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Editorial
Omega Howell
Editor

Welcome to the Winter edition of newparadigm. In this
edition we focus on the subject of ‘Rights’ as they pertain
to people with mental illness and those who assist them.
The wind may be cold where we are but it’s obvious
this topic has been met with a warm reception and this is
reflected in the diverse range of contributions in this edition.

in embracing a rights-based philosophy in our practice. We also
show two perspectives on how the high level of smoking amongst
people with mental illness is perceived in a ‘rights’ context.

In our call for contributions we reminded readers that the issue
of rights and mental illness was briefly covered in the March
2007 edition of newparadigm with a piece by former Human
Rights Commissioner Sev Ozdowski and Consumer Academic
Cath Roper. Cath’s piece posed the question: Human Rights
Charter Victoria. Does it mean anything for people who are
subject to mental health legislation? Two years on, developments in
human rights legislation internationally, nationally and in Victoria
mean that it is timely to revisit and add to the discussion.

Our striking cover this edition is key items from the Universal
Declaration of Human Rights – the beautiful typography is
reprinted with kind permission from New Internationalist,
(http://www.newint.com.au) who sell the image as a poster.

In answer to this call we interview Dr David Webb, a passionate
advocate for the rights of people with mental illness. His views
on suicide prevention will no doubt spark some interesting
discussions. Cheryl Sullivan, newly appointed to the Victorian
Women and Mental Health Network, highlights the issue of
safety for women. The Victorian Mental Illness Awareness
Council (VMIAC) share with us some of the challenges ahead

As mentioned in our call for contributions, Australia was one
of the first countries to sign the United Nation’s International
Covenant on the Rights of Persons with Disabilities, and ratified
it on 17th July 2008. It is clear that this subject is one that inspires
a lot of passion and energy, and we are very pleased to be able
to provide some more fuel for the fires of discussion around it.
We look forward to hearing your comments and feedback,
and encourage you to contact us with your thoughts.
Omega Howell
Editor, newparadigm

RIGHTS
AND MENTAL
HEALTH
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Human rights provide a powerful point of
reference for identifying and addressing many
of the issues faced by people with mental health
issues in Australia today.
This fact sheet outlines some of the human rights that
are likely to be relevant to people with mental health
issues, and explores the gaps that currently exist in
legal protection in Australia.
Under international law, such as the Convention on the Rights
of Persons with Disabilities (CRPD), Australia has committed to
ensuring and promoting “the full realisation of all human rights
and fundamental freedoms for all persons with disabilities”,1
which includes people with mental health issues. The CRPD
elaborates on the rights under the International Covenant on
Civil and Political Rights (ICCPR) and International Covenant on
Economic, Social and Cultural Rights (ICESCR), to which Australia
is also signatory. Despite this commitment, people with mental
health issues in Australia do not enjoy all their human rights
equally. Victoria’s Charter of Human Rights and Responsibilities 2
(Charter) requires public authorities (including public mental
health services), courts and tribunals and the government in
making legislation to apply to comply with the rights under
the ICCPR.

Some human rights that are relevant
to people with mental health issues
The right to equality and non-discrimination
International law establishes a range of human rights that are
relevant to people with mental health issues. For example,
people with mental health issues in Australia are entitled to
substantive equality and non-discrimination in their enjoyment
of all their human rights. This means it is unlawful to treat
someone less favourably than someone else in the same
situation on the basis of their mental health.
Issues:
• People with mental health issues do not enjoy rights on an
equal basis in Australia. Although the Disability Discrimination
Act 1992 (Cth) provides protection from discrimination and
harassment for people with disabilities in areas of employment,
education and the provision of goods and services 4, it does
not provide protection from discrimination in all areas of life
or from vilification. Also, because redress under the DDA is
based on individual complaints and investigations, and access
to advocacy support is limited, discrimination at both a systemic

and individual level remains rife. People with mental health
issues remain significantly disadvantaged in Australian
society in relation to key indicators of wellbeing, such
as homelessness,5 unemployment,6 poverty, substance
abuse and incarceration rates.7
• Once diagnosed with a mental illness, many people find they
can no longer enjoy fundamental freedoms such as the right
to control one’s own financial or medical decision making.
• Manifestations of people’s illness, or the side effects of medication
are often misinterpreted or lead to stigma and vilification.
Freedom from torture and other cruel,
inhuman or degrading treatment
People with mental health issues have the right to be free from
torture and other cruel, inhuman or degrading treatment.8
Issues:
• Mental health inpatient and crisis services are significantly
under resourced in Australia. There are widespread problems
with access to care, quality of care and adequate accommodation
for people requiring mental health services.9 The failure to
provide adequate services may, in some circumstances,
amount to cruel, inhuman or degrading treatment.
• The Senate Select Committee on Mental Health found
that: “Abuses within [mental health] services are said to
include hostile environments, mental health staff ignoring
or dismissing consumers’ personal feelings, physical abuse
and forced treatment.”10
• In February this year a man receiving treatment for a mental
illness at Sunshine Hospital psychiatric unit had his neck broken.11
• The Mental Health Legal Centre speaks to too many people
who are traumatised or whose mental health problems are
exacerbated by experiences such as restraint and seclusion,
being held down by security staff and forcibly injected,
fearing or experiencing sexual assault in services, being
excessively sedated by medication and being detained
with extremely distressed co-patients.
• Sufficiently severe side effects or other harmful features
of mental health treatment could amount to cruel, inhuman
or degrading treatment.12
• In Victoria, the Charter expressly states that medical treatment
without full, free and informed consent can be a form of
cruel, inhuman or degrading treatment. It does allow
reasonable limitations to that right but that is subject to
factors including less restrictive means of ameliorating the
effects of an illness.13

Case Study
This extract illustrates one person’s experience of seclusion
in a psychiatric hospital:
‘I was ill, confused and very afraid… I was ordered by the nurse
to go inside a small cell-like room with no window, only a
makeshift bed in one corner, and in the heavy wooden door,
a window made of thick glass for the nursing staff to look into
the cell… Becoming desperately scared, I started pounding on
the door, shouting for the nurse to come, as I needed to go to
the toilet... My yells were ignored… I ended up having to suffer
the utter humiliation of passing urine on the floor of that cell.’

• People with mental health issues who are incarcerated in prison
face particularly inadequate mental health care, which may
breach their human rights.15 According to Forensicare: “Currently
in Australia the provision of care to mentally ill prisoners is
rudimentary at best. Rarely are proper provisions made…”16
• Solitary confinement (or ‘segregation’) can cause and significantly
exacerbate symptoms of mental illness, such as paranoia,17
as well as cause ‘enormous destruction to the psychological
and human aspects’ of a person.18 Prolonged solitary confinement
may be an especially serious breach of human rights.19

Case Study
Scott Simpson committed suicide while in custody. At the time
of his death, he was suffering from paranoid schizophrenia, yet
had no anti-psychotic medication in his system. Mr Simpson’s
admission into a prison hospital facility for treatment had been
repeatedly delayed. Despite being found not guilty of a criminal
offence on the grounds of mental illness, he was being kept in
solitary confinement in a high security prison. The Deputy
State Coroner later recommended that inmates with mental
health issues should be held in solitary confinement only as
a last resort and only for a limited time.20

Right to liberty and freedom from arbitrary detention
People with mental health issues have the right to freedom
from arbitrary detention.21 This means that they must not be
detained except in accordance with the law. If a person is
detained, they must be treated with dignity and respect.22
Issues:
• In Australia, people with mental health issues can be involuntarily
detained when certain criteria are met. Generally, a person
may be detained if they appear to suffer from a mental
illness, if their health or safety is at risk or if they pose a risk
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to others, and if there is no less restrictive means
of receiving adequate treatment.23
• International principles recommend that initial involuntary
admission should be for a ‘short period’ pending external
review 24 and that the review should take place ‘as soon as
possible’.25 However, most Australian jurisdictions fail to
comply with these principles.26 Here in Victoria, automatic
review by the Mental Health Review Board can take place
up to eight weeks after admission. Consequently 70 per
cent of people do not have review hearings at all.
• People involuntarily detained are also often unable to access legal
representation to assist in challenging their treatment orders. This
could breach their human rights.27 In Victoria, for example, 90
per cent of Board hearings do not involve representation.
Significantly in the context of debate around national human
rights protection, in the Northern Territory over 90 per cent of
people at hearings do have representation.
• ‘Advance Directives’ may be a useful tool for explaining
the treatment preferences of a person who is suffering from
mental health issues. However, Advance Directives do not
currently have legal recognition in Australia. Both the CRPD
and the Charter arguably require governments to implement
legally enforceable directives.
Right to highest attainable standard
of physical and mental health
People with mental health issues have the right to the enjoyment
of the highest attainable standard of physical and mental health.28
Issues:
• In Australia, mental illness causes 13 per cent of the burden
of disease in the health system but receives only seven per cent
of funding. Only four per cent of health research funding in
Australia is directed to mental health related research.29
• There is still too great a use of aversive treatments with
harmful side effects and reliance on involuntary treatment
regimes.30 Many people are stigmatised, distressed and
debilitated by harmful side effects such as weight gain, lethargy,
loss of sexual function, involuntary movements and tremors,
dry mouth, vision problems, inability to focus or concentrate
and dulled mental functioning or emotional experience.
• People with mental illness are significantly over-represented
in key measures of disadvantage.

• Rates of major mental illnesses are between three and
five times higher in the prison population than in the
general Australian community.31
• More emphasis is needed on prevention and early intervention.32
• The right of people to live, work and participate in the community
to the full extent of their capabilities is still being compromised by
a lack of available community services and options.
• The Non-Government or Psychosocial Disability Rehabilitation
and Support Service sector is drastically underfunded. PDRSSs
in Victoria offer crucial non-clinical services such as support
with employment, education, housing, social activities,
recreation and daily living skills.33

Case Study
A patient at the Nepean Hospital was placed on leave. Upon
returning to the hospital, the patient found that his bed had been
filled. He went home and killed himself and others in his family.34

Common outcomes of inadequate service provision
Harm to others is an unusual outcome of inadequate services.
Alarmingly more frequent is self harm and suicide. Moreover,
very many of the people the Mental Health Legal Centre see
struggling with legal issues such as family and child protection
law, fines, debts, disputes about administration orders or
aversive involuntary treatment, criminal law and tenancy law
issues would not have these problems if the right supports
and services were in place.
Right to social security
People living with mental health issues have the right to social
security under international law.35
Issues:
• In Australia, the provision of social security is conditional
on meeting certain ‘mutual obligation’ requirements under
the Welfare to Work program.
• People with a mental illness, who constitute a substantial
proportion of income support recipients,36 are particularly
disadvantaged by the mutual obligation requirements as they
are often less capable of complying with and are therefore
more likely to breach their agreements.

Case Study
Michael suffers from mental health issues. He was deemed to
have refused a job offer and an eight week no payment period
was imposed. During the eight weeks he was unable to meet
rent payments and became homeless. His mental health
deteriorated and he was involuntarily hospitalised.

Are the rights of people with mental health issues
adequately protected in Australia?
Under international law, Australia has a duty to take positive
measures to enable people with mental health issues to enjoy
the full range of their human rights. Currently, many of these
rights are either not protected or are inadequately protected
by Australian law. At a national level, the Disability Discrimination
Act 1992 (Cth) is one of the key mechanisms for enforcing the
rights of people with mental health issues. The existing legal
framework does not address many of the important issues that
are relevant to people with mental health issues in Australia.
For example, current laws are ill-equipped to address systemic
and compounded forms of discrimination.
Systemic discrimination
Systemic discrimination refers to a pattern of discrimination
that is a result of interrelated policies, practices and attitudes
that are entrenched in organisations or in broader society,
that create or perpetuate disadvantage for certain groups,
such as people with mental health issues.38 Anti-discrimination
legislation does not adequately address systemic discrimination,
because individual complaints by their nature do not resolve
problems that occur across systems and social practices.

Compounded discrimination
The existing legal framework compartmentalises issues such
as disability, sex and race (e.g. through separate legislative and
complaints mechanisms under the Disability Discrimination Act,
the Sex Discrimination Act and the Race Discrimination Act).
This system fails to address the complex experiences of people
with mental health issues who are discriminated against on more
than one ground. People with mental health issues who are
women, have another disability, are lesbian and transgender,
are Indigenous or are from culturally and linguistically diverse
backgrounds, for example, will often experience aggravated
and distinct forms of discrimination.
The major gaps in human rights protection
left by the Victorian Charter
Access rights
One of the reasons mental health is such a priority area for
human rights protection is that it involves significant breaches
of both spheres of human rights – the Civil and Political “Freedom”
rights and the Economic, Social and Cultural “Access” rights.
The Victorian Charter only addresses “Freedom” rights.
A National Human Rights Act could protect in Australian law the
equally crucial rights recognised in the ICESCR and elaborated
upon in the CRPD. As well as best possible standards of health
and social security, dealt with above, those rights include:
• adequate living standards, including housing, clothing,
food, water, sanitation;
• free primary education, and accessible education at all levels
and the right to work, including the right to gain a living
through freely chosen and accepted work with fair conditions,
equal pay for equal work and equal advancement opportunity.

Under international law, Australia has a duty
to take positive measures to enable people
with mental health issues to enjoy the full range
of their human rights.
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• the right to live independently and be included in the
community including to chose place of residence and
have the personal assistance necessary to achieve this.
• the right to found and raise a family and to receive
appropriate parenting assistance where necessary;
• the right to participation in arts, leisure, recreation, sport;
Particularly if a National Human Rights Act was binding on state
and territory governments, the inclusion of these economic,
social and cultural rights could be a powerful step towards finally
achieving adequate resourcing of genuine legal, social, cultural
and economic equality for people with mental health issues.
Right of action for breach of rights
The Victorian Charter does not currently allow a person whose
rights are breached to bring a legal action based on that breach
alone – it must be linked to a right of action already existing.
For example, the right to humane treatment in detention might
strengthen a civil action in negligence for seclusion which
injured a person. This is particularly problematic where there
are no adequately empowered or independent complaint
mechanisms which are alternatives to the Courts.39 A National
Human Rights Act could create the right to bring such an action.
A National Monitoring and Accountability Body
The National Human Rights Consultation has indicated that it will
look at other ways of improving rights protection in addition to a
“Bill of Rights”. Australia has seen the Burdekin Inquiry,40 two major
reports by the Mental Health Council of Australia,41 the Senate
Inquiry 42 and now prioritisation by COAG of mental health. The fact
that the states and territories have responsibility for service provision
may have impeded efforts to implement the recommendations of
these national initiatives, the National Mental Health Strategy
notwithstanding. Australia still has a grossly underfunded mental
health system and starkly different protection of the rights of people
with mental illness across different states and territories.43 In
this context, a national mental health commission could play an
important role in holding states and territories to account for
support and service improvement and bringing all mental health
legislation in line with international human rights standards.44

How can the rights of people with mental
health issues be improved in Australia?
For many people with mental health issues in Australia, inequality
is an everyday lived experience. The current gaps in legal
protection mean that people with mental health issues do not
always have the opportunity to enforce their rights. A National
Human Rights Act would bring Australia’s laws into line with
international standards and would provide a comprehensive
framework for protecting and promoting the rights of people
with mental health issues.

FIND OUT MORE…about the rights of people
with mental health issues:
Human Rights Law Resource Centre
www.hrlrc.org.au
(03) 8636 4450
Mental Health Legal Centre Inc.
www.communitylaw.org.au/mentalhealth
(03) 9629 4422
1800 555 887 (free call rural only)
12550 (reverse charge calls)
Australian Human Rights Commission
www.hreoc.gov.au
1300 656 419
Victorian Mental Illness Awareness Council
http://www.vmiac.com.au/
(03) 9387 8317
© Mental Health Legal Centre Inc and Human
Rights Law Resource Centre Inc. March 2009
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Segregation via Legislation –
mental health law: at tension
with human rights
Korina Leoncio, Lawyer and Policy Worker
Vivienne Topp, Lawyer and Policy Coordinator,
Mental Health Legal Centre Inc.

It is clear that the Act as it presently stands, offends a number
of fundamental human rights. The very notion of involuntary
treatment is in direct conflict with the right to be free from
medical treatment without a person’s full, free and informed
consent, the right to liberty, privacy, liberty and security and
freedom of movement.
Over 20 years since its inception, the Mental Health Act
1986 is finally under review. This should provide a vital
opportunity to reflect upon and reconsider the underlying
rationale for our mental health laws. With the existence of
international instruments1 and now the Charter of Human
Rights and Responsibilities Act 2007 (The Charter), we
must question the need for a stand-alone mental health act
that enforces the involuntary treatment of persons diagnosed
with a mental illness. We must consider to the extent
existing human rights laws, principally the Charter, provides
effective protections for persons with a mental illness.
Do we need a Mental Health Act?
The Victorian Mental Health Act 1986 (The Act) was first
enacted in a context where the government sought to
deinstitutionalise the mental health system. It was introduced
with a rights-based focus, aiming to move decisions made on
behalf of people with mental illness from a largely unaccountable

medical model that gave priority to the views of the clinician,
to a more transparent model that established a responsive
system of protection for the person.
Although the focus has shifted away from detention within the
hospital setting, the coercive and restrictive nature of community
treatment orders continue the institutional nature of mental
health service-delivery under the Act. The Victorian Act has been
captured by a clinical model where considerations of medical
necessity have trumped values of individual liberty and bodily
integrity, in circumstances where decisions about medical treatment
in relation to non-psychiatric treatment are largely respected.
It is clear that the Act as it presently stands, offends a number
of fundamental human rights. The very notion of involuntary
treatment is in direct conflict with the right to be free from
medical treatment without a person’s full, free and informed
consent, the right to liberty, privacy, liberty and security and
freedom of movement.

The Act quarantines the provision of mental health treatment
from the provision of all other health treatments. This has no
beneficial effect. It isolates and segregates persons with a mental
illness, not only perpetuating the stigma of mental illness, but
allowing for discriminative treatment. With all other health
care treatment, the law preserves a person’s right to refuse
non-psychiatric medical treatment. In the absence of capacity
to consent there are protections that balance the persons’
interests and wishes with their best interests – amongst these,
guardianship. In contrast, the Mental Health Act expressly permits
a person to be subject to involuntary psychiatric treatment even
if a person refuses that treatment and notwithstanding that person
has decision-making capacity. The guardianship regime permits
a substitute-decision maker to act as a check on proposed
medical treatment. The Mental Health Act on the other hand
expressly excludes proposed psychiatric medical treatment
from the ambit of guardianship laws. The discriminative nature
of a stand-alone mental health act offends a person’s right to
be equal before the law without discrimination.
Consumers experience involuntary treatment,
as one person states:
‘[h]ow does it make me feel? Like I’m virtually a bonded slave.’ 2
Another:
‘[t]he current medical mental public health system that’s
meant to care for the mentally ill is, in my opinion, failing
terribly in its duty of care and will continue to do so until
the system is governed and answerable.’
The Charter permits limits to human rights only to the extent
those reasonable limits can be demonstrably justified in a free
and democratic society based on human dignity, equality and
freedom.3 The review of the Act has proceeded without rigorous
consideration of this fundamental threshold issue. Nor discussion
about the right to refuse psychiatric treatment and live with
and manage one’s mental health in a manner with which the
person is comfortable and the rest of the community will permit.
It is argued that the Act is justified on protective grounds,
to provide a person with necessary treatment. Although
we agree that access to treatment is important, we consider
that rather than focusing on compulsion, we should focus on
engagement that is inclusive, that is driven by the person with
the mental health issue. Mental health laws should certainly
give primary focus to providing treatment on a voluntary basis
not only to ensure consistency with human rights principles but
also for therapeutic purposes. Professor Bruce J Winnick says
that ‘[p]sychological theory therefore would support the hypothesis
that choice in matters of treatment and hospitalisation will work
better than coercion. Self-determination promotes commitment,
intrinsic motivation, satisfaction, and effective functioning.’ 4

Presently, interpretations of the Act seem to have been
monopolised by the clinical perspective. As one consumer
reported of their review before the Mental Health Review
Board (the Board):
‘[t]here was no testing of evidence, there was no probing
of evidence, it was just whatever the psychiatrist said.’ 5
Another said:
‘It is confronting for someone, I think, because the doctors are
much more able to put a case than the patient. The doctors have
the advantage of knowing the terminology and the terminology will
either be foreign to the consumer and they won’t know what the
person is talking about or sometimes they will know a bit and they
will see it as judgmental or whatever. So I think it is weighted in
favour of the doctors and the professionals there.’ 6
How do we achieve a human-rights oriented
mental health system?
Too long has it been taken for granted that involuntary treatment
is justifiable. The consultation paper to the review of the Act
swiftly disposes of this preliminary issue, accepting involuntary
treatment is necessary and consistent with human rights law.
We must reconsider how we envisage our mental health
system to be, in light of shifting societal attitudes toward
human rights. This is our opportunity to rethink societal
prejudices and misconceptions surrounding mental illness.
Tina Minkowitz, co-chair of the World Network of
Users and Survivors of Psychiatry relevantly states:
We have now ushered in a new era with the entry into force of the
Convention on the Rights of Persons with Disabilities – an area in which
forced treatment and confinement are recognised as unacceptable
under international human rights law…Laws that permit forced
psychiatric interventions and involuntary commitment facilitate
practices that may constitute torture or ill-treatment, potentially
incurring state responsibility for these serious human rights violations.7
The purpose of the review of mental health law should be to
demystify mental illness, promote access to services and provide
support to persons with a mental illness. Our vision seeks to
eradicate discrimination, aims for supported decision-making
and seeks minimal interference with a person’s autonomy and
bodily integrity. We see advanced directives as central role in
preserving the bodily integrity and autonomy of persons with
a mental illness.
The Victorian government’s 2008 policy strategy Because mental
health matters, rightly identifies a number of goals which are
consistent with our centre’s vision of the mental health framework.
The policy strategy envisages a service system, which upholds
rights, aims for early access to effective advice, treatment and
care for mental health issues. Juxtaposed with the present
and proposed Mental Health Acts, how does this equate?
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The purpose of the review of mental health law should be to demystify mental illness,
promote access to services and provide support to persons with a mental illness. Our
vision seeks to eradicate discrimination, aims for supported decision-making and seeks
minimal interference with a person’s autonomy and bodily integrity.

Does the Charter offer meaningful protections
for persons diagnosed with a mental illness?
The recent decision before the Victorian Civil and Administrative
Tribunal of Kracke v the Mental Health Review Board & Ors 8
offers an insight into the application of human rights laws under
the Charter for persons diagnosed with a mental illness.
In this case, Mr Kracke was subject to a community treatment
order. The Board had failed to conduct a review of the applicant’s
involuntary status within the time periods stipulated in the Act.
The applicant’s involuntary status was not reviewed for over
two years. Justice Kevin Bell found that the main explanation
for the delay was ‘a deplorable’ and ‘inexcusable’ oversight
on the part of the Board.
Mr Kracke made submissions, arguing that several of his human
rights were breached as a result of the Board’s failure to review
his involuntary status within the statutory time periods. These
human rights included the right to a fair hearing, right to protection
from torture and cruel, inhuman or degrading treatment, right
to freedom of movement, right to privacy and the right to liberty
and security. Justice Bell found the Board had breached Mr
Kracke’s right to a fair hearing by failing to conduct the review
within a reasonable time. His Honour however rejected the
argument that failure to review had the effect of invalidating
Mr Kracke’s community treatment order. His Honour was
satisfied that mechanisms other than review by the Board
adequately scrutinised Mr Kracke’s detention and treatment.
Although we do not wish to diminish the significance of his
Honour’s findings, particularly in terms of encouraging systemic
changes in the Board’s processes, there are questions as to
whether the decision will offer Mr Kracke any substantive
remedies. It is gravely concerning that we are to rely upon
the integrity of those who involuntary treat and detain. There
are serious doubts about the level of accountability and
transparency of the provision of involuntary treatment, with
such trust in the service system. Indeed this takes us back to
the institutional accountability of pre-1986, of such concern
then that it provided the impetus for mental health law reform.
We still have a long road ahead of us to ensure that human rights
are satisfactorily incorporated into mental health laws, so that
persons with a mental illness are provided with meaningful
and effective protective measures.

With the growing consciousness of human rights’ principles, we
must rigorously reconsider the rationale for a stand-alone Mental
Health Act, particularly one that incorporates the right to refuse
treatment and imposes involuntary treatment. We must abandon
the culture of coercion, not only due to its gross human rights
implications but also due to the potentially counter-therapeutic
effect of involuntary treatment. We must address the power
imbalance between the individual and psychiatry and build a
mental health system, which is both accessible and accountable.
We must consider individual liberty and bodily integrity as
paramount as with non-psychiatric medical treatment.
We need to ensure that human rights’ talk is not just all talk. The
Victorian Charter is intended to promote human rights. However,
the efficacy of the Charter as an effective mechanism for promoting
those rights is brought into question in the context of mental
health laws. Whether or not the Charter will provide a robust
human rights regime that will offer practical remedies to individuals
is yet to be determined.
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The VICSERV proposition is: making housing
and support everybody’s business. In order
to effectively support recovery, VICSERV proposes
a multi-faceted housing strategy that will turn
knowledge into action, and ultimately, produce
better life outcomes for consumers.
Housing is a fundamental human right. This right is set
out in the International Covenant on Economic, Social
and Cultural Rights of which Australia is a signatory. The
right to adequate, stable, safe and affordable housing is
often denied to people with mental illness. Housing and
homelessness and the links with mental illness was the
focus of the Spring 2007 edition of newparadigm. Changes
in the legislative and policy environments relating to human
rights and housing mean that it is timely to revisit this topic.
In July 2008 the Australian Government ratified the United
Nations Convention on the Rights of Persons with Disabilities
(CRPD). The Convention is unique in that it was developed
in consultation with people with disabilities, including psychiatric
disability. It is also the first human rights convention that includes
social inclusion and access in its general principles. The CRPD
does not create new rights, rather it clarifies and qualifies

how all categories of rights apply to persons with disabilities
and identifies areas where adaptations have to be made to
allow certain rights to be exercised.
Article 19: Living independently and being included in
the community – requires countries that have ratified
the CRPD to ensure:
a) Persons with disabilities have the opportunity to choose
their place of residence and where and with whom they
live on an equal basis with others and are not obliged to
live in a particular living arrangement.
b) Persons with disabilities have access to a range of in-home,
residential and other community support services, including
personal assistance necessary to support living and inclusion
in the community, and to prevent isolation or segregation
from the community.
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Article 28: Adequate standard of living and social protection –
recognises the right of persons with disabilities to an adequate
standard of living for themselves and their families, including
adequate food, clothing and housing. Parties to the Convention
must also take measures to ensure social protection, including
ensuring access by persons with disabilities to public housing
programs. As a party to the CRPD, Australia is obliged to
incorporate its requirements into law and policy.
In December 2008 the Federal Government released its
White Paper on homelessness – The Road Home: a national
approach to reducing homelessness. One of the four main
identified pathways into homelessness is ‘untreated mental
health and substance use disorders that lead to the loss of
housing, education, employment, family and other relationships.’
The Paper contains two headline goals:
• Halve overall homelessness by 2020
• Offer supported accommodation to all rough
sleepers who need it by 2020
The response to homelessness will be implemented
through three strategies:
• Turning off the tap: services will intervene early
to prevent homelessness
• Improving and expanding services: services will be more
connected and responsive to achieve sustainable housing,
improve economic and social participation and end
homelessness for their clients
• Breaking the cycle: people who become homeless will move
quickly through the crisis system to stable housing with the
support they need so that homelessness does not recur.
Under the ‘Turning off the tap’ strategy, two initiatives are of
particular relevance to people with mental illness. The most
significant of these is ‘no discharge into homelessness’ policy.
State and territory authorities and services will be required
to ensure that appropriate accommodation and support plans
are put in place before a person is discharged from psychiatric
care and a range of other settings. The policy aims to prevent
homelessness and has objectives beyond the provision of
housing. Post release services will also connect people to
education, training and employment assistance and, where
required, family counseling.
The second initiative to assist people with a mental illness who
are homeless or at risk of homelessness is the expansion of
the Personal Helpers and Mentors (PHaMs) program. PHaMs
teams can work with people with a mental illness who are
homeless to secure them accommodation and also to help

stabilise housing where people are at risk of losing their housing
due to debt, lack of living skills or difficult behaviour. In addition,
under the National Partnership on Homelessness, the government
promises new or expanded services to assist people with mental
illness to maintain their housing and participate in the community.
These programs will have the following features:
• Combine accommodation, tenancy support and
clinical care to support people in their homes
• Provide support that will enhance social and
economic participation
• Link specialist mental health services with mainstream
agencies and specialist homelessness services.
Funding of $1.2 billion dollars has been allocated for the next
four years. At this stage there is no detailed implementation
plan attached to the strategy and it will remain up to the states
and territories to accept and implement the strategies.
The Mental Health Council of Australia (MHCA) has said that the
strategies in the White Paper have the potential to make a real
difference to people who are homeless or at risk of homelessness.
They caution however, that the ambitious goals of the government’s
strategy will not be realised without a significant reform to Australia’s
mental health system. Earlier this year the MCHA released its own
strategy on mental health and housing. Home Truths: mental health,
housing and homelessness in Australia. The document contains
an extensive review of the relevant literature and research, it
considers appropriate support and accommodation models,
and identifies strategies and recommendations to provide as
well as support housing for people experiencing mental illness.
There are ten ‘home truths’ contained in the strategy (see
Figure 1). These truths are about what will happen if nothing is
done about mental health and homelessness, and ‘what governments
must do if they are serious about addressing the national housing
crisis.’ Some of the strategies they identify are already being
followed, including some of those in the White Paper. Home
Truths presents case study examples of good practice throughout
Australia of services to people with a mental illness who are
homeless or who are experiencing unstable housing.
The examples are grouped under seven core principles
of the Home Truths strategy:
•
•
•
•
•
•
•

Integrated levels of support
Supported housing
Assertive outreach
Home-based outreach
Supporting private rental through partnerships
Connecting homeless people to services
Building service links

Figure 1:
Mental Health, Housing and Homelessness: Ten Home Truths
If we do nothing…

What must be done…

The prevalence of homelessness in Australian society
will continue to increase.

A national strategy on homelessness that includes due
recognition of the relationships between mental health
and homelessness must be developed and funded.

The prevalence of inadequately treated mental illness
in Australian society will continue to increase.

Access to mental health care must be increased.

Funding will continue to be directed at existing services
and people whose needs are not being met by current
services will continue to fall through the cracks.

There must be immediate investment in innovative,
consumer-focussed programs with an emphasis on
home based care.

COAG and other national plans, including the National
Action Plan on Mental Health, will continue to include
tokenistic encouragement of service coordination, but
without providing the funding required for effective
coordination.

Housing must remain as one of the top priorities in
the COAG National Action Plan on Mental Health, but
with additional funding specifically to support national
coordination and action beyond a narrow focus on
the existing health system.

Mental health care will continue to be hospital-based in spite
of evidence demonstrating the benefits of community care.

Home and community must become the preferred treatment
sites with the number and scope of peer, carer, allied health
and community options being significantly increased.

Access to housing will continue to be limited for many
people with a mental illness.

Thirty per cent of public and social housing stock must
be set aside for people with a mental illness.

Access to income and other support will continue to be
limited for people with a mental illness, particularly when
they are homeless or unstably housed.

Services including employment, welfare, health, alcohol
and drugs and many others in the community sector must
have the capacity to go beyond their specialisations to
respond to issues of mental illness and homelessness.

People will continue to be discharged from psychiatric
hospitals, other health services, and institutions such as
prisons with no arrangements for their housing, treatment
and support in the community.

Properly resourced and monitored discharge planning
must be implemented across Australia, with zero tolerance
for discharge from hospitals to homelessness or unstable
housing. This goal must be independently monitored
and publicly reported.

Programs providing housing and mental health services will
continue to be evaluated erratically and inconsistently,
resulting in a lack of accountability.

Programs providing housing and mental health services
must be regularly, independently evaluated against common
criteria to allow for program comparison, with transparent
assessments and reporting.

Our knowledge about mental health, housing and
homelessness in Australia will continue to be inadequate
due to a lack of data.

National research to build a greater understanding of the
connections between mental illness, unstable housing and
homelessness must be a priority, with appropriate funding
and ongoing support for this research.

Ten Home Truths – Mental Health, Hosing and Homelessness in Australia
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During 2008 VICSERV also conducted research into the housing
needs of people with mental illness. Housing and Support: a
platform for recovery is one of a series of linked papers that
together constitute the Pathways to Social Inclusion Proposition
Papers, which was launched in February this year. The paper
reviews the relevant evidence for change including current
outcomes, systemic weakness and barriers, and good practice
knowledge. VICSERV makes a number of propositions for
action, research, linkage and investment.

There are three strategy elements
in the VICSERV proposition:

The following is a summary of the research:

• Scalable, flexible models of housing-linked support

Facing the facts

• Economic modelling of costs/benefits of stable housing

• At least 42 per cent of people with severe mental illness
are currently housed in tenuous forms of accommodation
• Research shows that two-thirds of consumers identify housing
and housing support as the most important issues in their lives
• Only 27 per cent of people with psychiatric disability are
buying their own homes compared to 70 per cent of the
mainstream population
• Housing supply is insufficient. Private rental is becoming
increasingly out of reach.
Better outcomes are possible
• Housing means affordable and appropriate accommodation,
plus the supports necessary to maintain tenure
• There is a strong association between housing and
clinical improvement
• The needs of people living with severe mental illness seeking
stable and appropriate ‘homes’ must be addressed if we
are serious about supporting recovery
• We know there are cost savings to be made in a range
of areas including clinical, emergency and crisis services
through the provision of stable, appropriate housing.
The VICSERV proposition is: making housing and support
everybody’s business. In order to effectively support recovery,
VICSERV proposes a multi-faceted housing strategy that
will turn knowledge into action, and ultimately, produce
better life outcomes for consumers.

• Visibility and voice
• Planned and integrated approach
• Innovation and expansion
Our call for action:
• Introduce housing policy and options with an explicit focus
on people recovering from severe mental illness

• Address the issue of ageing carers and housing risks.
The propositions are medium to long term in range and will
require a commitment to partnering across sectors and for
intervening at policy, planning and service delivery levels.
VICSERV attached the Pathways to Social Inclusion Proposition Papers,
to its submission to the Victorian State Government’s Green Paper
on mental health. It was encouraging to note that when the White
Paper, Because mental health matters, was released it had a specific
goal around housing. The State Government’s goal is to ‘Improve
access to stable and affordable housing that is linked to flexible,
scaled psychosocial rehabilitation support’.
Some of the strategies include:
• An explicit consideration of the needs of people with mental
illness as part of the planning and allocation of new and existing
social housing
• A progressive restructure and extension of tailored packages
of psychosocial rehabilitation linked to affordable housing
options. The service model would include provision for
planned out of hours/weekend support and flexible
brokerage funding
• Consideration will also be given to planned growth in supported
accommodation for people, who due to the profound and
enduring nature of their psychiatric disability require a highly
structured environment
• Mechanisms to create more affordable private rentals
will be investigated.

In December 2008 the Federal Government
released its White Paper on homelessness –
The Road Home: a national approach to reducing
homelessness. One of the four main identified
pathways into homelessness is ‘untreated mental
health and substance use disorders that lead to
the loss of housing, education, employment,
family and other relationships.’
• In the short to medium term, strategies to link people with
severe mental illness who live in supported residential units
to clinical and psychosocial rehabilitation support (including
in-reach support), primary health care and other social
supports will be explored
• Targeted support for people who are homeless will
also be increased and improved.
Detailed implementation and action plans are yet to be developed.
No new funding was announced and progress on this and
other goals will be dependent on normal government budget
processes and negotiation with the Commonwealth Government.
The right of people with mental illness and psychiatric disability
to an adequate standard of living, which includes housing and
housing support, has been acknowledged by the Australian
Government when it ratified the Convention on the Rights of
Persons with Disabilities. Australia has yet to sign the Optional
Protocol that would allow people whose rights have been
breached to take their case to the International Committee.

Elsewhere in this edition the Mental Health Legal Centre and the
Human Rights Law Resource Centre have argued that access rights
for people with mental illness would be strengthened by the
development of a National Human Rights Act. The government is
currently consulting with the community about the need for such
an instrument and what it would include. This would be a
major step forward for the mental health rights movement.
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Some mental health care practices can be seen as
incompatible with human rights guidelines especially
the practices of forced medication, electro-convulsive
therapy, seclusion and restraint when undertaken
without informed consent.
Involuntary treatments are a common practice in mental
health care. An alarming number of consumers have been
put on involuntary treatment and community treatment
orders (CTOs). Victoria has more consumers on CTOs
than any other state or territory in Australia. It has become
evident that many of the practices carried out under CTOs
constitute violations of basic human rights.
The Charter of Human Rights came into force in January 2008
in Victoria. Australia also ratified the 2007 UN Convention
on the Rights of Persons with Disabilities (CRPD) in July 2008.
The current review of the Mental Health Act (1986) in Victoria
has generated some heated debate about the relationship
between human rights and involuntary treatments, with certain
human rights activists and consumers arguing that all involuntary
treatments are unjustifiable under human rights principles. It is
clear that we must rethink and reform current mental health
care and practice with a lesser reliance on involuntary treatments
and a greater focus on human rights and recovery.

Some mental health care practices can be seen as incompatible
with human rights guidelines especially the practices of forced
medication, electro-convulsive therapy, seclusion and restraint
when undertaken without informed consent (see Table 1).
Although the chemical imbalance theory is not verified by any
convincing scientific, empirically-based evidence (Fisher, 2008),
keeping, or forcing, people to take medication appears to be
the main function of mental health care and practice.
Given the myriad of well-documented side effects and negative
health consequences of psychotropic medication, the use of
these medications should only exist within a framework of fully
informed consent. The human rights issue is about supporting
consumers to make a fully informed decision as any medical
treatments given without full, free and informed consent are
incompatible with The Victorian Charter. Similarly, the practice
of imposed seclusion and restraint is increasingly viewed as a
violation of human rights, particularly when they are used
punitively, rather than therapeutically and are thus not conducive
to recovery.
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While it can be seen that some mental health care
practices are incompatible with the Charter and the
CRPD, another concern is that these practices may
also be operating against the principles of recovery.
‘Recovery’ has become a ‘buzz’ word in the mental
health sector. It is not just simply a word; it is a
concept, it is a philosophy and it is an experience.
Table 1:
The Victorian Charter on the Human Rights
and Responsibilities compared to some mental
health care practices
Charter of Human Rights – SECT 10:
Protection from torture and cruel, inhuman
or degrading treatment.
A person must not be:
(a) subjected to torture; or
(b) treated or punished in a cruel, inhuman
or degrading way; or
(c) subjected to medical or scientific experimentation
or treatment without his or her full, free and
informed consent.
Some mental health care practices
Involuntary treatment orders and community treatment
orders, seclusion, restraint and ECT, etc.

While it can be seen that some mental health care practices are
incompatible with the Charter and the CRPD, another concern
is that these practices may also be operating against the principles
of recovery. ‘Recovery’ has become a buzz word in the mental
health sector. It is not just simply a word; it is a concept, it is a
philosophy and it is an experience. In the 1970s and 1980s, a
number of consumers wrote books and presented their own
recovery stories and in the process, developed the concept of
recovery from mental illness. Some UK consumers believe that
‘it has been hijacked by clinicians’ (Coleman, 2006) and have
chosen to use the word “wellbeing” instead. They postulate
that the word ‘recovery’ implies recovering from an illness,
which is perceived as pathologising, whereas ‘wellbeing’ is
much more holistic and positive.
What does ‘recovery’ mean in mental health care from a
consumer’s perspective? In 1988, an American consumer
Patricia Deegan coined the following definition of recovery:
‘Recovery is a process, a way of life, an attitude, and a way of
approaching the day’s challenges. It is not a perfectly linear process.
At times our course is erratic and we falter, slide back, regroup and
start again…The need is to meet the challenge of the disability
and to re-establish a new and valued sense of integrity and purpose
within and beyond the limits of the disability; the aspiration is to
live, work, and love in a community in which one makes a
significant contribution’ (p. 12 –15).

Additionally, the United States Department of Health and Human
Services (2004), determined that the recovery process must
be self-directed by the individual who defines their own life
goals and designs a unique path towards those goals. Consequently,
self-direction must be viewed as a critical component to recovery.
However, by its nature, involuntary treatment takes away the
capacity for self-direction and therefore is not conducive to the
primary principles of recovery (See the table 2 below). Given
the proliferation of involuntary treatments, it is not yet convincing
that mental health services have fully embraced the principles
of recovery even though there are many that identify themselves
as recovery-focused or recovery-oriented.
Table 2:
Involuntary treatments and recovery principles
Involuntary Treatments (Substituted decision making process):
Incapacity to consent, refusal of treatments.
Recovery Principles (Supported decision making process):
Self-directed, with hope and self-determination.
Based on the aforementioned issues within current mental
health care practice, recommendations for improvements
can be made. Firstly, it is imperative that we start to assume
competence in consumers, rather than incompetence. Deegan
(2008) proposed that the image of consumers as fragile, broken
human beings, should be replaced with an image of strength,
resilience and resourcefulness. The CRPD has done this by
building into Article 12, the assumption that people with disabilities,
including those with mental health issues, are capable of making
their own decisions and that any other form of decision making
must be seen as a measure of last resort.
Lawson (2007) argued that Article 12 of the CRPD shifts the
focus from substituted decision making to supported decision
making. Essentially, each consumer should be treated as an
individual and should never be defined by their illness. It suggested
that self-directed care plans should be made available to each

consumer. A self-directed care plan differs from a treatment
plan, which is organised by an authorised psychiatrist but does
not always require collaboration with the consumer. A self-directed
care plan should cover all aspects of the consumer’s care
including, his or her own choices, decisions and wishes
on receiving current and future care and support. Adequate
supports from services and governments should be provided
for self-directed care by mental health consumers, as it has
the capacity to engender hope and empowerment.
Overall, a strong commitment to change and reform of current
mental health care practice is required. At this time, the mental
health system operates with a heavy propensity towards involuntary
treatments. Clearly, we have to innovatively rethink our mental
health care practice and legislation regarding restrictive or intrusive
involuntary treatments in order to establish a new culture that
embraces truly rights-based and recovery-oriented care and
support for consumers.
There is acknowledgement among consumers that involuntary
treatment is necessary in cases where an acute phase of their
mental health problem requires an urgent clinical intervention.
This concurs with a statement from Professor McSherry (2008)
suggesting that the provisions of the CRPD allows for involuntary
commitment subject to important limitations.
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In the opinion of many key stakeholders, many of
the problems attached to CTOs might be minimised
if there was a greater continuity of care. This principle
also includes aiming for a higher standard of care that
involves thorough assessment, rigorous review, careful
treatment planning and the development of more
attractive or less abhorrent treatment options.
In Australia, all states and territories now have some provision
for involuntary treatment in the community although there
are some variations, particularly the lengths of the orders
and periods between administrative reviews. However, despite
its popularity with legislators, and increased acceptance by
service providers, involuntary treatment in the community
remains controversial. While debates here in Victoria have
been minimal, the introduction of Community Treatment
Orders (CTOs) has been met elsewhere with considerable
opposition from consumers and service providers.
There has been a great deal of concern regarding the effectiveness
of CTOs, and the ethical and social justice implications of
implementing them (Churchill, Owen et al. 2007). Mental health
service providers may find themselves faced with considerable

disquiet regarding the situation faced by the people they are
working with who are on CTOs (Campbell, Brophy et al. 2006).
Most obvious is the potential clash between the encouragement
in the Mental Health Act 1986 to treat people in the least restrictive
environment and the significant pressure most service providers
experience to manage and avoid risk (Green 2007).
Carney (2003) describes the inclusion of CTOs in the Victorian
legislation as an ‘afterthought’, and one that became crucially
important in the 1990s when sweeping reforms led to the closure
of psychiatric hospitals and a shift to emphasis on community
based care, so much so that now, in Victoria, most involuntary
patients are on CTOs. It seems that services are increasingly
relying on the use of CTOs and even though there is a current
review of the Mental Health Act 1986 it seems very likely that

CTOs, or a version of them, will continue to feature and maintain
their position in the landscape of psychiatric services (Campbell,
Healy et al. 2006). However, they have also become a contested
international human rights issue and have significant implications
for the consumers, carers and service providers involved
(Campbell, Brophy et al. 2006).
Although estimates vary, it seems that up to 20 per cent or more
of consumers of public mental health services in the Victorian
community are involuntary patients. Dawson (2005), in
reporting on his international investigation and comparison of
the implementation of CTOs, described the principle doubts
about CTOs in Victoria as concerns about the overuse of CTOs,
the length of the orders and the quality of the treatment provided.
There is considerable justification for research activity that attempts
to explore the impact of CTOs and improve the processes and
practice associated with the implementation of these orders.
Implementation of CTOs in Victoria
The establishment of specific criteria, which determines whether
involuntary treatment can take place has been an important
development in mental health legislation and is the key feature
of all Mental Health Acts in Australia. Initially in Victoria the criteria
for admission onto a CTO was the same as the involuntary
admission criteria for inpatient admission (Mental Health Act
1986 (Vic) s. 8). However, in 1995, the Act was amended and
specific (although very similar) criteria for admission onto
a CTO was included (s.14 (1A)). In 2003, the Act was again
amended and it reverted to having a single set of criteria for
all people placed on an involuntary treatment order.
The current criteria for involuntary treatment are as follows:
• the person appears to be mentally ill,
• the person’s mental illness requires immediate treatment
and that treatment can be obtained by making the person
subject to an involuntary treatment order,
• because of a person’s mental illness, involuntary treatment
of the person is necessary for his or her health or safety
(whether it’s to prevent a deterioration in the person’s
physical or mental condition or otherwise) or for the
protection of members of the public,
• the person has refused treatment or is unable to consent
to the necessary treatment for the mental illness, and
• the person cannot receive adequate treatment for the
mental illness in a manner less restrictive of that person’s
freedom of decision and action, (Mental Health Act
1986 Section 8 (1) ).
CTOs can only be made if the person meets the above criteria
and is assessed as being able to obtain treatment in the community.

The order cannot exceed 12 months but there are no limits
on how many times a CTO can be reviewed and extended.
The careful wording of the above legislation reflects its attempts to
be in keeping with the objects of the Act which are, in summary,
to provide for the care, treatment and protection of mentally
ill people and to also protect their rights (Mental Health Act
1986 Section 4).
A community treatment order must specify
(s.14(2)) the following:
• the authorised psychiatrist or delegate of the authorised
psychiatrist who is to monitor the treatment of the patient,
• the registered medical practitioner who is to supervise
the treatment of the patient,
• where the patient is to receive treatment,
• the intervals at which the registered medical practitioner
must submit a written report concerning the treatment
of the patient to the monitoring psychiatrist, and
• the duration of the community treatment order, which
must not exceed 12 months.
Section 2A was inserted in 1993 and this section enabled a
CTO to specify where a patient must live ‘if this is necessary
for the treatment of the patient’s illness’. Although the duration
of residence conditions is not specifically determined in the Act,
policy guidelines recommend ‘that a CTO with a residence
condition be reassessed three months after it is made’ (Chief
Psychiatrist 2005).
The most recent amendments also introduced the requirement
that all patients subject to involuntary treatment, including
those on CTOs, be issued with a Treatment Plan.
Common themes from qualitative research in Victoria
Feedback from consumers, carers and service providers in
Victoria tends to reveal both similar and divergent themes
(McDonnell and Bartholomew 1997; Skegg 2002; Brophy
and Ring 2004). There is general agreement that, at times,
involuntary treatment in the community is required. Being
heard and respected and receiving good quality treatment
in the context of genuinely helpful relationships is commonly
agreed upon as important, although all three groups in various
studies were able to identify deficiencies (Brophy & Ring,
2005; Skegg, 2002; McDonnell & Bartholomew, 1997).
There appears to be general frustration regarding lack of skills
and resources. The results of surveys in Victoria suggest that
carers and consumers often have a poor understanding of the
legislation impacting on them, even if on a CTO (TQA Research
2004). Brophy and Ring (2005) also found this amongst service
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providers. Consumers tended to be less positive about the
benefits of CTOs, especially considering the emphasis on
medication and the potential to be on CTOs for over one
year (McDonnell & Bartholomew, 1997). Jaworowski and
Guneva (2000) also identified uncertainty about the optimal
duration of CTOs amongst clinicians. Carers tended to be
less optimistic about the quality of treatment and care available
for involuntary patients (Skegg, 2002).
Current research
Current research explores what represents good practice
with people on CTOs. The research method has involved
a mixture of quantitative and qualitative methods and case
studies have been the primary method of investigation.
The first stage of the research was a cluster analysis of all
the people currently on CTOs in a single area mental health
service. This analysis, as anticipated, enabled more selectivity
to the choice of case study participants. Also, the results of
the cluster analysis enabled more refined appreciation of how
CTOs are being implemented (Brophy, Reece et al. 2006).
The cluster analysis and the individual case studies provide a
perspective on the differing nature of the purpose of CTOs
and the desired outcomes and achievements. It also contributes
to being able to explore whether a CTO has different meanings
for the people involved when compared across the different
clusters via the case studies. All this material was then related
back and compared to the findings of semi-structured group
interviews where more general experiences and expectations
had been identified.
Quantitative findings
Three clusters emerged in the cluster analysis’ final solution, with
128 of 164 participants (78 per cent) successfully incorporated
into a cluster. There were 27 people in cluster one, 33 in
cluster two, and 68 in cluster three. Cluster one was labelled
Connected, cluster two: Young Males, cluster three: Chaotic.
The overall statistical profile of this group of 164 people on
CTOs shares common characteristics with both local and
international studies regarding the profiles of people on CTOs
(Dawson, 2005; O’Brien & Farrell, 2004). The data tends
to confirm the perception that people in Victoria can stay on
CTOs for notably long periods and, on average, for longer
than one year. The data does not support concerns that
particular ethnic groups may be targeted, but certainly supports

the predominance of males under the age of 40, with a diagnosis
of schizophrenia, and experiencing a range of social disadvantage
factors as being the most likely people to be on a CTO, if
overall means are considered. More detail about the cluster
analysis findings are available in a published paper by Brophy,
Reece and McDermott (2006).
Qualitative data collection and preliminary findings
Since the cluster analysis, four case study participants
representing the three different clusters (two from cluster
three, one male and one female) have been recruited and
they have been interviewed, along with their treating doctor,
case manager and, where possible, a nominated carer.
Follow-up interviews were also held with the same group
in each case study after six to 12 months.
Four semi-structured group interviews with key stakeholders
were also held. These include consumers, carers, mental health
review board members, senior managers and policy advisors.
While the findings are preliminary at this stage, participants
have been able to provide important insights into the use of
CTOs, with positive, neutral and negative perspectives. They
have highlighted the importance of carers in the implementation
and decision making about CTOs, which appear to have an
important role in establishing mutual accountability between
service provider and recipient. One consumer participant
suggested that ‘the service should be placed on a CTO’.
Emerging themes in what key stakeholders say about good
practice can be organised into five general themes. The first
is the importance of service providers using and developing
direct practice skills. For example:
It’s listening to, it’s responding to and including and the belief
that, collaboratively, you do trust and you do listen; you couldn’t
get a better result. I think best practice involves some of those
key words. (Carer group).
There was an expectation that service providers will have the
skills required to build rapport and engage with people. However,
there was also an expectation of some advanced skills around
being authentic and the ability to have difficult conversations.
But it was also important to recognise that talking and listening
isn’t helpful for everybody, especially younger men who may
respond better to practical supportive interventions. Overall,
the aim of good relationships should be one of minimising
the use of coercion.

CTOs are used for a variety of purposes for a diverse
group of people. However, one of the great dangers
of CTOs is that they are at risk of being used as a
‘one size fits all’ insurance policy that loses sight of
the ‘fine print’, the need for careful implementation,
reflection and decision making that values full
participation by all key stakeholders.
Another theme was taking a human rights’ perspective.
In particular, ensuring that people on CTOs are made
aware of their rights:
In our team, we encourage people to appeal if we feel there’s
dissatisfaction. We don’t see it as a threatening thing to us (Doctor).
The importance of people receiving advocacy and
experiencing procedural fairness was also identified.
Being focused on goals and desired outcomes is particularly
important in the context of the potential for overuse of CTOs.
There was strong evidence of agreement amongst all key
stakeholders that being mindful of who is on the CTO, why
they are on it and what outcomes are important to them,
are core parts of good practice.
I think there’s a lot of disabled people [who] could work and I
think the CTO, with the time they spend here, I think they should
be encouraged to do something productive, not just come here,
“See you later”, come back next fortnight, whatever. I think
they should…whatever that is, whether it be working or hobby
crafts…I think that they should be encouraged to be more
active. (Consumer).
As the above quote suggests this theme includes setting realistic,
achievable goals that build on the person’s strengths and interests,
reflecting a holistic approach. It actively supports being able to

address the issues that may be interfering with the person’s
recovery, including the disempowerment they may be experiencing
as a result of the CTO itself. Therefore, as many key stakeholders
suggest, the focus is not a problem-saturated perspective,
rather it is one that tries to encourage self-determination
and empowerment.
The key stakeholders interviewed expected services to
aim for high quality service delivery. But this area of good
practice seemed to be dominated by the problem of lack
of continuity. For example:
When people change, you have to re-establish yourself and establish
a relationship and know what’s going on… Just to hav[ing] to go
through that again with new people is a bit difficult. Sometimes
it makes it a bit hard on both sides, (Consumer).
In the opinion of many key stakeholders, many of the problems
attached to CTOs might be minimised if there was a greater
continuity of care. This principle also includes aiming for a
higher standard of care that involves thorough assessment,
rigorous review, careful treatment planning and the development
of more attractive or less abhorrent treatment options. It also
warns against the possibility of services being orientated towards
the treatment of people on CTOs such that discharge from
a CTO puts the person at risk of being abandoned by a
resource-limited service.
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Finally, enhancing and enabling the role of key stakeholders
was strongly supported as a central principle for good practice.
However, it was recognised that this is much more than getting
everyone together in a case conference or ensuring everyone
has signed the treatment plan. The key stakeholders highly valued
thoughtful decision making and identified enhancing and enabling
the role of key stakeholders, particularly consumers and carers,
as central to decision making that is accountable, reflective,
collaborative and skilful. As one participant expressed it:
It’s just such an incredibly powerful piece of legislation, isn’t it?
Which maybe as a mental health service, we forget how we
can do this to people... Now I know this team and I know this
organisation and I’m confident that we’re making considered
thoughtful, caring decisions, …I actually think (my team) and
our consultants struggle and they weigh up pros and cons and
they’re not letting things just sidle on, which I think sometimes
happens, (Case Manager).
This principle is about ensuring that everyone’s role in the
situation is respected and that their perspective is heard in
order to enable thoughtful decision making. Service providers
in PDRS services are important here. Decision making around
CTOs has tended to formally be the domain of those who
are the most remote from the day-to-day circumstances of
the consumer, in particular the Mental Health Review Board
and the authorised psychiatrist. Increasingly, case managers are
involved in MHRB hearings and there is potential for PDRSS
workers to do the same. However, considering that most
decision making about CTOs occurs outside the hearings,
there is significant value in PDRSS workers also becoming
more involved in treatment planning and contributing to
more thoughtful and informed decision making. PDRSS
workers may also be in a position to support consumers
and carers in their participation in decision making.
It is hoped that this paper will enable PDRSS service providers
and others to consider the implications of the increased use of
CTOs on their practice. These preliminary finding are contributing
to a much more in depth understanding of the use and experience
of CTOs in Victoria. They have confirmed that CTOs are used
for a variety of purposes for a diverse group of people. However,
one of the great dangers of CTOs is that they are at risk of being
used as a ‘one size fits all’ insurance policy that loses sight of the
‘fine print’, the need for careful implementation, reflection and
decision making that values full participation by all key stakeholders.
Research is confirming that people on CTOs are often a
disempowered and stigmatised group of people whose

interests need significant protection. However, people on
CTOs, and their carers, are also able to offer valuable insights
into ideas about good practice and the mental health system
they find themselves negotiating. They are caught up in a
situation that has a profound impact on their personal freedom
and one that has significant current limitations in its ability
to protect their interests. The impact is not only on their
‘negative’ human rights, such as those of bodily integrity and
being free from coercion, but also in relation to their ‘positive’
human rights, such as access to adequate care and treatment
when on a CTO. It includes the quality of treatment and care
they receive and their access to the range of support services
required to meet their needs.
The current review of the Mental Health Act 1986, in
the context of the need to be consistent with the Victorian
Charter of Human Rights and Responsibilities and the United
Nations’ Convention on the Rights of Persons with Disabilities,
provides Victoria with an opportunity to reconsider the use
of CTOs and directly respond to the criticisms, concerns and
recommendations of consumers, carers and service providers.
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Women with a mental illness are not experiencing
the full recognition and support they require. Equity,
access and social justice – rights we expect as citizens
of Australia – are frequently not available to them at
times of acute illness. Let us redress this inequity and
ensure the rights of women with mental illness.
The title of this article is taken from postcards written by
women who attended one of the ‘Listening Events’ conducted
by the Victorian Women and Mental Health Network
(VWMHN) during 2007. The purpose of these events was
to listen to the stories shared by women as they retold
their experiences in mixed-sex psychiatric units in Victoria.
The women told of situations of: intimidation, harassment,
threatened or actual assault (including sexual assault) and the
re-traumatising impact for women with previous history of
physical and sexual abuse.
As a nation we hold the view that we have certain fundamental
rights as citizens such as the right to safety, privacy, justice, equity.
These rights are inclusive of people who experience a mental
illness. In the Mental Health Statement of Rights and Responsibilities
adopted by the Australian Health Ministers in March 1991, it is
noted in the foreword that the intention of the statement is to

promote ‘social justice, equity, access and a compassionate
society with Mental Health as a primary goal’.1 Today, some 18
years later, while it is recognised that some changes are occurring,
the experience of women accessing acute mental health services
continues to be one where many women are fearful of being
admitted to acute inpatient units when acutely ill because of
the trauma experienced on previous admissions, where they
recall either feeling unsafe or being physically or sexually abused
or harassed.
This article will focus on four of the rights identified in the
Mental Health Statement of Rights and Responsibilities previously
mentioned; the right to respect for individual human worth,
dignity and privacy; the right to mechanisms of complaint and
redress; the right to access to family and friends and; the right
to have cultural background and gender taken into consideration
in the provision of Mental Health Services. These rights will be
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compared with the outcomes of two of the reports prepared
by the VWMHN – the Nowhere to Be Safe report and the
Increasing Safety and Gender Sensitivity in mixed sex psychiatric units
– Gathering Information about clinical mental health service
initiatives.
The right to respect for individual human
worth, dignity and privacy
This first right identified in the previously mentioned statement
and is one which many women perceive as not being met.
The lack of privacy, dignity and feelings of worthlessness are
themes raised frequently by women. Women speak of:
• men entering their bedrooms and bathroom
without permission
• their inability to lock bedrooms and bathrooms
to ensure their safety
• experiences of being admitted to high dependency
units and feeling afraid, ignored and as described by
one woman ‘an outcast’
• unwell males displaying sexually uninhibited behaviour
• and being sexually assaulted.
This is the situation today for many women in mixedgender wards.
The need for privacy in terms of lockable bedroom and bathroom
doors has been addressed in many units and 65 per cent of
units now have locks on doors and other units are planning to
install locks, also 16 of the 26 units in the state have introduced
‘women preferred’ corridors.
Staff and women consumers have identified that creating separate
women and male corridors and having women lounges and

outdoor spaces is an initial step in assisting women to feel safe
and have some privacy at a time when they are acutely ill. Along
with these structural improvements there is a need for staff to
recognise of the need for gender-sensitive practice. Clinical mental
health staff identify significant safety concerns for women consumers
receiving treatment in mixed-sex inpatient units and following
the need for the establishment of separate spaces for women,
the second change most frequently identified by staff in the
Gathering Information Report was the need for staff education
and training about gender sensitivity and safety.
The right to mechanisms of complaint and redress
The process for complaint and redress are in place in mental
health facilities, however many women speak of their problematic
experiences when raising issues of concern or complaint with
staff. They recalled being told that they had ‘misinterpreted’
other patient’s behaviour, or, that their reaction was part of
their own psychosis. At a VWMHN forum held recently for
Culturally and Linguistically Diverse Women (CALD) women, a
participant noted that when she complained to staff about the
behaviour of a predatory male she was told ‘you are beautiful,
so what do you expect’ being an articulate and outspoken
woman she was not satisfied with this answer and followed
the issue through and had the matter addressed.
However, many women do not have this same confidence
and may never take the complaint further. Another woman
stated that ‘you lose your credibility when you have an
episode’.2 This perceived loss of credibility results in incidents
not being disclosed. This was acknowledged by nurse
unit managers in the Gathering Information Report, one
manager stated:
‘many incidents aren’t disclosed at the time largely because
women feel they won’t be believed – as the nurse unit
manager, I may only hear about them some weeks later.’ 3

Advances are being made to ensure that services are conducted
in a gender sensitive environment. The Chief Psychiatrist
Guidelines on promoting sexual safety and preventing and
responding to sexual activity and managing allegations of
sexual abuse in inpatient units are being prepared. This work
will be followed by the development of service guidelines
focusing on promoting safe environments.

The right to access for relatives and friends
Again, this is an issue frequently raised by women. They reported
how male patients frequently commandeered their visitors and
that some visitors were intimidated and did not return. Also
due to lack of a private space to meet with visitors they met in
public areas and other patients would tell private information
to their visitors. Another woman spoke of her experience when
visiting a friend on an acute unit. She was asked by staff why
she was visiting and felt intimidated so did not return.

when reading the Victorian Mental Health Reform strategy
2009 – 2019, the issue of gender and its relationship to mental
health hardly raises a mention. The fact that physical and sexual
abuse has a significant impact on women’s mental health is noted
as is the impact for women regarding peri and post-natal depression
and other mental illnesses focusing on pregnancy.4 There is no
recognition of the trauma currently experienced by women
in the acute inpatient units or suggestions of how this situation
may be improved.

Particularly traumatic for women is the lack of family friendly spaces
for children to visit their mother (or father). A woman spoke
of her ‘shame’ at being in the unit and did not want her children
exposed to the whole unit or the other ill patients on the unit.

The issue has been taken up by the Australian Medical Association
with the Victorian President, Dr Doug Travis, being quoted in a
recent newspaper article, saying that patients should have the
option of being treated in single-sex wards, noting that psychiatric
patients are often in a very vulnerable state and some have deeply
distressing experiences of sexual abuse. The NSW Government
is to spend $12 million over four years to get rid of mixed wards
where possible.5

This issue has been addressed in one unit through the
establishment of a child friendly safe garden space for families.
Here, women can engage in therapeutic interaction with their
children and the area is an inviting environment for the child
and the family. Other units have converted under utilised
spaces into family visiting rooms, however unfortunately
not all units have such facilities.
The right to have their cultural background and
gender taken into consideration in the provision
of mental health services
The consideration of gender is the focus of this article and
frequently the issues of gender are ignored when providing
inpatient care.
The combination of gender sensitivity and being a woman
from a CALD background brings additional concerns. Women
attending a recent CALD forum raised similar issues to those
of the women in the 2007 listening events – with a cultural
overlay. One woman spoke of being allocated a male nurse.
From a cultural and religious perspective this woman could
only be seen naked by her husband, so having a male nurse,
who may see her in the shower, was a traumatic experience.
Another experience articulated by women was not being
offered interpreters. Two of the women, who were fluent
in English, noted that when they were acutely unwell they
reverted to their first language. Staff, aware of their ability to
communicate in English, believed that they were ‘refusing’ to
speak the language and so they were not offered interpreters.
Advances are being made to ensure that services are
conducted in a gender-sensitive environment. The Chief
Psychiatrist Guidelines on promoting sexual safety and
preventing and responding to sexual activity and managing
allegations of sexual abuse in inpatient units are being prepared.
This work will be followed by the development of service
guidelines focusing on promoting safe environments. Conversely,

Summation
Women with a mental illness are not experiencing the full
recognition and support they require. Equity, access and social
justice – rights we expect as citizens of Australia – are frequently
not available to them at times of acute illness. Let us redress this
inequity and ensure the rights of women with mental illness.
A key step towards this would be action by Department
of Human Services Mental Health and Drugs Division to
ensure that a policy of providing choice of single-sex treatment
environments is incorporated into the design guidelines for adult
acute inpatient units (as recommended by the DHS Gender
Sensitivity and Safety in Adult Acute Inpatient Units Report.) 6
FIND OUT MORE. The booklet Nowhere to be
Safe – Women’s experiences of mixed-sex psychiatric wards
can be purchased through the VICSERV bookshop.
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If we violate people’s fundamental human rights
then the inevitable consequence is harm and
suffering. Good intentions are not enough.
What do you feel the role of legislation is, with
regards to people with mental illness?
The current role of legislation is to authorise the state to deprive
people labelled as mentally ill of some of their most fundamental
human rights. In particular, the current Mental Health Act gives
the state the power to detain a person without them committing
any crime and to impose medical treatment without their consent.
The state attempts to justify this as providing essential medical
treatment to people who, according to a psychiatrist, need
psychiatric treatment but lack the competence to make this
decision for themselves.
But this explanation does not stand up to scrutiny. The real
purpose of our mental health laws is to contain and control
people whose behaviour the community finds disturbing.
Under our Mental Health Act, psychiatrists become police
officers and cease to be doctors because it is impossible to
be both. Indeed, they become judge, jury and executioner,
as well as police officers, because our mental health legislation
does not have the checks and balances and the separation of
all these powers that we find in the criminal justice system.
There is a need for legislation to protect people labelled
as mentally ill from discrimination. Some would say that we

have this already in the Equal Opportunity Act, but this does
not protect us at all from the state sanctioned discrimination
of the Mental Health Act. It is my hope that Victoria’s new
Human Rights Charter will soon provide this protection, though
current indications are not at all promising.
The Charter has a strict requirement that a Charter right, such
as the right to refuse unwanted medical treatment, can only be
limited if it can be demonstrably justified in a free and democratic
society. It then gives some criteria that must be considered as
part of such a justification, such as the nature of the right, the
purpose of the limitation and the relationship between the
two. A proper human rights analysis of psychiatric force such
as this, has never been presented to the people of Victoria.
Rather, we have been presented with status quo assumptions
based on ill-informed fear and prejudices that mad people
are dangerous and need medical treatment.
The evidence that psychiatric force works simply does not exist.
On the contrary, the little evidence that does exist suggests that
it does not work at all well, and there is a strong human-rights
and common-sense argument that it does great harm. The
current rationalisation for psychiatric force can be compared
to the Stolen Generation policies where a prejudiced majority in
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partnership with a powerful elite violate the rights of vulnerable
and powerless people on the assumption that it is for their own
good. Another parallel with the Stolen Generation is that many
of the perpetrators of psychiatric force do it with genuine good
intentions. But also like the Stolen Generation, we find that in
mental health, the road to hell is paved with good intentions. As
the UN Special Rapporteur on Torture recently pointed out
when he looked at involuntary psychiatric interventions, good
intentions are not a justification for human rights violations.
The review of the Mental Health Act is currently underway
in Victoria and is supposed to be observing the new human
rights law of the Charter but so far has completely ignored
it. Submissions to the review are now closed, following the
community consultation forums and a Consultation Paper by
the Department of Human Services, but still, there has not
been any justification offered for the psychiatric force that is
simply assumed as necessary in the Consultation Paper.
The source of this fatal flaw in the review process is that it
should never have been set up as an in-house departmental
review by the DHS. A law with such serious human rights issues
as the Mental Health Act needs to be reviewed by the Law
Reform Commission, who I doubt would disregard the Charter
as blatantly as the DHS have done. The Charter is quite clear
that as a citizen of Victoria I am entitled to a public statement
from the government of any proposal to limit my rights so that
I can exercise my democratic right to query and, if need be, to
challenge the justification offered for psychiatric force. But so
far, there’s still no sign of this from the Victorian government.
I’ve not yet given up on getting the current review halted
and started again under the Law Reform Commission.
Your PhD focuses on suicide prevention. Can a
rights-based framework assist in preventing suicide?
I have to answer this question in a kind of back-to-front way
because our current mental health system is based on depriving
people of their human rights. So the question becomes:
Would restoring the rights of people labelled as mentally ill
help prevent suicide? In my view, it would because I believe
that our current mental health laws contribute to the suicidal
toll rather than reduce it. This might seem to be a sweeping
statement that requires some evidence to support it, so let
me say why I think this is the case.
From my research, along with my personal experience, I think
that suicide is best understood as a crisis of the self rather than
the currently prevailing view that it is the consequence of some
notional mental illness. There really is no evidence to support
the popular belief touted by people like beyondblue that depression
causes suicide. Such simplistic explanations of suicide confuse

correlation with causation. Suicide is not primarily a medical
issue. Suicide and suicide attempts occur when a person chooses
death rather than life. It is a deliberate, cognitive, psychological
decision that a person takes, not a biological malfunction of the
brain. And this decision is invariably taken under a complex set
of life circumstances that have so challenged and undermined
a person’s sense of self that death seems preferable.
With this understanding, the failure of our current mental health
system for suicide prevention, and indeed its harmful consequences,
become obvious. If you present yourself to our public mental
health system with suicidal intent and/or behaviour, you almost
certainly get a psychiatric diagnosis, probably of depression but
maybe others depending on how the doctors see your symptoms.
If the doctor believes that you are at imminent risk of suicide
then you will also very likely be made an involuntary patient
– in fact, many doctors feel legally and perhaps morally obliged
to commit you. And when this happens, you will probably
be forced to take certain psychiatric medications, or perhaps
undergo a course of ECT, whether you consent to it or not.
The doctors and our mental health laws call this involuntary
treatment. Many people who have experienced it call it something
else. Some call it torture; others compare it to rape. In any other
setting, for instance if I approached you with a loaded syringe
and a couple of bouncers to restrain you if you resisted, it would,
at the very least, be described as a violent assault on your
body and mind.
For someone who is so distressed that they’re thinking seriously
about killing themselves, I fail to see how assaulting them is
supposed to help them. For many people, the psychiatric
ward represents their last hope that they might find a way
out of their crisis. But instead, they find themselves assaulted,
which only reinforces and adds to their feeling that life is not
worth living. Except now, they have finally exhausted all their
options. It is hardly surprising that some people escape from
these places specifically to go and kill themselves. Nor should
we be surprised that many people, such as myself, will do
whatever we can to avoid our public mental health system.
In the absence of any real evidence that psychiatric force works,
the common sense argument I’ve used here is supported by
an argument based on human rights’ principles. If we violate
people’s fundamental human rights then the inevitable consequence
is harm and suffering. Good intentions are not enough.
It is extraordinary that the efficacy and safety of psychiatric
force is not researched. No other medical intervention would
be allowed with so little evidence to support it. I find it equally
extraordinary that the suicide prevention experts fail to ask the

question: “Do our mental health laws help or hinder suicide
prevention?” In the new human rights era that we are now in,
this question must be asked. In the meantime, psychiatric force
should be prohibited until there is some decent, solid evidence
and not just prejudiced, status quo assumptions offered to justify it.
A final comment in response to your question is necessary. I’m
not proposing that we just leave people on the street and under
the bridges to suffer and perhaps die. Nor am I saying that
psychiatric drugs don’t have a role to play. There is a humanrights argument that people are entitled to the assistance and
support they need, including, but not only, medical treatment,
as appropriate. We need to move away from relying on psychiatric
force and create a mental health system that responds to what
people really need during times of intense emotional crisis.
There are many people doing great work with meaningful
alternatives to force that people would actually choose. But
they are under-resourced by a mental health system where the
bulk of the available resources are gobbled up by a medical
approach that relies on force.
Applying a human rights framework would mean that resources
only go to those services that comply with human rights principles.
This would mean an end to psychiatric force. It would also
help reduce the suicide toll.
How do you feel the UN Convention for the Rights
of Persons with a Disability impacts on people with
mental illness here in Australia?
At the moment, the impact has only been slight because there
is not yet much awareness of the Convention in the mental
health sector. This is partly because mental health is still dominated
by a medical model that resists the social model of disability
that underpins the Convention and its emphasis on human

rights. It’s also partly because many mental health consumers
don’t identify as a person with a disability. But I’m confident this
will change fairly rapidly as people learn that the Convention is
more about their human rights rather than their medical status.
Noone disputes that the Convention applies to people who
experience psychosocial disability, regardless of whether it’s
called psychiatric disability, psychiatric disorders or, if you really
must, mental illness. This includes the state and federal governments
of Australia, which are all now obliged to observe this new
international law.
The Convention doesn’t create any new laws for people with
disability. Rather, it came about because it was apparent that
other human rights treaties and Conventions were failing to
overcome the entrenched discrimination against people with
disabilities. This discrimination is usually called stigma in mental
health but it’s the same thing. So a separate Convention was
needed to make it clear that people with a disability have the
same rights as everyone else in the community, in the same
way that other Conventions have been needed to assert the
rights of women, the rights of children and other specific groups.
The underlying principle of the Convention is that it prohibits
any discrimination on the basis of disability. This includes a
prohibition of discrimination on the basis of a person’s medical
status, so that it is simply no longer permitted under the
international law of the Convention to deprive a person of
their basic human rights because of a medical condition – such
as a psychiatric diagnosis. This puts the Convention in stark
conflict with our mental health system where a psychiatric
diagnosis is the basis of current laws that deprive people of their
right to liberty and their right to refuse unwanted medical treatment.

Making the transition to a non-coercive mental
health system will be difficult in the face of the fears
and prejudices in the community and the power
and influence of psychiatry. But the current system,
based on psychiatric force, is broken and change
must come.
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Another feature of the Convention has been described as a
‘paradigm shift’ away from the substituted decision-making
model of current guardianship and mental health laws to a
model based on what’s called supported decision making.
With substituted decision making, the state appoints someone
to make decisions on behalf of a person who is judged to lack
decision-making capacity. This traditional approach is fraught
with many dangers and has a long history of human rights
abuses and the inevitable harm and suffering that follow as a
consequence, especially in mental health, where psychiatric
force is so widespread and so harmful.
In contrast, supported decision making says that a person
has the right to make their own decisions and that if support
is required – for whatever reason – then that support should
be made available. A simple example is that if a person needs
an interpreter in order to be able to give informed consent
to a medical procedure then this should be made available.
But the interpreter does not make the decision on behalf of
the person. In mental health, the supported decision-making
model of the Convention obliges the state to make available
non-coercive alternatives to psychiatric force to support
people to make their own decisions based on free, full
and informed consent.
Despite psychiatry’s claim that there are no less-restrictive
alternatives to psychiatric force, many examples of non-coercive
alternatives can be found all around the world. The real problem
is not that alternatives don’t exist but that they are starved
from development by the dominance of the medical model
and the reliance on psychiatric force. A good introduction to
some of these alternatives is Peter Lehmann’s book Alternatives
Beyond Psychiatry.
The need for this paradigm shift towards supported decision
making in mental health is urgent here in Victoria where
psychiatrists have quite extraordinary substitute decision-making
powers. Not only does the psychiatrist make the judgement
about a person’s decision-making capacity but they also then
become the substitute decision maker. Contrast this with our
guardianship laws where there is a clear separation of these
powers. Our guardianship laws still currently permit substituted
decision making but at least they have some checks and balances
against its misuse. The unfettered power of psychiatry in
Victoria has led to over 5,000 people on Community Treatment
Orders (CTOs), which the President of the Mental Health
Review Board, John Lesser, says is more than any other
jurisdiction in the world.

Another significant contrast between guardianship and mental
health in Victoria is that the Office of the Public Advocate (OPA),
which administers our guardianship laws, takes the Disability
Convention seriously. Unlike the mental health division in the
Department of Human Services and the Royal Australian and
New Zealand College of Psychiatrists, the OPA have been
proactive in engaging with the Convention, including the critical
issue of supported decision making. A further contrast is that
the OPA endorses that the recently announced review of
our guardianship laws will be undertaken by the Law Reform
Commission, who should have been given the review of
the Mental Health Act.
How do you feel your views on this subject
compares with general opinion in the sector?
First of all, I’m well aware that mine is a dissenting voice to the
prevailing view on these issues in much of the general community.
This is largely because of the irrational and unjustified fears and
prejudices that I mentioned above. Despite popular opinion to
the contrary, mad people are no more dangerous than other
groups in the community (and much less dangerous than some),
and psychiatric force not only doesn’t work but often makes
a bad situation worse. Although unfortunate, it is perhaps
understandable that there is this misunderstanding in the
general community when you look at the misinformation
that is spread about these issues.
I’m one of many people who are increasingly concerned about
the growing medicalisation of everyday life that is sometimes
called disease mongering. This is happening not only in mental
health but it’s in mental health where it is particularly extreme
and especially damaging because of widespread, legally sanctioned
psychiatric force. The medicalisation of madness is largely blind
to the psychological, the social and the spiritual dimensions of
what it is to be human. There is a kind of medical fundamentalism
happening with a biological reductionism that says we are “nothing
but a pack of neurons”, to quote Francis Crick, one of the
discoverers of DNA and a champion of this fundamentalism.
Modern biological psychiatry is preaching a similar fundamentalism
when it claims that my madness is due to a malfunction of my
brain, and especially its scandalous, unscientific myth that it is
due to a chemical imbalance in my brain. Madness, at least in
its distressing forms, is like suicide in that it goes to the heart of
our sense of self. My personal biology is only one part of this
and often only a minor part. My psychological mind, my social
and cultural relationships in the community, and my spiritual
values and needs are all at least as important to my sense as
self as my biological body.

For someone who is so distressed that they’re
thinking seriously about killing themselves, I fail to
see how assaulting them is supposed to help them.
For many people, the psychiatric ward represents
their last hope that they might find a way out of their
crisis. But instead, they find themselves assaulted,
which only reinforces and adds to their feeling that
life is not worth living.
Within the mental health sector itself, the medical model of
biological psychiatry and psychiatric force still dominate the
agenda. But there are many people calling for a more human
and more humane response to people struggling with distressing
madness. In particular, many mental health consumers know
from direct experience that a more holistic approach is needed
in order for them to live with, recover from and hopefully
survive madness. Similarly, there’s many people working in
the PDRS sector that VICSERV supports who are crying out
for radical changes to how we help people struggling with
madness. There are even quite a few psychiatrists who see
beyond the biology of the brain, though even if they do speak
up publicly, they still tend to remain silent on psychiatric force.
I feel I need to make clear my views on psychiatric drugs. I’m
not saying ban them. They have their place. They can help some
people sometimes, especially at times of intense distress. But
they do not fix or ‘cure’ anything. They are best understood as
psychological painkillers so they can help in the same way that
morphine is a good idea when you break a leg even though it
will not heal the broken bone. To understand both the benefits
and the limitations of these drugs, I’d recommend John Watkins’
book Healing Schizophrenia: Using Medication Wisely. The real
issue is not the drugs but forcing them on people without consent.
The biggest obstacle to real and meaningful change towards a
sensible mental health system is our reliance on psychiatric force.
There is a kind of chicken-egg thing happening where we will

not get rid of psychiatric force until the known alternatives to
force are developed and expanded but this won’t occur until
we get rid of psychiatric force. Making the transition to a
non-coercive mental health system will be difficult in the face
of the fears and prejudices in the community and the power
and influence of psychiatry. But the current system, based
on psychiatric force, is broken and change must come.
The Disability Convention now gives us a way forward.
Although it is now international law that Australia has signed
on to, its greatest value will not be as a legal document. It is
also a framework or model of how we must proceed if we
are to end the discrimination and human rights abuses that
are intrinsic in a mental health system that relies on psychiatric
force. Based on the social model of disability, the Convention
recognises the human rights of people who experience
psychosocial disability as full citizens entitled to the same rights
as everyone else. It marks the end of the era of paternalistic,
substituted decision making and psychiatric force, and the
beginning of a new era of supported decision making based
on full, free and informed consent.
The future is clear, though we know it will be resisted by
many. Every one of us has to decide whether we will be
part of making this inevitable new era a reality sooner rather
than later, or whether we will resist it and cling to the old,
broken and harmful status quo of psychiatric force.
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…It is somewhat surprising to learn that the Australian
Constitution offers very few guarantees in terms
of safeguarding fundamental human rights, freedoms
and civil liberties. Indeed, it has only a few provisions
with any direct bearing upon the protection of
individual rights and freedoms.
This article will briefly reflect on certain aspects of consumer
rights, responsibilities, and the broader issue of social control
in relation to a contemporary public health policy issue:
cigarette smoking. The introduction of relatively inflexible,
zero tolerance smoking policies within public psychiatric
in-patient units may need to be revisited. It is canvassed
that a modicum of flexibility in implementation is needed,
so as to avoid the differential impact these policies are
likely to render upon mental health consumers as well
as any unintended consequences.
Please note: The author is not a smoker and has
no vested interests in the tobacco industry.
It is difficult to speak of individual consumer rights and freedoms
without also considering attendant responsibilities and expectations

that accompany those rights. More often than not, ‘rights’ are
inextricably linked in some way to ‘responsibilities’, and vice-versa,
and essentially represent two sides of the same coin.
One does not exist comfortably without the other.
When speaking of rights, often an implicit reference is being
made towards a ‘shared understanding’ of civil, political, and
social rights that has emerged through the historical development
of modern societies, perhaps over preceding centuries, borne
within the crucible of strife and conflict, and to which we feel
we have some immutable claim. For example, the right to vote,
the right to public assembly, the right to free speech, the right
to trial by jury, the right to education and employment, the
right to health care etc. We all assume we have these rights
as members of a civilised society.

However, things aren’t always what they seem…
With reference to the Australian context, it is somewhat
surprising to learn that the Australian Constitution offers very
few guarantees in terms of safeguarding fundamental human
rights, freedoms and civil liberties. Indeed, it has only a few
provisions with any direct bearing upon the protection of
individual rights and freedoms. These provisions are:
1. Acquisition of property on just terms s51 (xxxi)
2. Guarantee of trial by jury s80
3. Guarantee of religious toleration s116
4. Freedom of discrimination on the grounds of the
State in which one lives s117.
However, there are no constitutional guarantees
whatsoever for the following private interests:
• Freedom from discrimination of all types (notwithstanding
the narrow provisions found in s117).
• Freedom of association.
• Liberty of political association and action.
• Transparency and accountability of government processes.
• Protection for the liberty and security of person.
• Freedom of speech.
• Freedom of the press.
• Freedom from arbitrary arrest.
• Right to petition governments for redress of grievances.
• Fair trial or due process of law.
In short, these rights and liberties are not protected by the highest
legal document in the land. Rather, they only exist, if at all, at the
behest of various legislatures. The fact that Commonwealth,
State, and Territory legislatures have seen fit to enact relevant
anti-discrimination legislation, for example, the Racial Discrimination
Act (Cth) 1975, or the various ‘freedom of information’ and
‘privacy’ Acts, only serves to reinforce that these rights were
never enshrined and safeguarded within the Australian Constitution.
The recent introduction of the Victorian Charter of Human
Rights (2007) was viewed as a highly progressive step by a state
legislature whose intent was to help safeguard civil liberties,
vaguely reminiscent of the US Bill of Rights. Yet, even this, as
the first attempt by any Australian jurisdiction to circumscribe
and quarantine certain human rights can easily be overridden
if there is an inconsistency with other legislative Acts. After all,
a charter, in itself, is not law. It is simply an agreement.
Social control
Fundamentally related to the area of civil rights and responsibilities
is the question of social control. This concept, perhaps more
than any other, has occupied the musings of historians, sociologists,
and welfare theorists in various ways for several decades (eg.,

Mead 1925; Parsons 1951; Piven & Cloward 1972; O’Connor
1973; Janowitz 1975; Platt 1977; Cohen 1979; Donzelot 1979;
Giddens 1982; Meier 1982; Offe 1984; Edwards 1988). Theorists
and practitioners alike have raised important questions about
the nature of health and social services, what workers do, why
they do it, and whose interests are really being served. Central
to these discussions has been the perceived ‘dual’ nature of the
health and social services, a duality that straddles an ambiguous
(and often contradictory) divide between competing outcomes:
rights or responsibilities, care or control, freedom or restriction,
empowerment or disempowerment, and rewards or punishments.
The concept of social control, itself, has come under fierce criticism,
[see, for example Robert Van Krieken’s excellent critique,
Sociological Review, 1991], and its usefulness as a theoretical
paradigm has been seriously challenged.
However, this brief article cannot do justice to the erudite
critiques previously canvassed, so readers are encouraged to
have a look at some of these for themselves to gain a balanced
perspective on why the concept of social control has limitations,
especially in relation to other important sociological concepts
such as class, power and culture, [see Higgins 1980; Thompson
1981; Foucault 1982; Cohen, 1985; Gerstenberger 1985; Gordon
1986]. For the purposes of the current discussion, the idea of
social control will be used as the organising principle to stimulate
further debate, despite Van Krieken’s disparaging yet humorous
reference to the concept as ‘a Disneyland relic of our
sociological childhood’.
As students of the health and human sciences, and in particular,
mental health, we are introduced early in our careers to the
disquieting assertion that, in our professional roles, we can
and do act as agents of social control.
I recall, as an undergraduate student at the former Gippsland
Institute of Advanced Education (GIAE) in Churchill, Victoria,
feeling affronted by the unpalatable notion that, whilst we as
student health and welfare workers purported to protect the
interests of our respective clientele, in reality, the underlying
impetus was probably less altruistic and, perhaps, even mildly
sinister. Were we part of a greater machinery (willing or otherwise)
that emparted to our disempowered and vulnerable clients,
socially constructed and sanctioned rules of behaviour to elicit
a particular and desired result? It seemed incredulous to me
that our (noble) efforts to instigate positive change within
individuals and, more broadly, at a societal level, could be
viewed as anything but inherently good. Whilst, perhaps, I now
have a far more critical view of the human services, including
mental health services, happily, some of that freshness of spirit
remains intact. All has not been eroded, despite the exigencies
of professional practice and academia over a number of years.
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…People with mental illness are amongst those who
smoke the most frequently and heavily. On average,
smoking is three times more prevalent among people with
schizophrenia, as compared to the general population.
Smoking rates among the mentally ill are not declining
commensurate with the general population.
However, the distasteful reality is that in our professional roles,
we do look for empirical changes in the behaviour, knowledge,
attitudes, and, perhaps even the values of our client groups, the
people who we serve whether these be individuals, families,
groups, or some other constituency. With positive change
comes positive reinforcement and rewards, whatever shape
these take. Equally, the opposite holds true in attracting sanctions
and punishments, however subtle and condescending these
may be. This then, represents the insidious aspect of social
control; the surreptitious attempts to modify how our clients
think, and to then reward them for it.

• Approximately 15 per cent of all deaths (approximately 20,000
deaths) in Australia are due to tobacco smoking each year.

To smoke or not to smoke…
The question of rights, responsibilities, and social control has
been brought into stark relief in recent years in relation to cigarette
smoking, and more particularly, the ban on patients smoking in
psychiatric in-patient units. Not all that long ago I was tuned
in to the ubiquitous ABC. My attention was seized by a lively
discussion ensuing between radio journalists and a guest, the
latter who was an apologist for smokers’ rights. The guest’s
contention was that, in recent years, cigarette smokers have
been increasingly ‘persecuted’ [my words] by political interest
groups intent on discriminating against and shaming people for
a largely free choice they have made and, in many instances,
continue to make. In his opinion, smokers have been harshly
dealt with by a bevy of political spin-doctors and powerful
lobby groups buoyed by swathes of public health funding.

Yet, this was not the thrust of his argument. The speaker’s
motivation was not to defend smoking, nor to justify an untenable
ideological position. Indeed, he decried the plethora of risks
that smoking poses to all and sundry, and quite correctly
canvassed people against it. Instead, his concern centered
around the accepted axiom of an adult person’s civil and political
right to make choices about his or her life, in full knowledge
and acceptance of the consequences of their (rational) actions;
a rational action being one that is made in the light of all
available knowledge with a substantial understanding of the
benefits and risks involved with that decision. He argued that
changes in public attitudes and policy towards smoking have
had unforseen negative consequences for smokers and that
these consequences have had a disproportionate impact
upon those who choose to smoke.

The guest speaker, from the outset, clearly acknowledged
the serious harms known to derive from cigarette smoking
and, to his credit, made no attempt to minimise these accepted
medical facts. He calmly asserted the following about
smoking-related diseases:

In 2009, smokers represent a relatively small proportion of the
general Australian population, around 25 per cent. This compares
with the period of high consumption during the 1950s when
the rate of smoking amongst Australian adult males was in the
order of 70 per cent. Since then, public health campaigns and
the anti-smoking lobby have been highly successful in getting

• Tobacco smoking is the largest single preventable
cause of death and disease in Australia.
• Smoking is a key risk factor for the three diseases that
cause most deaths in Australia: ischaemic heart disease,
cerebrovascular disease and lung cancer.
• Smokers are at increased risk of developing chronic
obstructive pulmonary disease and reduced lung function.

their key message across, with impressive results. A significant
decrease in smoking has been seen across most Western
nations over the previous few decades. Everyone agrees
this is, indeed, a very good thing.

pursuing politically-driven health agendas. No reasonable person
would or should argue against the various harms related to
smoking. There are, indeed, no safe levels for smoking.
These facts remain undisputed.

Yet, the speaker’s argument was essentially libertarian, being
based upon a loose confluence of the philosophical traditions
of John Stuart Mill and Jeremy Bentham. His argument
encompassed key tenets of utilitarianism, liberty, and freedom
to live without state interference so long as no harm was
promulgated towards others. We can reasonably accept this
argument in relation to passive smoking, yet it fails when
people smoke alone and away from the possibility of
harming others.

However, what remains amenable to further critical analysis
is the process by which contemporary smoking policies and
laws have evolved and the differential impact these policies
and laws bring to bear upon disadvantaged and vulnerable
groups such as the mentally ill.

To this, the speaker added a further dimension thereby adding
weight to his thesis. Historically, smoking has not been adopted
uniformly across all strata of society. Certain sub-groups within
society have a much higher propensity to smoke. For example,
people with mental illness are amongst those who smoke the
most frequently and heavily. On average, smoking is three times
more prevalent among people with schizophrenia, as compared
to the general population. Smoking rates among the mentally
ill are not declining commensurate with the general population
(QUIT Victoria 2006). An Australian study conducted at the
Centre for Young People’s Mental Health in Parkville, Victoria,
found that 75 per cent of the sample were smokers. Another
study conducted in an outpatient setting in Melbourne reported
that 76 per cent of those surveyed were smokers.
Indigenous people smoke at a much higher rate compared
with the general population. The estimated rate of 51 per cent
represents more than double the Australian average. In addition,
people in less wealthy socioeconomic groups also have significantly
higher rates of smoking compared to median income persons.
Finally, past surveys have demonstrated that people with less
education smoke more than those who have higher levels
of education (QUIT Victoria 2006).
The point I am making is that people who smoke cigarettes are
likely to hail from lower socioeconomic backgrounds, which
means they are probably living in poverty with substandard
private rental housing and limited tenure, work in occupations
that are semi-skilled or unskilled and are highly stressful, have
a chronic mental illness, and come from marginalised,
Indigenous communities.
Consequently, it is only a small conceptual step to suggest the
dramatic changes we have seen in public health policy regarding
smoking closely mirror dominant middle class ideologies that
have been imposed upon already disadvantaged groups whilst

As a case in point, the introduction of anti-smoking laws in
2007, banning smoking from public mental health facilities,
are likely to generate unforseen impacts upon the management
of patients within inpatient treatment and rehabilitation facilities.
Due to the very high rates of smoking amongst the mentally
ill, this will almost certainly pose a significant operational issue
that managers and clinicians will need to contend with.
Mental health workers involved with managing the care process
for patients within psychiatric units are obliged to uphold
compliance of the new anti-smoking policies, irrespective of
the wishes of patients or their own personal views on the subject.
The fact is, since the new laws were introduced some two
years ago, there have been problems in implementation within
psychiatric inpatient units where things can be volatile at the
best of times. It is difficult to inform a floridly patient experiencing
psychosis that he/she can’t have a cigarette and then attempt
to explain why. Sometimes, short-term compromises in policy
may be necessary to effect positive changes over the longer-term.
Perhaps it is more prudent to allow mentally unwell people to
smoke during times of acute illness and stress, and then when
they are well again, modify their smoking behaviours through
education, emotional support, structured programs, and incentives.
The introduction of nicotine patches during inpatient stays will
be beneficial for only a proportion of cases. These are not
universal or immediate solutions to chronic, life-long smoking
habits. Once a person is admitted to an inpatient unit, smoking
must cease immediately, rather than being gradually reduced.
It is known that a gradual decrease in cigarette consumption
with a range of psychological, social, and emotional supports
will have a better chance of long-term cessation as compared
to the proverbial ‘cold turkey approach’.
An overlooked aspect of tobacco use is its social character. Often
one of the few occasions where isolative patients may engage
in social interaction without feeling unsafe or threatened within
a psychiatric inpatient facility is during the informal ‘smoko’,
which historically has occurred in a garden area outside the
inpatient unit.
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The interplay between consumer rights and responsibilities,
and the underlying social control aspect, which is generated
through inflexible public health policies, can create an
untenable environment through which people with serious
mental illness must traverse and survive. On the one hand,
as free citizens, mental health consumers have the right to
exercise personal choice, irrespective of the consequences
of that choice. We all can.
Furthermore, it is worthwhile asking the question why the
excessive consumption of alcohol has not been subjected to the
same, very high standard of control to which tobacco consumption
has been subjected. The main rationale is probably linked to
the fact that there are safe levels of alcohol consumption, whereas
there is no safe level of cigarette consumption. Notwithstanding
this, that alone does not proffer a convincing argument when
the plethora of social ills directly related to excessive alcohol
consumption are well-known, severe, and far reaching: domestic
abuse, degradation of culture, violence against women and
children, destruction of life through motor vehicle accidents,
loss of jobs, income, social status, and self-esteem. Yet, there
has been no serious attempt to control alcohol consumption
to the same extent as tobacco.
The interplay between consumer rights and responsibilities,
and the underlying social control aspect, which is generated
through inflexible public health policies, can create an untenable
environment through which people with serious mental illness
must traverse and survive. On the one hand, as free citizens,
mental health consumers have the right to exercise personal
choice, irrespective of the consequences of that choice. We
all can. We can exercise choices within certain, prescribed
limits. Admittedly, sometimes those limits are fuzzy.
On the other hand, all citizens do carry something of an (implied)
civic responsibility to ‘take care of themselves’ and to not
assume unnecessary risks where harm is very likely to result.
Underlying this dichotomy are those polices and rules which, if
breached, carry sanctions and consequences for the consumer.
Whilst non-smoking policies ostensibly apply to all and sundry
equally, they do reflect values derived from a socio-economic

class that are likely to be different to those most effected by
the policy. Without intending to do so, such polices may be
framed in a manner which discriminates against the most
disadvantaged and vulnerable sub-groups within society
ie: the poor and mentally ill.
Government policy and its associated machinery (viz: legislation
and executive departments) does indeed have a critical role
to play in shaping citizens’ knowledge, attitudes, values, and
behaviours. Some policies are far more pervasive and influential
depending upon where it sits on the public policy agenda of
the day. Mental health workers, especially those in the direct
employ of public psychiatric hospitals are expected to uphold
legislative imperatives, rules, and the spirit of government
policy. If not, then they themselves risk running foul of the
authorities who control their employment and their careers.
Some government employees are compelled to uphold a
code of conduct without fail. The introduction of policies in
relation to cigarette smoking (across a variety of settings) gives
testament to the limited scope for personal action and choice
for individuals and the key roles which mental health workers
are expected to play in relation to regulating consumer choice
and behaviour. The issue of social control, and all which that
means for a contemporary society, remains a key sociological
concept for understanding power and authority within the
mental health field.

For a list of references for this Opinion Piece,
contact VICSERV at newparadigm@vicserv.org.au
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Rights and Responsibilities –
choosing the right path to walk

Kim Koop,
CEO, VICSERV

People living with severe mental illness have an
overall health status that is far lower than that of the
mainstream population, resulting in significant health
inequalities. However, their poorer health status
cannot be explained solely by their mental illness.
In 2008, VICSERV published its proposition papers Pathways to
Social Inclusion. Of the four papers “Health Inequalities: policy
and practice failure” is most compelling in its demonstration of
the systems failure to ensure the International Convention
ESCR (ICESCR) right to health. The ICESCR says:
‘The states and parties to the present Covenant recognize the
right for of everyone to the enjoyment of the highest attainable
standard of physical and mental health.’1
The following extracts are from the VICSERV Pathways to
Social Inclusion Proposition Papers demonstrating this failure;
a failure at both a policy and practice level.
Introduction
‘People living with severe mental illness have an overall health
status that is far lower than that of the mainstream population,
resulting in significant health inequalities. However, their poorer
health status cannot be explained solely by their mental illness.
There is evidence to show that people with severe mental illness

are also at increased risk for a range of chronic physical health
conditions such as cardiovascular diseases, diabetes mellitus,
respiratory diseases, obesity, and infections.2 Having any (or several)
of these physical health conditions adds further complexity to
their lives; and the compounding effects of physical health and
mental health issues demands effective responses from governments
and health services alike.’ 3
Mortality rate
‘The mortality rate of people with mental illness (both low and high
prevalence) was revealed in a major population-based record
linkage study in Western Australia.4 The study reviewed the physical
health experiences of over 240,000 people registered on the
Mental Health Information System for a period of almost two
decades. The study found that the death rate of people with
a mental illness is considerably higher than the population in
general. Overall, the death rate of people with mental illness
is 2.5 times greater than that of the general population, which
is equivalent to a life expectancy of 50 – 59.
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The study found a higher rate of death across each of the main
physical causes, with heart disease causing the highest number of
‘excess’ deaths.5 Indeed, the death rate from heart disease has
not declined for this group in recent years, in stark contrast to the
general population where health promotion and early intervention
efforts seem to have made a difference. The rate of death
through heart disease has actually increased substantially in the
case of women with mental illness.

existing health inequalities by attending to physical health needs
earlier and more effectively. Indeed, there is a need to see specific
chronic disease prevention and early intervention strategies
developed and implemented for this group. Such strategies would
need to be accompanied by assertive outreach and proactive
health care in all parts of the service system to ensure that
people living with severe mental illness receive attention to their
physical health needs.’

The study also found that the number of deaths in people with a
mental illness, due to main physical causes, far exceeds the number
of hospital admissions for related conditions. This suggests that
conditions such as heart disease are not being picked up or treated
until it is too late, and raises serious questions about the adequacy
of the level of care received by this group. Cancer is another example:
whilst incidence rates appear to be no different for people with
mental illness and the general population, people with mental
illness are 30.0% more likely to die from a cancer diagnosis
(later detection means poorer prognosis.’)6

VICSERV is committed to providing leadership and information
that will assist in improving the health of people with mental
Illness. To this end, permission has been sought from the
NSW Cancer Council to reprint the summary pages of Smoke
and Mirrors: a review of the literature on smoking and mental
illness, (refer to the following article.)

Morbidity experience
‘Living with a mental illness already carries significant morbidities.
However, these are often amplified through the co-existence of
morbidities associated with physical health issues. Detection of
chronic conditions and early intervention (not to mention prevention)
remain problematic for people with mental illness who generally
receive far too little attention from health service providers for
their physical health needs.’7
Health behaviours
‘There is ample evidence in the literature that living with severe
mental illness8 is associated with a range of health behaviours
that carry high health risks. These include smoking, alcohol and other
drug use, obesity and poor diet, underactivity and lack of
exercise: all contributing factors to the morbidity experience and
mortality rate.
As noted in the WA linkage study, smoking – a major risk factor
for cardiovascular and respiratory conditions and lung cancer – is
a common activity of people living with severe mental illness. The
research by the Low Prevalence Study Group found that 73.2%
of male patients with psychotic disorders and 56.3% of female
patients were current smokers. Moreover, of those who smoke,
over one quarter (27.6%) reported a daily consumption of 30
or more cigarettes.’ 9 10
What is good practice?
‘There is an urgent need to bring together mental heath care
and physical health care into an integrated and multidisciplinary
approach for people living with severe mental illness. This will not
only make their experience of health care better; it will reduce

While this document does not directly relate to the rights
theme of this edition, it does provide a useful reference point
to Dr Paul O’Neal’s Opinion Piece Rights, Responsibilities and
Social Control, (see page 39 – 44 of this edition of newparadigm),
which I expect will stimulate some vigorous debate in relation
to the balance between individual rights and the responsibilities
of policy makers and service providers.
FIND OUT MORE. To read VICSERV’s Pathways to
Social Inclusion Proposition Papers, go to www.vicserv.org.au.
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Smoke and
mirrors
Mark Ragg, MBBS BA is adjunct senior lecturer in the School of Public Health at the University of Sydney, a
member of the NSW Mental Health Review Tribunal and principal of the health and media consultancy RaggAhmed
Dr Tanya Ahmed, MBBS Grad Dip Hlth Serv Man MPH&TM is registrar in psychiatry at the Royal Prince
Alfred Hospital in Sydney, and principal of the health and media consultancy RaggAhmed

Note: This article is taken from Smoke and Mirrors: a review of the literature
on smoking and mental illness, published by the Cancer Council, NSW 2009.

People with some forms, but not all forms, of mental illness
are more likely to smoke than the general population. However,
the majority of people with mental illness do not smoke. It
appears that the prevalence of smoking varies between groups
with different mental illnesses. Smoking is more common
among people with schizophrenia and substance abuse disorders
than among people with major depression. It is less common
still among people with some form of anxiety disorder. It may
be below population levels in people with other forms of
anxiety disorder.
It also appears that smoking is more common among people
with severe mental illness than with less severe mental illness.
It is not clear whether or not the prevalence of smoking in people
with mental illness is falling in line with that of the general population.
Commonly quoted statistics – that 80 per cent to 90 per cent
of all people with schizophrenia smoke and that 44 per cent
of all cigarettes are smoked by people with mental illness – are
exaggerations brought about by misreadings of the literature.
Many of the common beliefs of smoking and mental illness –
that smoking is the norm, that people with mental illness smoke

to self-medicate, that people with a history of depression ﬁnd
it harder to quit smoking – are not supported by evidence.
The factors underlying smoking for people with mental illness
are the same as the factors underlying smoking in people without
mental illness – a complex interaction between socioeconomic
status, education level, parental modelling, peer inﬂuences,
genetics, personality traits, opportunity, cost and other factors.
More people with mental illness are affected by these factors
than are people without mental illness.
As well, people with mental illness may have other contributory
factors – a culture which is either neutral about or actively
encourages smoking, and in some cases a disability, which
impairs their willingness and ability to seek help.
There is a general belief that an important neurobiological
factor drives the high prevalence of smoking in people with
mental illness. Nicotine receptors, monoamine oxidase and
genetics have all been investigated thoroughly. But if that single
independent factor exists, it has not yet been isolated. There
is, as yet, no correlation between laboratory research on this
topic and clinical evidence.
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by Mark Ragg and Dr Tanya Ahmed

Five main models have been proposed to account for the
extra burden of smoking among people with mental illness –
that people with mental illness self-medicate, that there are
common factors (genetic, social, environmental) that lead to
both mental illness and smoking, and that mental illness causes
smoking, that smoking causes mental illness, or that the
relationship is bidirectional.
The self-medication model is not supported by evidence. There is
evidence to support the others, although none of it is unequivocal.
But these models must be considered as additional to, rather
than replacing, the factors affecting smoking prevalence
mentioned above.
Smoking causes, rather than relieves, stress. The stress relief
people feel on smoking is the stress relief that comes from easing
withdrawal symptoms. Prospective studies show that people
who take up smoking report increased levels of anxiety, stress
and depression. Many people who quit ﬁnd their mood improves.
Until a decade ago, there was little research, which examined
questions such as: Do people with mental illness want to quit,
and can they? The research is still sparse, but the majority of
it is pointing in the same direction.
There is strong evidence that the majority of people with mental
illness, when asked, want to give up smoking. There is evidence
that people with mental illness can give up smoking. The idea
that people with depression ﬁnd it hard to give up smoking is
not supported by evidence. For people with other mental
illnesses, the evidence is sparse.
There is also evidence that people with substance abuse
disorders want to give up smoking, can give up smoking and
that quitting smoking beneﬁts other substance abuse problems.
There appears to be a synergism between substance abuse
disorders and smoking – giving up one substance aids in giving
up other substances.
The risks of smoking to people with mental illness far outweigh
any possible beneﬁts, should there be any.
The beneﬁts of quitting for people with mental illness far
outweigh the risks of quitting, should there be any.
There is still little research, which looks beyond biological
factors to consider social and cultural aspects of why people
may smoke and why they don’t quit.
The research that does exist suggests that the main
barriers to quitting are:
• lack of care by mental heath staff – most mental health
staff do not ask people with mental illness about cigarettes,
nor do they provide any help with quitting

• promotion of smoking in some institutions – some people
with mental illness take up smoking when admitted to hospital
• use of smoking as a behavioural tool by mental health staff
– this is common in locked wards
• lack of support for people with mental illness – there
are few dedicated programs for people with mental illness
to help them quit
• lack of leadership by most health departments, health
area services and professional organisations in working
to protect the health of people with mental illness
• dehumanisation of people with mental illness – they
are said to have nothing better to do
• false beliefs about the causes of smoking for people with
mental illness – the self-medication hypothesis, in particular,
encourages mental health staff and other carers to opt out
of efforts to control smoking
• the assumption – made by most people with mental illness
and health professionals – that agitation and negative mood
after cessation of smoking are symptoms of mental illness,
rather than possibly being symptoms of withdrawal
• the severity of illness of some people with mental illness –
a small proportion of people with mental illness are unable
to formulate or carry out plans.
We believe that:
• every person with mental illness should be asked
whether they smoke or not
• every person with mental illness should be advised
of the risks of smoking and the benefits of quitting
• every person with mental illness should be offered
to help quit smoking
• no person with mental illness should ever be
encouraged to smoke.
We can ﬁnd no evidence to support the notion that any
person with mental illness should not be encouraged to
quit smoking, or should be advised not to quit.
FIND OUT MORE. To view the full document Smoke
and Mirrors, log onto this website: www.cancercouncil.com.
au/tacklingtobacco.

GRADUATE
SEMINAR
SERIES
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The Graduate
Seminar Series
Lennart Reifels, National Training 
Manager at NEAMI and PHD candidate 
at the School of Population Health 
at the University of Melbourne

Sue Durham,
Training Manager, VICSERV

In June this year, a graduate seminar series forum
was held at the VICSERV offices in Elsternwick,
coordinated by the VICSERV Training Team in
collaboration with The University of Melbourne
Mental Health Practice Research Unit.
The focus of the morning was on Workforce Challenges in
Mental Health: A Victorian PDRS Sector study and Lennart
Reifels – National Training Manager at NEAMI and PHD
candidate at the School of Population Health at the University
of Melbourne presented a progress report on a research
program, which examines mental health workforce
challenges in the PDRS sector in Victoria.

There was considerable discussion in response
to these questions. Some of the thoughts captured
are outlined below:

Key questions raised throughout the morning were:

• Work roles need to be articulated and the skill sets required
to complete work tasks need to be identified.

• What would the ‘ideal’ PDRSS workforce look like?
What does the future hold?
• What skills/qualifications would be necessary
to equip workers for their roles?
• What learning development opportunities are
required to support the workforce?

Overview
• There is a wide breadth of skills required within
the diverse roles within the sector.

• There needs to be a broad level understanding of roles,
service types and workforce skills and qualifications.
• Collaboration – Do funding models and the alliances with
clinical mental health services allow for good working practices
to support staff or do they create extra tension for workers?
• There’s perhaps a need for a professional body that
oversees/resources the sector to ensure a consistent
level of professionalism.

• Is there recognition of skills and experience within the
sector that is matched by adequate salary incentives?
Staff recruitment and retention

• There is a need to ensure professional development
opportunities are available to different professional groups
to meet their individual needs.

• Full time client contact may not be sustainable. Perhaps
a four-day working week or one day client free should
be considered.

• There are a number of part-time workers within the sector.
How do we train these staff and ensure they have access
to professional development opportunities?

• A career structure needs to be available to stimulate
staff retention.

• There is a need to recognise advanced level skills and
support workers to develop these skills.

• There may be differences within generational key values/
expectations of staff that create differences in expectations
of consumer progress, definitions of outcome and the
capacity to sit with the sometimes long-term nature of
‘recovery’ work.

• How specialised do you want your workers and how can
this specialisation be spread throughout the organisation,
e.g. mentoring? (Perhaps mentoring across agencies – i.e.
offering internships/rotations could support this.)

• External supervision may support the various needs
to different professional groups.
• Perhaps the sector should work towards identifying
and articulating ‘cohesion’ in terms of a model of service
to attract workers.
• Open/career days across services could be utilised
to recruit staff.
• There may be difficulty recruiting into particular service
model types.
• Particular personal attributes e.g. resilience and
adaptability have been identified as predictors of
staff remaining within the sector.

• Post Graduate study and development opportunities
should be supported, e.g. through scholarships.
VICSERV wishes to thank Fiona Mc Dermott from the University of
Melbourne, Lennart Reifels for his presentation and all participants
for their input and thoughts. It was certainly a stimulating and
thought provoking morning.
The next Graduate Seminar will be:
Creative Interventions: Journaling for women with
depression – “creativity and the arts in mental health
recovery” – research report.
To be held on:
Monday 24th August from 9:30am – 12:00pm
at The University of Melbourne

Learning and development
• If consumers and carers continue to be a growing percentage
of the workforce, how do we create continuing training
opportunities to meet the needs of these groups?

FIND OUT MORE. Please check the VICSERV website
for further details about the Seminars at www.vicserv.org.au

your
say…
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A word from some of
our members on rights

Reflection statement: One of the mechanisms
we have in place for ensuring that people who
use our services are aware of their rights is…
‘We have consumer feedback
surveys, which ask them to rate
their knowledge and understanding,
and the organisation’s behaviours
regarding their rights.’ Paul
Napper – CEO, Pathways.

‘We actively support the participant
advisory committee to review,
comment and participate in the
whole of the organisation.’
Claire Vissenga – CEO, Aspire,
a pathway to mental health Inc.

‘We introduce clients to their
Client Liaison who spends time
with clients to help them understand
their rights and how they exercise
them.’ Carmel Morgan –
CEO, Norwood

‘The “Rights” discussion is part of our practice with
clients and is reflected in our case notes and advocacy.’
Edith Theodore – Program Manager, EACH

‘We give everyone a Participant’s Handbook, which
covers this.’ Dave Glazebrook – CEO, Impact

‘On a monthly basis, we welcome the Victorian Mental Illness
Awareness Council (VMIAC) to engage with participants of our
service. This provides an opportunity for an open forum where
participants can provide feedback about their experience of
service delivery through MMCMHS. Staff then consult with VMIAC
and take on board their suggestions for service improvement.’
Cath Murphy – Manager, Murray Mallee Community
Mental Health Service, Mallee Family Care
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Letter to
the Editor

Dear Editor,
Is there a clash between the rights of a person with a mental
illness to respect, dignity and choice, and the rights of workers
to a safe and healthy workplace? It appears from anecdotal
information that occupational health and safety (OHS) is
sometimes used by workers as a rationale for restricting
consumer activities and independence.

Most claims in the mental health sector are due to workrelated stress and musculoskeletal disorders. Reducing these
injuries will improve both recruitment and retention of the
workforce, and the quality of the service delivered. It is in
everyone’s interests to improve service outcomes; OHS
should be seen as a central tool to achieve this goal.

OHS is not a barrier to good work practices – rather,
supporting the worker effectively ensures that they can
continue to provide the best service to the consumer
and maintain a constructive relationship.

WorkSafe Victoria welcomes an opportunity to explore
some of these issues further with the PDRSS sector, and
help develop an improved understanding and knowledge
of OHS to support good practice.

An example of this tension is the management of visits to a
consumer’s home. Before any visit occurs, a comprehensive
risk assessment and implementation of controls should occur
to ensure the worker’s health and safety. Balancing these
requirements against the consumer’s privacy and lifestyle
choices, as well as management of their mental health,
involves discussion and negotiation.

Yours Sincerely,
Cheryl Thomas
Project Officer,
Community Services, Programs and Projects
WorkSafe Victoria

Expression
session
‘Ned Kelly2’ by Julie Grimshaw

Damage Control
My siblings and I
were given into the world
unprotected and damaged.
I always wanted
to warn those around me
to beware of damaged people;
to beware of me.
Hard as I try to plough the torrid waters
and steer a safe course
often my boat crashes upon rocks,
the wreckage floating onto
someone else’s once uncluttered shore.
I wonder if anyone is able to live
doing as little damage as possible.
Yet in spite of my tremulous misgivings
and fears of harmfulness to others
my instincts have driven me
to seek the company of strangers;
to reach out further
than I ever wanted,
to cling tightly to the friends
I desperately need.
If nothing else, I am a survivor.
After all these years
I cannot deny this truth.
I am a survivor!
By Sandy Jeffs
(taken from Sandy’s book of poetry Blood Relations).

Sculptures from Arts Access participants
Photographer: Catherine Acin
‘Dream On’ by Mark Kemp
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Book review
Reviewed by Wendy Smith, Policy
and Research Manager, VICSERV
This is Survivor Research
Edited by Angela Sweeney, Peter Beresford, Alison Faulkner,
Mary Nettle and Diana Rose PCCS Books Ltd, UK 2009.

This is Survivor Research is an edited collection of essays
and accounts of a relatively new and major development in
health and social research. Survivor research is undertaken
by researchers who were previously and predominately
the subjects of research. Its epistemological basis – the way
knowledge is produced – comes from the lived experience
of mental illness and its treatment. The book explores the
theory and practice of survivor research, provides practical
examples and offers guidance for people wishing to carry
out such research.
Section one and two contain an introduction and background
to survivor research. A contrast is made with traditional positivist
research including a critique of what is considered the gold
standard in psychiatric research: the radomised controlled trial
(RTC) which emphasises neutrality and controls for bias. Survivor
researchers argue that all research includes the subjectivity of
the researcher. Sharing similar experiences as the research
participants, they maintain, leads to more respectful and effective
research. Traditional biomedical research is often seen as being
unhelpful in that it reinforces the views and responses of powerful
interests such as psychiatry and the pharmaceutical industry.
Survivor research highlights the difficulties service users face
and what they see to be helpful in dealing with them.
A chapter on ethics approval and ethical practice in the third
section of the book raises some interesting issues. Research
Ethics Committees (RECS) are seen to place restrictions on
survivor researchers that are based on perceptions of participants’
vulnerability and capability – restrictions that would not have
been placed on those undertaking research with people with
a physical illness. The authors of this chapter also demonstrate
that the ethical issues in survivor research are quite different from,
and much broader than, issues addressed by RECS. These
issues include questions of power and empowerment and a
commitment to change. Power differentials and academic

hierarchies can also present as problems in collaborative research.
Two survivor researchers discuss both positive and negative
experiences of collaboration and the lessons to be learnt. The
concluding chapter of this section provides a ‘rough guide’ to
doing research. This section and the list of resources it contains
is written for British researchers and but may be of some use
to those from other countries.
Section four is particularly lively. Titled, ‘The inside story’, the
four chapters cover the relationship between survivor research
and activism and the experiences of fledgling survivor researchers.
In the final chapter, the people who authored the chapters in the
book recount the paths that led them to becoming survivor
researchers. All the authors have been users of the mental health
system. Almost invariably, they were motivated to become
survivor researchers in order to change the system and the way
people are treated. Some were already in academic positions
when they became unwell and were able to bring their ‘two
identities’ together to do survivor research. One researcher had
been involved in clinical trials and found the academics involved
to be: ‘pompous, elitist and quite a strange group of people’!
This is Survivor Research will be of interest to consumers and
carers who might wish to undertake research into their own and
others’ experience of mental illness. For non-user researchers,
the book provides many lessons on how to meaningfully and
effectively collaborate with service users. Clearly, however,
Britain is streets ahead in the development and resourcing
of this form of research but we should all dare to dream.

To borrow this book from the VICSERV Resource
Centre, please contact Kristie Lennon on 03 9519 7000
or by email: resourcecentre@vicserv.org.au.
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New to the
Resource Centre

Taking Care of Yourself and Your Family
A Resource Book for Good Mental Health

Families as Partners in Mental Health Care
A Guidebook for Implementing Family Work

Written by John Ashfield, PhD, bestselling author, educator
and psychotherapist, and supported by beyondblue, this is
an easy-to-understand book containing sound information
and self-help guidelines about depression, anxiety and related
alcohol and drug problems for both people living in rural areas
as well as those living in the city. This is a valuable resource for
assisting people maintain good mental health and wellbeing.

This guidebook is written by people with an enormous
commitment to those who have psychiatric illnesses and their
families. In a down-to-earth way, it describes how professionals
can involve themselves in working with families of their carers
for better relationships and superior outcome. The aim of this
book is to inform and motivate more people and more mental
health services to adopt and implement family work as part of
basic care for those they treat and care for.

You can borrow these items from the VICSERV Resource Centre by making
contact with Kristie Lennon on 03 9519 7000 or email resourcecentre@vicserv.org.au.
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Coming up in
newparadigm

Call for contributions
‘Partnerships’ is the theme for the upcoming Spring edition
of newparadigm. Contributions from organisations and
individuals on this multi-faceted issue, in the form of Opinion
Pieces, Letters to the Editor, case studies, articles and
book reviews, are welcome.
Partnerships are formed in all shapes and sizes. They can form
between individuals, organisations, parts of the service system
and with governments. They exist on a continuum from loose
networks to collaborations where there is extensive sharing of
‘turf’ and resources. The dominant ethos seems to be ‘together
we can do better’, but it should never be underestimated, just
how much hard work partnerships are to maintain.
The State Government’s Because mental health matters:
Victorian mental health reform strategy 2009 – 2019 has eight
reform areas. Reform Area 8 is: Partnerships and accountability
– strengthening planning, governance and shared responsibility
for outcomes. References to partnerships are found throughout
the rest of the document. The document acknowledges that
there are many successful partnerships in the mental health
sector and that these will be built on to achieve the reform area’s
stated goals. Some of the goals around local area planning and
coordination will require new partnerships to cross traditional
boundaries. They may also involve existing partners working in
radically different ways. While we await details of the implementation
plan, it is timely to consider partnerships and what the concept
means to our sector.

We are interested in hearing about:
• Great partnerships that have achieved real outcomes
for mental health consumers
• Innovative models that have brought together a diverse
range of partners to meet around a common goal
• Theories and research about what works and what doesn’t
• Any other commentary on partnerships, e.g. what
partnerships mean to you as a consumer, carer, worker,
manager etc. and for your service/s.
We encourage you to contribute to these and any related issues.
Please note: the deadline for submissions for the Spring
edition on Partnerships is Wednesday 7th October 2009.
If you are interested in contributing and for our Contributor
Guidelines, please contact Kristie Lennon on 03 9519 7000
or by email: newparadigm@vicserv.org.au.

About us

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

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

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

We are committed to honoring consumer and carer
experience, embracing diversity, promoting a sense of
belonging and inclusiveness, and encouraging innovation.
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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
Please fax completed form to:
03 9519 7022

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

Subscription or Free Sample Copy

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

Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone

Annual subscription: $70.00 (Inc. GST)

Quantity

Consumers, Students: $35.00 (Inc. GST)

Quantity

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

Or
Please fax completed form to:
03 9519 7022

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

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

Join Our E-Newsletter

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

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

