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Editorial
Omega Howell
Editor

Welcome to the Spring edition of newparadigm. In this
edition we focus on the theme of ‘Partnerships’. In the
current climate of change and reform the word ‘partnership’
is often raised – it is seen by our governments as an
essential strategy to meet the challenges ahead.
Many new partnerships have sprung up as a result of this
determination, joining the well established partnerships
that already exist. This ‘push for partnership’ is one
which our sector is well poised to respond to.

ARAFEMI. We hear from two Area Mental Health alliances
about their challenges and experiences. Several PRDS services
share their stories about partnering with one another, with
government, with educational institutions.

In our call for contributions for this edition we said:

It’s clear that working in partnerships is not without its challenges,
but the general feeling seems to be that the benefits far outweigh
these risks and complications. That is certainly the case in the
creation of this journal – which is, itself, a partnership between
our contributors, our readers and our editorial team.

Partnerships are formed in all shapes in sizes. They can form
between individuals, organisations, parts of the service system
and with governments. They exist on a continuum from loose
networks to collaborations where there is an extensive sharing of
‘turf’ and resources. The dominant ethos seems to be ‘together
we can do better,’ but it should never be underestimated, just
how hard work partnerships are to maintain.
Certainly this diversity has been reflected in the contributions
we received, and thus it is that we are able to present some
excellent examples of partnerships in action from the PDRS
sector and beyond in this edition.
From VCOSS we have information on their research about
creating successful partnerships, and some useful guidelines from

Once again we encourage your comments and feedback on
this edition and thank you for your continued participation in
the partnership that is newparadigm.
Kind Regards,

Omega Howell
Editor, newparadigm

partnerships

06

newparadigm

Spring 2009

Psychiatric Disability Services
of Victoria (VICSERV)

Co location as a team:
Does it bond committed
partners?
Neville Braybrook, Housing and Support Worker, Pathways
Co authors
Raquel Wright, Acting Manager/Housing and Support Worker, Pathways
Karen Spinks, Clinical Coordinator, Barwon Health

The effect of this resource sharing, co location,
and team blending, is a transference of skills,
philosophies and knowledge, which bridges
a divide between clinical models of care and
community-based models of care. This results
in better outcomes, and a more integrated
and clearly articulated service for consumers.
The following article will give an overview of The Homeless
Outreach Psychiatric Service’s (HOPS) model of partnership
and explore the benefits of blending clinical support through
community mental health teams and psychosocial
rehabilitation within a recovery model through a PDRS.
HOPS’ partnerships also include joint activities around
networking and advocacy. According to us, partnership
is any group activity with a common view or aim, and is
not confined to day-to-day care and support activities.
The HOPS program in Geelong is based in the Barwon South
West region, including The Bellarine Peninsula, City of Greater
Geelong, The Surf Coast Shire, and Colac. The program is a
unique and innovative partnership that began seven years

ago between Barwon Health (Mental Health), and Pathways
Rehabilitation and Support Services Ltd. A key feature to making
the model work effectively, from our experience, is co location,
which will be discussed in more detail later in the article.
Not only does HOPS deliver good housing outcomes
alongside clinical support through this partnership, it also
engages in advocacy for the people it works with. The HOPS
program is a distinct unit within Pathways, however, we also
have a formal partnership with the Mental Illness Fellowship
(MIF) where we work closely in sharing support of clients,
with the Homeless Outreach Mental Health Support Worker
(HOMHS) for young people under 25. We also share
resources such as crisis accommodation and brokerage.

This additional partnership assists with meeting the growing
demand in under 25s’ referrals from expanding Early Intervention
Services. Discussions are also underway with Headspace
(Barwon Health) as to how to meet the demands associated
with this age group and how we can work better together.
According to Kenny (2007), when looking at partnerships
between state (Barwon Health) and community organisations
(Pathways), key features are manifested in different ways,
but include sharing information, resources, respecting each
other’s sphere of influence and skills, joint responsibility and
accountability and, most importantly – where there are
contrasts in the model of care being provided – a sharing
of power, so that all parties are operating as equals.
This can be difficult to achieve when a community organisation
like Pathways blends with an organisation associated with a
traditionally conservative medical model such as Barwon Health.
However, the outcomes are reliant on the approaches by
management and individual workers and their commitment to
the relationships within that partnership for it to be successful.
Typically, most HOPS type programs work in a partnership
arrangement where clinical mental health services have a
close working relationship with housing and other agencies
to meet the needs of a specific client group.
What makes HOPS in Geelong quite unique is that the
partnership model is one of co location where the HOPS
team works as a specific program unit located at the Pathways
office in Geelong, with 1 EFT Clinical Coordinator employed
by Barwon Health and 1.6 EFT Housing and Support Workers
employed by Pathways. The program has access to two
emergency properties owned by Barwon Health (one male,
one female) with three bedrooms, each within a 13-night
crisis model. The program also has access to eight transitional
houses through Salvation Army Social Housing Services.
The effect of this resource sharing, co location, and team
blending, is a transference of skills, philosophies and knowledge,
which bridges a divide between clinical models of care and
community-based models of care. This results in better outcomes,
and a more integrated and clearly articulated service for consumers.
Furthermore, a more sound understanding of the different service
models effectively bonds the team. Co location is an aspect
of the model that cannot be underestimated.
Within the partnership arrangement, also comes a balancing
of consumers’ rights and clinical accountabilities. An example
of this is where a consumer is mandated and made involuntary,
either through admission or community treatment order. Here,
a PDRS worker needs to support both the person and the
mental health clinician. The tensions that arise around being

mandated have the potential to diminish supportive relationships
and clinical services can be viewed as an authority. Maidment
and Egan (2004) make the point that no-one chooses to be
mentally ill, so when we are confronted with seeing people
being bound by sections of the Mental Health Act we need to
be able to discuss this highly sensitive topic without creating a
them-and-us type situation, whilst acknowledging the feelings
and experiences of consumers and being empathic. The
partnership requires us to span all sorts of divides and maintain
relationships with consumers and clinicians.
What this achieves in practical terms aligns with Because
mental health matters’ (2008), consultation paper where the
focus in the following areas has already been well established
within the program and across working relationships in:
• Fostering common understanding of agency roles
and philosophies of mental health care, and improving
collaboration and alignment (especially to assist care
coordination)
• Case conferencing, service brokerage and problem
solving for individuals with more complex problems, and
• Focusing on ways to provide better responses to people
with higher prevalence disorders and on early intervention.
Referral pathways for most of our clients are via case managers
working in community mental health teams, so the manner
in which we coordinate care across services relates strongly
to what the outcome for all stakeholders might be. Referrals
from all other sources, where the HOPS clinical coordinator
provides the case management, are still managed under the
same principles of working collaboratively.
For example, as a person transits through our program from
crisis accommodation, to transitional housing, and then to
more stable housing, the HOPS team employs clinical and
community models of care and support alongside the mental
health case management the person is receiving from a
community mental health team. During their time with us,
there is an overarching support from two systems that provide
continuity, good communication, coordinated care planning,
and close monitoring and support through a particularly
difficult time of homelessness.
Alongside this model of care, the level of support is enhanced
through sharing of major resources, the primary tool being use
and access by Pathways staff to Barwon Health’s ‘The Care
Manager’ (TCM), IT system. In terms of information access
and information sharing (TCM), between Pathways and Barwon
Health, all parties have access to electronic file notes, assessments,
referral tools, risk alerts and an email system built into TCM.
This facilitates better care through providing streamlined access
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to all relevant information much like sharing, with consent, a
joint electronic file specific to Barwon Health (Mental Health)
where all relevant contacts with consumers are accessible to
the parties directly involved in their support.
For example, a case manager can access the notes made by
HOPS about the work directly undertaken with a person and
these are viewed routinely by all parties to keep up to date
with developments. Particularly in housing and homelessness,
the need to be up to date is crucial, where circumstances often
change quickly and dramatically. There is a function within
TCM that allows workers to email notes to colleagues and
teams for immediate follow up of pressing issues so that daily
meetings of mental health teams will have immediate access
to information for follow up and vice versa. To our knowledge,
there is no parallel system sharing in the state. The level of
trust within his partnership has provided access to a unique
and vital communication tool. Furthermore, to have access
to such detailed consumer information also brings significant
responsibility in terms of confidentiality requirements and
accountability around data that’s accessed by Pathways staff.
Our partnership also extends into other areas, for example,
Pathways has free-of-cost access to clinical supervision from
Barwon Health staff, and the HOPS clinical coordinator provides
clinical supervision to other partners such as Karingal Mental
Health. This assists in building networks, knowledge, and a
better understanding of other service models. Agencies share
their resources and experience, thus supporting one another
and gaining valuable insights. This provides workers with
positive and constructive views of other agencies and ‘their’
challenges, rather than uninformed critical views.
Entering another sphere, HOPS, in its partnership with
consumers, has undertaken advocacy at a Federal and State
Level. The program conducted a survey of the experiences
of consumers who had experienced homelessness, and this
was in response to a call for submissions into a Parliamentary
Inquiry into Supported Accommodation for Victorians with a
Disability or Mental Illness.
Within established community development principles, the
consumers voice was engaged and tapped into and, according
to Kenny (2007), the consumer is viewed as the expert rather
than the worker. The partnership involves being aware
of the dangers of disempowerment in speaking for others

and so our role becomes one of facilitating their voice
and viewpoint where it matters, into a political process.
The findings of this survey, along with an analysis of demands
we could not meet, was presented as evidence to the Inquiry,
with the focus being on consumers’ experiences of homelessness
and a lack of supported accommodation, (Victorian Parliamentary
Inquiry 2008).
This expanded further when HOPS submitted an
abstract for the Mental Health Services (TheMHS) conference
titled ‘Mental Health and Homelessness: The Undeniable
Importance of The Consumers Voice’. This directly related
to the survey conducted for the Parliamentary Inquiry. This
process was extended to then include the above consumers’
feedback and a case study to provide a submission to the
National Human Rights Consultation (HOPS Submission
2009), linking the experiences of being homeless with
breaches of basic human rights. This was further extended
to provide a submission to the Inquiry into Homelessness
Legislation by the House of Representatives.
These processes were facilitated with assistance from
the Public Interest Law Clearing House (PILCH) Homeless
Persons Legal Clinic, which conducted forums seeking input
from interested parties and providing assistance in how to
construct submissions. These processes were the result of
a partnership with Barwon Health, Pathways, consumers,
and The Public Interest Law Clearing House (PILCH)
Homeless Persons Legal Clinic.
The final features of our partnership are its variety
and context. Here are some examples:
• Barwon Housing Advisory Group (BHAG) – a network
meeting of the regions housing sector, facilitated and
hosted by The Department of Human Services (DHS)
• Alcohol Drug and Mental Health Services Network (ADMHS)
– a regional network of workers within these sectors
• Local Area Service Network (LASN) – responsible
for developing within the region the Single Entry
Point for homelessness pilot
• Barwon Adolescent Taskforce (BATFORCE) – a network
representing Youth issues across the region and drawing
together all youth related agencies.

Within what is already a busy and demanding role within
a small team, we have managed to achieve strong working
partnerships that not only support consumers, but also
colleagues across various agencies. The final message we
have on partnerships is they rely mostly on the commitment
of workers to establish and maintain working relationships in
a respectful manner. What facilitates this is the bonding that
occurs when different disciplines are co located to form a
‘team’. What supports this even further is quality ‘clinical
group supervision’.
From our experience at HOPS, we cannot advocate strongly
enough for models of partnership that involve co location.
It’s something akin to back to the future where services were
once a whole and then went through processes of change and
competitive tendering and dividing up. We are now looking at
models that once again draw disciplines together under the
title of ‘partnership’.

References
Families and Community Development Committee. 2008.
Inquiry into Supported Accommodation for Victorians with a Disability or Mental Illness.
Transcript of evidence provided by Homeless Outreach Psychiatric Service.
http://www.parliament.vic.gov.au/fcdc/inquiries/support_accommodation/hearings.html
Homeless Outreach Psychiatric Service (HOPS). 2009. Brief Submission to
the National Human Rights Consultation. Barwon South West Region, Geelong.
Homeless Outreach Psychiatric Service (HOPS). 2009. Submission to the
Homelessness Legislation Inquiry. Barwon South West Region, Geelong.
Kenny, S. 2007. Developing Communities for the future 3rd Ed. Thomson, Victoria Australia.
Maidment, J. & Egan, R. 2004. Practice Skills in Social Work & Welfare,
More than just common sense. Allen & Unwin, NSW. Aust.
Public Interest Law Clearing House (PILCH). 2008. Righting the Wrongs of Homelessness,
PILCH Homeless Persons’ Legal Clinic submission to the Federal Governments Green Paper:
‘Which Way Home”. Melbourne.
State Government, Victoria. 2008. Because Mental Health Matters.
A New Focus for Mental Health and Wellbeing in Victoria – consultation paper.
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This [partnership] assists in building networks,
knowledge, and a better understanding of other
service models. Agencies share their resources
and experience, thus supporting one another and
gaining valuable insights. This provides workers
with positive and constructive views of other
agencies and ‘their’ challenges, rather than
uninformed critical views.
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A learning
partnership
CSHITB Award Dinner

John Katsourakis, Development Manager, Training, VICSERV
Jenny Gordon, Manager, Community Services and Health, Wodonga Institute of TAFE

Partnerships bring great rewards, great
innovations and great delivery of products and
services. Partnerships are part of our future in
a society that is becoming increasingly complex.
‘A successful partnership enhances the impact and
effectiveness of action through combined and more efficient
use of resources, promotes innovation, and is distinguished by
a strong commitment from each partner’, (OECD, 2006).
There is no doubt that the expectation to form collaborative
partnerships is found in most government policy papers, and
really, why shouldn’t this be the expectation? The Organisation
for Economic Cooperation and Development (OECD) clearly
recognises the value of cooperation, and our own evidencebased experience demonstrates the effectiveness of
collaboration in achieving great things.
Partnerships bring great rewards, great innovations and great
delivery of products and services. Partnerships are part of our
future in a society that is becoming increasingly complex.
Can partnerships be created from the theoretical principles
of cooperation, or does practice inform theory, and if so,
what makes highly successful partnerships work?

An award winning partnership exists in the Victorian PDRS
sector. Part of the uniqueness of this partnership lies in the fact
that it is a partnership across industry sectors and it also brings
together a regional-based agency with a city-based agency.
The partnership has existed now for nearly five years and
shows signs of only growing stronger. This award winning
partnership is between Wodonga Institute of TAFE (WIOT)
and Psychiatric Disability Services of Victoria (VICSERV).
All successful partnerships must share common goals and
within this unique relationship and successful partnership
between Wodonga Institute of TAFE and VICSERV, the common
goal is to provide innovative, high quality and current training
to Keyworkers within the community mental health sector.
The vision for this partnership was the initiative of staff from
both organisations, which brought the two agencies together
back in 2005. The opportunity to reflect over this particular
training partnership has arisen and posing some questions will
perhaps give some evidence-based insight into what to look
for when seeking to establish partnerships.

Questions for reflection include:
• Were they the right people in the right space
at the right time?
• Was it inevitable that such a partnership would
form and it was purely a matter of when?
• Did the partnership form because all the theoretical
principals for forming partnerships were in place and
so it was a simple beginning?
The conceptual framework for the establishment of this
particular partnership was a simple one – and perhaps, this
simplicity has been a contributing factor to the continued
success of the relationship. The simple focus of the relationship
has been to provide quality training for Keyworkers in the
community mental health sector, using the National Training
Package qualification as a focus.
In 2006, the visionary staff mentioned above saw the great
value of VICSERV training for Keyworkers and also recognised
the potential to map this training to the Certificate IV in Mental
Health (non-clinical), thus giving workers a nationally
accredited qualification: a simple concept.
A pilot was held in Gippsland that year and feedback informed
the development of the current delivery model. Documents
have now being produced that are jointly owned by both
agencies and form the basis to the delivery of the Certificate
course to existing workers.
In 2008, the model won the State Industry Training Board
Award for Innovation in Training and Assessment and the
demand for the delivery now out strips the current capacity
to deliver. But what made it so successful, and what have
the partners done to ensure its success?
All of the following factors have played a significant
part in stabilising this partnership:
• Shared simple vision between partners
(mutually advantageous objectives)
• Trust/honesty in the relationship building
• Clear communication
• Manage change well – particularly when
people in the agencies move on
• Partners are able to work across boundaries –
personal and professional
• Planning, monitoring and evaluation a high priority
• Ensure that systems and processes exist

• Future planning is occurring as well as
maintaining existing operations
• Decisions are shared and transparent
• A clear Memorandum of Understanding
that is reviewed regularly
• The strengths of each partner complements
the strength of the overall partnership
• Being prepared to continuously learn from
ones successes and failures.
The current staff from both organisations have adhered to
the principles above and even though the original staff involved
from both organisations have moved on, the partnership is
still very strong and continues to grow.
Since the original pilot in 2006, 95 workers (90 per cent
of Keyworkers enrolled) have successfully completed their
Certificate IV in Mental Health (non-clinical). We now
have 51 active enrolments in Melbourne with one new
program planned for Bendigo in November 2009. In the
last six months, queries for delivery have come from SA,
QLD and the NT. The outcomes for the workers in the
industry have been enormous, and because the assessment
is workplace based, there have been opportunities for
agencies to use the training to change and improve their
practice across their organisations.
Where will this partnership move to? A recent strategic
planning day reinforced the shared vision of quality training for
Keyworkers in the sector, using the National Training Package
qualification as a focus. The new Community Services Training
Package also has the opportunity to move on to incorporate
Diploma level qualifications in Mental Health and AOD.
This opportunity will be embraced.
‘Partnerships vary throughout the world; their successes and
barriers differ significantly, too. Success factors that work in
one partnership may not necessarily work in other cases. The
heterogeneity of partnerships results from their different contexts,
but this is also exactly where their strength lies. They will
necessarily vary according to their surroundings, their conditions
and their tasks. And their overall goal is a common one: all
area-based partnerships positively contribute to deepening
and improving local governance and processes and building
effective vertical and horizontal communication channels
within and between different sectors,’ (OECD, 2006).
Reference
Organisation for Economic Cooperation and Development (OECD), 2006,
Successful Partnerships – A guide, OECD, Vienna
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Using partnerships to
build better services
Judy Hamann, General Manager, Mind
(With contributions from the Building Family Skills Together (BFST)
Mind partnership members: Peter McKenzie and Brendan O’Hanlon –
The Bouverie Centre, Jo Sais and Joy Barrowman – North West Area
Mental Health Service, A/Professor Carol Harvey and Laura Hayes – The
Psychosocial Research Centre, Janet Glover and the BFST Mind Team.)

Families and carers have been largely ignored
in the mental health service system, so perhaps
it is the partners’ shared passion to make a
difference to the lives of these people that
helps bind the partnership.
Introduction
BFST Mind is a partnership that was formed to support the
introduction of a model of working with families and service
type that is new to the PDRSS sector. The partner organisations
are The Bouverie Centre, North West Area Mental Health
Service (NWAMHS) the Psychosocial Research Centre (PRC),
Action on Disability in Ethnic Communities (ADEC) and
Foundation House, with Mind as the lead agency.
Mind received funding under the Mental Health Community
Based Program of the Department of Families, Housing,
Community Services and Indigenous Affairs (FaHCSIA); the
funding proposal was based on the premise that a partnership
model will achieve the best outcomes possible for families.
This program is part of the Council of Australian Governments
(CoAG) mental health initiatives rolled out three years ago,
with the others being Personal Helpers and Mentors (PHaMs)
and Day to Day Living. Each of the BFST Mind partners have

contributed to this paper and you may notice the difference
in the style of each contribution. The difference in style is
deliberate, as it is reflective of the different roles, expertise
and contributions of each of the partners, who make up the
whole. The complexity of what we wanted to do, and how we
wanted to do it, is reflected in the list of acknowledgements
and contributors.
Background
FaHCSIA’s Mental Health Community Based Program emphasises
community building, and the development of resilience in families;
its purpose is to focus on strengths rather than on deficits and
is therefore ideally suited to PDRSS philosophy and practice.
One of the other principal features of the program is that it
requires an established evidence base.
In 2007, a partnership was developed between North West

Area Mental Health Service (NWAMHS) and the Bouverie
Centre (Bouverie). The aim of this partnership was to
promote family work within this area mental health service,
and this was achieved by providing the Meriden model of
family intervention developed by Grainne Fadden in 1998.
This approach known as Behavioural Family Therapy (BFT),
an approach originally devised by Ian Falloon, Grainne Fadden
and colleagues, emphasises problem solving, communication
and resilience building in families where a family member has
a diagnosis of a low prevalence mental illness. This service
continues to be offered to families within the NWAMHS
Continuing Care Teams, and the Mobile Support Team.
BFST Mind was designed to extend this original service and
meet unmet need in the area. It targets those families who
are ineligible to receive this family intervention as they have
either been discharged to general practitioners through the
Consultation and Liaison in Primary Care Psychiatry (CLIPP)
program of NWAMHS, or assessed as not in need of ongoing
case management within NWAMHS. The service also targets
families from Culturally and Linguistically Diverse (CALD)
backgrounds, as many of these people miss out on mental
health services completely.
The PRC is undertaking the evaluation of the original
service within NWAMHS on an ongoing basis, and this
ongoing evaluation provided the evidence base on which
to evaluate the new BFST Mind service.
Partnerships
BFST Mind was established on the basis that pre-existing
collaborations between many of the services were then to
be developed into a more formal arrangement. Mind has a
long-standing positive working relationship with NWAMHS
at Case Manager/Keyworker and management levels. It had
previously engaged The Bouverie Centre in the delivery of
family sensitive training for its staff and the PRC was involved
in some of the evaluation work already undertaken by Mind
in other areas. Through its provision of services, particularly
respite services to families from CALD backgrounds, there
was a strong connection with ADEC and, to a lesser extent,
with Foundation House.
The establishment of BFST Mind has involved and continues
to involve the input of these services. Some have a role in
providing direct services as part of the program while others
have a formal role as part of the steering committee. The
Bouverie Centre provides training, supervision in the model
and co work with families as a learning process for staff. The
PRC is responsible for the formal evaluation of the program,
NWAMHS is a source of referrals, while their Shared Care
program is a pathway to GPs and provides psychiatric registrar
consultation for the BFST Mind Team on emerging medical

matters (such as pregnancy). ADEC and Foundation House
provide specialist input on CALD issues. The result is a
comprehensive set of roles, relationships and interactions,
all of which make up BFST Mind.
The Steering Committee
The Steering Committee drives the development of BFST
Mind. It is far more than a token Committee with many
of the issues and complexities associated with introducing a
new service model being sorted through and resolved here.
Some of the early problems that the Committee grappled with
included recruitment and the integration of a formal evaluation
process into the delivery of the service. Because the family,
not the individual, is the client, there was no existing pool of
PDRSS workers who had the skills to take up the work, so it
was a slow process to find workers who had the capacity and
interest to undertake training and to work in an unfamiliar
setting. Steering Committee members were routinely part
of the recruitment process and provided encouragement
and guidance through this early difficult time. Eventually,
a suitably qualified group of staff was found.
The notion of routine evaluation being part of PDRSS work
was particularly challenging to a PDRSS, which is steeped in
choice and client directed work as fundamental principles. The
Steering Committee was the place where some of the tensions
inherent in an approach that tells families that evaluation is part
of the service but that the service is also based on choice. This
issue had the potential to be very divisive, but it was through
open dialogue and trust between members that a common
understanding was reached.
The Families (The BFST Mind Team)
Since the service began operations in early 2008, the BFST
Mind Team has worked with a broad range of family types and
configurations. These range from parents with a mental illness
with young children in their care to elderly parents caring for
an adult child with mental illness. The age range of participants
is therefore large, from five to 80 years of age. The program
targeted ‘hidden families’ that for various reasons infrequently
access services: CALD families, Families where a Parent has a
Mental Illness (FaPMI), ageing families and young carers. There
is a significant challenge in connecting with these families and
a wide variety of strategies were used to get the message into
the community including providing brochures in community
languages, placing advertisements in local papers and being
available to work with families on the acute psychiatric inpatient
unit. These constitute informal partnerships, which are just as
important as the formal ones, as it is this work that connects
the service with the many agencies who may refer families
and with many intersecting groups in the community.
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Training, supervision and co work
(The Bouverie Centre)
An important consideration for the Bouverie Centre when
developing the BFT training model was how to support the
service to embed and sustain BFST activities. This was achieved
firstly, by working closely with the service in identifying and
developing a strategy to address implementation issues, along
with regular consultation and input at the Steering Committee.
Secondly, a training and support continuum was developed,
which begins with intensive five-day training in the BFT model
and followed by a Bouverie worker acting as a Consultant/
Co-therapist working closely alongside family workers. This
same Consultant provides regular and on-going supervision
for the BFST Mind Team.
North West Area Mental Health Service
and shared care
When BFST Mind was established to extend the services for
families in the area, the North West Area Mental Health Shared
Care Program made a commitment to supporting Mind in its
development. In achieving this, Dr Holly Anderson (medical
registrar) provides weekly targeted consultation to Mind staff
in relation to medical issues or questions that arise in the
course of their work with families. This time is dedicated to
the provision of direct support through secondary consultation
and the completion of direct client assessment. In addition to
this, educational opportunities are made available to staff.
To date, education topics provided have included DSM Axes,
the use of medication in pregnancy (such as antidepressants,
antipsychotics and mood stabilisers), side effects of medications,
and treatment approaches. The aim of this collaboration is to
establish better outcomes for families, to increase referrals

through the identification of appropriate potential clients
from the primary care sector, and to promote the BFT
model to general practitioners in the area.
Evaluation (The Psychosocial Research Centre)
The expertise developed by the PRC in evaluating the BFST
program at NWAMHS was applied to the design of the BFST
Mind evaluation. This guided the selection of useful questionnaires
that would target areas where change was expected, for
instance, in the areas of relapse, psychological distress, carer
burden, social engagement and satisfaction with family life.
It was initially planned as pre- and post testing of a client,
plus one family member.
The evaluation evolved to capture two special aspects of BFST
Mind’s activities. Firstly, as a new program, there was a focus
on promotion and building a referral base. Therefore, there
was interest in additional outcomes such as referral numbers,
source of referrals, outcomes of referrals and general perception
of the program by referrers. Key referrers were interviewed
in order to gain a better understanding of the referral process,
and referral patterns were analysed. This led to a more
targeted approach to referral generation and publicity.
Secondly, offering family interventions outside of a casemanagement situation ‘stretched’ the BFST model with more
focus on engagement via initial phone calls and face-to-face
meetings before BFST sessions proper commenced. All this
preparatory work with families would be lost if the evaluation
focussed only on the sessions themselves. The evaluators
started to collect information on enquiries and engagement
sessions as well, to show the whole picture. As mentioned
previously, a partnership was required to integrate the

evaluation with practice; the evaluators refined the evaluation
in response to an understanding of the activities of the BFST
Mind staff, while the BFST Mind staff understood more about
their activities through feedback of the evaluation.

carer consultation and PDRSS service delivery from Mind.
However, the partnership is larger and stronger than the sum
of its parts, as it is the combination of these capacities, expertise
and functions that lead to good outcomes for families.

What makes partnerships work?

Finally, leadership of the Steering Committee and facilitating
collaboration is a crucial aspect of the partnership, due to
Mind’s commitment to the service and to the value of this
partnership as an effective model that delivers positive and
long-standing outcomes for families.

BFST Mind is now an established service and a new service
model for families in the PDRS sector. Families and carers have
been largely ignored in the mental health service system, so
perhaps it is the partners’ shared passion to make a difference
to the lives of these people that helps bind the partnership.
Each of the partners has a specialist and unique contribution
to make to the service. These contributions are training and
supervision from The Bouverie Centre, registrar consultation
and advice from NWAMHS, evaluation from the PRC, advice
on CALD issues from ADEC and Foundation House, and

Acknowledgements to all other members of the BFST Mind Steering
Committee: Ida Kaplan (Foundation House), ADEC, Michael Loh
(Mind Western Regional Manager) and Michela Cardamone
(Carer Consultant Mind), all those who contributed to this article
listed at the start and to FaHCSIA, the funding body.

In 2007, a partnership was developed between North West
Area Mental Health Service (NWAMHS) and the Bouverie
Centre (Bouverie). The aim of this partnership was to promote
family work within this area mental health service, and this was
achieved by providing the Meriden model of family intervention
developed by Grainne Fadden in 1998.
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With each forum, we learn new things. At the most recent forum
in May 2009, a number of younger Aboriginal workers attended.
Their energy and enthusiasm infused everyone present and it was
decided to encourage younger people from all communities to
attend future forums. Exposing younger people to their culture
and to older workers/ Elders was clearly beneficial.
The Loddon Mallee Aboriginal Reference Group
(LMARG) is a community elected peak body representing
the seven Aboriginal communities in the Loddon Mallee
Region (Mildura, Robinvale, Swan Hill, Kerang, Echuca,
Kyabram and Bendigo). Five of these communities have
a formally constituted Aboriginal Community Controlled
Health Organisation (ACCHO).
Over the last five years, LMARG and its member organisations
have made significant advances in developing a Social and
Emotional Wellbeing (S&EW) strategy for the Loddon Mallee
Region, building the knowledge and capacity of the Aboriginal
health workforce to deliver community based primary mental
health and rehabilitation care and promoting mental health in
communities. It has done this through productive partnerships
with the Department of Health’s Mental Health Program in
the region, other funding bodies and mainstream services.
In summary, LMARG’s S&EW strategy has included:

1 Supporting the twice yearly S&EW forums held
on Wati Wati land at Tooleybuc, NSW. These forums
bring together a range of Aboriginal health workers for
the purpose of networking, planning and learning. The
forums have allowed communities to yarn about their
priority S&EW needs and issues and discuss how these
should be addressed in culturally fitting ways. They also
provide a culturally enriching and nourishing experience
for Aboriginal workers.
2 Establishing a structure (the S&EW Sub-committee) to take
responsibility for the development of S&EW responses in
the region. This Sub-committee reports to LMARG and meets
every two months, bringing together S&EW, Alcohol and Drug
and other relevant workers to share program information,
develop capacity for S&EW screening, assessment and referral,
plan professional development activities and promote mental
health. A Submission Writing Sub-committee has also been
established within this structure.
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3 Supporting the delivery of annual Critical Incident Stress
Management (debriefing) training over the last four years.
To date, over 60 Aboriginal health workers have undertaken
this comprehensive five-day training course.

Upon receipt of the facilitator’s report, LMARG and the regional
office agreed to hold another forum to identify solutions to the
issues raised. The second forum was held in March 2005. This
second gathering set up the structure for further development.

4 Promoting local partnerships with clinical mental health
services. In the region, the proportion of clients of clinical
mental health services who identify as Aboriginal is 4.8 per cent,
much higher than any other Region. Despite improved access
to specialist mental health services, there is still much work
to be done in building further relationships with this sector.

It recommended the establishment of a S&EW Sub-committee
of LMARG, a Children’s Wellbeing Steering Committee and a
Submission Writing Steering Committee. It identified a model for
addressing the priority need for an Aboriginal Specific Critical
Incident Stress Management (debriefing) service. A commitment
was also made to continue to hold such forums twice a year.

The aim of the S&EW strategy is to support ACCHOs in
the region to improve the delivery of recovery and prevention
focussed non-clinical mental health care. In the second half
of 2008, State Government PDRSS funding to each ACCHO
increased, which enabled the employment of a half-time
S&EW worker. In some cases, other sources of funding have
topped this up to full-time. There are now, for the first time,
dedicated S&EW workers in ACCHOs throughout the region.

To date, there have been nine forums since November 2004.
The format has remained much the same. Forums are held
over one and a half days. Most people gather the night before
the first day for informal networking and catching up over a
shared dinner. This allows for a nine-am start the following
morning, something that would otherwise be difficult, as most
people have to travel two to three hours to get to Tooleybuc.

This is a major boost to capacity and allows the S&EW
Sub-committee to have consistent membership and take
responsibility for the planning and development of the S&EW
strategies in the Region on LMARG’s behalf. It bodes well
for the future.
However, this article is not about the future, it is more about
the past. The S&EW journey in our region began in earnest
in November 2004 when LMARG and the regional office of
(the then) Department of Human Services jointly sponsored
the first Tooleybuc Forum to generate discussion about the
impact of mental health issues in Aboriginal communities.
The report from this first forum raised many issues,
but the most pressing were the problems faced by
the Aboriginal health workforce.
‘It was clear from the outset, that workers had never had the
opportunity to come together in such a forum, and the long
term affects of having to work in isolation under enormous strain is
evident. The fear voiced by many, is that this ongoing strain is not
only impacting on our own wellbeing as workers, but is also severely
impacting on the health and wellbeing of our own children and
families. This leads most to be dealing with the cyclical and
intergenerational factors, within their professional lives and
their personal lives. No other group in our nation is placed
in such severe hardship’, (Nelson, 2004.)

Forum agendas have evolved, but include some common
elements. Following an ‘ice-breaker’ activity where participants
get to know each other, there is time set aside for regional
planning, problem solving of specific issues, engagement with
a mainstream service or two (Dual Diagnosis services have
been particularly helpful), and presentations from key Aboriginal
programs/organisations such as the Victorian Aboriginal
Community Controlled Health Organisation (VACCHO –
the Victorian peak body for Aboriginal Community Controlled
Health Organisations.)
A psychologist has been present at every forum and is available
to debrief with any worker who is feeling under particular
stress from either a work related or personal matter.
One of the key features of the forums has been the ever
increasing focus on cultural activities. These have included
Aboriginal dance and music, men’s and women’s business
yarning circles, smoking ceremonies and other activities to
promote healing and a range of other cultural elements ably
led by the forum facilitator, Ms Robynne Nelson.
At some forums we have had the pleasure of the company
of two Indigenous men from North America. Their colourful
cultural displays and dance have entertained and their insights
into effective drug and alcohol treatment have been very
well received.

With each forum, we learn new things. At the most recent forum
in May 2009, a number of younger Aboriginal workers attended.
Their energy and enthusiasm infused everyone present and it
was decided to encourage younger people from all communities
to attend future forums. Exposing younger people to their
culture and to older workers/Elders was clearly beneficial.
The eighth forum, held in October 2008, was a Statewide
forum sponsored jointly by LMARG and VACCHO. It was felt
that the forums had offered such value to our regional workers, it
was time to share what we had learned with other Aboriginal
organisations throughout the state. Approximately 50 people
attended this forum.
The forums are always evaluated and responses are
overwhelmingly positive. Comments have included:
• Yes, excellent, very empowering, information sharing,
networking and skill developing
• I learnt more about me than I have ever learnt before
• As a descendent of the Stolen Gen, I felt the spirits were
with me. I now feel connected to my brothers and sisters
from across the state
• Professionally I have learnt a lot on mental health. Personally
and spiritually it gave me a lot of courage to let go of a lot
of things that I hung onto longer than what I should have
• Yes this conference at Tooleybuc is what gets me through
to the next and able to go back to community to work on

• I love all the cultural activities and the respect
that is shown. Thank you
• It was very powerful and a wonderful journey to be a part of
• This is a way of cleansing my spirit
• Robynne brings a deep spirituality and culture
that bonds us all together
• Tooleybucs help us unload from six months of stress
• Overwhelming, emotional, happy time, relaxing,
informative and I will be back
• I would like to thank the facilitator, guest speakers,
and traditional owners of this country.
Planning is currently under way for forum number ten to be
held in October 2009. Whilst most Aboriginal health workers
are passionate about meeting health needs within their own
communities, the value of coming together as a regional group
has been demonstrated through these forums. We draw
strength from each other and continue learning new ways to
improve wellbeing in communities.
FIND OUT MORE. Please contact Fred Wachtel for
more information relating to this article on 03 5434 5634
or Fred.Wachtel@dhs.vic.gov.au.
Reference
Loddon Mallee Aboriginal Services Mental Health Forum: “Our Journey Toward Greater
Mental Health Within Our Aboriginal Communities of Loddon Mallee”, Nelson, R, 2004.

Whilst most Aboriginal health workers are
passionate about meeting health needs within their
own communities, the value of coming together as
a regional group has been demonstrated through
these forums. We draw strength from each other
and continue learning new ways to improve
wellbeing in communities.
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From left: Indigo Daya, Janet Karagounis, Sandi Noble

Indigo Daya, Project Manager, Voices Vic, Prahran Mission

‘…The most important thing about a hearing voices group
is that it gives people real hope and it gives us power. It also
creates social connections that many people have never had
before. Before I went to a hearing voices group I had no hope,
no future, no chance of working, and now my life is glowing.’
In August this year, over one hundred voice hearers,
plus family, friends and mental health workers, gathered
from across Victoria for the start of something exciting.
The evening was a celebration of the launch of Voices Vic:
The Hearing Voices Network of Victoria, developed by
Prahran Mission that aims to bring about a new way of
working towards genuine recovery.
Voices Vic was created to help improve the recovery and social
outcomes for people who ‘hear voices’. It is a network rather
than a direct service, and the primary task is to train, support and
connect voice hearers and workers across the state to create
hearing voices peer support groups. These groups will assist voice
hearers with learning how to build explanatory frameworks for
their voices and respond to their voices, which will, in turn, build
and improve the use of coping strategies, promote personal
adaptation, and ultimately reduce related distress and disability.
Voice hearers must – and already do – play a central role in
co-facilitating and organising these groups.

VMIAC Team

Voices Vic has been the culmination of years of work.
It all began with an inspiring speech by the very well known
Ron Coleman, who speaks often about the transformative
experience he had at a hearing voices group in the UK. For
Ron, attending a hearing voices group marked the beginning
of his extraordinary recovery journey. Ron has remained a
staunch supporter of our efforts at Prahran Mission to create
this network for Victoria, and it was a special moment for
many of us when Ron was able to speak at our launch.
Prahran Mission has run hearing voices groups for four years,
which today include a general group, a young person’s group,
and a closed group at Thomas Embling Hospital. In the past 18
months we have held many consultations with voice hearers
and workers from across the state, received support and inspiration
from other networks and experts in Australia and overseas,
and held a dedicated fundraising campaign. We are delighted
to have finally launched Voices Vic, and have been deeply
encouraged by the overwhelming interest and commitment
we have already received.

What is Voice Hearing?
At Voices Vic, we refer to ‘people who hear voices’ or
‘voice hearers’. These terms have been developed by
voice hearers themselves and this language is rooted in the
processes of reclaiming power and ownership over personal
experience and recovery. ‘Hearing voices’ in a mental health
setting is more commonly referred to as ‘auditory hallucinations’
or hearing something when no external stimulus is present.
Hallucinations are classed as a common symptom of psychosis.
Psychosis is a set of symptoms seen in mental illness diagnoses
such as schizophrenia, mood disorders such as depression or
bipolar disorder, or dissociative disorders.
It should also be noted that the ‘voice hearer’ has, over
time, come to represent other types of sensory hallucination
besides the auditory, including visual, olfactory and other
sensory experiences for which no external stimuli is present.
In keeping with the principles of consumer leadership and
the international Hearing Voices movement, we have chosen
wherever possible to use the language preferred by voice
hearers themselves.
What’s different about a hearing voices group?
There is a key point of difference that exists in the thinking
behind hearing voices groups, which is important to highlight
from the outset. This thinking emerged from research by
Marius Romme and Sandra Escher (1996), and it puts forward
the rather refreshing perspective that hearing voices is not, in
itself, a problem. Instead, says Romme, the problems/mental
illness/distress that people experience is actually related to
the ability of a person to live with and cope with the voices.
Accordingly, hearing voices groups do not aim to eliminate
the voices people hear, but to help people coexist with them.

•
•
•
•
•
•
•

Higher self-esteem
An explanatory framework for the voices
More likely to discuss the voices with others
Communicate more often with the voices
More social and supportive connections
Ability to set limits with the voices
Ability to listen selectively to the voices

In essence, hearing voices groups help voice hearers to
understand the experience, in the context of the person’s
own life experiences and frameworks, and to explore new
ways of coping and living, that have worked for other voice
hearers. The groups provide a safe space to explore the
experience of hearing voices – without judgement or fear –
and with other voice hearers who understand.
‘…The most important thing about a hearing voices group
is that it gives people real hope and it gives us power. It also
creates social connections that many people have never had
before. Before I went to a hearing voices group I had no hope,
no future, no chance of working, and now my life is glowing.’
Janet Karagounis, voice hearer.
Up until a year ago, Janet had been a participant of Prahran
Mission’s day program for five years, and had not worked for
fifteen years. Today, Janet facilitates two hearing voices groups,
and is employed as a member of the Voices Vic Team.
The Voices Vic Charter
Voices Vic is a network of professionals, carers and voice
hearers that work together to reduce the distress that can
be associated with hearing voices. The network’s ambition
is to establish hearing voices groups across Victoria. Our
vision is for the community at large to listen to the experience
of voice hearers without fear or judgement.

It has been commonly assumed that people who hear voices
will experience such severe distress and confusion that they
will choose to visit – or be taken involuntarily – to a medical
professional who will diagnose and treat them with medication.
Yet, contrary to this, Marius Romme’s research in the Netherlands
found that there seemed to be more people who hear voices
without distress than those who do. Other findings have since
confirmed that hearing voices is not necessarily associated with
negative outcomes. Johns et al (2002) found that around four
per cent of the general population hear voices, yet only about
eleven per cent of this group seek psychiatric intervention.

People who hear voices are frequently diagnosed with
schizophrenia or another psychotic disorder, and it will be
no surprise to readers of newparadigm that voice hearers
are typically amongst the most distressed and disadvantaged
people serviced by the mental health system.

Further work by Romme and Escher (1996), has identified
a number of factors and coping strategies, which differentiate
those people who can cope with the experience of hearing
voices from those who cannot, and assistance can be
provided, ideally in peer support groups, to help people
build these factors into their lives. These factors include:

People diagnosed with psychotic disorders can experience
extreme and ongoing distress. The experience of psychosis
can be so severe that the World Health Organisation (WHO)
has ranked active psychosis in the category of the most severe
disability, in the same category as terminal cancer and
quadriplegia (WHO, 2004).

We believe recovery is not necessarily the absence of voices,
but the ability to have a meaningful life. We believe recovery
is possible for everyone.
Why is Voices Vic needed?
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We believe that hearing voices groups are urgently
needed across Victoria to complement existing medical
treatments. We also believe that the PDRSS sector holds
the ideal philosophical approach, recovery framework
and engagement with voice hearers to enable a network
of groups to grow and thrive.
We, in the PDRSS sector, do not need to be told that
hearing voices, for many, equates to a lifetime of repeated
hospitalisations, heavy medications, constant fear, social
isolation, unemployment and poverty, homelessness,
poor health outcomes, discrimination and a pervading
sense of hopelessness.
The picture just gets worse when we look at a major
research study of psychosis in urban Australian areas. This
paper suggests that existing medical treatments for people
who hear voices may only be effective for approximately
35.5 per cent of people (Jablensky et al, 2000), and even
then, most people’s voices will return on ceasing medication.
Additionally, antipsychotic medications commonly cause
seriously debilitating physical, cognitive and emotional side
effects such as diabetes, obesity, involuntary movement
disorders and blunted emotions.
While the clinical sector continues to work hard to find
effective treatments, this is not yet a reality for the majority
of people we work with. Given the scale and severity of
distress caused by voice hearing, it is a social and humane
imperative to provide additional recovery options. We believe
that hearing voices groups are urgently needed across Victoria
to complement existing medical treatments. We also believe
that the PDRSS sector holds the ideal philosophical approach,

recovery framework and engagement with voice hearers
to enable a network of groups to grow and thrive.
So what’s happening?
Voices Vic opened its doors in Malvern East on 13th July
this year. Since then, we have been phoning, emailing, faxing
and mailing every mental health service we can to discuss the
benefits of starting a hearing voices group, and how we can
help. To date, we have strong interest from services in Wodonga,
Ararat, Horsham, Ballarat, Warrnambool and from many
suburbs across Melbourne, with a commitment for at least
13 new groups to commence before the year is out.
Voices Vic will be supporting new groups
with the following services:
• Training – in September we held the first training for
hearing voices group facilitators, attended by over 75
people. We will be holding further training over the
next twelve months.
• Site visits – we will visit as many services as we can
to talk to voice hearers, workers and carers about
the groups and how to get started.

• Workshops – we will be holding regular workshops
for facilitators to get together, share ideas and support
each other in this new way of working.
• Mentoring – in the next few months we will
begin a mentoring and leadership program for
voice hearer facilitators.
• Community Forums – we will hold regular community
forums where voice hearers can share their stories and
talents, and prominent speakers can prompt debate.
• Information resources – Voices Vic maintains an up-to-date
website, issues newsletters and provides telephone support.
In all of our work, we will strive to support both regional
and metro groups, and to connect groups to each other
through meaningful partnerships.
Additionally, Voices Vic will be working on three other
fronts to support the sustainable growth of this approach:
• Research – Voices Vic has partnered with the Monash
Alfred Psychiatry Research Centre to commence a
longitudinal study of the outcomes of attending hearing
voices groups. We plan to share our findings across the
sector both in Australia and overseas.
• Advocacy – Voices Vic will work to represent the interests
of voice hearers, carers and our network of hearing voices
groups, across the sector, community and with government.
• Funding – Voices Vic has received funding for its first year
of operations from The Ian Potter Foundation and The
Helen Macpherson Smith Trust. We will be working to
obtain ongoing and increased funding from philanthropic
trusts and government to ensure the sustainability of
the network.
Moving Forward through partnerships
Voices Vic is, and will continue to be, based entirely on
partnerships at every level. Across services and regions we

will be facilitating working partnerships based on learning
and shared resources. Across groups, we will be partnering
voice hearers as mentors and mentees. At each hearing voices
group, we encourage a worker and a voice hearer to partner
up as the facilitation team. And, most importantly, within each
group, voice hearers will find their road to recovery together.
We are also keen to develop broader partnerships, including
cross-cultural partnerships based on exploring different meanings
and experiences of voice hearing. In 2010, we hope to facilitate
the sharing of hearing voices’ stories between different Indigenous
and immigrant cultures, as well as supporting the development of
non-English speaking hearing voices groups. Further, we hope to
fully engage with carers and carer organisations. The hearing voices
approach can offer helpful strategies for carers to use, and can be
a great source of hope. These activities will help to ensure that all
Victorians who are affected by hearing voices have access to support.
Voices Vic is an exciting new opportunity for our sector,
and an important new source of hope for Victorians who
hear voices and live with distress.
FIND OUT MORE: If you or your service is interested
in starting a hearing voices group, or just finding out more,
please contact Voices Vic: Indigo Daya, Sandi Noble or Janet
Karagounis, Monday – Thursday on 03 9692 9500, or visit
Prahran Mission’s website: www.prahranmission.org.au
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Alliances are not the first attempt at shared
partnership arrangements in mental health, but
they have been a significant force, in this region
at least, for moving mental health sector thinking
towards cooperation as a default practice.
This year we have seen the release of Because mental
health matters – Victorian Mental Health Reform Strategy
2009 – 2019. The Strategy sets a much broader scene for
the future of local service partnerships than ever before,
looking to include primary health and other providers in
scope. This however doesn’t discount the need for specialist
mental health services to continue making shared care
for consumers a reality – and this has proven to be a
significant piece of work.
Mental Health Alliances started in 2006 to forge a stronger
working relationship across adult mental health services. These
local partnerships of clinical mental health and psychiatric
disability rehabilitation and support services (PDRSS) exist
across every service catchment in Victoria. The then-Mental
Health Branch initiated Alliances in order to create a more
integrated treatment and support system for the mental
health consumer who is needing to access both clinical and
rehabilitation services, or is moving between services.

In August this year, the Department of Health (formerly
Department of Human Services) North and West Region
held a forum for our seven Alliances. Spanning diverse
catchments from the CBD and inner urban areas, through
to the outer-suburban growth corridors, they nonetheless
face common challenges. The forum set out to identify
strategies for a more consistent approach to these challenges
across our Region. We achieved strong attendance of fifty
people including representatives from the seven Alliances:
senior managers and CEOs from PDRSS, area managers
from clinical services, consumer/carer representatives and
alliance project workers. The following is a brief snapshot
of some of the findings:
The Successes
• Consumers have endorsed the need for services
to work better together

• Improved communication – frontline workers
are committed to collaborating to support better
consumer outcomes
• Alliances have designed processes to support joint
planning, better referral and discharge practices
• Some great projects have been realised, e.g: carer support,
shared staff professional development and orientation
• Connections have been made with other sectors,
for example public housing, to improve access and
outcomes for consumers.
The Challenges
• The lack of a common IT system across services,
for client data and electronic referral/documentation
• Power, perceived power and parity – some old
dynamics still exist between clinical and PDRSS
• It is challenging to achieve agreement on how to work
together, between agencies of varying size and scope,
with different organisational cultures, service models
and philosophical frameworks
• It takes significant effort and time to change
organisations, and continuous effort to promote
change through line management
• Alliances have developed local processes in the
absence of a single government-designed model –
this creates inconsistency.

The North and West Regional office is committed to
supporting our seven Alliances to address these issues
more strategically, through creating a Regional Steering
Committee. This Committee will manage responses
to the key concerns shared by Alliances and focus on
key future directions including a commitment to:
• Support pilot projects for a shared IT system
• Develop a framework for shared care guidelines
• Share and use consistent tools and processes
across Alliances
• Possible web-based forum to support shared
tools and disseminate information
• Support relationship of mental health to public
housing and homelessness services
• Access population-level data to assist with local planning
• Support new ideas – for example, trial shared
PDRSS/clinical teams
• Keep consumer carer experience in focus for
Alliance endeavours.
Alliances are not the first attempt at shared partnership
arrangements in mental health, but they have been a
significant force, in this region at least, for moving mental
health sector thinking towards cooperation as a default
practice. This is surely a major development towards an
integrated system that can more ably respond to the
challenges of reform.
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A personal perspective from
an Area Mental Health
Service (AMHS) Manager
Robyn Humphries, Manager Northern Area Mental Health Service
(NAMHS), NorthWestern Mental Health, Melbourne Health

Effective partnerships engage in a process of
ongoing review and reflection to ensure the needs
and expectations of each partnership member and
the agency they represent are being met and that
common goals remain and are still relevant.
We are increasingly expected to work in
partnership. For example, with case managers/key
workers, consumers and families, clinical services and
PDRSS, mental health services and primary health care
providers, the mental health sector and other sectors
(Justice, Child Protection, Alcohol and Other Drugs etc).
This is easy to say and difficult to argue against, however, not
so easy to do! It is therefore incumbent upon service managers
and leaders to understand the intricacies and complexities
inherent in this approach, and to develop the skills and
competencies required to establish and maintain productive
partnerships. I think, regardless of the context, some of the
key ingredients for successful partnerships are the same:
•
•
•
•

A conducive environment
Mutual trust and respect
Honesty and transparency
Strong leadership

The environment and context in which a partnership exists,
as well as the purpose of the partnership, are important factors
in determining viability and effectiveness. Strategic directions
and policy at the highest level play a major part in creating an
environment and setting the agenda for a partnership approach.
We can see this in the development of the Integrated Rehabilitation
and Recovery Care Service (IRRCS), where a cross-sector
consortium approach was a requirement of the funding body,
in the Because mental health matters: Victorian mental health
reform strategy 2009 – 20191 where a ‘whole-of-government’
partnership approach features prominently, and in the establishment
of PDRSS/Clinical alliances as a local area based platform for
service coordination and collaboration. However, a political
and organisational climate that requires and actively promotes
and rewards partnerships is not enough on its own to ensure
their success. It is important to understand some of the other
contextual factors that contribute to the effectiveness of a
partnership approach to service delivery.

A history of effective collaboration provides a solid foundation
upon which further work can be built, and is helpful in maintaining
partnerships. However, unless there is a current and mutually
relevant reason for establishing or continuing a partnership it
will most likely fail. Lack of common purpose and goals, shared
values and beliefs or divergence of expectations among partners
will almost certainly guarantee an acrimonious parting of ways,
and a partnership that exists without purpose will inevitably
fade away through apathy and lack of interest!
Effective partnerships engage in a process of ongoing review
and reflection to ensure the needs and expectations of each
member and the agency they represent are being met and
that common goals remain and are still relevant.
Working in partnership is not simply about sitting at the same
table. It involves individuals and the agencies they represent
developing an understanding of the nature of the other’s work;
accepting that work as legitimate and valuable, and developing
genuine confidence in the integrity and motivations of the
individuals and the agencies in which they work.
Partnerships require individuals to trust one another to do the
right thing, in good faith and with altruistic motivations. Where
leaders/managers develop relationships based on trust and
respect then the agencies they represent will most likely adopt
cross agency collaboration and, on the whole, form respectful
and collegiate working arrangements.
In my view, the value of the PDRSS/Clinical Alliance initiative is
as much about building relationships between PDRSS agencies
as it is about the relationships these agencies have with the AMHS.
Strengthening these inter-PDRSS relationships is important if
we are to maximise use of available resources and expertise and
avoid duplication and inefficient service provision. Confronting
the competition and rivalry that can and does exist between
PDRSS agencies, and understanding this as a normal consequence
of competitive tendering for scarce resources in a ‘survival of
the fittest’ climate is a difficult yet important part of developing
trust within a PDRSS/Clinical alliance.
In most partnerships not all parties are equal in size, power
or capacity to influence. It is important to acknowledge and
discuss this, and to honestly and transparently deal with this
reality. Where this degree of openness exists within a partnership
the participation of all parties can be valued and validated, and
realistic expectations about the capacity of each to contribute
to the work can be agreed.
Furthermore, if agencies are represented by individuals at
significantly different levels within their organisation, issues
related to power and control are likely to affect the nature
and quality of the relationships that develop, and ultimately
the nature and quality of what the partnership can achieve.
Consideration needs to be given to the purpose of the

partnership, and decisions about who is best positioned within
an agency, in terms of their role and function, to represent the
agency in a partnership should be made accordingly. This is
especially important when the partnership includes a governance
function. If this balance is not right, the effectiveness of the
partnership will be compromised.
The willingness and ability of individuals to operate from a
position of ‘what can I/my agency offer to this partnership?’
rather than adopting a ‘what’s in this for me/my agency?’
attitude is crucial. Ideally all parties are singularly focused on
working together to improve outcomes for the consumer,
as if in one single mental health service system rather than
a collection of separate service ‘silos’. Eliminating the ‘them’
from the ‘us & them’ dynamic that so often exists is also of
critical importance. The AMHS is commonly perceived as
being more powerful, both in size and clout, than PDRSS and
agencies in other sectors. Sadly, in some cases the attitudes
and behaviours of the AMHS makes this perception a reality.
Therefore, particularly in the early stages of partnership
formation, as the manager of an AMHS, I make a conscious
attempt not to take charge, but rather to assume a role of
enabler and facilitator, focusing on building positive relationships
and on listening and synthesising the diversity of views rather
than assuming a position of authority and power. My view is
that effective partnerships are not owned or controlled by one
or only some of the parties involved – all partners must share
a sense of ownership and control, and to achieve this I think
it is necessary to address past and present perceptions and
experiences in an honest and open manner.
Productive partnerships require strong leadership, and in the
context of PDRSS/Clinical partnerships, this leadership does not
necessarily best come from the AMHS. The leadership can be
shared, and should facilitate inclusion and collaboration rather
than being enacted in the form of domination or control.
Working in partnerships can be frustrating and tedious,
with slow progress and often backward steps along the way.
Understanding and accepting that process is as important
as task, and that attending to process is time consuming, is
helpful. Working in partnership is also energising, rewarding
and powerful, and can achieve far superior outcomes for
consumers, families and staff.
Perhaps it is my social work background that makes me so
inclined towards working collaboratively, or perhaps I was
just born that way, but I cannot see how going it alone can
possibly be better than working together!
References
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Partnerships with
health and social
outcomes
Liz Leorke, Mental Health Access and
Participation Director, YMCA Victoria

We intuitively know that both being outdoors and
being with others is good for our spirits. But what
is known intuitively is not always known rationally.

The coming together of the diverse sectors of outdoor
adventure and mental health in a recent partnership has
helped provide the evidence base for this intuitive knowledge
– and simultaneously borne a wonderful new fruit… For
the benefit of the mental health consumers, we have called
this new fruit a Nashi. A Nashi is a fruit variety that mixes the
qualities that we love from pears and apples; the juiciness
of a pear and the crispness of an apple. The partnerships
that are developed between mental health services and
YMCA Victoria draw on the strengths of both the knowledge
and experience of mental health and the knowledge and
experience of outdoor adventure and from the consumers
that attend – their knowledge of themselves.
This innovative approach has been initiated and supported by
Sport and Recreation Victoria (SRV), Department of Planning
and Community Development working with YMCA Victoria.
In three years of piloting and refinement, the Mental Health
Access and Participation Project (MHAPP) has produced camping
models that improve the physical quality of life and increase

social connectedness for participants. It has also educated
and equipped the camping sector to increase access for
mental health groups.
According to the latest statistics from the Australian Social Trends
report March 2009, one in two Australian’s will experience
some form of mental health disorder in their lifetime. For the
next ten years Because mental health matters, DHS, will provide a
pivotal change in supporting the Victorian community, particularly
Reform Area 8: Partnerships and accountability – strengthening
planning, governance and shared responsibility for outcomes.
Half of our population requires mental health support, and
DHS cannot do it alone. Recognising the role that an active
and healthy lifestyle assists in the holistic treatment of mental
illness, SRV has enabled on-the-ground local responses to be
developed. It has taken the dedication of the mental health
service, anything from clinical care, PDRS and consumer groups
to focus time and energy working with YMCA Victoria to
create a program that improves health and social outcomes
for their members.
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These Nashi-style partnerships evolve from a minimum of
three months collaboration. The main features of collaboration
include building trust, establishing operational roles and
accessing funding. Building trust and operational roles are
established successfully amongst the partners, however,
the stumbling block tends to be funding. Providing outdoor
adventure programs inherently require more money than
a user pay system can subsidise. However, the benefit of
two organisations working together, that is YMCA Victoria
and a mental health service, is that both can draw from
broader resources.
In recent years, YMCA Victoria has taken gigantic steps to
increase access by introducing subsidised support for people
and families experiencing disadvantage through the YMCA
Open Doors Initiative. Utilising funding for mental health
consumers through this initiative for outdoor adventure
programs to date has been successful. Also, many of the
mental health services recognise the benefits of accessing

outdoor adventure programs and allocate funding
toward holidays and/or respite.
The MHAPP has the potential to tap into the most
remote services and consumer groups, but by definition,
‘remote’ reduces the capacity of the group to be equipped
with sufficient finance and human resources to partner.
Therefore, the full potential of MHAPP cannot flourish
without strong advocates and funding.
YMCA Victoria calls on SRV and the DHS Mental Health
and Drugs Division to create a Nashi partnership and draw
together the strengths of both sectors to benefit the mental
health of all Victorians. Take the learning and successes
experienced through the MHAPP to help develop cross
discipline partnership and accountability. For many years,
VicHealth has referred to the term “Together we do better”.
To this end, the mental health and wellbeing of all Victorians
are depending on it.

In recent years, YMCA Victoria has taken gigantic steps
to increase access by introducing subsidised support
for people and families experiencing disadvantage
through the YMCA Open Doors Initiative.
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Sugar and spice:
The ingredients for
partnerships in practice
Julia Lo Nigro, Support Worker, Mind
Jacqueline Mackinnon, Support Worker, Neami
Catherine Phan, Support Worker, Neami

A core member, who spoke very little throughout
the first ten sessions and sat outside the group circle,
slowly began to share her experiences, sit inside the
circle, exchange phone numbers and visit other
members outside of the group sessions.
Introduction

Philosophy of the group

Sugar and Spice was designed to support young women
with a diagnosis such as BPD, in a small group context. Young
women with BPD can be characterised as having emotional,
interpersonal, behavioural, and cognitive dysregulation
(Denman, 2001; Linehan, 1993; Bateman and Fonagy, 2006).
Therapeutic group work, using a mindfulness approach, has
been found to be particularly effective in promoting healthier
relationships and coping strategies with people who meet
the criteria for BPD (Linehan, 1993).

The group was designed to provide a safe, relaxed
environment where group members felt supported to explore
relevant themes and reframe behavioural patterns (Denman,
2001). Personal reflection journals, activities, and discussions
were incorporated to allow group members to reflect on their
experience, reframe identities, explore new behaviours and
learn the skills necessary to form healthy relationships.

The group was a joint initiative of Neami Darebin and Chiron,
a program of Mind, and commenced in April 2008 running for
six months. Sugar and Spice was designed and facilitated by
Jacqueline Mackinnon (Neami) and Julia Lo Nigro (Chiron).
Catherine Phan (Neami) provided weekly consultation and
support to the group facilitators.

Theoretical framework
A number of theories and frameworks were used to develop
the Sugar and Spice program. These included psychosocial
rehabilitation principles, recovery approaches, psycho-education
and group theory. Facilitators worked within the strengths based
framework, which aims to separate the client from their issues
through naming differences and strengths and creating space
for clients to explore alternative narratives. The conversation
style adopted between facilitators and clients was validating,
non-judgmental and reassuring, allowing clients to recognise

the dominant discourse in their experience
(Allan, Pease and Briskman, 2003).

• Provide a safe environment to trial new and alternative
ways of forming relationships

Narrative approach was utilised to provide a tool to reframe
clients’ life stories and find positive exceptions. Clients were
centred as experts in their own lives and facilitators adopted
an inquiring tone to deconstruct assumptions that the person
may have come to and allow space for a different story to
be told (Morgan, 2001).

• Assist members to develop the skills required to increase social
connections within and outside specific mental health services

Facilitators used interventions from Dialectical Behavioural Therapy
(DBT) and Acceptance and Commitment Therapy (ACT) to skill
clients to self manage their behaviour within the group. These sets
of skills promote psychological flexibility and a greater sense of
vitality and wellbeing (Bach & Hayes, 2002; Linehan, 1993).
The core values from these theoretical approaches and
interventions allow the facilitators to address group dynamics,
group processes and chaotic and risky behaviours within
the group setting.
Program outline
Aim
The purpose of the group was to explore issues generally
faced by young women with a mental illness and to provide
an opportunity for a strengths based reframing of identities
within a therapeutic environment.
Objectives

• Strengthen and promote co-facilitation between
different organisations
• Encourage members to take responsibility and
ownership of the group
• Provide support and psycho-education to members
to make more informed decisions about their lives
• Expand members’ sense of self, apart from their mental
illness diagnosis, and to develop goals for their future.
Expected outcomes
By the end of the program, group members would have:
• A broader repertoire of coping strategies to draw on
during times of crisis
• Expanded social connections with other young women
• Trialled at least one other role within the group environment
• An increased understanding of their strengths and how
to utilise them outside the group

The overall objectives of the group were to:

• Demonstrated an increase in age appropriate and
gender specific social living skills.

• Explore and share issues generally faced by some young
women with a mental illness residing in the Northern
Metropolitan Region

• A better understanding of their own mental health issues
and the impact these may have on their relationships.
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for partnerships in practice
by Julia Lo Nigro, Jacqueline
Mackinnon, Catherine Phan

Demographics of the participants

Participant’s feedback and evaluation

• The group consisted of eight clients, two facilitators and a
student. Clients were aged between 17 and 29 years of age
(M = 23) with low socio-economic status, substance abuse
issues (66 per cent of the core members), two or more
psychiatric diagnoses (prevalence of BPD and schizoaffective
disorders). Four clients have had a psychiatric hospital
admission and four are case managed by the Darebin
Community Mental Health Clinic.

Evaluation sheets were utilised to obtain feedback from
group members on the fifth and tenth session of the 10-week
course. Some of the direct feedback from members included:

• Six young women were receiving services from
Mind and Neami.
Content of the course
Session 1: Introduction and journal focus
Session 2: The self: discrepancies
Session 3: Self identity
Session 4: Enhancing mood and ability to cope
Session 5: Relationships
Session 6: Group dynamic and roles
Session 7: Strengths jewellery
Session 8: Monitoring feelings of anger

• Good group, relevant and helpful topics
and good to meet people
• Continue the group so others can benefit
• Had fun and nice bunch of people
• Jules and Jackie rock
• Can’t wait for the next one
• Being unmotivated before the group
• I know all this stuff
• Everyone was understanding and lovely
• Learning to talk in front of the group. Big steps!
• Being unable to have an opinion of God
• I found it easier to open up and express how
I’m feeling with activities and creative easier
than finding words to express things
• Learn to read people better
• Feel more accepted
• New ways to cope with stuff.
Group dynamics

Session 9: Mental illness

Relationships

Session 10: Reflection

Sugar and Spice was an open group that allowed new members
to enter and others members to leave. An open group encouraged
group members to cope with change and to express the feelings
that it evoked. The changing membership and dynamics helped to
normalise the experience of relationships and promote more
flexibility in interpersonal connections. For example, when a
member left after 15 weeks, facilitators acknowledged the change in
dynamics and members discussed feelings of discomfort it evoked.

4 Week Break
Session 1: Self esteem
Session 2: Relationships
Session 3: Assertiveness
Session 4: Spirituality
Session 5: Pampering the self
Session 6: Diagnosis and labels – guest speaker
Session 7: Prevention and relapse
Session 8: Sexual health and sexuality
Session 9: Jobs and mental health – guest speaker
Session 10: Looking ahead
Each session was constructed around a key theme using a
semi-structured format: sharing a personal reflection journal
(check in), reviewing homework from previous week, an
icebreaker, discussion about session topic, main activity and
reflection on activity, check out, and setting of homework
for the following week to practice session content.

Clients began to adopt healthier coping strategies in order to have
positive relationships with other group members. For example,
one client ceased disclosing negative experiences after the first
few sessions. Through the exploration of her experiences and
feedback from members about how it made them feel, she
was able to recognise the impact of her attitude and behaviour.
Clients were encouraged to help facilitate parts of the group,
choose a new role and take ownership. Through the progression
of the sessions, they appeared to become more mindful of
their behaviour, more supportive and more prepared to value
others’ beliefs and experiences within the group.

Substance abuse issues
Initially, four members started using drugs after the group. This
was addressed within the group and the purpose of the group
was explored along with patterns of self-destructive behaviour.
Facilitators clarified to members that if members used substances
outside of the group together that the group would no longer
continue after the 10 weeks.
Mental health
Facilitators anticipated that a group predominately with a diagnosis
of BPD may display behaviours difficult to contain and/or manage
within the group. Facilitators were participant-observers who
encouraged the clients to take ownership of the group. For
example, two members complained to facilitators about a student’s
attendance in the group. Facilitators encouraged the members to
raise their concerns within the group in the next session. Clients
were at times asked to be mindful of the impact of their behaviour,
judge whether they needed to leave the room for five minutes
or if they were able to sit with a feeling for the moment. At times,
other members suggested strategies and distractions that may
be useful.
Group process
Group stages
The group stages are not linear and therefore facilitation had to
be flexible, reacting to the direct needs of the group, in order
to facilitate movement between the four group stages of forming,
storming, norming and performing (Crawley, 1981).
The group did not move through all four stages of development
within the assigned ten-week period. At the end of the ten weeks,
members could be seen to be in the norming phase. Further
sessions were requested, and the content was developed by
members, in order to meet their direct ‘performing’ needs.
Ownership
It became evident that once Sugar and Spice commenced, the
group process for this particular cohort of participants provided
more therapeutic value than the content alone. Behavioural
issues were being managed and facilitators were able to contain
these due to a strong sense of ownership of the group.
Significant outcomes
• A core member disclosed negative experiences, depressive
thoughts and anger throughout the first few sessions. Through
the exploration of her experiences and feedback from members

about how it made them feel, she was able to recognise the
impact of her attitude and behaviour. Over time, she became
a supportive and nurturing member who was able to regulate
her emotions within the group.
• Members took ownership of the group by running some of
the activities and referred to Sugar and Spice as ‘our group.’
• Members attended the planning day and planned the next
ten-week session topics. They were attentive, mature and
insightful into topics that would be useful to all members.
• A core member, who spoke very little throughout the first
ten sessions and sat outside the group circle, slowly began
to share her experiences, sit inside the circle, exchange
phone numbers and visit other members outside of the
group sessions.
• A core member left after 15 weeks; facilitators acknowledged
the change in dynamics and members discussed the feelings
of discomfort it evoked. This process assisted members in
recognising the importance of not depending on other
individuals and the ability to regulate emotions in relation
to change.
• Two of the members invited all members to their birthday
parties and four core members began to have coffee and
chats outside of the group.
• A member was quite chaotic in her presentation, having
a poor memory and attention span. This member was
supported by others to participate.
• The journal became an important way of connecting the
group for members and facilitators. It was used as a healthy
coping strategy and form of expression. The journal was a
useful place to keep all handouts, activities and reflections
and was used as a coping strategy.
• Facilitators wrote a reflection letter to individual members
after each ten-week course describing how they had
developed and changed in positive ways and what they
may want to continue to work on.
• Facilitators gained increased confidence and skills in facilitating
a group with significant behavioural issues. The partnership
helped to increase organisational networks and develop an
increased understanding of disciplinary frameworks.
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by Julia Lo Nigro, Jacqueline
Mackinnon, Catherine Phan

Positive strategies
• Planning Phase: This phase was an opportunity for
facilitators to get to know each other. It was a useful time
to discuss facilitators’ approaches and styles and plan the
sessions. The session content was semi-structured.
• Facilitators: Facilitators worked well together and complemented
each other’s styles. Facilitators did not take an authoritative
role, instead they were contributing members of the group,
facilitating conversation and encouraging reflection. Both
facilitators agreed that the sessions needed to highlight the
strengths of members and encourage transference of skills
from the group into their personal lives. Both facilitators
utilised a client-centred approach in empowering members
to take ownership of the group direction and norms. As
both the facilitators were also young women, they were
passionate about supporting young women to recognise
their own abilities and to make positive decisions to promote
the development of their identity and a sense of wellbeing.
• Evaluator: The evaluator’s role was created due to the
differences in facilitation frameworks. It allowed the narrative
of both facilitators to be heard and presented the opportunity
to reflect on their experience of the session. The evaluator
fostered a position of neutrality, which allowed reflection
of group dynamics and processes to occur. Facilitators were
able to address dynamics and adapt a new approach
for the next session when it was necessary.
• Partnership between organisations: The partnership
between Neami and Mind increased networking, exposure
to different professional backgrounds and practices and
connection between mental health services. It assisted in
sharing the work of planning and running the group. It helped
to increase motivation between workers and members
as they were establishing new connections.
• Small group size: Having approximately eight members
was a manageable size to run a therapeutic group,
particularly as members had complex needs.
• Structure of sessions: The sharing of the journal and
homework was an important way of connecting members
between sessions. These safe icebreakers assisted members
to engage and begin to focus on the session. The activity
provided an opportunity for members to share experiences

and learn new content. The reflection on the activity allowed
members to reframe experiences and explore content. The
checking out of members allowed facilitators to assess the
member’s mental health and whether further support was
required. The homework allowed members to practice skills.
• Venue: The Northland Youth Centre was a safe, informal
and friendly environment that was easily accessible to all
members. The venue was also chosen because it was
a free community space and a non mental health venue.
• Normalising experiences: Normalising experiences of
members was a useful technique that facilitators adopted.
It promoted the idea that young women all deal with the
same issues to varying degrees regardless of whether they
have a mental illness.
• Feedback to mental health workers: It was valuable
to have clear communication between facilitators and
members’ Case Managers and Keyworkers. It allowed
facilitators to express any concerns and positive feedback
about members with consent.
Limitations
• There were two students (Occupational Therapist and
Social Worker), who attended the group each for ten
weeks. The role of the student was confusing for some
clients and students as they were a contributing member
but not a facilitator.
• Potentially allowing other staff members to come and
observe the group for one session could increase the
risk of splitting.
• The group provided connections with other drug users,
so this could have created a negative substance abuse
network if this was not addressed within the group.
• The group was staff resource intensive as it took a
significant amount of time to run and plan.
• The majority of the clients had an Axis II disorder, which
meant that one member who had an Axis I disorder (anxiety)
felt that the group members were ‘too full on’ in their
presentation within the group and therefore, did not
return to the group.

A number of theories and frameworks were used to develop
the Sugar and Spice program. These included psychosocial
rehabilitation principles, recovery approaches, psycho-education
and group theory. Facilitators worked within the strengths based
framework, which aims to separate the client from their issues
through naming differences and strengths and creating space
for clients to explore alternative narratives.
• Facilitators played dual roles, as they were also Keyworkers
to some group members. Facilitators were aware of the
history and issues of their key work clients, which meant
that these members at times looked to their worker when
sharing experiences.

• Guest speakers are useful in providing education in
particular areas and can link members into external services.

• Facilitators were idealised by some members, named as
the ‘best workers’ and wanted them to play a Keyworker
role within the group.

• The personal reflection journal is a useful tool in providing
insights into members’ thoughts and feelings.

Conclusions
• An open and ongoing discussion of group dynamics
and changes is potentially therapeutic.
• The student’s role within the group needs to be clearly
defined as a contributing member of the group who is
supportive, contributing, reinforces points of conversation
and does not take on an authoritative role.
• Facilitators need experience in running therapeutic groups
and managing complex individual behaviours.
• Clients and facilitators should be referred to as ‘members’
within the group context in order to promote equal expertise
and normality.
• Compatibility of facilitators’ personalities and theoretical
frameworks needs to be considered.

• Balancing creative activities with discussions can increase
motivation and attention of members.

• Facilitators need to be able to communicate important
information to Case Managers and Keyworkers.
• The Evaluator has a crucial role that should be maintained
to allow facilitators to reflect on the group process, potential
transference and group dynamics.
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The SANE
partnership approach

Nikki Woolley,
Mind and Body Initiative Coordinator, SANE Australia

SANE Australia (SANE) is a national charity working to
improve the lives of people affected by mental illness.
While SANE are small in size, their mission is large, so
they work in partnerships to extend their reach.
SANE’s services include:
• the SANE Helpline – national freecall – information,
advice and referral helpline,
• the SANE Media Centre that works with the media and
the mental health sector to promote accurate and sensitive
portrayals of mental illness and suicide as well as responding
to stigmatising media coverage and the SANE Mental Illness
and Bereavement project, and
• an extensive range of accessible education resources.
The SANE Mind and Body Initiative demonstrates partnership
in action. It focuses primarily on the physical health of people
with mental illness, as well as on the mental health of people
affected by chronic physical illness. With a mortality rate two
and a half times that of the general population, people affected
by mental illness are less likely to have physical health issues
detected and treated early. Physical health symptoms are, all
too often, attributed to mental illness or, otherwise, ignored.

SANE advocates for regular monitoring of physical health and
support by mental health and primary care services for people
living with mental illness. One of SANE’s current collaborations
– developed by SANE, in partnership with St Vincent’s Mental
Health Service (Mind and Body: Looking after your physical
health when you have a mental illness)—is the provision of
the Physical Health Monitoring factsheet to the Queensland
GP Network for distribution to their members.
Recently, the Mind and Body Initiative has been focusing
on two big issues for people living with mental illness:
• healthy living – making the healthy choice the easier choice, and
• smoking – working on smoke-free resources and policy
development guidelines for the mental health sector.
SANE have also produced resources for both the mental health
workforce and mental health consumers, which include print
resources and training packages. These resources are kept
relevant, credible, accessible and readable with help from:

• consumers and carers who keep the
organisation grounded,
• allies and colleagues in the academic world, who
keep them linked with current research, and
• those in the mental health sector, who inform SANE
about service development and delivery issues.
In return, SANE is able to offer an overview of important issues
across the country, coming from extensive experience in health
advocacy, education and promotion.
SANE has worked in partnership with Mind Australia, (Mind) a
large Psychiatric Disability Rehabilitation and Support (PDRS)
service in Victoria and South Australia. Since initial meetings
between our senior managers to determine common priorities,
the relationship has been an easy and on-going exchange of
information and expertise. From this partnership, a Healthy Living
workshop was developed and trialled with a mix of clients and
staff, where a range of content and activities were evaluated.

As well as increased personal skills for participants, an outcome
has been providing feedback to Mind management on how to
create a more supportive environment for healthy choices. Mind
is currently working on ways of incorporating these learnings
into their services, (refer to the following article for more
information about this.)
SANE is now developing an adapted three-hour training
workshop, which will be available to the mental health sector
over the next year with the assistance of VICSERV and other
mental health peak bodies.
FIND OUT MORE. Contact Nikki Woolley
nikki.woolley@sane.org, phone 03 9682 5933, or
you can visit www.sane.org to download Factsheets
or podcasts, or preview resources.
The SANE Helpline: 1800 18 SANE (7263) for
information on mental illness, advice and referral.
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‘Healthy living’
framework at Mind

Emma Levy,
Project Worker, Mind Australia

Mind Australia (Mind) has been operating for over 30 years
and is one of Australia’s largest not-for-profit, non-government
providers of mental health services to people recovering
from a mental illness.
Mind also assists people who are homeless or at risk of
homelessness to access community services including safe
and stable accommodation. Each year Mind helps more
than 2,300 people across Victoria and South Australia to
rebuild their lives, reconnect with family, friends and the
community and rediscover a purpose in life.
Mind operates from a ‘Recovery’ framework – where clients
are the active drivers of their journey towards living a full and
satisfying life that is meaningful to them, following a period of
psychological or emotional challenges. Each client works on an
‘Individual Recovery Plan’, which identifies areas for development
and how to go about achieving new goals, with the support
of a keyworker.
It is recognised that in the mental health field, focus on physical
health often takes a back seat to psychological issues. Mind has
established a ‘Healthy Living’ framework to identify areas at both
the program and organisational levels to target the physical
health of its clients. The partnership with SANE was a key
element of the ‘Healthy Living’ framework, which enabled
both organsiations to pool resources to provide a new
workshop to clients.

The research and resources provided by SANE, together with
Mind’s focus on healthy living in its client group, resulted in an
innovative one-day workshop that aimed to increase participants’
awareness of the risk of diabetes amongst people in with a mental
illness, how to make healthy food choices, and the role of exercise
in a healthy living program. The workshop was strongly
supported by Mind’s senior management, who discussed with
participants how Mind can support their physical health.
Mind plans on continuing to work with the ideas from the
workshop at the program level, whilst at an organisational
level, there will be a focus on the issues of smoking in both
clients and staff, and continuing an established relationship
with Quit Victoria.
FIND OUT MORE. Contact Emma Levy
elevy@mindaustralia.org.au, or phone 03 9455 7937.
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Partnership
in practice

Lauren Matthews,
Partnerships Policy Officer; Victorian
Council of Social Service (VCOSS)

VCOSS continues to advocate for investments in partnerships
between government and the community sector, as well as
a commitment to integrated service delivery, this will ensure
improved outcomes for Victorians.
Partnerships, in a Victorian context, are many and varied
and when thinking about partnerships it is important to
remember that partnering relationships don’t all look and
feel the same. At their core, partnerships are about an
agreed commitment to work together, and can be seen
as being located along a continuum of different forms and
purposes. Partnerships generally have the following
common elements:

•
•
•
•
•
•
•

• Networking – exchanging information for mutual benefit

Today, partnerships are at the core of public policy here in
Victoria. There has been a focus on partnerships through
integrated service delivery reforms across both the community
sector and the Victorian Government, and examples of current
partnerships include Primary Care Partnerships, Child FIRST
Alliances and the redesign of child and youth mental health
services as part of the Victorian Mental Health Reform Strategy
(Human Services Partnership Implementation Committee
(HSPIC), 2009b).

• Coordinating – exchanging information for mutual benefit
and varying activities for a shared purpose
• Cooperating – exchanging information, altering activities
and sharing resources for mutual benefit and a shared
purpose, and
• Collaborating – building on the above three, including a
willingness to increase the capacity of another organisation
for mutual benefit and a shared purpose (Vic Health, 2009).
Common partnership fundamentals from literature around
building a successful partnership include:

Effective communication (internal and external)
Trust
Commitment
Benefits for both partners (beyond financial reward)
Shared values and objectives
Well coordinated and structured environment, and
The partnership goes beyond being a business
partner (Click Consulting, 2007).

Since 2002 there have been three three-year partnership
agreements between the Department of Human Services
(DHS) and the health, housing and community sector, with
the most recent Memorandum of Understanding (MoU) going
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from June 2009 to July 2012. This agreement covers
sector organisations funded by the DHS.
The MoU focuses on the need for a relationship based on trust,
respect and collaboration and an agreement of a common vision,
values and goals (HSPIC, 2009a). The MoU reinforces the need
for a shared approach to developing more effective relationships
and working arrangements between the DHS and the community
sector (HSPIC, 2009a).
The MoU is signed by the Secretary of the DHS and by the
Victorian Council of Social Service (VCOSS) on behalf of health,
housing and community sector organisations. To support and
sustain the implementation of the MoU, VCOSS and the DHS
co-chair the Human Services Partnership Implementation
Committee (HSPIC), which is the overarching governance
structure for the MoU. HSPIC is comprised of a range of
representatives from the Department of Human Services
and the community sector.

HSPIC’s work plan is informed by matters of mutual interest and
addresses areas of sector sustainability, partnership promotion
and collaborative work to improve business processes, tools
and practices to ensure high quality and responsive services.
Examples of work undertaken by HSPIC include the development
of the Collaboration and Consultation Protocol, the HSPIC endorsed
Price Review Framework and the current project examining
accreditation and standards process. In 2008, HSCPIC endorsed
the Partnering in Progress project to evaluate current partnerships
across the health, housing and community sector. A series of
workshops were held across Victoria with a total of 164 participants
who represented 81 different partnerships (HSPIC 2009b). At
the workshops participants completed the VicHealth Partnership
Analysis tool and provided feedback in the workshops.
The feedback from participants strongly reinforced the need
for partnerships between community sector organisations and
government programs across Victoria, as participants believed
that this would achieve improved integrated service delivery

Today, partnerships are at the core of public policy here in Victoria.
There has been a focus on partnerships through integrated service
delivery reforms across both the community sector and the Victorian
Government, and examples of current partnerships include Primary
Care Partnerships, Child FIRST Alliances and the redesign of child
and youth mental health services as part of the Victorian Mental
Health Reform Strategy (Human Services Partnership Implementation
Committee (HSPIC), 2009b).

and enhanced client outcomes (HSPIC 2009b). In addition,
participants identified that their individual agencies also
obtained significant benefits from participating in partnerships
(HSPIC 2009b).
Three key areas were identified by participants across the
workshops as being required to further strengthen partnerships
(HSPIC 2009b). The first area identified was the need to link
and connect existing partnerships to ensure that they are
structured and coordinated at a regional level, with participants
reinforcing the need for service planning across all levels of
government and jurisdictions, particularly as community sector
organisations are engaging in more and more partnerships.
Secondly, participants identified the need for partnerships to
have strong structures based on robust governance and clear
decision-making, grievance and evaluation process. Finally,
participants felt that partnerships presented opportunities for
new service delivery models as a result of improved coordination;
however it was highlighted that partnerships needed to be
adequately resourced to ensure better outcomes.
The learnings from the Partnering in Progress report have
influenced the HSPIC work plan. HSPIC will soon be releasing
three Partnership Practice Guides that have been informed by
the findings of the Partnering in Progress report. These guides
provide information, tools and resources that examine the
three stages of partnering: preparing to partner, commencing
the partnership, and, sustaining the partnership. It is anticipated
that these resources will further strengthen and support
partnerships across Victoria.
HSPIC will continue, as per the vision of the MoU, to be
the champion for partnerships between government and the
community sector, with HSPIC continuing to reinforce the
value of a partnership agenda within government and the
sector. Given that the current MoU, at this point, only covers

sector organisations funded by the DHS, it is unclear what
impact the recent announcement of the Department of
Health will have on the heath organisations covered by the
arrangement. However, the learnings of HSPIC work will
continue to have an impact across government and on
partnership and operational policy.
VCOSS continues to advocate for investments in partnerships
between government and the community sector, as well as a
commitment to integrated service delivery, this will ensure
improved outcomes for Victorians.
FIND OUT MORE: For more information regarding
the work of VCOSS and HSPIC, go to the following website
links: http://www.vcoss.org.au/what-we-do/communitysector/human-services.htm and http://www.dhs.vic.gov.au/
operations/regional-operations-performance/partnership-unit.
The Partnering in Progress report and the Partnership
Practice Guides will be available shortly on these sites.
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Key features in clinical /
PDRSS partnerships

Warren Jenkins,
CEO, ARAFEMI

The following features have been identified by
ARAFEMI as part of successful clinical / psychosocial
rehabilitation partnerships in Victoria.
It is based on the experience of ARAFEMI Victoria with the
PDRSS Alliances, and Prevention and Recovery Care (PARC)
services, which are ‘step up’ and ‘step down’ programs:
• Clear and shared stated goals about the purpose
of the partnership
• Goodwill, understanding, respect and trust
between partners

• Capacity and willingness to build relationships based
on, and around, the shared vision
• A continuing education role by both parties to promote
increased and continual understanding of each other’s roles
• Involving each other in information sharing and decision
making where possible

• Clear understanding of the roles of all parties involved

• Balance of power within the governance and operational
structure so that one partner does not impose or dominate

• A belief that a shared medical/social model of mental
health will produce better outcomes

• Strong leadership and transparent arrangements
at governance level

• Expectations of PDRSS are clear and achievable within
the resource allocation

• Acknowledgement that some areas such as documentation,
risk assessment and review are complex and require
ongoing monitoring

• A commitment by both clinical and PDRSS in the value
they both bring to the shared model of service
• Commitment to keep talking about and developing
roles and functions of each partner

• Centrally determined governance and operational structures
need to be general frameworks, which enable flexibility and
adaptation where necessary. This will allow the partnership
to have local ownership.

Graduate
Seminar
Series
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The Graduate
Seminar Series
The Role of Art Making in
Mental Health Recovery

Sue Durham,
Training Manager, VICSERV

While there is a considerable breadth of art programs within
the PDRS sector, there has historically been limited research
and evidence in articulating consumer outcomes. Both Theresa
and Deb‘s research aims to articulate this intuitive understanding
of the value of art making in mental health recovery process.
On Monday 24th August a Graduate Seminar Series forum
was held at the University of Melbourne – School of Social
Work. The event was coordinated by the VICSERV Training
Team in collaboration with The University of Melbourne
Mental Health Practice Research Unit and had a focus on:
Creative Interventions – What role does
creativity play in the recovery process?
Theresa Van Lith presented a progress report on a collaborative
research project between Mind Australia, Prahran Mission and
LaTrobe University, which examined the role of art making in
mental health recovery. PhD student at The University of
Melbourne – School of Social Work Deb Western presented
some emerging findings from her research on the use of
journaling for women with depression.

Questions asked throughout the morning that
sparked considerable discussion included:
1 What role does creativity play in the recovery process?
2 What evidence do we have of the effectiveness
of creative interventions?
Overview:
While there is a considerable breadth of art programs within
the PDRS sector, there has historically been limited research
and evidence in articulating consumer outcomes. Both
Theresa and Deb‘s research aims to articulate this intuitive
understanding of the value of art making in mental health
recovery process.

Theresa Van Lith’s presentation:
The Role of Art Making in Mental Health Recovery

Deb Western’s presentation:
The Use of Journaling for Women with Depression

Background of the project:

Research questions included:

• Prahran Mission and Mind jointly identified the need
for research to help us better understand the impact
of arts programs within their services
• Evidence of the benefits of the art programs was needed to
support future funding initiatives and build accountability
• The project began in July 2007 and a DHS Mental Health
Fellowship was awarded in 2008 to support the project’s
continuation and extension.

1 How do women with depression use journals?

Project aims:
• Develop an in depth literature review exploring art-based
practices and their role in mental health recovery
• Conduct an audit of current and recent art programs in both
organisations using an existing evaluation questionnaire
• Conduct in depth qualitative interviews of both consumers
and staff to elicit their perceptions, experiences and meaning
– establishing processes to identify common themes
• Development of a conceptual model based on the literature
review and data collected from both studies.
Study result areas:

2 What do we learn about women’s experiences
of depression through their journaling?
3 How can the findings and insights from this research
influence and contribute to the development of Women’s
Journaling group programs?
Deb presented information regarding:
• The definition of journaling
• Various journaling techniques and how
journals are used
• Threads from the narratives
• What role creativity plays in the recovery process
• The evidence surrounding the effectiveness
of creative interventions.
• Narratives in women’s journals:

• Utilising a collaborative Inquiry Approach
• A model of the continuum of programs and art-based
practices within PDRS services
• Consumer and staff interviews identified key elements
of the art process, facilitation and the environment as
being influential to the recovery process
• The overall relationship between the art-making process,
the image and mental health recovery
• Implications for services providing art-based programs.

Participants were involved in an interactive introduction
to journaling techniques and discussed the use of journaling
within their services. Deb also presented a resource kit to
support the facilitation of such groups.

Further information:

Further information:

For a full copy of the report contact Theresa Van Lith –
tjvanlith@students.latrobe.edu.au

Contact Deb Western – d.western@pgrad.unimelb.edu.au

Participant Feedback:
What was effective / useful?

VICSERV wishes to thank Fiona McDermott from The University
of Melbourne for all her input into the Graduate Seminar Series
over the last few years. Fiona will be leaving The University
of Melbourne to take on a new position at Monash University.
Everyone at VICSERV wish her every success.

“Hearing about research and creative interventions being used.”
“Practical examples, hopefully will use art therapy and journaling.”
“Current research findings are helpful.”
“Ideas to improve current group work and sharing ideas.”

» Identification and expression of emotions
» Identity, sense of self and self value
» Structural and social roles, relationships and expectations
» Transformative choices, opportunities and accomplishments

Many thanks also to Theresa Van Lith and Deb Western for their
presentations and all participants who contributed on the day.

your
say…
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Opinion piece:
Expecting the unexpected
from the ‘consumer voice’
James Kelso,
Consumer Consultant, ARAFEMI

In Mental Health Services, the service users, or clients, are
often known as ‘consumers’. I suppose the idea is that they
are ‘consuming’ a service, that is, a mental health service.
Whether this term associates us with the society-wide concept
of ‘consumerism’, or with mental health ‘consumerism’, I’m not
sure, but this term is sometimes what we are known as.
For some years now – and it is well established in Victoria
– we have had mental health consumers taking an active
part in their services through what is known as consumer
participation. This means that consumers, facilitated by
another consumer – a Consumer Consultant, take part in
the feedback, evaluation, and improvement of their service.
This occurs through a combination of group activities,
one-on-one contact and systemic advocacy.
There is sometimes a common concept throughout different
services that the consumers involved in consumer participation
are there to do a job, hold a consumer viewpoint (they are
consumers, aren’t they?) and that probably, this view will fit
into what services see as a consumer viewpoint.
However, the reality is not as simple as that. Consumers have
lives of their own. They also have histories, stories, and a wide
variety of life and work experiences. There is no common

‘mould’ for a consumer, despite the perceptions. So why
should there be a common mould for a consumer viewpoint?
The difficulty of knowing what to expect from the consumer
viewpoint is one of the challenges and high points of consumer
participation. Often, consumers are underestimated in their
reasoning, cognition, and logical abilities. Sometimes, the consumer
viewpoint is seen as being something that is available ‘on tap’.
If the consumer viewpoint suddenly doesn’t say what we were
expecting of it, what do we do? Ask the question again? Get a
different truck-load of consumers? Check our (scruffy) writing
to see that we got it down correctly?
What happens if the service doesn’t like what the consumer
says? What if it’s a good idea, but difficult to put into practice?
What if the feedback is critical? What if the feedback bites at
the very idea – the ideology – of what the service is about
or where it is heading?
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Opinion piece: Expecting the
unexpected from the ‘consumer voice’
by James Kelso

Consumer feedback is no set of fixed values, ideas, or
prerogatives. Sometimes, it is, and should be, critical of the
service it seeks to evaluate. Sometimes, it is praiseworthy.
We know we are doing these things well. But to know that
we are constantly doing things ‘well’ doesn’t always help us.
We want to know how we can do it better.
Sometimes we get so much feedback, on so many different
topics, we don’t know what to do with it all. Often, we find
that unless we can find consistent themes in the consumer
feedback, individual, differing opinions don’t count for as much
– unless the feedback strikes a particular chord. It is difficult to
improve a service from a multitude of angles – and yet this is
the format in which our consumer feedback comes. Sometimes
it is difficult to know where the current gaps, or uncertainties
in service delivery lie: where we could target our feedback.
In any case, merely to put consumer feedback on these issues
in particular, above other feedback, may be overstating the
comparative importance that these issues hold to the consumer.

I do think that consumers appreciate, and benefit from
the ability – and request – to take a more active part in their
services, which can aid both the organisation, and potentially
their own recovery. For workers involved in consumer
participation, it can certainly play a key role in their continued
recovery. My request is that when considering consumer
participation in mental health services across the board,
consumers are recognised for the depth and breadth of their
abilities, the life and experiential skills they bring to the role,
and are not typecasted as being a consumer – who will
necessarily hold the ‘consumer’ viewpoint.
In reality, all consumers represent their own viewpoints,
within any group they are a part of. By calling this a ‘consumer’
viewpoint as though it is a ‘thing’, is actually minimising its
power and relevance.

In reality, all consumers represent their own viewpoints,
within any group they are a part of. By calling this a
‘consumer’ viewpoint as though it is a ‘thing’, is actually
minimising its power and relevance.
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Dear Editor,
I see the push for women only wards is gaining momentum
and while I understand this on numerous levels and applaud
anyone attempting to make services safer, they can be horrific,
traumatising places and I just do not believe that women-only
services equal safety. (newparadigm Spring edition, 2008
– Women and Mental Health.) Are women in prison safe
from coercion, having traumatic memories re-triggered, being
frightened or assaulted because of the lack of male inmates?
Mental illness does not discriminate on the basis of genitalia.
People who become aggressive, loud, scary or abusive when
ill can be either male or female or anywhere in between. The
only difference between mixed and single-sex wards is the
chance of pregnancy and the odds of seeing a penis. All other
dangers remain and in fact, in my opinion, become worse in
a segregated ward because people and staff believe they are
safe when they are, in fact, anything but. Staff become even
less vigilant as they do not see that the dangers are equivalent.
I am not denying in any way that hospitals need change urgently,
but I just do not believe that segregation on the grounds of
gender is the answer. Scary people are scary people, bad staff

are bad staff. Segregation will not cure that. It will not make
women safe from abuse, trauma or assault. It may mean it is
quieter and noticed less or deemed not as bad but that is a
problem with perspective and inherent sexism; the experiences
are no less horrific. We need to recognise that not all women
are capable of respecting others at all times. I imagine anyone
who (like myself) went to an all girls’ school will understand.
In women-only spaces, the trauma will continue, but there
will be less validation for those who suffer. I fear only a narrow
band of consumers would benefit from this, others may well
be harmed more than in the current system. I, too, want an
answer, I just do not believe that this is it. I want the money,
energy and passion that is being spent on this [Female only wards]
to go towards something with a better chance of making a
real change for those who need these places to change.
Holly Felway,
Consumer who spent three months
in a women’s ward a long time ago.
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Book review
Reviewed by Fiona McDermott,
Department of Social Work,
Monash University
‘The lives they left behind: suitcases
from a State Hospital Attic’
Penney, D. and Stastny, P; photographs by Rinzler,
L. Bellevue Literary Press, New York 2009 USA

This book is a must read. It offers, in accounts illuminated
by photographs, patient records and memorabilia, the stories
of five men and five women who had been institutionalised
in the Willard Psychiatric Center in New York State between
1900 and 1950. These ten stories provide an insight into
the lives of the more than 54,000 people who had been
housed at Willard prior to its closure in 1995. Indeed, it
was at the time of Willard’s closure that the discovery was
made of the existence of numerous trunks and suitcases
containing patients’ personal belongings, which had been
stored in the hospital’s attic upon their admission.
Opening these suitcases opened up these lives, bringing to
light the highly personal, idiosyncratic treasures and intimate
details of individual lives, allowing glimpses of the suitcaseowners’ struggles, joys, uniqueness and humanness.
The book is motivated by the authors’ strong desire, one of whom
(Penney) is a mental health consumer and the other (Stastny)
a psychiatrist and documentary film maker, to ‘…shed light on
the lives of forgotten mental patients’ (p.14). This they do with
wonderful clarity, using the contents of the patients’ suitcases
– letters, photos, diaries, clothing, books – in dialogue with intake
and subsequent mental health assessments, patients’ letters
to hospital management, and letters from family members and
friends. These artifacts and documents are sufficient on their
own to allow us to come to know something of the lives and
struggles of each of these ten people. At times the authors’
commentary is perhaps unnecessary as the patients themselves
speak to us in profound and compelling ways through what
they left behind – or rather, through what was taken from

them. Of particular poignancy are the photographs showing
individuals aging over the years spent at Willard – bright,
attractive young men and women prior to institutionalisation are
transformed into sad and haunting portraits of the long-term
effects of medication and institutionalised living.
Many questions arise as one is immersed in the vicissitudes
of these lives – about the role of poverty, isolation, migration,
unemployment and homelessness as triggers for mental illness;
about the deprivation of liberty and the creation of meaninglessness
by a mental health system that was devoid of hope for the
recovery of people diagnosed without consideration of social
context, or openness to listening to patients’ stories. These
questions are still pertinent today. While deinstitutionalisation
and medication improvements may have changed for the better
aspects of mental health treatment for some people, and the
consumer movement strives to give voice and visibility to people
experiencing mental health problems, we have a distance to
go towards truly acknowledging the rights of those with mental
health problems to citizenship and their place in the community.
This book is fascinating and thought-provoking. It should be
read by everyone who has an interest in the lives of others,
and especially by those who are consumers, service providers
and students in the mental health field. The photographs of
these ten people, their suitcases and the contents of the suitcases
are beautifully presented, enriching the unfolding accounts of
these ten lives and the nature of day-to-day institutional living
at Willard. The authors’ aim of bringing these forgotten people
into memory and contemporary discourse is exceptionally
well-achieved.
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Farewell
Fiona!

In October 2009 Fiona McDermott, PhD
the Associate Head Research Training at the
School of Nursing & Social Work, is leaving
the University of Melbourne to move to a
new role at Monash University.
Throughout her time at the University of Melbourne,
VICSERV had a close and collaborative working partnership
with Fiona and she has brought much support and knowledge
to her work with us. Over the past few years The Breakfast /
Graduate Seminar Series have been a joint working collaboration,
which has brought the focus of research and evidence based
practice and initiatives to be showcased within the PDRS
sector. Fiona has also been actively involved in the planning
of VICSERV conferences.

We would like to thank Fiona and the University
of Melbourne for their support and dedication to
the PDRS sector. All at VICSERV wish Fiona well
for her new role at Monash.
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New to the
Resource Centre

The Little Red Yellow Black Book
The Little Red Yellow Black Book is the perfect starting point
for those who want to know about Australia’s rich Indigenous
cultures, but don’t know where to begin. This book is an
invaluable pocket-sized guide written from an Indigenous
perspective, with mini-essays providing a range of views. The
topics covered include: history, culture, arts, sport, languages,
population, health, participation in education, employment,
governance, resistance and reconciliation.
Information on travelling respectfully on Indigenous land,
Indigenous tours and festivals is included in this book, plus
there’s a list of further reading and complementary websites
that allows readers to find out more about the themes in
this book.
The Little Red Yellow Black Book is the ideal tool for people
who want to learn what they weren’t taught at school, for
cross-cultural training, for tourists, for reconciliation groups,
and within education.

A Practical Guide to Recovery-Oriented Practice:
Tools for Transforming Mental Health Care
Larry Davidson, Janis Tondora, Martha Staeheli Lawless,
Maria J. O’Connell, Michael Rowe
‘This liberating book distils the wisdom of Larry Davidson and
his colleagues on putting the Recovery Approach into practice for
mental health. It is a profoundly respectful text, based upon the
assumption that people with severe mental illness should rightfully
have control over their own lives, supported by others. The book
seeks to revolutionise mental health care so that hope is the clear
and central beacon. At the same time, it suggests a pragmatic
framework for setting and meeting realistic standards of care.
Everyone concerned with mental illness will find this an invaluable
treasure chest of challenging, practical and transformational ideas.’
Graham Thornicroft, FRCP, PhD, Professor of Community
Psychiatry, Institute of Psychiatry, King’s College London
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Coming up in
newparadigm

Call for contributions
The theme of the next edition of newparadigm is ‘Unfinished
Business’. This is also the theme of the VICSERV conference
to be held in April 2010. The theme acknowledges that
more than 25 years after deinstitutionalisation, people
with mental illness tend to fare badly on many of the key
dimensions of social inclusion such as health, housing,
education and employment. This is the ‘unfinished business’.
We welcome contributions about the nature and extent
of the unfinished business and what to do about it.
We encourage you to contribute to these and any related issues.
Please note: the deadline for submissions for the Summer
edition with the theme of Unfinished Business is Tuesday
19th January 2010. If you are interested in contributing and
for our Contributor Guidelines, please contact Kristie Lennon
on 03 9519 7000 or by email: newparadigm@vicserv.org.au.
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About us

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
and Prevention and Recovery Care Services (PARCS).
Many VICSERV members also provide Commonwealth funded mental
health programs such as Personal Helpers and Mentors (PHaMS),
family support and carer respite, and day-to-day living programs.

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 recovery oriented practice
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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Membership Application Form
Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone
Type of Membership applied for
Ordinary (full)

Associate

Is your organisation psychiatric specific support

Individual
Yes

No

If yes, what type(s)?
Day Program

Home-based Outreach

Respite Care

Mutual Support and/or Self help

Residential Rehabilitation

Statewide (describe)

Please describe any other services your organisation provides
The funding level of your organisation (for billing and statistical purposes)
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
Upon approval of the application by the VICSERV Committee of Management,
you will be invoiced for the membership fees due.
If an organisation, please supply a copy of your last Annual Report,
and a Statement of Purposes, or other information about your service.
Please mail completed form to:
Membership
Psychiatric Disability Services
of Victoria (VICSERV)
PO Box 1117,

Elsternwick Victoria 3185 Australia
Or

Or

Please fax completed form to:
03 9519 7022

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

Subscription or Free Sample Copy

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

Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone

Annual subscription: $70.00 (Inc. GST)

Quantity

Consumers, Students: $35.00 (Inc. GST)

Quantity

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.

Join Our E-Newsletter

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

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

