, because I know “me” better than
somebody who’s never met me. For example, if I get caught up
in the public system on the weekends, somebody who’s never
met me, they don’t know my history–I know “me” a lot better
than they know me so why shouldn’t my decisions about what
works for me come before what they have to say? And I’m not

asking for people to agree with my choices. What I’m asking
them to do is to respect them, and I think there’s a difference.
In general health, we may not agree with a “do not resuscitate”
or “don’t give me a blood transfusion” but we do respect it.’
Consumer academic at the Centre for Psychiatric Nursing
Research and Practice at University of Melbourne Cath Roper
suggests that the very notion of Advance Directives marks a
shift in the emphasis of mental health services – from clinician
driven to consumer-driven services – and the priority of mental
health services – from maintenance to empowerment:
‘People are starting to be seen as the experts of their illness
and condition and are able to plan for a crisis in advance.
Developing Advance Directives helps to reduce the stress

caused by an admission to hospital and helps a person to
establish an empowering, therapeutic relationship with health
and social-care professionals from day one of their admission.
Advance Directives are an important way to maximise the
self-determination of the consumer and to uphold the right
of the consumer to be involved in their own care.’
The importance of Advance Directives goes beyond
matters relating strictly to medical treatment preferences.
Advance Directives can also be used to ensure that practical
arrangements are taken care of in an emergency. These
practical arrangements are often just as important to the
person receiving treatment as the treatment itself. Merinda
Epstein published author, activist and consumer advocate
at Our Community describes a situation when a consumer

Advance Directives for people with a mental illness
aim to extend beyond medical treatment to all
aspects of the person’s life. For example, as well
as articulating support and treatment preferences,
the Advance Directive may also be used to set in
place a number of arrangements that need to be
carried out in the event of an emergency.
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Advance Directives
for Mental Health
By Vivienne Topp and Martin Thomas

‘…I know “me” a lot better than they know me
so why shouldn’t my decisions about what works
for me come before what they have to say?’
was unable to communicate their needs to mental health
services, whom in turn, had no way of finding out what
they may be:
‘One of them was a story that was told to me by a clinician
in a mental health service in Melbourne about a woman who
was admitted as an involuntary patient to a unit in which she
was kept for approximately a month. She was taken by the police
to the unit, and during that time no-one realised that they had
left her house completely unlocked. So she had been in there
for a month, vandals had gone totally through the house, her
dog had escaped; it had remained unfed. And the service
felt terrible afterwards because no-one had thought to ask,
because that’s not what mental health services necessarily do,
so she went back to her place that had been totally destroyed.
‘Now in that instance, an Advance Directive, if it had been
available to staff on the unit, would have given an instant
indication that this person lives on her own, has no relatives
in Victoria and has a dog for which she is responsible – do you
know what I mean? That information would have been there,
clearly articulated for people to have a look at and the whole
thing could have been solved fairly easily.’

Overseas Research
Countries such as the US and the UK have progressed much
further than Australia in taking up Advance Directives as a
means of increasing the autonomy and self-determination
of consumers of mental health services. What is clear from
overseas studies is that, contrary to the fears of carers and
clinicians that legal Advance Directives would be a license to
refuse all treatment, consumers resoundingly use Advance
Directives as a means of receiving better treatment.
Findings from two recent studies reveal that people who complete
Advance Directives do so in a manner that ensures they firstly
receive treatment that is applicable to their circumstances and
needs, and secondly, receive treatment that incorporates the vast
knowledge they possess about their own illness.2 In addition to
this, Amering states that consumers are very much aware of the
importance of requesting the kinds of treatment that could
reasonably be provided by their mental health treatment team.
Much thought was given to ensuring that the Advance Directives
were feasible and that preferences fell reasonably within the
range of options of the mental health system. Participants were
intent on not compromising mental health professionals with
neither the content nor the style of the directive.3

Typically, a consumer’s reluctance to receive treatment
is interpreted as confirmation of a person’s illness. What
research from the US shows is that people are reluctant to
receive treatment in a system that completely undermines
their autonomy, not treatment per se.4

find out more. For Further information about
Advance Directives or to participate in the Mental Health
Legal Centre Project please contact Project Worker Martin
Thomas by email at Martin_Thomas@clc.net.au or by
telephone on 03 9629 4422.

The Mental Health Legal Centre
Advance Directives Project
In response to the concerns of Victorian consumers of mental
health services, the Mental Health Legal Centre has recently
commenced the Advance Directives Project. The Project,
funded by the Reichstein Foundation, aims to understand
the difficulties that some consumers face when attempting
to assert their own preferences in their own treatment.
Under the guidance of consumers, the Project aims to develop
a proforma that will assist consumers to develop Advance
Directives that are comprehensive and will be respected
and adhered to by those they wish to inform. It is hoped
that discussion with consumers will allow the Centre to better
understand the barriers to effective implementation and thus
inform us to make recommendations about necessary
support and law reform.

References
1
Speech given at Advance Directives Forum, Hotel Y, Melbourne, June 2006.
All other quotes in this section are from the same Forum.
2
Amering, M., et al, ‘Psychiatric Advance Directives: qualitative study
of informed deliberations by mental health service users’, British Journal
of Psychiatry (2005), 186, 247 – 252.
Backlar, P., et al, ‘Consumer, Provider, and Informal Caregiver Opinions on Psychiatric
Advance Directives’ Administration and Policy in Mental Health, Vol 28, No. 6, July 2001.
3
Above n 2 at p 249 – 250.
4
Gallagher, E.M., ‘Advance Directives for Psychiatric Care: A Theoretical and
Practical Overview for Legal Professionals’ Psychology, Public Policy and the
Law, Vol 4 (3), September 1998, 746 – 787.
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Dear Editor,
Thank you for the Summer issue of newparadigm.
It was great to read accounts by consumers and staff
of their experience of Prevention and Recovery Care
Services (PARCS).

Letter to
the Editor

I would like to respond to one of the claims in Janice Chesters’
Opinion Piece. I found the link she draws between PARCS and
psychiatric institutions to be misleading. Chesters argues that
PARCS are in part ‘a return to the asylum on the hill’. However,
PARCS are fundamentally different from ‘asylums’, which for
most patients, provided asylum in name only.
To illustrate the differences, PARCS are community-based
and designed to blend in to the local neighbourhood, not be
visibly different like the ‘asylum on the hill’; their environments
are intentionally home-like rather than institutional; residents
number around ten, whereas even by 1993, institutional wards
still had some 20 – 25 patients; meals in PARCS are planned and
prepared by residents, rather than delivered en masse to a
ward; and lastly, daily activities are individually planned rather
than run according to a ward program. Arguably, the only
characteristic PARCS have in common with psychiatric
institutions is that residents have mental health problems.
It is worth considering the origins of PARCS, and their place within
an area mental health service (AMHS). By 1988, geographicallybased mental health service networks became a key objective in
Victoria. The underlying principle was that both inpatient and
community treatment services should be geographically accessible
and responsive to local need. For Victoria, setting up area-based
services was a radical step, as the state’s mental health service
system was dominated by some 14 large expensive institutions,
with three clustered on one outer suburban campus. Eventually,
AMHSs were established in all parts of the state, but only after
implementation of the 1994 Framework, and institutional closures
releasing funds for new buildings and services.
Where did PARCS come from? Providing community-based
alternatives to an acute admission had been tried elsewhere for
some time. In Victoria, the first mention of such a service was in
the January 1992 Office of Psychiatric Services’ policy document.
The document identified ‘crisis accommodation for psychiatric

emergencies’ as a priority for development. After the 1992 change
of government, a discussion paper on mental health reform was
released in 1993. This paper listed ‘community crisis places’ as a
core component of an adult area mental health service in Victoria.
Nonetheless, this component was missing in the 1994 Framework
document. Instead, the new Psychiatric Crisis Assessment and
Treatment Services (CATS) were all allocated funds for ‘emergency
respite’. This funding could be used flexibly to pay for alternative
temporary accommodation if an acute admission was not deemed
necessary, but the consumer’s current living situation was not
tenable. The problem here was that consumers often needed
intensive daily support rather than just a bed in a motel.
Furthermore, by then evidence from developments in the US,
Canada and the UK showed that providing accommodation
with on-site support was a viable alternative.
After the new government was elected in 1999, mental health
reform began to regain momentum lost in the second term
of its predecessor. The agenda for service development now
included new sub-acute models. In June 2002, this resulted
in the invitation to AMHSs to pilot with PDRSS what we know
as Prevention and Recovery Care Services. Articles in the
Summer issue of newparadigm attest to the difference that
PARCS can make to the lives of consumers and how they are
fulfilling their mission. The consumer accounts underline the
importance of including qualitative as well as quantitative data
in evaluating PARCS’ effectiveness, as already shown in the
evaluation of the Housing and Accommodation Support
Initiative (HASI) in NSW.
What the articles by consumers also highlight is the importance of
every mental health area having access to a PARCS. However,
as yet not all have this service component, despite the first
PARCS being opened in March 2004, almost four years ago.
It is time to call for PARCS to be a key service component of
all 21 mental health areas. Otherwise Victoria is reverting to
the situation prior to the mental health reforms which began
in 1994, when only some areas had components known to
give consumers the best chance of recovery.
Valerie Gerrand
(References supplied on request – email vgerrand@vicnet.net.au)
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Member Profile:
GROW

John Pernu, Branch Coordinator, GROW (Victoria)

YOUR
SAY…

The importance of alleviating the distressing
symptoms of mental illness has always been a major
priority, as has the need to improve an individual’s
functioning and sense of wellbeing.
An old dog is able to learn some new tricks. This has
certainly been my experience at GROW over the last seven
years. A recovery-focussed, community-building, educational
program (based upon a spirit of genuine love, care and
understanding and on the strengths of the individual),
has been GROW’s approach for 51 years.
The importance of alleviating the distressing symptoms of mental
illness has always been a major priority, as has the need to improve
an individual’s functioning and enhance a sense of wellbeing.
GROW’s program has been developed by thousands of users
since 1957, authentically reflecting grass roots’ concerns and
needs. The program was, and is, a cognitive behavioural
approach to mental health and has been well ahead of its time,
especially during the late 50s. Changes in thinking and talking,
changes in ways and the subsequent changes in relationships
perhaps capture the essence of the program. It is presented
in a structured way through a two-hour weekly meeting
where a 12-step framework is at its heart. Group members
have adequate time to share their concerns. Practical tasks
keep them focussed throughout the coming week, as do the
encouraging phone calls from other group members. GROW

is about resourcing the individual to discover or maybe
rediscover their own capacity to deal with their issues.
Meetings are opportunities to do some serious mental health
work. They are not times for tea and sympathy, nor are they
occasions for grandstanding. Members are there for themselves
and for each other. They are responsible for encouraging and
leading one another in ways that are conducive to mutual
growth. Meetings can be challenging, because there is a need
for the truth to be spoken. However, when the truth is spoken
with love and understanding, it builds character and a genuine
sense of community.
GROW never envisaged itself as merely groups of people
with a mental illness. Rather, it has always been about people
working together towards improving their mental health in
a caring and supportive environment. GROW’s caring and
sharing community, coupled with a vibrant program and a
structured meeting, are the three basic pillars that account
for the success of the movement and are usually referred to
as the ‘three essential features’. In time, a fourth feature was
added: the organisational structure of GROW as an Australian
Public Company, Limited by Guarantee.
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By John Pernu

Farewell to
Denise Wissmann

GROW has enjoyed State Government funding for many years.
In Victoria, it is very appreciative of the Department of Human
Services, whose support enables over 50 groups to operate in
metropolitan and regional locations. Very recently, there has
been an exciting and different source of funding that has seen
the birth of something new: A successful submission to FaCSIA
under the Mental Health Community-Based Program.
‘GROW – Better Together’ was launched on Friday 8th February
2008 and is a new channel through which the GROW program
will be presented, specifically to carers of people with a mental
illness. Many carers over the years have benefited through
traditional GROW meetings, but this new project has been
built specifically for them. Carers will experience the GROW
program through meetings structured to suit their individual
needs. These meetings will be flexible and provide opportunities
for education and the development of appropriate knowledge
and coping skills.
As a carer begins to appreciate the value of the program, they
will gain insight into how the program could benefit those they
care for. If the ‘cared for’ are willing and able to attend a regular
GROW meeting, then the carer and the ‘cared for’ are dealing
with common concerns. Such an outcome has the potential to

greatly increase the interconnectedness within families
confronted with mental illness.
‘GROW – Better Together’ will also sponsor information
forums to raise the level of understanding of mental health
issues in the community. It will provide an online resource
centre to provide access to relevant information and develop
a sound practical, evidence-based framework for broader
mental health intervention in a community context.
We very much appreciate the support received – towards
our FaCSIA submission – by ARAFEMI and The Compassionate
Friends. We are keen and very open to collaborating with
other agencies as our new project develops. We welcome
invitations to work together for the greater mental health
and wellbeing of the community.
Please invite us to talk with your organisation or group
about such collaboration, or share with you who we
are and what we are doing.
FIND OUT MORE. Go to www.grow.net.au to
find out more about GROW including details of recent
academic research.

Meetings are opportunities to do some serious
mental health work. They are not times for tea and
sympathy, nor are they occasions for grandstanding.

‘I would like to thank all those hundreds of workers I have trained
over the years and all the clients whose lives have touched mine
either directly or indirectly … I have often thought that I had the
best job in the sector.’
After nearly eleven years, Denise Wissmann has resigned from
her position as VICSERV’s Sector Training Manager. Denise
has worked hard to develop the training and professional
development program of VICSERV and has literally trained
hundreds of PDRSS workers over the years.
Under Denise’s stewardship, the training and professional
development program has truly blossomed and is highly
regarded within our sector in Victoria, the wider community
sector and nationally. This is due in no small part to Denise’s
vision and commitment to her work. Denise says that the
drive to do this came from an ambition to see ‘the work
of psychiatric disability support achievable for workers, so
that clients of our services could realise their own recovery
in a positive and affirming manner.’
As with many elements within the PDRS sector, Denise
managed to deliver this training and develop the program
with limited resources. Over the years, Denise established
the core training program as well as an accredited course,
developed and supported a solid group of trainers who hold
the knowledge and philosophy of the training program.

Denise notes that the professional opportunities at VICSERV
were challenging and facilitated personal and professional
growth. She says her role was one that gave her ‘the opportunity
to more fully appreciate the day-to-day work of our services and
to witness the benefits of our approaches in assisting people
who live with mental illness. I have learnt much from clients and
on-the-ground workers and have had the luxurious opportunity
to read and reflect on current research and international thinking
and developments. I have often thought that I had the best
job in the sector.
‘I would like to thank all those hundreds of workers I have trained
over the years and all the clients whose lives have touched mine
either directly or indirectly. I also acknowledge the many colleagues
and friendships I have formed through my role at VICSERV. I wish
VICSERV and our member organisations all the best for the future.’
Denise is taking up a new role with Alzheimer’s Australia and
is looking forward to refocussing her career and professional
skills towards counselling and clinical psychology. We thank
Denise for her significant contribution to the development
of VICSERV and the training and professional development
program and wish her every good wish for the future.

Expression
Session

Fill This Space
The Expression Session section of newparadigm was
developed in July 2007. In this section we will publish
a range of creative endeavours – including poetry and
creative writing, artwork and photography – by people
who experience or have experienced mental illness.
This section was developed to allow space for people to
express their creativity and advocate for those with mental
illness. We are always on the lookout for new creative pieces,
so feel free to spread the word around. If you know of, or
work with anyone you think might like the opportunity to
publish their work in The Expression Session, please call
newparadigm Editorial Assistant Kristie on 03 9519 7000.

Book Review
Social Inclusion and Recovery:
A Model for Mental Health Practice

Julie Repper and Rachel Perkins
Bailliere Tindall, China 2003

This book should be of considerable value to many mental health practitioners, as well as to students
intending to work in the mental health and psychiatric disability support fields. It is written with great
clarity and simplicity and is largely jargon-free. The extensive use of commentary from service users
(mostly accessed through published accounts), adds interest and emotion to the book, making it an
enjoyable and at times, engrossing read.

The UK-based authors – Julie Repper and Rachel Perkins – come
from nursing and psychology backgrounds. Both currently work
in the clinical mental health sector and have between them
extensive experience in service provision, research, teaching
and advocacy. Of particular importance and relevance, both
authors have experienced mental health problems. Their shared
long-term involvement in providing, analysing and using services
has ensured this book is grounded in practice and builds upon,
and out of, personal experience.
The book opens with description, analysis and critique of
consumers’ experiences with respect to mental health problems
and the responses of service providers and services, for the
most part drawn from the words and accounts of consumers
themselves. Recovery is defined as ‘...enabling people with
mental health problems to maintain or rebuild valuable and
satisfying lives within and beyond the limits imposed by their
difficulties…an understanding of people in the context of their
life as a whole…enabling people who experience mental health
problems to do the things they want to do and live the lives they
wish to lead’ (219). This is a vision of the centrality of consumers
to the development and take-up of interventions and strategies,
which enable the process of recovery to occur.
The authors outline a tripartite model for mental health practice:
• developing hope-inspiring relationships
• facilitating personal adaptation: understanding,
acceptance and taking back control
• promoting inclusion – helping people to access the roles,
relationships and activities that are important to them.

The next two sections expand on each of these. As well as
offering useful and very practical suggestions for workers to
consider, potential barriers to effective relationships and strategies
are identified and suggestions offered for addressing them.
The final section ‘Changing the Balance of Power’, provides
an important contribution to debates about the ways in which
consumer participation and consumer perspectives have been
conceptualised and enacted. Of particular interest might be
the discussion of the nature of power and professionalism and
the impact of unequal positions of power as they impact on
consumer/provider relationships. Again, helpful and practical
comments are made, which address the barriers and
opportunities for truly consumer-focused service provision.
This is a very good and useful book. Not only does it draw on and
‘dialogue’ with consumer perspectives and experiences, but it also
situates mental health practice in a ‘wider’ world, taking into account
the institutional and structural factors, which influence (in mostly
detrimental ways), the experience of mental health problems.
Repper and Perkins require us to consider, simultaneously, the
personal and the political, but do so in ways which are optimistic
and encouraging of the possibilities of rising to the challenges
of experience and practice in the mental health field.
Reviewed by Fiona McDermott, Mental Health
Practice Research Unit, School of Nursing and Social
Work, The University of Melbourne.
» This book is available for borrowing from the Resource Centre.
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New to the
Resource Centre

About us
Psychiatric Disability Services
VICSERV

Building Community: The Shared Action Experience
by Linda Beilharz

Two Dimensional
A CD of music by Heidi Everett

This book documents a radically different and very successful
approach to community capacity building that builds on the
strengths inherent in the community. In the Shared Action project
the people of the community were approached as the ‘experts’
in their lives and it is they who defined the goals and drove the
activities. This book will be a great text for learning about
strengths-based community capacity building and comes with a
CD video clip containing interviews with community members.

Contact Psychiatric Disability Services of Victoria
(VICSERV) to order your copy, or go to our website to
download our booklist www.vicserv.org.au/publications/

We are delighted to have special guest Linda Beilharz present
at Joining the Dots…Creating Community, Mental Health
Conference. Linda is a recognised leader in her professional
career who has provided support to communities, training
to workers, advice to governments and has undertaken
consultancy services. She is also the first Australian woman
to ski from the edge of Antarctica to the South Pole!
Find out more about Linda via our conference
website www.vicserv.org.au/conference/

Contact the Psychiatric Disability Services of Victoria
(VICSERV’s) Resources Coordinator for information
on borrowing procedures or visit our website.

$22.00

Psychiatric Disability Services of Victoria (VICSERV) is
the peak body for Psychiatric Disability Rehabilitation
and Support Services in Victoria. These services include
housing support, home-based outreach, psychosocial
and pre-vocational day programs, residential rehabilitation,
mutual support and self help, respite care and advocacy.
Our Vision
A world of opportunity for people with a psychiatric disability.
Our Mission
VICSERV is dedicated to the achievement of the best
outcomes for people with a psychiatric disability, their
families and their communities.
We do this through:
• promoting the principles and practices
of psychosocial rehabilitation
• building and disseminating knowledge
• providing leadership
• building partnerships
• undertaking workforce training and development
• promoting quality in service delivery
• undertaking advocacy and community education.

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

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

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

Membership Application Form
Name
Organisation

Yes, I’d like to subscribe to newparadigm

Street Address

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

Postcode

Suburb
Country

Name

Email

Organisation

Fax

Telephone

Street Address

Type of Membership applied for
Ordinary (full)

Associate

Is your organisation psychiatric specific support

Individual
Yes

Postcode

Suburb
Country

No

Email

If yes, what type(s)?
Day Program

Home-based Outreach

Respite Care

Mutual Support and/or Self help

Residential Rehabilitation

Statewide (describe)

Fax

Telephone

Please describe any other services your organisation provides

Annual subscription: $70.00 (Inc. GST)

Quantity

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

Consumers, Students: $35.00 (Inc. GST)

Quantity

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

Please mail completed form to:
newparadigm Subscriptions
Psychiatric Disability Services
of Victoria (VICSERV)
PO Box 1117,
Elsternwick Victoria 3185 Australia

Or
Please fax completed form to:
03 9519 7022

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

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

Upon approval of the application by the VICSERV Committee of Management,
you will be invoiced for the membership fees due.

Join Our E-Newsletter

If an organisation, please supply a copy of your last Annual Report,
and a Statement of Purposes, or other information about your service.
Please mail completed form to:
Membership
Psychiatric Disability Services
of Victoria (VICSERV)
PO Box 1117,
Elsternwick Victoria 3185 Australia

Or
Please fax completed form to:
03 9519 7022

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

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