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Editorial
Wendy Smith,
Policy and Research Manager

Welcome to the Summer edition of newparadigm
This edition is timed to lead into the VICSERV Conference
to be held at the MCG on 29 and 30 April 2010. The theme
of both the conference and this edition is ‘Unfinished Business’.
This refers to the fact that 25 years after deinstitutionalisation,
people with a mental illness still tend to fare badly on a range
of social inclusion measures such as housing, education,
employment, physical health status and community acceptance.
Sector leaders and key stakeholders in the mental health
field were invited to write on the theme from their particular
area of expertise or interest. They were asked, What is the
unfinished business as you see it? What needs to happen?
How can we make it so? Such a broad invitation led to
contributions that range across a wide array of topics and give
voice to a range of views. This is consistent with the VICSERV
approach, which strives to represent the diversity of views of
members and others rather than stating a single position.
The first article in this edition is from one of the conference
keynote speakers. Gregor Henderson has a long history
developing mental health policy in the UK and beyond.
He provides an overview of policy and practice from
around the world that contains some encouraging signs
that the mental health landscape is changing for the better.
The second article is also by a keynote speaker. Lawyer
and activist Tina Minkowitz argues that the liberation of
people with mental illness from discriminatory and repressive
legislation is the unfinished business. Her article lays
out the case for the abolition of mental health law rather
than reform. She writes in the context of the recent United
Nations Convention on the Rights of Persons with Disabilities,
and other instruments that seek to maintain human rights.
As somewhat of a counterpoint, Victorian Chief Psychiatrist

Ruth Vine outlines the changes that we might see in the
new Mental Health Act. The introduction of the Victorian
Charter for Human Rights and Responsibilities and the
Australian Government’s ratification of the UN Convention
have heavily influenced many of these changes.
Mind CEO and Victorian Mental Health Reform Council
member, Gerry Naughtin, puts forward the view that the
current structure of the PDRSS sector may not be robust
enough to meet the challenges of the next few decades.
Neami Ltd is one organisation that is strengthening its capacity
through the introduction of a recovery model to guide service
delivery. Adam Zimmermann, Research, Policy and Projects
Officer at Neami Ltd writes about the change management
process that was involved. The consumer voice is represented
in articles by VMIAC Director, Isabell Collins, and National
Mental Health Advisory Committee member Neil Cole.
Articles on dual diagnosis, employment and a thought provoking
Letter to the Editor from Joan Clarke round this edition out.
Special thanks to the contributors who willingly accepted
the invitation to write on this important topic. I hope you find
the articles thought-provoking and that they inspire you to
attend the VICSERV Conference to hear an even greater
range of views and witness a showcase of best practice.
For more information on the Conference, go to page 43.
Kind Regards,

Wendy Smith
Policy and Research Manager

UNFINISHED
BUSINESS –
policy, practice
and looking
to the future
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Beyond illness to wellness:
some thoughts on emerging
policy and practice
Gregor Henderson,
Independent Consultant, Scotland UK
and keynote speaker at ‘Unfinished Business’

When I see the development and publication of new
national mental health policies and strategies across the
western world, I begin to see glimpses of a new and
better way forward that may help move us to the next
stage of business.
In a sense, ‘business’ is always ‘unfinished’. The challenge is
to be clear about what the main business should be, and to
be mindful of where we have come from, how we have got
to where we are and who has come along with us – who
has helped, hindered or not even been involved.
It can help to think of progress in stages, and if we do that for how
people living with a mental illness have been treated, viewed and
how they live, then we can see that over the last 150 years there
has been progressive movement along a number of stages. From
asylum – locked away and excluded, to de-institutionalisation, the
rise in pharma-medical ‘treatments’ and the move to community
care and mental health services delivered in community settings,
from group homes to independent living with support, from
warehouse employment activity to individualised employment
support, from addressing stigma to more of a focus on rights,
equality and addressing discrimination, from exclusion to inclusion,
from rehabilitation to recovery and so on.

However, as we move from one stage to another we also take
elements of the previous stages with us, and, when the going gets
tough we often revert back to thinking and acting in old ways, it’s
the way we are, we all do it. Remember when you go back and
spend time with your parents? How long does it take to see
glimpses of your teenage self? The trick is to be aware and keep
moving forward. And, as we move forward we often don’t realise
we have arrived at the next stage until we take time to look back.
When we do, we can often be surprised, even pleased at where
we have arrived at. But before I get carried away, let me take my
rose tinted specs off for a moment and really look closely. No, I
am not seeing the progress we should have seen for people living
with and recovering from severe mental illness, and I am not
really seeing living day-to-day proof of the progress we have
expected and worked so hard for over the last 25 years. There
has been progress, yes I grant that, but not nearly enough. I still
see too much poverty – poverty of income, social and spiritual
poverty, gross inequality, prejudice, discrimination, exclusion,
seclusion, coercion, harassment of, intolerance to, violence
towards and abuse of people living with mental illness and a lack
of tolerance, empathy and understanding and it makes me weep.
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Beyond illness to wellness: some thoughts
on emerging policy and practice
by Gregor Henderson

After a good day in the ‘policy office’ devising and developing
new and ever more innovative policies, I go home and read my
emails and speak to people I know and I hear just how bad
things still are – everyday. But I also see and hear some
wonderful things that still give me hope for a better future and
real glimpses of what the ‘next stage’ of business might look like.
You will see them too I guess, and it’s these insights that give us
hope and make what we do, and who we need to do things
with and for, worthwhile. You’ve heard it before: you need
sadness to experience joy, dark to appreciate light, clouds to
welcome the sun, but it would be good to have a better
balance of light and dark, joy and sadness.
There is a wonderful pamphlet published in America that speaks
across international borders, Better But Not Well (Frank and Glied,
2006). The title tells you all you need to know about the progress
made over the last 50 years in the US. Things are better.
For example, the improvements in services and community
orientation of treatment. There are more resources spent on
services, more professionals working in the sector, a larger number
of drugs prescribed and so on. But things are not ‘well’. People
with mental illness are still living in disproportionate poverty
compared with other groups. They’re still excluded, shunned,
discriminated in the labour market, in housing and in access to
general public services, from general medical care to education.
They call for a more radical overhaul of the system of funding and
service provision coupled with a call to end the too frequent
isolation and ‘exceptionalism’ that attends to the mental health
system. This means that until and unless other systems engage with
mental illness, we will only end up continuing our sticking plaster
and incremental approach to improving services without
fundamentally changing people’s access to helpful benefits and
welfare support that focuses on people’s capacities, potential and
contribution, employment support, better housing and education.
So until these larger systems enter the frame we will continue to
see mental health issues sidelined to be all about services, mental
health care and treatment and professional responses. Crucial and
important as these are, they do not, in themselves fundamentally
improve the context and structural issues that continue to make
recovery and living in wellness a reality.
A short paper by Gavin Andrews and colleagues (Andrews et al
2003), shows some of this in presenting data, indicating that even
if we were to see the introduction of ‘optimal coverage’ of
services for people with schizophrenia, we would still only be
alleviating 22 per cent of the burden of the illness. (This is
admittedly better than the current estimate of 13 per cent.)
Perhaps more tellingly, if we add in the hypothetical factor of

achieving 100 per cent coverage of these optimal services we
would still see 60 per cent of the burden of the illness remaining.
Pointing to the need to not only improve treatments in line with
the best-informed evidence, but also the need to address the
wider social determinants that continue to impact negatively on
people’s lives and chances of a good and sustainable recovery.
So what do we do?
Let’s look at some examples from policy and practice of what the
future might hold, starting with policy – not because I think that’s
the best or first place to start, but simply because that’s where my
head is at and where a lot of my current work is. When I see the
development and publication of new national mental health
policies and strategies across the western world, I begin to see
glimpses of a new and better way forward that may help move us
to the next stage of business. Closer to my home, the work in
Scotland on Towards a Mentally Flourishing Scotland (Scottish
Government 2009) and in England with New Horizons: a shared
vision for mental health, (HM Government, 2009), we see
evidence of a more comprehensive set of policies that articulate
mental health as everyone’s business. The blend of work focuses
on improving care, treatment and recovery, and inclusion is
balanced with a focus on the prevention and early intervention
of mental illness. There is also a wider and broader appreciation
of the need to:
• promote wellbeing,
• address the social determinants of illness and wellbeing, and
• work at levels beyond the individual assessment of need
and the provision of services and supports to individuals –
to include a focus on understanding population needs with
action taken to improve the mental health and wellbeing
of populations across neighbourhoods and communities.
A welcome feature of these strategies is their range across
the stages of life from the very early years, to childhood,
through to adolescence, adulthood, right through to later life.
This provides a helpful whole-of-life approach, combined with
the evidence of impact on improved outcomes in adult life
combined with savings across a range of public policy areas
through to taking promotion and prevention action across the
childhood years. The integrated and comprehensive aspects of
these policies are impressive but, as ever, the challenge of
implementation cannot be underestimated. The next five years
will be telling in terms of the impact these policies will have.

These policies in England and Scotland, and those emerging
elsewhere, are taking us towards a world that explicitly recognises
that we need to go beyond the traditional focus of just responding
to, treating and rehabilitating people from mental illness to
a much deeper and broader approach. This approach being
the understanding of the context in which illness occurs and
where recovery becomes a realistic prospect through addressing
the wider determinants and aspects of what makes a difference
to people’s lives and their opportunities to live a decent life.
In other places, there are examples of policies that focus on
recovery from mental illness. In Canada, the development of their
first ever, national strategy for mental health has seen the recent
publication of a framework that will guide the eventual strategy.
‘Towards Recovery and Well-being: A framework for a mental health
strategy for Canada’ (Mental Health Commission of Canada,
2009), sets out seven goals for a reformed and transformed
mental health system, with an emphasis on recovery and
wellbeing for people living with mental illness. A notable feature
of this work is a bold and innovative initiative to create a social
movement for change in mental health by calling on people right
across Canada to join a ‘Partners for Mental Health’ national
network of activists, supporters and friends. A kind of grass
roots support initiative that follows in the traditions of other
social movements for change.
In Western Australia, the State Government is producing a
ten-year mental health strategy that puts recovery at the centre
of its mission and aligns the need to pursue this objective with a
set of key actions across a range of settings with a clear implication
for the need to transform. To help this transformation process
they are introducing an independent Mental Health Commission
to oversee and manage the delivery of services across the state.
We therefore see a state-wide strategy and action plan alongside
a reform of the way the system is planned and delivered,
(Government of Western Australia Health Department, 2010).
What about actual practice?
What can we see that gives us an insight into
future business?
In Manukau (South Auckland) New Zealand, there is a
developing infrastructure of peer working. This is where
peer workers (people with experience of significant mental
illness are supported and trained to become providers of
mental health care in a range of settings), work in all community
mental health settings from in-patient wards to community
teams with a support and training infrastructure coupled with
a career structure. Recently, a new residential alternative to
acute in-patient care is staffed entirely by peer workers, which

includes staff representing the rich cultural diversity of the local
areas. Truly inspirational. This is one to watch as the service
begins to mature and early results of outcomes become available.
In Long Beach, California, the ‘Village’ provides an integrated
housing, employment and community support service. But even
more innovative, is their ‘wellbeing’ centre where people move
on to after attending the Village’s programs. The centre is a small
building from which staff operate a community and home-based
support service to people living independently, helping them
make the transition to a life of living with mental illness, whilst
focussing on what helps keep people well.
In England, early work has begun on giving people ‘individual
personal health budgets’. These budgets give people with a
mental illness the financial resources to plan and buy the services
and supports they need and want. This is a huge step forward and
one that plays well into the wellbeing agenda, as one of the key
features of being ‘well’ is your sense of autonomy and control
over your life. This form of innovation helps take this to a new
level of self-determination. There are a number of pilot projects
testing this approach rigorously across a range of services in
England. Again, it will be good to see the results of these projects.
These examples are, of course, naturally selective and readers will
have their own examples of real practice that, for them, shows
the way to the next stage. I offer these as examples of what I have
seen with my own eyes.
What these, and many other examples, have in common is their
determination in achieving an approach based on the principles
of recovery, and the outcome of people finding their own way
and solutions. Coupled with a service that works alongside
people, in ways that adopt a ‘whatever it takes’ approach,
there is encouragement to think and act outside the traditional
box. They believe in recovery; they work in ways that are
culturally appropriate and appreciate and respect people, their
gifts and their abilities. In this sense, there is nothing that’s not
possible. This takes caring and supporting to a new dimension,
one that connects with people’s humanity and their spirit.
This reminds me of some wise words I heard at the Edinburgh
Book Festival this year where the renowned and respected
psychologist Dr Richard Bentall called on mental health systems
to ‘democratise’ and give power and autonomy back to people,
because when you do, the changes that become possible are
truly remarkable. He expands on this and other important themes
in his latest book, Doctoring the Mind: why psychiatric treatments
fail (Bentall, 2009).
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Beyond illness to wellness: some thoughts
on emerging policy and practice
by Gregor Henderson

I like the use of the words used in newparadigm, ‘pathways to
social inclusion’. This conjures up for me a journey, a quest, that
enables us to travel in hope. I would take with me on that journey
three messages:
1 Move beyond ‘exceptionalism’ and travel to places that we
need to be present in – employment, housing, education,
arts and culture, community participation – going beyond
our often too narrow mental health system boundaries.
2 Travel with people in a way that respects their journey.
Become a fellow traveller alongside them. Work with
them, not for them.
3 Travel in hope and wonder, and always seek out new routes
and be prepared to go off route now and again and explore
new ways.

References
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These are common messages, easy to say but difficult to apply.
But what a dull journey it would be if we always knew where we
were going, how we’d get there, took the easiest way and we
always travelled in the presence of the same people. That sounds
like commuting to me and we all l know how dull that can be.
So… travel well, travel light, but always travel in wonder and
in good company.

After a good day in the ‘policy office’ devising
and developing new and ever more innovative
policies, I go home and read my emails and
speak to people I know and I hear just how
bad things still are – everyday.
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The Unfinished
Business of liberation
Tina Minkowitz,
J.D. (USA) and keynote speaker at ‘Unfinished Business’

Advocates must begin to explore what it would mean to live
in a society free of mental health law, free of compulsory
treatment and detention of mad people, free of substituted
decision making and guardianship.
In the United States, the 1970s and 80s saw a wave of
reform in mental health law, in both legislation and judicial
decisions. This was the result of society-wide resistance to
all forms of oppression, begun by the African American civil
rights movement and the movement against the Vietnam
war, continuing to women’s liberation and more. People
who had been locked up in psychiatric jails, misnamed
‘hospitals,’ began to form organisations like the Mental
Patients Liberation Front and hold annual conferences
on Human Rights and Psychiatric Oppression, and write
manifestos against forced treatment such as the Statement
of Principles adopted by the annual conference in 1982
(available at: http://www.chrusp.org/home/flyers).
Despite the unequivocal statements by the movement, legal
advocates pursued a reformist rather than an abolitionist strategy
in relation to forced treatment and psychiatric detention, as
documented in Michael Perlin’s six-volume treatise on Mental
Disability Law¹. One exception was Ron Thompson, a nonpracticing attorney and survivor of psychiatry, who promoted
a substantive due process theory to challenge all psychiatric
detention and forced treatment, which amounted to an argument
that it was simply an intolerable practice, unacceptable under any
circumstances. This theory, not tested in court as far as I know,
is a precursor of my own argument: that forced psychiatry can
amount to torture or ill-treatment, which has been accepted by
UN Special Rapporteur on Torture, Manfred Nowak, in a report
circulated throughout the UN human rights system².  

The reformist strategy called for narrowing the scope of state
interference in the lives of people labeled as mentally ill.
Advocates demanded equivalent due process protections for
civil commitment as for criminal conviction. These demands
were not fully satisfied but resulted in some improvements
from a due process perspective, such as a burden of proof
higher than ordinary civil litigation but still lower than the
criminal trial standard of ‘beyond a reasonable doubt.’   
Both the judicial victories and ensuing legislative changes were
short-lived, as they only temporarily lowered the rate of
involuntary admissions, as all players adapted to the new rules.  
This is significant, since comparable reforms are being advocated
today in both rich and poor countries, even now that the
Convention on the Rights of Persons with Disabilities gives us
the option to hope for abolition. A common argument for
reform rather than abolition is that reform will provide tangible
results to improve people’s lives, while abolition is a more risky
strategy since it requires fundamental changes that are harder
to achieve politically. However, if reform cannot deliver any real
improvement, it does not serve the purpose of social justice and
instead functions as a junk substitute that deflects the energy of
a movement and limits people’s imaginations.
Mental health law reforms can be understood as an application
of the rule of law to an exercise of state power that is increasingly
difficult to reconcile with modern notions of individual rights and
freedoms. Confinement of people in asylums was historically based
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The Unfinished Business
of liberation
by Tina Minkowitz

on the parens patriae (parent of the nation) power of the state, that
is, the state assumes the role of a parent to take care of people who
appear to be unable to take care of themselves. The conflation of
deprivation of liberty with care remains a central problematic feature
of mental health law, and has not been dislodged by the reforms.
The reforms recognised that deprivation of liberty is an infringement
of personal freedom that warrants both a weightier substantive
justification, and more procedural protections than obtained under
earlier law. In particular, the US Supreme Court held in O’Connor
v. Donaldson³ that the state’s beneficial intent towards mad persons
was not sufficient in itself to justify institutionalisation. Provision of
treatment or a showing that the person was ‘dangerous to him/
herself or others’ could supply the needed justification. This moved
the focus from the parens patriae power to the police power of the
state, although the parens patriae power was still in evidence,
particularly in relation to compulsory treatment. The police power
basis for confinement helped to justify greater emphasis on
procedural protections, as legal advocates sought a closer
resemblance of civil commitment proceedings to criminal
procedure, which has significantly greater due process
requirements, as noted above.

condition we imagine to be serious enough to warrant drastic
action. In fact, my own courtroom observations in 1998
demonstrated that a ‘capacity’ standard for refusing psychiatric
treatment had the opposite result: a very small number of
people had their decisions respected, while the great majority
were compulsorily drugged.4 Newer laws like the UK Mental
Capacity Act5 incorporate supported decision-making, but this
is a red herring. Supported decision-making can only function
as support in an environment free of coercion; if a person’s
decisions can be superseded in his or her supposed best
interest there is no true support, only a more subtle coercion.  

While courts and legislatures moved in this direction, they
steadfastly refuse full criminal procedure-style due process,
on the basis that civil commitment is actually for the person’s
benefit, in keeping with parens patriae reasoning. A further
wrinkle consists in the use of fear-based justifications in turn
to fuel a backlash against these reforms, resulting in a return
to broader legislative standards for commitment, outpatient
commitment (compulsory treatment in the community), and
mental health courts that substitute compulsory mental health
treatment for a criminal verdict and sentence. The police
power and parens patriae power are, in relation to mental
health law, intertwined and used to reinforce each other, since
neither provides a rational basis for the discriminatory use of
state power to incarcerate people based on their disability.  

Withdrawal of the declarations would be helpful, but is not
enough. Advocates must begin to explore what it would mean
to live in a society free of mental health law, free of compulsory
treatment and detention of mad people, free of substituted
decision making and guardianship. What are the obstacles and
how can they be met? What needs do people have for true
support and ‘true asylum’ that are not being met even now? Can
we move completely away from a repressive and violent mental
health policy, to one based entirely on a respectful approach to
human beings and their needs? What cultural and political changes
need to be made for this to happen? How should it be reflected
in our legal system? These questions represent a possible first step
towards the development of a strategy for positive change that
will lead us out of the maze of justifications for discrimination,
to an inclusive society and beyond.     

In many parts of the world, mental health law reform of this
nature is still taking place. At the same time, a newer version of
mental health law reform has arisen, proposing the merging of
mental health law into guardianship law, so that the sole issue
presented would be the individual’s competence to make a
decision about treatment and hospitalisation. This would move
us back into the parens patriae world and remove the police
power and fear-based justifications, while keeping elements of
the rule of law by regulating how and why a person could be
deemed to be unable to take care of him/herself in relation
to the question of mental health treatment. The incapacity
framework, too, is a face of discrimination, since it is merely
the parens patriae power in different clothing.
The incapacity framework is a potentially seductive trap, since
we may think it will affect only a small number of people whose

The unfinished business of liberation still remains. Mental health
law cannot be reformed, only abolished. Any body of law that
maintains separate and unequal standards to regulate the legal
rights of a group of people defined by their disability is unlawful
discrimination. The UN Convention on the Rights of Persons
with Disabilities6 offers a legal standard and tool, which has,
unfortunately, been diminished in some countries by reservations
and declarations, including Australia’s shameful declarations
allowing substituted decision-making and compulsory treatment.7
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Modernising the Mental
Health Act: proposed
areas for reform
Dr Ruth Vine, Chief Psychiatrist
Mental Health, Drugs and Regions, Department of Health

The development of modernised mental health
legislation is an important part of overall mental
health reform, but will depend on continued
improvement in the broader health and mental
health sectors if its aims of improved access and
quality are to be realised.
The Office of the Chief Psychiatrist receives many calls
relating to the operation of the Mental Health Act. Two
recent calls to the Office (both were from carers) illustrate
the challenge and complexity of mental health legislation.
The first caller phoned to say that a family member had
changed significantly over the past few years with altered
behaviour that resulted in damage to property, verbal abuse
and poor self care. There had been further outbursts in recent
days. The caller said the family member had previously been
admitted as an involuntary patient on several occasions, but
had been discharged by the Mental Health Review Board
(MHRB), and refused ongoing treatment. No definitive
diagnosis had been made. The caller did not want to involve
police, and was upset that the local service was not agreeable
to arranging an involuntary admission. We discussed the
criteria, which needed to be met before a person could be
detained and treated without consent. The explanation around

the high threshold requirements for involuntary admission did
not provide comfort and did not satisfy the caller.
The second call was also from a family member, but this
time to complain that their relative had been admitted
and detained following a severe self-inflicted injury in the
context of substance abuse. The caller wanted the person
to be discharged home, and was distressed that they could
not force the treating psychiatrist to do this. They wanted
an immediate second opinion. We discussed the difficulty
of making a diagnosis in the context of substance use, why the
decision to admit and treat sat with the authorised psychiatrist,
and the rights of family members. The caller was not initially
satisfied with the outcome; although did accept that the family
member had been at risk of serious harm and that the family
had requested help from a number of services including police,
ambulance and mental health service. Following discussion
with the mental health service, it was agreed that the patient

would be seen by a second psychiatrist as soon as possible
and, that day, leave under the supervision of the family would
be considered over the next day or two.
These examples highlight the difficulty in developing a
legislative framework that will enable those who are very
unwell, but who are not able or willing to seek assistance,
to be provided with necessary treatment. The law must
facilitate access for this group, but set clear requirements
so that it does not allow arbitrary detention or forced
treatment on the basis of risk in the absence of a diagnosed
and treatable clinical condition. The framework must be
workable; it must be understood by those who have to
put it into practice and able to be articulated to patients,
their family and carers, and to the community. It must
balance the right to personal autonomy and integrity with
the right to effective treatment and care. It must have checks
and balances in place so that there is external scrutiny and
accountability. It must be clear about who is empowered
to make certain decisions, on what basis and under what
circumstances. It must be sufficiently flexible to work in
times of crisis when much is unknown or unclear, as well as
enabling treatment to be properly instituted and maintained
in the best interests of the individual and of the community.
Consistent with current policy regarding civil liberty, and
care in the least restrictive manner, it must ensure that the
provisions governing treatment, detention and care do so
in a way that minimise any limitations on the rights of those
with mental illness. (WHO 2005, McSherry 2008a).
Rationale and process of review
Overall, the Victorian Mental Health Act (1986) has served
the Victorian community well. It was seen as a reforming Act
when developed and provided a model for legislation enacted
by other States. It did include many of the features outlined
above. However, while there has been relatively little change
in the manifestation of severe mental illness or in treatment
options over the past 25 years, there have been significant
changes in where and how treatment is provided, in the
service options available, and in community attitudes and
expectations. The Victorian Charter of Human Rights and
Responsibilities (2006) provides a template against which other
legislation must be considered when determining whether
and when basic rights such as freedom of movement, personal
autonomy, or liberty can be overridden. The Charter provides
that the rights of a person with a mental illness can only be
limited if it is justifiable, based on the nature of the right, the
purpose of the limitation and the availability of less restrictive
options (s7). Any limitation must be reasonable and
proportionate, in the context of anticipated adverse
consequences of not imposing such limitation. In 2008,
Australia ratified the Convention on the Rights of Persons with

Disabilities (CRPD), which contains a number of provisions of
relevance to those with disability related to mental illness.
In particular, it emphasises the principle of non-discrimination
and clarifies the obligation of government to promote and
ensure the rights of a person with a disability (Kämpf 2008).
In the context of these changes, the Victorian government
committed to the development of new mental health
legislation. The former Department of Human Services
commenced a review in May 2008 and appointed an
independent Community Consultation Panel, which undertook
a broad community consultation – approximately 800 people
were involved in the consultations and over 200 written
submissions were received. Alongside the overarching
principles and objectives, the consultation considered the
circumstances under which involuntary treatment could be
given and the limitations or protections that should be in place.
The team supporting the review also considered national and
international mental health legislation and related legislative
frameworks. In July 2009, the Community Consultation
Report and the Government’s response to the report
were released, (Department of Human Services 2009a;
Department of Human Services 2009b). The new Act is
expected to be put before Parliament in 2010 and to come
into operation after a period required to establish new
structures and adequately inform and train all relevant parties.
It should be noted that, in general, mental health legislation
does not cover a right of access to quality services by all persons
with a mental illness. The current Act sets out the overall aims
and principles governing mental health service provision, and it
is likely that the new Act will likewise contain aims and principles
relevant to the current context. Nor does mental health
legislation determine the funding or staffing of mental health
services, except where there are requirements for persons
with particular qualifications or experience to be responsible
for certain actions under the Act. That is, the Act does not ensure
a ‘positive’ right to access services for all those with mental illness,
but is predominantly concerned with regulating the right of the State
to impose treatment on those deemed to meet criteria under
the legislation to be detained and treated without consent.
Some types of severe mental illness, by their very nature,
may result in impaired capacity to provide informed consent to
treatment, and an increased risk of suicide, self harm and harm
to others. Mental health specific legislation provides special
safeguards tailored to the issues that arise in conjunction with
mental illness and its treatment. This includes provisions
directed towards clarifying roles and responsibilities, and
supporting the safety of staff and others who work in this
challenging and sometimes confronting area. Generic
guardianship legislation allows for substituted decision making
where there is a lack of capacity associated with other illnesses.
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Outline of proposed changes
Mental health legislation is complex and covers many areas.
I will only comment on some of the more significant proposed
changes. (Note that these remain proposals only until a Bill is
drafted and endorsed by the Cabinet.)

for involuntary treatment
1 Criteria
The need for specific legislation to enable compulsory
treatment for mental illness continues to be hotly debated
(Richardson 2007, McSherry 2008a, 2008b). During the
consultation, it was made clear that it was the Government’s
intention to enact mental health legislation that would
continue to provide for involuntary treatment. This recognised
the strong argument from some consumers, carers and mental
health clinicians that, at times, the impact of severe mental
illness, such as schizophrenia, means that because of the nature
of the illness, a person is unable to provide informed consent
to necessary treatment, and that while so unwell they may
act in ways that incur a significant risk of harm to themselves
or to others. This incapacity is generally temporary, the
capacity to provide consent returns as a consequence of
effective treatment. Sometimes a person may present with
cognitive and behavioural symptoms that suggest mental
illness, but do not allow a definitive diagnosis to be made –
the person ‘appears to be mentally ill’. But illnesses such as
schizophrenia also tend to recur, so the Act needs to
contemplate both immediate and longer-term impairment.
The government response indicated that revised criteria
for detention and treatment as well as a staged approach
to detention will be considered. This may mean that the
criteria which are required to be met for orders of longer
duration are set at a higher threshold than those required
for initial assessment. The criteria for placement on a
Community Treatment Order (CTO) will also be revised
and enhanced. This is in response to views expressed
during the community consultation that CTOs under
the current legislation are over-used, given for extended
periods and are insufficiently linked to treatment and
recovery outcomes. It is likely that there will still be a
requirement for a number of criteria to be met – including
domains such as the presence of mental illness, imminent
or serious risk of harm to self or others, impaired capacity,
a need for treatment, and  no less restrictive means
of providing that treatment.

2 Supported/substituted decision making, advance statements
Under the current legislation, once a person meets the criteria
for involuntary detention and treatment, it is the role of the
authorised psychiatrist to consent to necessary treatment.
This constitutes substituted decision making. Under the new
Act, this aspect is intended to be modified to enable greater
supported decision making. Moving towards a supported
decision making scheme is consistent with the intent of
non-discrimination in instruments such as the CRPD (Weller
2008). There is likely to be a formal recognition of advance
statements so that those involved in treatment and care must
take into account prior wishes and preferences expressed by
the patient. The Act would also establish a nominated person
scheme that will require the provision of key information to a
person nominated by the patient. This aims to enhance carer
involvement while still protecting patient privacy. A number of
these areas are similar to those introduced in Scotland in 2005,
(Mental Health (Care and Treatment) (Scotland) Act 2003).
3 External review
The current Act requires that compulsory orders are
reviewed by the MHRB within eight weeks of being made,
and annually. This is considerably longer than the period
before review in comparative legislation in other jurisdictions,
and means that many people under involuntary orders are
discharged before an external review is required. The new
Act is likely to propose a system of staged orders. There
could be an initial assessment period to enable persons to
be detained in crisis situations or before a definitive diagnosis
is made. There is likely to be an early independent check on
the validity of detention, and there will be more frequent
external reviews by a re-constituted tribunal. Consideration
is also being given to introduce a panel of psychiatrists,
perhaps attached to the new tribunal, who are available to
provide a second opinion, including an opinion on whether
or not prescribed medications are appropriate and where
extended periods of prescribed medications are intended.
4 Accountability, complaints and review
Currently there are a number of complaints and review
mechanisms in place – the Health Services Commissioner
receives complaints from consumers about service
providers and is empowered to investigate and undertake
conciliation processes. The Chief Psychiatrist receives
complaints and inquiries from consumers, carers, members
of the community and service providers, and may
investigate utilising the powers of inspection and direction

in the current Act. Mostly, the Chief Psychiatrist
endeavours to resolve issues through clarification and
negotiation. Community Visitors are another avenue
or complaint. The Chief Psychiatrist is also empowered
to monitor restrictive practices such as seclusion and
restraint, and particular treatments such as electroconvulsive therapy (ECT).
During the consultation process, concern was raised
that the Chief Psychiatrist was not truly independent,
given that the Office provides advice and comment to
service providers and service users. Under the new Act,
the role of the Chief Psychiatrist is likely to be refocused.
It is proposed that a Discrete Complaints Commissioner
for mental health be established who will have responsibility
to receive and investigate complaints from both patients and
carers and families, to oversee restrictive practices such as
seclusion and restraint, and to monitor the use of advance
statements. The Commissioner could be an extension of
the Health Services Commission or created as a separate
entity. The Chief Psychiatrist would still have a role in
undertaking clinical audits, receiving and responding to
notification of deaths, and in providing leadership and clinical
advice to the sector. These changes are intended to improve
the transparency and accountability of service providers, with
strengthened reporting requirements to government and
to the public.
These are only some of the changes proposed to be
included in the new legislation. All of the measures are
intended to foster a clearer rights based approach to
compulsory treatment and a positive recovery orientation.
To this end there will be stronger requirements to limit the
use of involuntary treatment unless absolutely indicated,
and to support better provision of information to all
those treated in the public mental health system, including
voluntary patients and young people. Certain interventions
such as ECT are likely to be regulated more tightly.
Government is also keen to clarify the extent of confidentiality
in recognition of the frustration experienced by carers in
accessing information relevant to their ongoing role. It is
anticipated that in order to guide the implementation of these
changes, comprehensive education and training tools will be
developed as well as formally recognised Codes of Practice.  

Discussion and conclusion
It is important to note that mental health legislation only
governs some aspects of care and treatment provided in
mental health settings. Some of the new developments in
Victoria’s mental health system, such as the Prevention and
Recovery Care (PARC) services and the more intensive
home-based outreach support services, are ‘hybrid’ in that
they depend on a close partnership and shared service
provision across health services and living support services
(PDRSS). Such shared care arrangements will require the
development of clear inter-service protocols to guide information
sharing within the constraints of privacy requirements and the
Health Records Act. In most instances, information will be shared
with the consent of the service recipient, but as there is greater
integration and teamwork between different providers, including
General Practitioners, there will need to be clear guidelines
to support the sharing of information vital to safe and effective
provision of care.
Mental health legislation is important, but does not replace
good inter-service relationships and clear governance to guide
those who provide services that support people in their
recovery from mental illness, including engagement with their
family and the broader community. The development of
modernised mental health legislation is an important part of
overall mental health reform, but will depend on continued
improvement in the broader health and mental health sectors
if its aims of improved access and quality are to be realised.
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The PDRS sector, as it is currently configured, has evolved over
the last 20 years in an incremental way. However, its current
structure and configuration, I contend, is not sufficiently robust
to meet the challenges of the next decade.
I have been asked to contribute my thoughts about the
theme of the 2010 VICSERV conference, Unfinished
Business – pathways to social inclusion for this Summer
edition of newparadigm. This theme is deliberately
ambiguous and throws up a broad range of issues for the
sector. Unfinished Business evokes, for me, positive and
negative elements. The positive framing of this theme is
around expanded capacity and contribution, achieving
more equitable and just outcomes for people with mental
illness, and optimism about the future based on realistic
strategies for improving community based mental health
services. The negative framing focuses on lost opportunities,
failure to invest in building the economic and social
participation of people with mental illness, fragmented
systems, lack of an industry development strategy and lack
of community recognition of the contribution of this sector.
My experience in the mental health sector is recent, given I have
worked in this sector for just over 12 months. However, I have had
the opportunity to work in a wonderful organisation such as Mind
Australia and with colleagues through my involvement in the Board
and Executive of VICSERV. I am also informed by my membership

of the Victorian Mental Health Reform Council and the briefings
and discussions in this forum.
So for me, there are three priority Unfinished Business themes
for the non-government community based mental health sector
in Victoria. Developing effective responses to these issues is
essential if the sector is to develop more effective responses to
the needs and aspirations of people with mental illness and their
families and carers.
1 The service delivery theme
There is much to be done to continue our commitment
to delivering quality outcomes for consumers, carers and
families. I have chosen to focus upon two important issues
within this theme:
(a) Improving access to affordable and safe housing
The lack of affordable and safe housing is having significant
and under-recognised impacts on the lives of people with
mental illness. It is also limiting the efficiency of the mental health
sector and reducing the throughput capacity of both acute
and community based mental health services. Research from

VICSERV identified that at least 42 per cent of people with
severe mental illness are currently housed in tenuous forms of
accommodation (VICSERV 2008). Research also shows that
around 65 per cent of consumers identify housing and housing
support as the most important issues in their lives, (VICSERV
2008), yet social housing supply is insufficient for this population
group and private rental is becoming increasingly out of reach.
Developing a sustainable housing strategy for people with
mental illness is, in my view, the highest priority of unfinished
business for the sector. This population group is not being
sufficiently targeted in the new Commonwealth and
Victorian Government housing initiatives. Any adequate
homelessness strategy in Victoria will require an effective mental
health housing component if it to meet community aspirations
to reduce the rates of homelessness. VICSERV has highlighted
this issue over recent years and is undertaking ongoing advocacy
in this area. The Victorian and Commonwealth Governments
in collaboration with the sector need to focus much greater
attention and funds on addressing this key driver of economic
and social disadvantage amongst mentally ill people.
(b) Empowering higher level of consumer engagement in
service development at personal, program and state levels
Another key issue is developing new strategies for increasing
the level of consumer engagement. Victoria has been a
leader in the employment of consumer consultants and
there is widespread commitment to consumer engagement
amongst service providers. Consumer advocacy strategies
have been supported.
However, consumer engagement strategies that are being
adopted in the United States, United Kingdom and Europe
are pushing the boundaries beyond the current paradigm
in Victoria. This is well illustrated by President Obama’s
appointment of Daniel Fisher from the National
Empowerment Center as a mental health adviser to the
Obama Administration. Victoria is lagging behind best
practice in consumer engagement. More effective strategies
for engaging and empowering consumers are required.
2 The context theme
Our capacity to address the big service delivery issues we are
all committed to is affected by the context in which we work
and our ability to influence the ways that context impacts. The
context in which we do our business is changing significantly.
The issues I want to address regarding this changing context are:
(a) Developing effective governance arrangements
Because Mental Health Matters (2009) sets out a governance
framework that identifies health networks as the lead agency
with regional or sub regional specific mechanisms under the
health network. Implementation of this framework is

anticipated over the next 18 months. The need to rationalise
geographical program boundaries is a no-brainer that should
be completed as a priority task.
The more complex issue is around developing governance
and coordination mechanisms that ensure adequate planning,
coordination and accountability at a regional health level that
take a whole-of-community and whole-of-government
perspective, not just a clinical health perspective.
However as a sector, we have been slow in embracing the
need and mechanisms for reform. The challenge for the
sector is to develop a coherent industry strategy that can be
supported by the majority of the sector and work toward
implementation on a voluntary rather than forced basis.
The current system of alliances has delivered many positive
developments. However, a governance framework will
need to be more exacting and have the capacity to govern
across the health, housing, employment and social support
sectors if it is to fulfil effective coordinating, planning and
accountability functions.  
Developing effective governance arrangements will require
a robust debate and the non-government sector needs to
be a major contributor to discussion about the strengths
and weaknesses of the emerging governance models.
(b) Better alignment between public, private
and NGO sectors
The nature of the sector is changing with substantial growth in
the role of primary health care and private psychology services
over the past three years. Federal programs in the private and
non-government sectors have lead to a significant expansion
of professional activity in the provision of community based
mental health services. This growth has resulted in increased
engagement particularly of doctors, psychologists and
psychiatric nurses in the sector since 2006 and a major
expansion in funding. This growth is challenging the traditional
boundaries between the respective roles of the public,
non-government and private sectors and resulting in a more
mixed economy of service provision. The structure of
the PDRS sector and, indeed, VICSERV grew out of an
historical configuration, which had more discrete boundaries
between these sectors.
An opportunity that could lead to more effective resource
usage would be better planning and alignment across these
three sectors. While a range of collaborations and partnerships
are occurring at the service delivery levels, more effective
planning between the State and Commonwealth
Governments and between these sectors offers substantial
opportunities for more effective consumer outcomes.
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(c) The role of the Commonwealth Government
in funding mental health services in the future
Kevin Rudd has flagged 2010 as the year of reform for
the health sector, after several years of enquiry and debate.
The decisions of the Commonwealth Government on health
care reform will have major implications for mental health
funding for the non-government sector.
The recommendations of the National Health and Hospital
Reform Commission and the Fourth National Mental
Health Plan have been widely discussed and I do not wish
to go over this territory. Rather, the point I wish to draw
out is that structural reform for the health sector will have
major implications, opportunities and challenges for the
non-government sector. In particular, the role of general
practices and their linkages with other locality-based services
and acute services will be key drivers of system change.
It is hoped that the policy directions around such reform will
be resolved before or soon after the next Federal election, so
we can get on with the changes. We can only wait to see the
outcome and then plan for the proposed directions. This is a
major piece of the funding puzzle waiting to be finalised.
3 Owning our future theme
As a sector, we have the capacity to shape our future.
However, if we are to achieve this, we need to address
some fundamental questions.
(a) Do we need a PDRS sector?
The PDRS sector, as it is currently configured, has evolved over
the last 20 years in an incremental way. However, its current
structure and configuration, I contend, is not sufficiently
robust to meet the challenges of the next decade. The sector
delivers at least $150 million of services funded through State
and Commonwealth funding and sector fundraising. The
Victorian Government contributes $100 million per year and

the Commonwealth Government around $25 million
per year to the PDRS sector. Enormous effort is put into
collaborative action through the alliance system yet this
system does not allow for broader processes of system
design and resource reallocation.
There is an argument that suggests the distinction
between primary health, clinical mental health and PDRS
as distinctive sectors will no longer serve the interests of
consumers. The governance reforms outlined above are
linked to this argument. It is clear that we need a strong and
coherent mental health sector that works collaboratively, shares
a commitment to recovery and acting early in episode. We
need processes that ensure the individual’s journey is marked
by consistent engagement and easy navigation. The focus on
a PDRS sector may distract us from these issues.
(b) If we need a sector, how should it be framed?
Mindful of the above, I still think we need to contemplate the
scope and role of those organisations who have significant roles
in providing long-term support. The PDRS sector lacks a plan
for its future and staggers from one funding round to the
next. It currently reflects difficulties in reaching agreement
about sector reform and its failure to locate its contribution in
broader social and economic policy in Victoria and Australia.
The big item of unfinished business in this debate is the
need for mechanism and forums through which we can:
• develop an informed analysis of the current
structure of the sector
• identify options for the development of the sector, and
• engage in an informed debate about how to improve
consumer, family and carer outcomes in a collaborative way.
Industry-lead sector rationalisation is difficult to achieve and
often governments in other jurisdictions have achieved this

gradually by limiting funding growth to small agencies. The
challenge in Victoria is for the industry to take a proactive role
in sector development and develop options for sector
transformation in discussion with the Victorian Government.
(c)	Organisation capacity
Sector development, however we define the sector, is
well and good. In the end, however, the issue is about
organisational capability.  
There is much debate about the sustainability of stand-alone
agencies with budgets under $5 million and lots of discussion
about supporting diversity in a rationalised sector. Administrative
infrastructures are costly and acquittal, quality and OH&S
requirements are increasing costs and there is a depth and
breadth of technical skills required in non-government,
community based mental health organisations.   
A mature sector recognises the importance of diversity and
understands there are a number of ways in which the particular
contributions of smaller agencies can be incorporated into

emerging structural arrangements. Strengthening organisational
capacity is an essential ingredient of further developing
individually tailored, flexible and responsive services.  
4	Finishing the business
In reflecting on this topic, I am struck by the relevance
of the VICSERV conference theme. The conference
will provide an important forum for discussion and debate
about these issues and other matters of unfinished business.
I am optimistic in the final analysis of the sector’s ability to
finish the business of building an integrated and effective
community based mental health system that supports
recovery and delivers services that are responsive to
and respectful of consumers’ rights and preferences.
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The concerns raised today by consumers
regarding respect for their rights, including their
right to a verbal and written explanation of their
rights, being able to actively participate in the
development of their care plans, and to be actively
involved in their own care and treatment, are the
same concerns they had in the late 1990s.
Human beings are ‘creatures of habit.’ If we do something
often enough, we do it without thinking. If we see something
often enough, we cease to see it. If we hear something often
enough, we stop listening and if we think something often
enough, we think it without question. This habitual way of
seeing, listening, thinking and doing is in us all. It exists at a
community, government, management, and employee level
and affects not only the decisions we take, but also how we
make them. Additionally, we usually only ever neglect or
abuse the rights of those we see as having less power than
we have and we tend not to get involved in abusive or
neglectful behaviour unless it is happening to a loved one.
VMIAC Team

While this habitual way of seeing, hearing, thinking and doing
holds us in good stead for getting through each day without
overtaxing our thought processes, there is also a negative side
to the development of habits of practice. Firstly, they can
inhibit the individual from developing to his or her full potential.
Secondly, they can impede organisations from being genuine
centres of learning and excellence and finally, they can impede
the standard of service delivery to those we serve, not only
contributing to the continuation of unfinished business, but
facilitating good people doing not so good things.  

In 1991 the Mental Health Branch undertook an audit of
standards of treatment and care in psychiatric hospitals in the
State of Victoria. A team of five clinicians, which included
myself, undertook the audit of 19 hospitals. Part of the Terms
Of Reference included a need to ‘look in detail at the treatment
of patients within accepted standards, the adherence to the
statutory requirements of the Mental Health Act (1986) and
the attention given to ensuring that patient rights are protected.’
Ten questions needed to be asked. They were:
1 Does the structure of the hospital facilitate senior
management access to information about standards
of patient care and areas that need improvement? For
example, is there a systemic review of deaths under unusual
circumstances, incident reports, admission and discharge
practices, electroconvulsive therapy practices, seclusion and
restraint practices, patient complaints, patient satisfaction
with the service and community visitor reports?

7 Is the documentation of patient care legally and
professionally adequate?
8 Is there an in-service training program available
and do staff attend this?
9 Do clinical staff have immediate access to a range of clinical
and management books and professional journals?
10  Are the physical environment, patient amenities and
staffing resources adequate to ensure all of the above?
Part of my role in the audit was to interview consumers
regarding their experiences of hospitalisation. A total of 386
consumers were interviewed from the acute, rehabilitation
and aged care sector, covering 85 wards.  
While there were many recommendations, the purpose
of this paper is to articulate the unfinished business from
the consumer perspective.  

2 Are policy and procedure manuals or other appropriate
documents, provided by senior management, to guide
clinical staff in their work?

Having revisited the audit results and recommendations made
nearly 20 years ago, I have to say that I was taken aback regarding
the extent of the similarities of yesterday and today’s problems.  

3 Are each patient’s individual needs being assessed?

By way of example, the following is an extract
from the 1991 audit:
‘Many patients expressed the view that the community
was intolerant of people with a psychiatric illness. A number
complained that they felt disqualified as a person even before
they started to talk to a health professional. They always felt they
were being diagnosed rather than listened to. They felt their
comments were heard as indicating the state of their illness
rather than as an expression of personal needs or opinions.’

4 Is each patient offered a specific management program,
appropriate to their individual needs?
5 Does the patient think his or her rights are respected, and
that his or her needs for treatment and care are being met?
6 Does the patient feel that he or she and their significant
others are encouraged to participate in the development
of their management plan?
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Having revisited the audit results and recommendations made
nearly 20 years ago, I have to say that I was taken aback, regarding
the extent of the similarities of yesterday and today’s problems.  
While consumer feedback today suggests a more accepting
community, the same cannot be said for clinicians. To this day,
too many consumers believe that once you have been
diagnosed as having a mental illness, then it does not matter
what words come out of your mouth, it is attached to the
mental illness. Thus, consumers are often denied the same
level of empathy and understanding as those not diagnosed
with a mental illness experiencing the same issues.  
The concerns raised today by consumers regarding respect
for their rights, including their right to a verbal and written
explanation of their rights, being able to actively participate
in the development of their care plans, and to be actively
involved in their own care and treatment, are the same
concerns they had in the late 1990s.
Another statement that could equally apply today was,
‘One of the most frequent gaps in case files was lack of evidence
of consultation with the patient’s family before discharge occurred.’
Regarding seclusion, the audit noted:
‘There is little written evidence in case files that staff were aware
of the potential distress for patients, co-patients, family members
or staff that may arise from the use of seclusion and little
evidence of counseling or debriefing being offered to the patient
or family about the use of seclusion.’
While much work has been done to reduce seclusion in
recent times, we still have a long way to go in eliminating
such a damaging practice.  
While many positive changes have occurred since the 1990s,
a snapshot of the audit results and recommendations suggests that
we have largely concentrated on the problems identified by the
service providers and not those identified by consumers.
To put the issue into one sentence, I would suggest that our
habits of practice have kept us in a problem solving approach
where professional (technical) expertise overrides practice
wisdom regarding what benefits the individual consumer.
This, in turn, has created much unfinished business from
the consumer perspective. For example, services often get
immersed in models of practice requiring the consumer to
fit in with the model when consumer focused service delivery
should fit around the consumer’s needs.

So what do consumers want?
They want to be treated like everyone else. They want you
to hear them. They want their mental illness to be secondary
to their personhood (holistic individuality), and they want a life
free of discrimination and stigma. They also want access to
individualised and holistic services and to not have to wait until
they are in dire straits. They want the services to fit in with
their needs and wants, not vice versa. They want meaningful
work and permanent, appropriate and affordable housing.
They want a home, not just a room. They want transparent
responses when they make a complaint and they definitely
don’t want beaucratic responses to the letters they write to
services, government departments and politicians.
Consumers want to be able to make friends, enter into
relationships and not have their mental illness get in the way
of the attitudes of others. They want to be treated with
respect and dignity. They want to have fun. They want people
to listen to them when they express concern about the side
effects of medication and be willing to do something about it.
They want to be seen and treated as an equal partner to the
community in which they live and, at the same time, recognise
the normality of their desire to retain contact with and to use
psychiatric disability services. They want to be discharged from
services when they are ready, not when the service is.
They want more focus on the quality of service delivery
rather than throughput and outcomes. They want their lived
experience of mental illness recognised as an equal area of
expertise to that of service providers and essential for
respectful and responsive service delivery. They don’t want
models of practice or theoretical ideas to override their unique
humanness, so that they get lost in the model, or the
theoretical principle. They want involuntary detention and
treatment to cease being a habit of practice, but rather only
used as an absolute last resort. They want you to talk with
them, not at them.
Reference
McCallum, Dr Peter et al, Office of Psychiatric Services, 1992b, Audit of standards of treatment
and care in psychiatric hospitals in the state of Victoria, Health Department Victoria, Melbourne
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It does appear that once again people with chronic major
disorders are being denied resources in favour of the socalled high prevalence disorders… Whatever the merits
of Better Access, it is hard to see the value for those
conditions with high morbidity.
The Minister for Health Nicola Roxon set up a National
Mental Health Advisory Committee in 2008 to offer her
independent and objective advice on the mental health
system. Ten people were appointed, including me.
There are two consumer representatives on the Committee,
of which I am one. This Committee contrasts greatly to
anything I have been involved with before. Its mandate is
to advise the Minister; it is small and has a budget to employ
people to work on issues that form a part of our work
program. The work program was decided by the Minister, in
conjunction with the Chair of the Committee, John Mendoza.

There are three primary areas of interest for me that I will
discuss. They are early intervention for psychosis, early
intervention for children, and the Better Access Program.
(The Committee is also considering Work Force Participation
and Indigenous issues.) Each area of interest will have a report
developed through an external consultant assessing the
programs that will allow us to give advice to the Minister.
Crucially though, with the early intervention programs, we
propose not to look at what they are but accept that they are
appropriate directions for mental health and therefore advise
the Minister on how to implement them.

The National Advisory Committee has a role that is outside
the traditional departmental advice that a Health Minister might
receive. My observations of the Health Department to date are
that they are hard working public servants. The difficulty for
them, and why the Advisory Committee is important, is that
the breadth and knowledge, understanding and expertise cannot
really be found within the department. Consumer input, for
example, is not structured within the departmental framework.
In other words, there are no mechanisms for the consumer
viewpoint to be expressed.

The mental health field has been replete with debate about
early psychosis intervention for some time now. Programs
through the Early Psychosis Prevention and Intervention Centre
(EPPIC) and Headspace are based on the belief that intervention
at the onset of a mental illness for young people is desirable.
There are some who argue that these programs are not as
good as they are portrayed and that early diagnosis of young
people can be as damaging as leaving the illnesses alone to run
their course. There is doubt that there is long-term improvement
in young people, in particular, those with schizophrenia, even with
early intervention. It was the Committee’s view that we did not
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My observations of the Health Department to date are that
they are hard working public servants. The difficulty for
them, and why the Advisory Committee is important, is that
the breadth and knowledge, understanding and expertise
cannot really be found within the department. Consumer
input, for example, is not structured within the departmental
framework. In other words, there are no mechanisms for
the consumer viewpoint to be expressed.
need to further discuss early intervention. We accepted that it was
a good thing and wish to be informed not on if it should be
implemented, but how it should be implemented.
Data on early intervention with children under twelve will, again,
inform our research centre on how to roll out intervention on
mental health matters for this age group. While the issues are
more general, in that they do not relate to psychosis, there will
be a considerable emphasis on specific illnesses that may start in
early childhood and, if not checked for and addressed, could
develop into intractable illnesses. Again, we are investigating how
to implement this type of intervention, including cost and the
appropriate model.
Both of these proposals are about the Committee being in
a position to advise about the implementation of these very
important initiatives. Initiatives that have, in one way or another,
stalled. It is the Committee’s aim to be able to advise on the
direction of these services.
The third issue is Better Access. This was an initiative that arose
out of Access to Allied and Psychological Services (ATAPS).
People were able to access psychological services. The problem
was that the demand was so great, the previous government
expanded the program to allow for people to see professional
counsellors, psychologists and social workers funded by
Medicare. While a mental health program incorporating a
General Practitioner’s Mental Health Plan and referral to an
allied mental health worker, the system that has evolved seems
to have gone way beyond what was originally intended. There
has been a massive use of the system, mostly by people who
can afford to pay between 30 and 80 dollars for each visit. The
number of visits to psychologists, making up around 90 per cent

of the visits, are in the millions and the blow out in cost could
be billions of dollars. There are concerns that have to be
considered. For example, are Mental Health Plans given
by Doctors really necessary? Secondly, anyone who is a
registered psychologist can bill Medicare.   
While there have obviously been some benefits, and certainly
lots of access, it is supporting people with low to moderate
mood depression, which was the intention. While this is
happening, little or no resources are going into the 20 per
cent who have treatment resistant depression that require
specialist services and access to new and innovative technology.
There has also been a distortion in resources brought about
by the flight of clinical psychologists from the public sector to
the private sector. Moreover, there has been no attempt to
ensure that specialist psychological services are provided to
people with schizophrenia, bi-polar disorder or other affective
disorders at the time of diagnosis (when they might need
psychological help). It does appear that, once again, people
with chronic major disorders are being denied resources in
favour of the so-called high prevalence disorders. Of course,
the system seems to be advertised by private psychologists
towards everyone, with numerous variations on psychological
treatments some evidence based but many of them not.
Whatever the merits of Better Access, it is hard to see the value
for those conditions with high morbidity.
The Advisory Committee will continue to work to advise
the Minister, having regard to our expertise and consultation
with the community.
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It has been argued that this intervention is particularly important
in young people with early psychosis as they are less removed
from their original vocational trajectory, and consistent with early
psychosis intervention principles, the potential gains may be
greater in this group than in a more disabled group.
Social inclusion is a goal shared by many organisations
working with disadvantaged or marginalised groups
of people. In January 2010, the Australian Deputy Prime
Minister, The Hon. Julia Gillard MP, reaffirmed the
government’s commitment to social inclusion through the
national statement , A Stronger and Fairer Australia. It stated:
Social inclusion means ensuring no Australian is left behind
by giving all the opportunities, resources, capabilities and
responsibilities to learn, work, connect with others and have
a say in community life’, (Gillard, 2010).
In the psychosocial rehabilitation sector, notions of social inclusion
are well established ideals and are generally defined as ‘being able
to participate in and contribute to social life – in economic, social
and political terms,’ (Merton & Bateman, 2008, p13).
In 2008, VICSERV, released Pathways to Social Inclusion Proposition
Papers (VICSERV 2008). The purpose of these papers was to
articulate the current failures of our approaches to achieving social
inclusion for people with mental illness and their carers and
to point to service reforms that might more effectively achieve
social inclusion outcomes.

Three arenas of social exclusion were focussed on: health
inequalities, housing and support, and economic participation –
employment and education. It was argued that these areas of social
exclusion remain the unfinished business of deinstitutionalisation.
This paper will briefly review the current evidence and it intends to
challenge the reader to consider how current mental health practice
contributes to the poor social inclusion outcomes in this area.
In Australia, workforce non-participation in adults with a psychotic
disorder is estimated to be between 75 – 78 per cent. This
compares to around 24 per cent in healthy Australians and is
higher than for other disability groups, (Mental Health Council of
Australia, 2007). Whereas, non-participation rates are positively
affected by strong economic conditions for most groups, people
with low prevalence mental illnesses such as schizophrenia remain
excluded even in periods of high labour demand, (Waghorn,
Chant, Lloyd & Harris, 2009).
Unsurprisingly, people with a mental illness are no different to the
broader population – people with a mental illness want to work,
(Secker & Membrey, 2003). Work not only provides an income,
but also contributes to a broader sense of self worth and wellbeing,

(Clevenger, 2008). It may even be proposed that work for people
with a mental illness takes on a more profound meaning as
it becomes a signpost of recovery. Clevenger (2008) wrote:
In my entire experience with mental illness, the most disparaging
moment came when I stopped believing I could be anything other
than a ‘mental patient’ (Clevenger, 2008, p278).
Clearly, current strategies for assisting people with a mental illness to
find and keep work are not effective in addressing the widespread
social exclusion that is experienced by people with a mental illness.1  
Employment interventions that work
There is widespread consensus that a well-defined form of
employment assistance, Individual Placement and Support (IPS), is
most effective in helping people with low prevalence disorders find
and keep a job, (Drake & Bond, 2008). There are seven practices,
each with its own evidence base,2 that define this approach:
1 Eligibility based on consumer choice
The IPS approach is underpinned by a principle of zero
exclusion criteria reflecting a position that there are no clear
indicators of who will be successful in employment as long
as job seekers are provided the right employment assistance.
Cook, Blyer, Leff, McFarlane, Goldberg, Gold et al. 2008,
reporting on a large scale randomised controlled trial (RCT)
the Employment Intervention Demonstration Program, found
that supported employment approaches were superior to
other approaches in achieving work outcomes, however, did
identify that people with stronger work histories and college
education were more likely to be working in their trial, and
individuals with physical disability were less likely to be working.
2 A focus on competitive employment –
at least minimum wages in integrated settings
The IPS model is definite in demanding employment
outcomes that are deemed competitive. Approaches that
reserve jobs for people with a mental illness are not consistent
with this approach – and adherents to the IPS model do not
accept employment outcomes that are transitional or in social
firms. It has recently been identified that this approach is
important in reducing stigma held by the community towards
mental illness, (VICSERV, 2008) as it provides contact
between co-workers and people with a mental illness,
(Corrigan & Lundin, 2001). A focus on competitive
employment also taps into the same opportunities that the
wider community enjoy in terms of job diversity and scale.
3 Rapid job search
The IPS approach de-emphasises the role of pre-vocational
training and demands job search within four weeks of entering
the program. The model, therefore, challenges the traditional
rehabilitation approach adopted by many programs, (Boyce,
Secker, Floyd, Grove, Johnson, Schneider & Slade, 2008) that are

based upon incremental development and demonstration of skills
prior to a search for competitive employment. It has been argued
that pre-vocational skills training can become an obstacle to
achieving employment as job seekers become de-motivated
as they engage in protracted programs that are designed to
incrementally build skills towards job search and employment.
4 Integration of mental health and employment services
High levels of integration between treatment and employment
services are an essential element of the IPS model. This enables
high levels of communication and support to be offered from
both a clinical and employment perspective. It has been
suggested that co-location is the most effective form of
integration, (Cook, Blyer, Leff, McFarlane, Goldberg, Gold et al,
2008). In Australia, a small but growing number of employment
services are collocated with clinical services. In practice, varying
levels of integration are observed.3
5 Attention to consumer preferences in job search
This element is dependent upon a wide variety of jobs
being available, and hence this ingredient is possible in the
context of a focus on competitive employment.
6 Individualised and time unlimited job supports
The IPS employment approach delivers individualised
job support that responds to both the work demands
and individual support/training needs of the job seeker.
Conceptually, the new worker is supported to be productive
to perform a particular role in a specific setting, and the
requirement for learning to be transferred from one setting
to another is diminished when compared to pre-vocational
training approaches. Support is time unlimited and has
the capacity to respond to changing individual and work
circumstances. Time unlimited support is difficult to achieve
in the context of funding models that are designed to exit
workers as independent with little need for ongoing support.
A close partnership between the clinical program and
employment program can maximise support, however
publicly funded clinical programs are also required to
‘discharge’ clients that are deemed to no longer require
specialist intervention. In practice, getting a job can be an
indicator for discharge from a specialist clinical service.
7 Personalised benefits counselling
A disincentive to achieving employment is a fear of losing secure
income support and related benefits. This anxiety is held by
multiple parties, including the job seeker, treatment team and
their family. Skilled benefits counselling is an essential element
in supporting a job seeker into work and needs to address the
concerns of all involved.
Bond, Drake & Becker, (2008) recently reviewed the results of
eleven RCTs that investigated the effectiveness of the IPS model in
achieving employment outcomes for people with low prevalence
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mental illness. Studies that were included demonstrated strong
adherence to the IPS principles described above and compared
IPS to control conditions (treatment as usual, or enhanced
treatment as usual).
• In all eleven studies, competitive employment rates
(measured as working at any time during follow-up period) were
significantly higher (mean 61 per cent, compared to 23 per cent)
• 43.6 per cent of IPS participants worked 20 hours or more
per week, compared to 14.2 per cent of controls
• 50 per cent faster time to first job in IPS (average 138 days)
• Average weeks worked over twice than that for controls (about
the same if only consider controls that actually worked)
• Longest held competitive job about the same for IPS
and controls.

• How do our current services support employment/
education goals? Do our services act as obstacles by focussing
on pre-vocational skills development? How closely do we
integrate with education and employment services? Are we
able to provide ongoing support?
• How does stigma operate in our service? Do we believe it
is possible that, given the right support and a desire to work,
people with a mental illness can work? Do we find ourselves
talking about people being ‘not work ready’? Do we believe
that employment is only possible in jobs that are set aside
for people with a mental illness?
Participation in employment and education remains the
unfinished business of deinstitutionalisation.

‘We conclude that the majority of IPS participants obtain
competitive employment, at a far higher rate than clients enrolled
in other vocational services. Most IPS clients work part time; about
two-thirds of those who obtain competitive employment work 20
hours or more per week,’ (Bond, Drake & Becker, 2008, p 286).

References
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in young people with early psychosis as they are less removed
from their original vocational trajectory, and consistent with early
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Jackson & McGorry (2008) demonstrated significant education
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episode psychosis receiving vocational intervention based on IPS
principles, compared to control, treatment as usual conditions (85
per cent versus 28 per cent outcomes).
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Challenges
The role of the mental health system in promoting the use of
evidence-based practice in the area of economic participation is
fundamental to addressing social exclusion for people with a mental
illness. The Australian system is divided – with the Commonwealth
providing employment assistance, education services being
provided by multiple jurisdictions and mental health services being
primarily, although not exclusively provided at a state level. Multiple
institutional barriers exist. Best practice dictates that services should
be integrated and co-located where possible. Psychosocial
rehabilitation services must take a lead role in striving to integrate
employment/education and mental health services to achieve social
inclusion outcomes.

Gillard, J., 2010, Speech at the Melbourne Conference for Social inclusion. January 28 – 29th,
Melbourne Convention Centre, Melbourne
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It is beyond the scope of this paper to review the employment assistance programs,
both general and specialised, currently offered by the government providers.

  The evidence for each ingredient of the Individual Placement and Support model is
summarised by Bond (1994).
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Employment service and health service policy can work against integration. Issues such as file
sharing and IT hosting can become a practical obstacle for achieving high levels of integration.
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… I was reflecting on the last 20 – 25 years: the first
national and Victorian drug strategies date from 1985,
VICSERV was created in 1986, closure of the large
psychiatric hospitals began with Willsmere in 1988,
a national mental health plan came into being in 1992.
Some years ago I wrote a piece for newparadigm
(December 2005), ‘spinning threads across the divide’.
It was a story of my learning about ways of working with
people with co-occurring mental illness and alcohol and
other drug (AOD) use and misuse. I wondered then
about the unrealised synergies between PDRS and AOD
workers. The question remains as to whether there
is some unfinished business there. Some aspects of my
current study may help shed some light on where we
have come from and where we are going.
Common ground
The article (mentioned above) observed1 that PDRS and
AOD have much common ground that can be overlooked
in the dominant crisis-oriented discourse, where the focus
is on acute, clinical issues rather than relapse prevention,
rehabilitation and long-term psychosocial support. This
common ground can be found in their position in the service
system, their philosophies, and the people along with the
issues they are working with day to day. PDRS and AOD

have structural similarities, such as isolation in large catchment
areas, a mix of large and small organisations, a range of
governance types, and worker backgrounds in psychology,
social work, nursing, occupational therapy, education, welfare
and community development. Along with highly diverse
characteristics, participants/service users bring common issues
to both sectors: trauma, grief and loss, relationship issues, general
health problems, deficits in housing, income, employment and
education, social exclusion, various degrees of coercion by the
legal system, trajectories of relapse and recovery. The sectors
share a rights-based history. Both sectors work in the context
of social stigma.
The AOD sector differs in combining clinical and non-clinical
services but both sectors highly value social justice and service
users’ right to self-determination and draw a distinction
between their approaches and those attributed to clinical
mental health services. A recent qualitative study of primary
health and social care providers in Victoria (Mitchell, 2009)
articulates four interconnected discourses: ‘an informal as
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opposed to a formal approach; a normalising as opposed
to a pathologising approach; holistic social and emotional
health and wellbeing, and an individualised or client-focused
model of care as opposed to an illness-focused model.’
‘No wrong door’
In 2010 Dual Diagnosis Policy (Victorian Government
Department of Human Services, 2007) and its strategies
are now reasonably familiar to the psychiatric disability field.
The use and misuse of alcohol and other drugs among
participants is understood to be the norm rather than the
exception. Workers are encouraged to be dual diagnosis
aware and to learn ways of assessing and working with people
when they are having problems with alcohol or other drug
use. Capacity building is underway. Importantly, across the
health and welfare system, different sectors and professions
are urged to work together better. There has been considerable
activity in the shape of training programs, assessment and
treatment guidelines, exemplary programs and services,
improvement of referral pathways, worker exchanges
and the expansion of specialist worker roles.
Exploring ‘dual diagnosis’
Nearly two decades after the project that led to the influential
report Not welcome anywhere, by Fiona McDermott
and Priscilla Pyett, it seems timely to reflect on where dual
diagnosis policy came from and what it means in the larger
health and social scheme of things. This is the theme of my
current study. Perspectives on the relationship between the
PDRS and AOD sectors will be one important thread of
inquiry: what has been ‘the business’ between PDRS and
AOD over the years and where could it be extended?
The idea for the study came when I was reflecting on the
last 20 – 25 years: the first national and Victorian drug strategies
date from 1985, VICSERV was created in 1986, closure of
the large psychiatric hospitals began with Willsmere in 1988,
a national mental health plan came into being in 1992. In this
period there are cross currents of philosophies and knowledge
related to drugs and mental health, from the recovery
movements to neuroscience to pharmacology. There are
debates about the nature of the problems and the effectiveness
of treatments and when coercion has a role. Tensions exist
between pharmacotherapy and talking therapies, and there are
political contestations about harm minimisation and ‘zero tolerance’
alongside classifications of licit and illicit drugs that are unrelated
to their intrinsic risks to health. All of the above are part of the
experience of people who are now our experts in making or
advising on policy, managing services, commissioning and leading
research and leading consumer advocacy. What, I thought, would
they have to say about the state of play today, particularly in
relation to dual diagnosis?

During the coming year I aim to interview a number of these
people, including those who can comment on the PDRS
sector, with the idea of understanding the dynamics of dual
diagnosis policy through their multiple different views. Their
stories will guide the study, but a literature review has already
brought up numerous questions about how the policy emerged,
the roles of power and politics and about where the policy and
its implementation might lead, intentionally or otherwise.
For example, after systematically reviewing psychosocial
research on psychosocial interventions for dual diagnosis,
Drake and others argue for a greater sociological emphasis
in future research. They warn against dual diagnosis acquiring
a clinical ‘life of its own’ without regard for the ‘environmental,
cultural and professional conditions that may exacerbate the
problem’ (Drake et al, 2008, p136).
The problem of dual diagnosis may lie more, it is often said,
in the service system than within the citizen and the community.
A better collective understanding of that system, its origins and
motivations, may inspire better collaboration.
Biographical note: In the 90s, I was part of the Out Doors
team running the Going Places outdoor adventure program.
I served on VICSERV’s Management Committee and spent
two years as their Policy and Research Officer. After nearly
ten years’ involvement with psychosocial rehabilitation I moved
into the AOD field in 2001, working at Turning Point Alcohol and
Drug Centre on evaluations of programs and systems in the
AOD and mental health fields.  
FIND OUT MORE: Not welcome anywhere – people
who have both a serious psychiatric disorder and problematic
drug or alcohol use, (volumes 1 and 2) are available for
borrowing from VICSERV’s Resource Centre.
Contact Resources Coordinator, Kristie Lennon, to reserve
your copy, 03 9519 7000.
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From early 2009 when the original decision was made to
adopt the CRM to almost a year later, significant progress has
been made in implementing the model in the research sites
and in planning for the broader implementation across Neami.
The link between the introduction of the Collaborative
Recovery Model (CRM) and this edition of newparadigm’s
theme of Unfinished Business will be demonstrated by
discussing the change management strategies being used and
how they are supporting the overall implementation process.
Historical Overview
Neami is a psychosocial rehabilitation support provider that
works with, and on behalf of, people with a mental illness.
The agency first formed in Melbourne 1986, and following
two years of building alliances with local, carer, consumer,
health service providers and community members became
incorporated in 1988. Neami began to grow fairly rapidly from
a small community agency to a major provider of rehabilitation
and support services supporting people in moving from institutional
settings to the community. In 2003, Neami began to establish
services in New South Wales and now operates from 24
sites throughout Victoria, New South Wales, South Australia,
Queensland and Western Australia.

The decision to implement the CRM
Since its inception, Neami has had a strong history of striving
for excellence in service delivery through evidence-driven
practice. In 2003, Neami became part of a five-year multi-site
Australian study to evaluate the effectiveness of the CRM as part
of the Australian Integrated Mental Health Initiative (AIMhi).
Following involvement in this study, Neami became interested
in introducing the model across the whole organisation, however,
chose to delay the widespread implementation due to the
considerable growth of Neami occurring at this time.
The AIMhi study identified challenges in implementing the
model including the importance of developing strategies to
support translation of training into practice and the necessity
for management support for culture change associated with
implementation of CRM1. In 2009, the Illawarra Institute of Mental
Health, a department within the University of Wollongong, in
partnership with Neami and four other non-government mental
health agencies, was successful in attracting an Australian Research
Council (ARC) Linkage Grant. The aim of the study was to look
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into the factors that impact on the transfer of training into
practice following the involvement of staff in the Collaborative
Recovery Training Program (CRTP).  
The study involved training eight Neami sites in the standard
two-day CRTP, with an additional day of training dedicated
towards either values or implementation based components
of the model, depending on the site location. To date, all Neami
sites involved in the study have received training, with staff now
actively discussing and introducing the CRM protocols with
consumers. Lessons learnt during this initial implementation
stage will be reflected upon to support the delivery of the CRTP
in the remaining Neami sites throughout 2010. To support the
capacity of the organisation in delivering these remaining training
sessions, members of the Neami National Training Team are
currently receiving additional training and support from the
Illawarra Institute of Mental Health to become accredited CRM
training facilitators.  
Whilst the implementation of the CRM is being led by the research
project, Neami made the commitment to proceed to adopt the
model even if the Linkage Grant application was unsuccessful.
With the term ‘recovery’ being so widely used and having
different meanings to many within the mental health sector,
the introduction of the CRM within Neami ensures a consistent
approach and understanding to recovery amongst the agency’s
200 plus staff. The already close alignment between Neami’s
values and those included as part of the CRM, coupled with the
agency’s commitment to being more engaged with consumers
in developing their hopes and aspirations, were also key
contributing factors in the decision to introduce the CRM.      
What is the CRM?
The CRM is a practice model developed over a number of
years at the University of Wollongong that incorporates
evidence of practices that have previously assisted people
living with an enduring mental illness. Influences on the
development of the model include positive psychology,
psychosocial rehabilitation principles, motivational interviewing
and the Stages of Change model.
The model has two guiding principles:
• Recovery is an individual process
Recovery is described as a deeply personal, unique process
of changing one’s attitudes, values, feelings, goals, skills and/or
roles. It is a way of living a satisfying, hopeful and contributing
life even with limitations caused by illness. Recovery involves
the development of new meaning and purpose in one’s life as
one grows beyond the catastrophic effects of mental illness.2

• Collaboration and autonomy support
Research consistently shows there is a correlation between
the strength of the working relationship between a person who
is recovering and people who are assisting this process and
mental health outcomes.3 The two guiding principles of the
model, alongside its four key components (detailed below),
ensure it is consistent with the values of the recovery movement:
1 Change enhancement
By adopting Motivational Interviewing techniques in recognition
that each individual is different and that change is a very individual
process, the change enhancement component of the model
involves exploring and supporting the individual in building interest
and commitment to their recovery journey.
2 Collaborative strengths and values identification
The second component focuses on identifying the strengths and
values (Camera: LifeJET protocol) of the individual and the ways
these can be tapped into to support the individual’s journey.
3 Collaborative visioning and goal striving
The third component involves setting goals using (Compass:
LifeJET protocol) to support the individual to further express
their strengths and values in their day-to-day lives.
4 Collaborative action and monitoring
The fourth component supports individuals to the level of
developing an action and monitoring plan (Map: LifeJET
protocol) including the way in which the consumer will use
their resources and formal and informal support networks
to achieve their goals.
To assist people to identify their individual journey of recovery,
the CRM uses the LifeJET protocols as mentioned above. These
protocols have been revised from the original version of the
model to now include the following:
• The camera: To bring into focus important values and
strengths – identifying what is important to the individual.
• The compass: To identify one’s ultimate destination in terms
of a life vision and track one’s progress along valued
directions – goal setting.
• The map: To plan the next step by anticipating any barriers and
identifying the people and things that can assist along the way.4
Neami change/transition management strategies
Neami spent considerable time in preparation for the
implementation of the model across the organisation.
In particular, Neami would like to acknowledge the valuable
advice provided by SNAP on the change management strategies
they utilised during the implementation of the model in their
Gippsland services. This guidance, combined with the key steps
to successful change and transition management developed by

Kotter5 and Bridges6 provided the basis for Neami’s approach
to the implementation of the CRM.

• Manager’s organising to attend clinical partner meetings
to discuss the model.

In keeping with Kotter’s first key step of successful change
management – establishing a sense of urgency, it was necessary
to ensure that there was a constant momentum behind the
change management process, as in many cases, organisational
change projects can become stale and stagnant if they are drawn
out over a long period of time. To begin this process, a National
Leadership Forum was organised for October 2009, with all
Neami Managers brought together to create significant support for
the model. In addition to exploring the model in depth, the main
aim of the forum was to create change leaders to build for the
future and to inspire, influence and guide the other Neami staff.   

• Making CRM a priority discussion topic during weekly
service team meetings and during supervision sessions.

The forum, held over one and a half days in Sydney, included
many discussions and group based activities, including an exercise,
which examined Neami’s values in relation to their alignment with
those in the CRM. This brief exercise allowed the leaders to see
the close relationship between the two sets of values: an important
step in developing and communicating the change management
vision and in empowering others to act on this vision.
The three stages of transition described by Bridges7 provided an
overall structure in which the discussions and activities facilitated
during the Forum were based. It was identified during these
discussions that, in many ways, the CRM approach to service
delivery did not greatly differ from Neami’s existing service delivery
model; with many reporting that the CRM is just value adding or
an evolution of current practices.  
Following the Leadership Forum, a number of organisational
change strategies have been developed and introduced to
support the CRM implementation, including:
• A detailed implementation strategy.
• The distribution of two information booklets about
the CRM; one for consumers and carers and the other
for partner agencies.  
• Replicating the National Leadership Forum process within
State Days across the organisation (Neami State Days are
held twice a year in each Neami state as an opportunity
for all staff to come together and reflect on what has been
happening and to plan for new initiatives).
• Distributing a CRM Newsletter within the agency to ensure
all staff and consumers are kept up to date with the progress
of the implementation and have the opportunity to share
their experiences in adopting the model.

From early 2009 when the original decision was made to adopt
the CRM to almost a year later, significant progress has been
made in implementing the model in the research sites and in
planning for the broader implementation across Neami. All staff
within sites currently involved in the research project have
commenced discussing and completing the LifeJET protocols
with existing consumers, with all new referrals to these sites
being immediately introduced to the protocols by their support
worker. Consumers in Queensland, who were the first to
experience the CRM within Neami, have been truly enjoying
and embracing the LifeJET protocols and a number have
commented that they had never previously been given the
opportunity to explore their strengths and values in this way.  
The implications for Neami staff and consumers embarking on
the implementation of a truly recovery focussed service delivery
model are profound. Not only does it have the power to
empower and transform the lives of consumers, it also has
the potential to encourage all staff to emphasise the strengths
and values of consumers and to further realise that recovery
is possible for everyone.
The implementation of the CRM within Neami is far from finished
and there will no doubt be many challenges encountered along
the way. However, with the model’s substantial evidence base,
and its focus on the key components of personal recovery
including: hope, identity, meaning and personal responsibility, the
organisation is confident that the introduction of the model is a
step in the right direction in ensuring the long-term sustainability
of recovery consistent values in the provision of Neami services.  
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Letter to
the Editor

Dear Editor,
The theme of this edition, ‘unfinished business’ is overdue.
Many consumers and carers continue to relate their frustrations
with our mental health system including clinical, PDRSS and AOD
components and particularly the lack of true integration between
health, mental health and support services.1 Workers also feel
frustrated with their inability to meet increasing demands.
Over the past couple of weeks, in relation to this theme of
unfinished business, I have talked formally with many clinicians,
psychiatrists, PDRSS, housing and AOD workers. Over recent
years, I have talked with hundreds of consumers and carers.
I asked the question as to whether or not expanding current
services to relieve growing demands is a long-term answer?
At this stage, in my mind, this is still a question. The arguments
in two books, Larry Davidson et al, A Practical Guide to Recovery
Oriented Practice: Tools for Transforming Mental Health Care2
and Richard Wilkinson and Kate Pickett, The Spirit Level:
Why More Equal Societies Almost Always Do Better (Allen
Lane 2009), are compelling. They both argue for dramatic
transformations, for changes at the core, rather than at the
margins. Ideals around citizenship link these two works.
For Davidson et al, the ideal of widened citizenship is central
to transformations needed, whereby people with mental
illnesses maintain control of their lives and are promoted to
join all elements of community life, including employment.
This demands major changes to the whole mental health
system and wider societal institutions and values.
In my formal discussions with mental health professionals,
some put forward the idea that we could begin by assigning

equal value to, for example, clinics, GPs, community programs
and PDRS services. The idea was proffered that a nonstigmatising arrangement, for example, a shop front where
consumers could come to participate in a range of activities
including art and/or skills acquisition re: employment, visit their GP
or clinician and/or attend a rehabilitation session and/or attend a
hearing voices session. The non-hierarchical arrangement is one
where you come to socialise, learn skills needed to attain goals,
participate and/or obtain treatment and it could be fun. There
would be no gradient of services, supports or activities and
there would be a reduction of stigma.
Epidemiologists Wilkinson and Pickett go much further
with their ideal of citizenship. They argue that inequality –
economic and social – has adverse effects on our health,
including mental health. Their research found that the greater
the steepness of hierarchy, the more the inequality in a society
brings about greater prevalence of violence, imprisonment,
addiction and mental illnesses. As a society, State and National,
valuing growth above equality results in inequality. The result
is that we deny full citizenship to some of our members.
Their research is across many countries using data from
sources including WHO, USA census, World Bank and United
Nations. The USA and UK are identified as nations exhibiting
the steepest gradients, with Australasia not far behind.
We are informed by beyondblue and other similar
organisations, that a minimum of one in five people in Australia
will experience mental disorders at some time in their lives.
For more equal societies like Sweden and Japan, the ratio is
one in ten. If the increasing prevalence of mental disorders,
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especially high-prevalence disorders, in our Australian society
is due to social and economic inequalities, this may be the place to
start reversing current trends that seem to support some people
and some institutions becoming super rich and super powerful.
Institutions and organisations, including law, health, education,
prisons, professional and social clubs, reinforce individual’s
inequalities. I argue that this importance given to some parts
of the mental health system over other components also
reinforces inequalities. An abiding characteristic of mental
health is that it remains the poor relation in the health system
and wider. Within the mental health system, there is also a
gradient of components with PDRSS and other community
programs the most fragile.
I agree with James Walter and Margaret MacLeod that
‘Citizenship is a matter of politics’, not blood or culture (J Walter
& M MacLeod, The Citizens’ Bargain, UNSW 2002, p.15).
The principles of equality before the law, ability to participate
fully in community and its decision-making and assignation
of human dignity for everyone are givens. However, our
institutions often work against these principles. Positively,
they can change to reflect a more equal approach. Political
will based on adequate research is required to address those
fundamental and institutional inequalities in our community –
economic, social, health, education, employment, justice
health, legislation, government – in conjunction with ‘unfinished
business’ in our mental health sector. In the words of Wilkinson
and Pickett, ‘more equal societies always do better’. Prevention
of mental illness surely begins here.

Plato spoke clearly about the implications of inequality in
the context of his time. Calling on the wisdom of myths,
he concluded that men not living together as equal citizens,
caused dire situations including war. He called for respect
for each other and a sense of justice so that everyone could have
a share in virtue. Otherwise, he argued, society does not exist.
We need political will and much wise judgment to begin to
address inequalities experienced by consumers and carers
and to prevent growing numbers of people from becoming
mentally ill caused by inequalities in our social systems and
institutions. I feel that this is where we start to address
‘unfinished business’ in our mental health system.
I would like to hear your readers’ responses.
Joan Clarke,
OAM, PhD
Mental Health Consultant
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Reviewed by Dr Joan Clarke,
Mental Health Consultant

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,Oxford University Press, USA 2009

This book, heralded in the Spring 2009 edition of
newparadigm, is a comprehensive handbook, most useful
for on-the-ground workers in both clinical and community
mental health services. It is also a useful text for students
planning to work in mental health and overlapping sectors.
A Practical Guide to Recovery-Oriented Practice is a welcome
vision and practice guide in one, for workers in mental health
and associated fields. The main author, Larry Davidson from
Boston University, is personally known to many of us, previously
inspiring our work in Australia via his keynote addresses at
several events including two VICSERV and TheMHS conferences.
In this volume, he and his colleagues beautifully link a future ideal
view of recovery with those tools necessary to achieve it. The
many examples relating to individual and service success stories
are taken from real-life examples.
The main focus of the book is ‘System Transformation’, about
changes required at the core of our mental health field as
compared to our current approach of making changes on the
margins. Authors argue that reforms in policy and legislation
over past decades have come about as far as they can because
our concept of recovery remains located on the margins.
Much current work is still about helping people ‘recover from’
their mental illness or ‘containing pathology’. Authors propose
that what is needed is a widened view of citizenship for people
with mental illness and psychiatric disabilities that promotes
their ‘rights to access and join in with those elements of
community life the person chooses, and to be in control
of his or her own life and destiny even, and especially,
while remaining disabled.’

What I like about this book is its practical nature. Davidson
et al leads us on a journey of what recovery-oriented practice
looks like and helps us identify those structural and staffing
conditions necessary for such practice to take place effectively.
It is stressed that recovery is a ‘bottom up’ process and that
the prime responsibility must remain with the person with
a mental illness or psychiatric disability. What practitioners
do should be oriented to facilitating the person’s own efforts.
Processes for minimising deficits, disabilities and dysfunctions
and promoting strengths are suggested.
Common concerns about recovery-oriented practice are
listed and addressed. Chapters 4 and 5, relating to practice
standards and providing a list of ‘Top Ten’ Principles, are
particularly relevant for current service development. These
provide useful checklists for measuring your agency’s values
and standards. There is also an Agency Recovery Profile listing
Strengths and Areas for Improvement that can be used as
a measurement tool.
In summary, this book should be on the book shelves of
all services for its comprehensive bringing together in one
volume of the many ideas and best practice ideals we have
noted at conferences and training events and which we are
striving to implement. It links so well with this volume of
newparadigm and VICSERV’s forthcoming conference
with the theme of ‘unfinished business.’
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New to the
Resource Centre

Flying with Paper Wings –
reflections on living with madness
By Sandy Jeffs, The Vulgar Press, Victoria 2009

Several years in the making, Sandy Jeffs’ memoir
Flying with Paper Wings captures all the colours
and shades of her past, her life, her ‘mad’ world.
With her intricate revelations, insight and poetry all playing
their part in this book, Sandy allows the readers to feel her
madness and her internal clash with mortality; we hear her
voices. Yet there is a sharpness in her humour that’s good for
the soul and pulls mental illness out of the shadows. This book
not only looks at madness – medical, social and personal
– offering privileged reflections on its causes and its care,
but also sheds light on the prospect of wellness.
‘Day after day I sat immobilised in a chair with my rambling thoughts
drifting off into dream-like places, in a paralysed nothingness. I let
much wash over me and didn’t communicate much. My thinking was
troubled by my uncertain future. Would I become trapped in that
terrifying, tortured, mad world again? I feared this possibility but got

on with life. I couldn’t let myself sink into a hole and give up; I had to
live as though I wouldn’t be mad again. There were things that
helped me through these months: friendship, sport, music, poetry,
animals and humour. There was also something within my own
character that refused to succumb to the poison. We may never
understand what makes us mad but we can seek to understand
what makes us well.’

You can borrow Flying with Paper Wings from the VICSERV
Resource Centre by making contact with Kristie Lennon on
03 9519 7000 or email k.lennon@vicserv.org.au.

pathways to
social inclusion

Unfinished Business: pathways to social inclusion,
is a unique international mental health conference.
VICSERV has set the standard for Australasian community mental health conferences
with always challenging content and leading edge thinking. The conference theme
acknowledges that 25 years after deinstitutionalisation, people with mental illness
tend to fare badly on many of the key dimensions of social inclusion: health,
housing, education and employment…
This is the ‘unfinished business.’
The conference will focus on pathways to greater social inclusion for people with
a mental illness. The presentations and exciting keynote addresses will showcase
the excellent work occurring across different sectors, present the latest research
into what works, and point to the way forward.

Where and when?
The conference will be held on Thursday
April 29 and Friday 30, 2010 at the iconic
Melbourne Cricket Ground (MCG). For
more information about the venue, visit
this website: www.mcg.org.au.
How to register
Registration forms can be downloaded and
submitted online at: www.vicserv.org.au
Or you can fax your printed registration
form to: (03) 9519 7022

Or mail to: Unfinished Business,
VICSERV PO Box 1117, Elsternwick,
3185, Victoria, Australia
Further information
Website: www.vicserv.org.au
Email: conference@vicserv.org.au
Telephone: (03) 9519 7000 or
Fax: (03) 9519 7022
Conference team: Bill Wallace
and John Katsourakis
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About us

Psychiatric Disability Services of Victoria (VICSERV) is the peak body
for community mental health services in Victoria. These services
include housing support, home-based outreach, psychosocial and
pre-vocational day programs, residential rehabilitation, mutual
support and Prevention and Recovery Care (PARC) services.
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.
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Our Mission

Values

As the peak body of the community
managed mental health sector in Victoria
we pursue the reform and development
of mental health services.

Collaboration (Teamwork)

We do this through:

Inclusiveness

•
•
•
•
•

• Listening to a range of views
• Representing and embracing the diversity of the sector
• Honouring the consumer and carer experience

Promoting recovery oriented practice
Building and disseminating knowledge
Providing leadership
Building partnerships and networks
Undertaking workforce development, training,
and capacity building
• Promoting quality in service delivery
• Undertaking advocacy and community education
The mission statement is underpinned
by the following values:

• Working together to achieve shared objectives
• Respecting the knowledge and skills of others
• Prioritising the needs of the organisation

Flexibility
• Proactively embracing change and new opportunities
• Stepping up and out from our roles and perspectives
when required
Courage
• Taking leadership by speaking up on important issues
• Encouraging and supporting innovation
• Persistence in the face of obstacles and delays
Integrity
• Doing what we say we will do on time
and to the best of our ability
• Listening and responding to members
• Having a respected voice and visibility in the
sector, broader system and in government
• Being an honest broker of information and resources

46

newparadigm Summer 2010
Psychiatric Disability Services
of Victoria (VICSERV)

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: $80.00 (Inc. GST)

Quantity

Individual back issues: $20.00 (Inc. GST)
* Consumers, students half price

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

