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Wendy Smith,
Policy and Research Manager

On the last two days of April this year around 800 people
came to Melbourne’s iconic MCG to attend the biennial
VICSERV Conference – Unfinished Business: pathways
to social inclusion. People came from far and wide across
Australia, a New Zealand contingent from across ‘the ditch’
and presenters from Scotland, England and the United
States. On offer was an impressive range of presentations
around the theme of what needs to be done, and what is
being done, to create a truly inclusive society for people
affected by mental illness and those who care for them.
This conference had an increase on previous years in
the number of evidenced-based presentations and those
showcasing promising practice likely to build the evidence
base around the value of psychosocial and recovery
approaches to mental illness. Work currently being undertaken
on VICSERV’s behalf has produced a literature review that
documents key evidence to prove what we do improves the
lives of people affected by a mental illness and is cost effective.
This work will be profiled in upcoming editions of newparadigm.
There was a good representation at the conference from
people who use, or have used, mental health services and
their carers. This group accounted for almost a quarter of
all delegates and more than a dozen presentations. It was
obvious that the peer workforce is making significant
contributions to the development and delivery of community
managed mental health services and policy. This edition of
newparadigm contains articles from five of the presentations.
A common refrain during and after any conference is about how
hard it is to pick and choose what to see when so many good
presentations are on offer. Once upon a time, a grand tome of
conference proceedings would have been published after the
event containing all the papers that were given. These days,
presenters tend to use PowerPoint and notes. Also, formats
such as panels and workshops can’t easily be transcribed. We put

out a call to all those who had submitted an abstract or made a
presentation to write it up for publication in newparadigm. We
were rewarded with sufficient material for this edition and the
basis of two forthcoming editions on economic participation and
one on early intervention and young people. Thank you to all
these people who worked to very tight deadlines.
This post-conference edition leads off with an article written for
us by Platform NZ CEO, Marion Blake. Provocative, sincere and
imaginative, Marion writes about the complexity of ‘measuring
the business’ of NGO mental health services and whether or
not what we do is making a difference. Guy Johnson was invited
to speak at the conference about research he and a colleague
undertook into the nature and extents of mental illness amongst
the homeless population. To date we have only had estimates of
between 30 and 90 per cent. Guy tells us what the true figure is
and how he found out. There are other articles by academics
with an interest in mental illness that make interesting reading.
As mentioned above the consumer/carer voice is strong. A
presentation that received a lot of positive feedback and discussion
at the conference and since, is written by Gerard Reed on behalf
of Doutta Galla Community Health Service, on responding to the
physical health needs of people affected by a mental illness. We
are delighted to present it here for a wider audience.
Please enjoy this edition, especially those who weren’t able to make
it to the conference. With a federal and Victorian election due later
this year, a major national health reform and further mental health
reforms to follow in 2011, the landscape in which the 2012
VICSERV conference will be set is likely to be considerably changed.
Kind Regards,

Wendy Smith
Policy and Research Manager

WHAT IS THE
UNFINISHED
BUSINESS?
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Measuring
the business
Marion Blake,
CEO, Platform Charitable Trust, New Zealand

I think we need to use the words that people who
experience mental illness and addiction use to describe their
world. Words like poverty, unemployment, homelessness,
poor physical health, loneliness, disconnection, isolation, lack
of respect and stigma. The catch all phrase ‘social inclusion’
feels to me like fudging the huge agenda of social change that
both our countries need to address.
In New Zealand, we often begin our gatherings,
presentations or meetings with an acknowledgement
of the ancestors or a reflection or wisdom. So, in that spirit,
I would like to acknowledge the ancestors of the mental
health and addictions world. For centuries, these people
continue to take acts of courageous leadership, defiance,
support, creativity and curiosity, and these actions have
improved things for others.
I want to also acknowledge the women, men and children
who have lost their lives within the mental health systems
of the world. And, for those of us who live in democratic
and rich countries, I think it is important to remember that
there are still countries in the world that routinely cage,
torture and humiliate people who are mentally ill.
When I arrive somewhere, I like to unpack my luggage...

So, I would like to begin by unpacking a bit of my own
baggage. Firstly, I will probably use the expression mental
health and addiction in one draw of breath as that is the way
services are configured in New Zealand. That does not imply
that they are, in every day practice, joined up, but it does
indicate the significant amount of overlap. The demarcation
zone patrolled vigorously by some clinicians is, I believe,
indefensible. To deny people mental health services because
they are still drinking or using drugs or failing to address
addiction issues in a mental health setting is unacceptable.
Another thing – the title of VICSERV’s conference is Unfinished
Business: pathways to social inclusion. I think that social inclusion
and its soul mate, social exclusion, are weasel words – that is,
words that are evasive, ambiguous or misleading. The mental
health and addiction world is often accused of double speak or
speaking in what one of my colleagues calls ‘alphabet’ language.
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Our challenge now is to remember our roots as social
activists and not be intimated by our dependency upon
government funding to compromise our autonomy and
role as change agents. Contract deliverables have put us at
risk of compliance becoming our mantra and outcomes our
activity, rather than measurements that are critical to growth,
substance and understanding what is going on around us
and how our actions are affecting others.
Social inclusion language was imported to New Zealand from
the UK where it was known as social exclusion, until that was
felt to be pejorative. I think we need to use the words that
people who experience mental illness and addiction use to
describe their world. Words like poverty, unemployment,
homelessness, poor physical health, loneliness, disconnection,
isolation, lack of respect and stigma. The catch all phrase ‘social
inclusion’ feels to me like fudging the huge agenda of social
change that both our countries need to address.
One last unpack is to acknowledge how far we have come,
in what is a relatively short time. In 1854, the first asylum was
built in New Zealand. Prior to that, patients were housed in
a gaol where it was said ‘that their recovery was highly
problematical, and their death almost certain’1.
We now have no institutions; instead, we have a
comprehensive range of mental health and addiction
services throughout the country that provide:
• Employment opportunities
• Home-based support
• Residential rehabilitation
• Housing
• Youth support
• Peer support

• Education
• Disability support
• Community development
• Family/whanau support
• Day activities
• Recreation
• Telephone support
• Prison drug rehabilitation
• Packages of care
• Women’s services
• Needle exchange programs
• Counselling
• Creative activities
The New Zealand context
• New Zealand population – 4,364,925, (Sydney 4,504469)  
• The government spends about $1.1 billion on mental health
and addictions and about a third of that is spent purchasing
services from NGOs, which are mainly community,
non-profit agencies
• The Ministry of Health, Ministry of Social Development and,
to a lesser extent, Department of Corrections, are the main
government funders

• Twenty-one District Health Boards undertake local purchasing
• There are around 300 NGOs contracted.
However, New Zealand’s health services are beginning to
look quite different as our country faces up to the impact of
a new political regime and the current economic environment.
Following nine years of a Labour Government, a National
Government was elected in 2008. The Government has
supply and confidence arrangements with both the Maori
Party and the Act Party. One of the early actions of the new
Government was to undertake a review of the public health
and disability system. This resulted in the system struggling to
financially sustain itself and the public having huge expectations
of the system.
The National Party Health Policy is characterised by shifting
care closer to home, and the creation of Integrated Family
Health Centres (enhanced GP-lead primary health care). It
has a stronger focus on safety, quality, value for money, shifting
resources from bureaucracy to the frontline and reducing
waste. In fact, it has a health environment that pays attention
to doctors and nurses with a strong clinical leadership.
To this cocktail mix, add a worldwide recession and a country
with a level of household debt that is only surpassed by
Iceland. New Zealand is borrowing $240 million per week
to sustain our public services as we try to trade our way out
of the recession. The budget this month indicates that funding
in health may (if we are lucky) remain the same rather than
reduce. This will, however, put huge pressures on managing
the costs, current overspend and debt of the public health
providers and will inevitably have consequences for the
community services they purchase.
Overall, it is an interesting and complex environment,
especially to engage a social agenda of mental health and
addictions. But, why let a good crisis go to waste? The
response of community organisations has been to become
increasingly vocal about a successful track record over a
long period of time of responding to changing demands,
our ability to run efficient social business and to provide
innovative service solutions.

The mental health and addiction community organisations
want to position ourselves as the ‘value-for-mental-healthmoney’ option for the government and we believe we are
the frontline of service delivery. On behalf of our members,
Platform has recently published Frontline – The community
mental health and addiction sector at work in New Zealand2.
This provides a contemporary overview of the activity of
twenty-first century community organisations that provide
mental health and addiction services.
We still may not know what causes mental illness or addiction,
but it is evident that a person’s experience of the debilitating
effects can be significantly influenced by a range of social
impacts. This increases the urgency for community
organisations to be able to quantify and measure the
contribution of services, supports, activities, interventions and
opportunities they provide to the mental health system.
The work of the sector is not well understood. Myths about
‘do gooders’ and charities run by enthusiastic volunteers, still
abound and that certainly does not represent New Zealand’s
mental health and addiction NGO sector. It is a multi-million
dollar industry, employing thousands of people running some
of Australasia’s most efficient and innovative social businesses.
Why do we find it so hard to update the public
and political perception of the critical work we do?
I believe there are a number of reasons why our
measurement of community activity has been difficult.
Not least of these is the complexity. There are many
things happening at the same time and most traditional
measurements are singular and linear. An example is the
difference between two simple fields:
• Measuring the performance of the organisation:
are we doing what we said we would?
• Measuring the impact we have on the individuals we
support: are we making the right difference in people’s lives?
In relation to the measurement of organisational performance,
many of the contracted mental health and addiction
community providers have adapted to the proliferation of
market and business models, within the health sector. They
have learned to play the game that supports this bizarre
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market economy where the traded commodity is the lives
of vulnerable people.
The community sector has been actively encouraged in New
Zealand to use business models and a governance structure
uplifted from the boardrooms of industry. This might work
well, if you are managing a product or a business where you
have a market or customers that have choice. Corporate
governance models can work well in some of the larger
agencies, but it is a bit of a stretch for smaller agencies.
In saying that, I am not dismissing the critical need for good
governance, stewardship and accountability of community
agencies and their leadership. Our role in our communities
is a serious one.
There are a range of organisational performance models that
have been modified to meet the needs of the non-profit
sector. An example of this is the impact of the work of Kaplan
and Norton, in The Balanced Scorecard, (1996)3. This was an
early example that appealed to many in the community sector,
as it linked organisational measurement to the purpose or the
‘what for’ of an organisation. It also promoted the use of a
balanced range of performance measures. The original four
measures: financial, customer, internal process, innovation and
learning, now make up six, with community/environment and
employee satisfaction having been added. The model has also
been adapted for the non-profit sector, is in active use in the
US and encouraged by many business advisors who consult
into the community sector in New Zealand.
It is also important to note the unique influence in New
Zealand of some individuals, such as Professor Mike Pratt,
and his work on Peak Performing organisations,4 and the
University of Waikato, who make a contribution to the Mental
Health and Addiction Executive Leadership and Management
Program, lead by another NGO, Blueprint for Learning5.
The approach to this varies immensely based on what you
set out to do. An example of this is in the area of supported
employment and the success of Individual Placement and
Support (IPS). The model of activity is described and the
evidence now shows that IPS helps more people find jobs,
increase their income and improve the quality of their lives.
According to England’s Sainsbury Centre6 for Mental Health,
there is increasing evidence to suggest that it can lead to
long-term expenditure savings, as those who find work make

reduced use of mental health services. What a great story
of measuring the business. It makes a compelling case for
the good use of the government’s scarce investment from
the point of view of all of society.
Measuring the outputs has been part of the contractual
landscape for many years now and this has been accompanied
by growing cynicism in the community sector about its
usefulness. These measures are usually compliance driven,
retrospective and often just plain silly. The classic measure
for residential provision is ‘how many bed nights’? What
value does this sort of reporting add to our understanding
of effectiveness, or what we have done to make someone’s
life any better?
The New Zealand Ministry of Health has undertaken an
ambitious plan for mental heath information gathering, called
PRIMHD – the Program for the Integration of Mental Health
Data7. The program started with the 21 District Health Boards
reporting data and this is now progressing to other service
providers. The information is collected by a person’s National
Health Index number: a unique number for every person in
New Zealand. Community mental health and addiction
providers will report when the service to the person started
and when it stopped, and against activity codes. The program
promised much and it still is very early days for the reporting
of community sector activity, but there will need to be some
practical sector-lead innovation if the sector is going to be able
to benefit from PRIMHD or other information developments
in the short term.
The possibility of imposed, ponderous and cumbersome ‘one
size fits all’, sector measures for a diverse community sector,
has been the impetus for the creative Kiwi DNA to kick in and
to be fair, we have called upon some Australians to help us.
The measurement of programs using program logic models
has been my own personal breakthrough and whilst it sounds
very intellectual it absolutely talks to the complexity of the
issues we are grappling with.  
Program logic shows a series of expected consequences,
not just a sequence of events. Figure 01 shows the rationale
behind a program/project or strategy – what is understood
to be the cause-and-effect relationship between activities,
outputs, intermediate outcomes and ultimate outcomes.

Figure 01: Program Action – Logic Model
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When program logic meets the Australian evaluator, Dr
Jess Dart8, we start to get some traction. Jess has played with
measuring and evaluating complex systems for a long time and
has evolved sound systems that validate the ‘more real’ activity
we perform.
The Mental Health Commission’s publication Te Haererenga
mo te Whakaoranga 1996–2006 – The Journey of Recovery
for the New Zealand Mental Health Sector9, said that ‘creating
a new support work occupational grouping had been a great
workforce achievement and has been a specific New
Zealand innovation.’
In 2007, Platform, in partnership with our colleagues at Te
Pou10, set out on our own journey to validate and describe
the value and the role of community support workers and the
contribution they make to recovery outcomes in the mental

health system of our country. We used a combination of
methods to explore this complex question; programme logic,
stories of significant change, open space technology and some
we made up. We produced a Performance Story Report that
described what we did and our results. It contains a results
chart that maps and acknowledges the work of multiple
stakeholders and organisations whose work has been both
foundational and influential in the process of contributing to
the recovery outcomes approach for our country. This
includes policy documents and other areas such as the Like
Minds Like Mine11, the public awareness anti-stigma campaign,
the development of national training for community support
workers and the increased use of peer support.
The point of this is that achieving goals in one area
is, inevitably, linked to activity in other areas, but our
achievement is interdependent.
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In New Zealand, a number of the larger mental health
and addiction providers are using a variety of methods
of evaluation. For example, Richmond New Zealand13  
is currently using intervention logic to evaluate their work
and this has meant training over 200 people. Pathways14
have developed software that is designed to use multiple
source information to support decision making. WALSH
Trust15 is leading some thinking based on Ken Wilbur’s four
quadrants, to think how funding might be allocated to post
institutional services. Equip16 has a long history of using
outcome measures to inform the shape of services and
this just a small sample.
We need to constantly think creatively about how we
tackle the complexity of measuring the business. Sometimes
we need to stand back and look at the whole system to see
how things work. We need to experiment at the edges and
not take our default around measuring success just in the use
of numbers and body counts. It is also timely to begin thinking
beyond services and organisations and the contract paradigm
that has siloed the services set up to serve the public. The
experiences, issues and views about the health contracting
environment in New Zealand, as experienced by community

organisations, were described last year in a report published
by Platform, NgOIT 2008 NGO-DHB Contracting
Environment17. The most significant recurring issue in the
report is the fundamental need for mutually respectful
relationships between the funders and the community
organisations and a desire to solve the problems, not just
legally manage the contract.
It seems that the key to the social change agenda needs to be
to find ways to connect our communities, not just the people
who have achieved a support entitlement via their ‘DSM IV’
diagnosis. Charles Leadbeater a leading UK innovative thinker
argued in the Guardian18 last year that supportive relationships
are the key to tackling social ills. He wrote:
‘The key will be to redesign services to enable more mutual
self-help, so that people can create and sustain their own
solutions. The best way to do more with less is to enable people
to do more for themselves... Enabling people to come together
to find their own, local solutions should become one of the main
goals of public services. Services do a better job when they leave
behind stronger, supportive relationships for people to draw on
and so, not need a service.’

We need to constantly to think creatively about how
we tackle the complexity of measuring the business.
Sometimes we need to stand back and look at the whole
system to see how things work. We need to experiment
at the edges and not take our default around measuring
success just in the use of numbers and body counts.
It is also timely to begin thinking beyond services and
organisations and the contract paradigm that has siloed
the services set up to serve the public.

It was encouraging to read a ‘think’ piece from Sustainable
Future, a New Zealand think tank, called The Information
Age is Dead. Long Live the Imagination Age. It quotes
Malcom Gladwell who wrote Blink, The Tipping Point
and, more recently, Outliers. Gladwell said:
‘We have come to confuse information with understanding…’
The piece goes on to say:
‘Accumulating vast stores of information is not enough, it needs
to be used to gain meaningful and sustainable ways of living,
working and playing.’
I like this because it calls on the connection between
information, its use and wisdom. In the meantime, while
we wait for the Imagination Age to kick in, there is an
imperative for more capacity and information literacy in
the community sector to support organisations to collect the
range of information that will enable them to understand and
analyse the impacts, benefits and changes of their activity.
Perhaps we need to experiment with what networked
organisations could look like. For example, is there a capacity
for agencies to collaborate with some of the common
functions of information collection, outcome measures,
evaluation pilots and data reporting to funders through some
sort of hub arrangement? Let’s not just gather information;
let’s share it and use it and train people to use the information
they already have. What is it that stops us implementing our
ideas? What stops the government being interested in the
radical change that is needed? We know that what is
happening now is not sustainable, doesn’t work, and in
some cases hinders progress. What are the things that impede
the connections of community that are obviously critical to
address the ‘exclusion’ of many of our citizens, including
many who have experience of mental illness and addictions?
Imagine if we were able to use the skill that much of the
mental health and addictions workforce has developed
in the art of building relationships, to join up some of the
disconnections that not only people with mental illness
and addictions often experience, but also many people
in our communities. Perhaps we are the secret ingredient
for social change.

Imagine looking at the industry of mental illness as being as
toxic as the tobacco or alcohol industry, where people get
rich from the misery of others? Is the community sector
complicit with perpetuation of the status quo? Are we giving
away our vision and passion to the contract culture? What
are we failing to name?
Our challenge now is to remember our roots as social
activists and not be intimated by our dependency upon
government funding to compromise our autonomy and
role as change agents. Contract deliverables have put us at
risk of compliance becoming our mantra and outcomes our
activity, rather than measurements that are critical to growth,
substance and understanding what is going on around us and
how our actions are affecting others.
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Reconceptualising the
relationship between mental
illness and homelessness
Guy Johnson,
Research Fellow, Australian Housing and Urban Research Institute, RMIT University

Clearly many of the apparently ‘crazy’ behavioural
patterns observed in the homeless population that lead
to the conclusion the most homeless people have mental
health problems are, in fact, survival strategies. These
strategies make sense in the economically and socially
depleted context of homelessness. They should not be
taken as signs of mental illness.
No account of homelessness is complete without some
systematic attention to mental illness. While there is
abundant evidence that the prevalence of mental illness
is much higher among the homeless than in the general
community there is no clear agreement about the nature
and extent of the relationship.
Some studies, typically those from a clinical perspective,
report the prevalence of mental illness to be in the range
of 70–80 per cent (Herrman, McGorry, Bennett, van Reil
and Singh 1989; Reilly, Herrman, Clarke, Neil and McNamara
1994; Hodder, Teesson and Buhrich 1998). In contrast,
studies from a sociological perspective report much lower
rates, often around 20–30 per cent (Snow and Anderson
1993; Australian Institute of Health and Welfare 2007;
Flatau 2007; Johnson, Gronda and Coutts 2008).

Clinical studies report higher rates for three reasons. First, they
often use a broad definition of mental illness that has ‘been
standardised on more domiciled populations’, (Snow, Baker,
Anderson and Martin 1986). Asking a person if they have felt
‘down’, ‘depressed’ or ‘anxious’ in the last four weeks
(Hodder et al. 1998, p.p. 99–100), could not, in any
meaningful way, be taken as an indication of mental illness.
Most homeless people would answer ‘yes’, not because of
mental health problems, but because of the material
conditions of their existence.
One of the most widely cited studies Down and Out in Sydney
(Hodder et al. 1998), reported that 75 per cent of the
homeless had mental health problems. But they, like other
clinical researchers, included alcohol and drug problems in
their definition of mental illness. Problematic drinking is defined
as ‘12 or more drinks in any one year’ (Teesson, Hodder and

Guy Johnson at the VICSERV Conference
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Buhrich 2003:467). This reminds us that the prevalence
of any phenomenon is strongly conditioned by the way the
phenomenon is defined.
Second, clinical studies often target a narrow section of the
homeless population. Take the Down and Out study. It drew
its sample of 210 from inner city hostels, was overwhelmingly
male and had a median age of 40. This raises the question of
how representative their sample is. It is quite likely that it is a
representative sample, but only of the chronically homeless
and this is an important distinction – not everyone who
becomes homeless ends up chronically homeless.  
Further, the chronically homeless tend to have different
characteristics to the rest of the homeless population, with
much higher rates of problematic substance use and mental
health problems (Leal, Galanter, Dermatis and Westreich
1998; Phelan and Link 1999; van Doorn 2005). Perhaps a
better example illustrates the point about the impact of
different sampling strategies. One study in the US found that
96.6 per cent of the homeless had mental health issues (Lipton
et al, 1988). Given they recruited respondents from the
Bellevue Psychiatric Emergency Room, this is hardly surprising.
Finally, clinical research relies on once-off surveys, which are
often far removed from the social context that shapes the
day-to-day lives of homeless people. For example, clinical
researchers define a person with an anti-social personality
disorder as someone who:

there is ‘little or no planning’ and there is always a ‘last minute
immediacy or urgency about their needs’, (Bedford Street
Outreach Service 1997:5). Snow and Anderson (1993:170)
characterise this day-to-day, moment-by-moment existence
as a ‘present orientation’, which is an adaptive practise arising
in response to the contingencies of homelessness.  
Clearly many of the apparently ‘crazy’ behavioural patterns
observed in the homeless population that lead people to
the conclusion the most homeless people have mental
health problems are, in fact, survival strategies. These
strategies make sense in the economically and socially
depleted context of homelessness. They should not be
taken as signs of mental illness.
This is not simply an academic issue, as the high rates reported
in clinical studies often find their way into the public domain
and reinforce existing prejudicial stereotypes of the homeless.
For instance, in late December 2004, The Age newspaper in
Melbourne, arguably the cities most respected broadsheet,
headlined a story with ‘80% of homeless have mental
disorder’. This story then became the basis for subsequent
articles in The Age and other media outlets. The original article
was unquestioned and each subsequent quoting of it
contributed to a distorted perception of homeless people.

b) a lack of fixed address for a month or more1.’

Public attitudes, not surprisingly, paint a similar picture.
A recent survey of public attitudes towards the homeless
in Melbourne found that 81 per cent identified mental
illness as a primary cause of homelessness. Furthermore,
advocates and policy makers often rely on these studies
without necessarily understanding their limitations. For
example, the Australian Government’s Fourth National
Mental Health Plan: An agenda for collaborative action,
states that ‘Australia data suggest that up to 75 per cent
of homeless adults have a mental illness’ (2009:17).

Interpreting these behaviours as symptomatic of mental
illness is problematic, as these behaviours are often adaptive
responses to the predicament of homelessness itself. Many
researchers who focus on the ‘lived experience’ of
homelessness have found that homeless people are often
overwhelmed by the ‘consuming character of the immediate
present’. With a focus on getting the next meal, getting money
together and finding accommodation, this generally means

Complicating matters further is that community and
government reasoning often proceeds almost automatically
from attribute to cause – it is presumed that if someone is
mentally ill then it is their mental illness which caused
homelessness. Mental illness is not just used to describe
homelessness, but also to explain it and this reflects a powerful
tendency by which certain characteristics displace the people
who possess them. However, quantifying the prevalence of

‘...fails to plan ahead, or is impulsive as indicated by one or
both of the following:
a) travelling from place to place without a pre-arranged goal for
the period of travel or a clear idea when the travel will terminate,
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mental illness among the homeless is one thing, attributing
cause is an entirely different matter altogether.
This draws attention to the issue of temporal sequence or
what is commonly understood as the debate about cause
and consequence. While researchers have observed that
mental illness can be a cause of homelessness for some
people, it can also be a consequence of homelessness for
others. Few studies, however, have attempted to unpack
and quantify the temporal relationship between mental
illness and homelessness.
In the following section I summarise findings from a recent
paper by Chris Chamberlain and I2 . In that paper we drew
on a on a sample of 4,291 homeless people to investigate
the prevalence of mental illness in the homeless population
and whether mental illness preceded or followed
homelessness. We used the cultural definition to define
homelessness (Chamberlain and Mackenzie 1992). This is a
broad definition and is the one used by the Australian Bureau
of Statistics to enumerate the homeless population at each
census. With respect to mental illness, we applied an
operational rather than a clinical definition that included:  
• those individuals who approached the agency
seeking a referral to a mental health service
• those who were currently in or had been
in a psychiatric facility, and
• those whose case notes identified
mental illness as an issue.  
Findings
The first task was to establish the overall prevalence of mental
illness in our sample of 4,291. We identified that 1,337
people, or 31 per cent of the sample, had mental health
problems. This is a significant subgroup to be sure, but a
minority nevertheless.
When we distinguished between mental health issues that
were present prior to homelessness and those that emerged
following homelessness, we found that 634 people had mental
health problems prior to becoming homeless for the first time.

Table 1: Mental illness identified or not identified before
homelessness
Number

Per cent

Mental health problems identified

634

15

Not identified

3,657

85

TOTAL

4,291

100

In the public domain, mental illness is regularly seen as the
main cause of homelessness, yet our data indicates that,
mental illness is the cause of homelessness for only 15 per
cent of the homeless population. Overstating the role of
mental illness in ‘causing’ homelessness is worrying for two
reasons. First, when attributions of cause are incorrect it
can lead to inappropriate policy and program design. If the
homeless population consists mostly of the mentally ill, it
will need different services than if the majority of the homeless
population consists of workers who have recently lost their
jobs. Second, focussing on mental illness as a causal factor
individualises and depoliticises the issue. Viewing
homelessness as a problem caused by mental illness
focuses attention on the individual and diverts it from
the structural factors that contribute to homelessness.
The next task was to determine how many people with
mental health problems developed them after they became
homeless. Table 2 shows that just over half (53 per cent) of
the 1,337 people with mental health problems developed
them after they became homeless.
Table 2: Mental illness identified before or after homelessness
Number

Per cent

Mental health problems before
homelessness

634

47

Mental health problems after
homelessness

703

53

TOTAL

1,337

100

This is hardly surprising when you think about it. When
people are homeless they confront a stressful, chaotic and
unpredictable environment. They encounter a world full
of poverty and uncertainty; a world where violence, abuse,
social rejection and degradation are common. For some
people the brutal material conditions and the devalued social
identity attached to homelessness, combined with traumatic
backgrounds and high levels of substance use, contribute to
the emergence of mental health issues. With little support
and few, if any, social networks, homeless people with
mental health problems are acutely vulnerable to
exploitation and violence and they commonly withdraw
to avoid the predatory practices of other homeless people.
Chronic isolation is a common and devastating outcome.  

subsequently allocated significant funding to achieve its
headline goal of reducing homelessness by half by 2020
(FaHCSIA 2008). One priority of the Rudd Government
is to break the cycle of long-term, episodic homelessness.
However, unless the program logic that underpins the
current configuration of homeless services changes, this
will be a difficult task.

Irrespective of temporal order, many struggle to overcome
the complex barriers that restrict access to the service system,
and as a result, many are highly transient, cycling in and out
of homeless shelters, hospitals and boarding houses over
long periods of time. We found that 80 per cent of homeless
people with mental health issues had been homeless for
one year or longer and that most people (81 per cent)
with mental health issues had experienced two or more
episodes of homelessness.  

In Australia, services for homeless people are generally
focused on providing short-term (crisis) and mediumterm (transitional) accommodation, and access to this
accommodation is contingent upon clients accepting
support delivered through a case management program.
The assumption underpinning this approach is that people’s
mental health issues must be addressed before they can be
considered for permanent accommodation. However, it is
difficult to address mental health issues when people are in
crisis or transitional accommodation if they continue to feel
insecure. Furthermore, some homeless people with mental
illness do not engage with case managers and they are
commonly excluded from services, while others cannot get
into accommodation because they try to resist the stigma of
being labelled ‘mentally ill’, and assert that they do not need
‘treatment’ or ‘support’ (NSW Ombudsman 2004).

It is widely known that when the Rudd Government came
to power it identified homelessness as a national priority and

Fortunately, there have been signs of a shift away from a
‘treatment first’ approach. This shift can be traced to a seminal

...It is demeaning, unfair and inaccurate to the majority of the
homeless population to focus too much attention on the
relationship between mental illness and homelessness. To do so
deflects attention away from the more pervasive structural causes
such as family breakdown, insufficient income and a lack of
affordable, appropriately located housing. For homeless people
directly affected by these structural factors, the cause and solution
to their problems lie outside the medical arena.
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paper written by two psychiatrists in the US who challenged
the assumptions underpinning a ‘treatment fits’ approach
(Cohen and Thompson 1992). They argued that you would
get better medical outcomes if medical interventions were
delivered in a stable, safe place. Their argument corresponded
with a long-held belief among social researchers that people
are happier when there is a sense of order, continuity and
predictability in their lives. Over the last 15 years, researchers
interested in the psychosocial benefits of housing have used
the idea of ‘ontological security’ to draw attention to the
importance of a home as a place of constancy in the social and
material environment (Dupuis and Thorns 1998), a place in
which people feel free from surveillance and free to be
themselves (Saunders 1990).
What emerged from a stronger focus on the importance of
stability and predictability was an approach that gave priority
to people’s housing needs, before addressing their mental
health issues. This is known as the ‘housing first’ approach
and it is increasingly popular in the United States (Tsemberis
1999). The housing first approach offers people permanent
accommodation and then allows them to engage with a
support worker at their own pace. In this approach, access
to housing is not conditional on people accepting support.
This is a more effective way of building long-term relationships
with clients, because support relationships are entered into
voluntarily and do not entail coercion (Gronda 2009).  
There is quantitative data to indicate that it is more effective
to provide housing to homeless people before they receive
treatment for mental health issues. Tsemberis (1999)
compared the housing retention rates of two groups
of chronically homeless people with a mental illness: 139
people went into supportive housing and 2,864 went into
a residential treatment program that uses a series of steps to
gradually move people to independent living. Tsemberis
(1999) found that the housing-retention rate was 84 per cent
for those in the supportive housing program over a three-year
period, whereas the housing-retention rate was only 59 per
cent for those who received traditional services over a shorter,
two-year period. Other studies report similar results (Culhane,
Metraux and Hadley 2002; Rosenheck, Kasprow, Frisman and
Liu-Mares 2003; Tsemberis, Gulcur and Nakae 2004; Padgett,
Gulcur and Tsemberis 2006; Padgett 2007).

The housing first/supportive housing approach has three
strengths. First, it explicitly engages with the social model of
health and wellbeing. This model is based on the argument
that health and wellbeing could not be reduced to questions
about medical intervention, but were a function of a broad
range of social, economic, cultural and environmental factors.
Putting housing firmly in the mix significantly improves the
possibility of reducing long-term episodic homelessness as well
as improving the health and wellbeing of homeless people.
Second, the housing first approach recognises that supporting
people with a mental illness to retain their housing can be time
consuming. Currently, the median length of stay for people in
supported accommodation is seven days (Australian Institute
of Health and Welfare 2008: ix). This is insufficient time for
service providers to address the complex needs of people
with mental illnesses, and support them in developing positive
relationships with friends and neighbours, which are often
essential if they are to avoid becoming homeless again
(Perese 2007; Padgett 2007).
Third, the housing first approach also recognises that it is
common for people who have schizophrenia or bipolar
disorder to need long-term support if they experience further
episodes of ill-health. ‘Breaking the cycle’ means providing
long-term support to formerly homeless people who have
mental health issues. Given the right material and emotional
support, even the most chronically homeless people can
maintain secure accommodation.
Conclusion
There is little doubt that rates of mental illness among the
homeless population are much higher than among people in
the general community and it is clear that a significant minority
of homeless individuals have mental health problems. For
those people, the importance of permanent, safe housing
linked to long-term support cannot be understated. However,
it is demeaning, unfair and inaccurate to the majority of the
homeless population to focus too much attention on the
relationship between mental illness and homelessness. To do
so deflects attention away from the more pervasive structural
causes such as family breakdown, insufficient income and a
lack of affordable, appropriately located housing. For homeless
people directly affected by these structural factors, the cause
and solution to their problems lie outside the medical arena.

...When attributions of cause are incorrect it can lead to inappropriate
policy and program design. If the homeless population consists mostly
of the mentally ill, it will need different services than if the majority of
homeless population consists of workers who have recently lost their
jobs. Second, focussing on mental illness as a causal factor individualises
and depoliticises the issue. Viewing homelessness as a problem caused
by mental illness focuses attention on the individual and diverts it from
the structural factors that contribute to homelessness.
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Across all groups, the message is clear: service users want to be in
the driver’s seat when it comes to what is provided and how it is
provided to them. They want to be treated as competent, articulate
and part of the solution. This is not particularly profound, but we have
lost our way in many areas of service delivery and policy. The mental
health consumer movement continues to remind us that they are the
experts, and must be understood in context.
If policy makers and service providers are to deliver
services that facilitate journeys of recovery, good practice
is needed. Good practice refers to ‘what works’ across
a range of areas from policy initiatives, to service delivery,
to evaluation of outcomes (Parmar and Sampson 2007).
Terms like ‘good practice’ are used frequently in health
and human services, just as terms like ‘client’ or ‘person
centred’, ‘partnership’, ‘collaboration’, ‘critical reflection’,
‘person in context’ and ‘professional relationship’. Despite
the regular application of these terms, it’s time to stop
and critically examine how these terms and associated
concepts improve and enhance recovery journeys.
This article represents findings from a PhD study on
what facilitates the creation of sustainable pathways out
of homelessness for adult women. Thirty-five women
participated in the feminist, critical social work informed
study. These women have engaged in various levels and
degrees throughout the life of the project, with a number
enacting co-researcher and collaborator roles. Interviews
with the women were semi-structured and focussed on
their experiences into, within and out of homelessness.

Fifty-four per cent of the women reported serious mental
health issues while the remainder reported high levels of
disturbance and distress as a result of the factors that led
to their experience of homelessness. In addition to the 35
women interviewed, 25 policy makers, service providers
and policy influencers contributed their views on what leads
to women’s homelessness, what constitutes good practice and
what creates unhelpful practices in service provision and policy
making. Data from interviews has informed the discussions on
what constitutes good practice in service provision.
Key principles that guided the research:
1 Women who have lived experiences of a range of
issues are the experts on their situations and are capable
of articulating what they need to achieve their aspirations.
2 Recovery is possible (Anthony, 1993; Coleman and Smith,
2003) and relevant to a range of experiences such as
mental health, substance misuse, homelessness and
domestic and family violence.
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3 T
 he activities of practitioners, researchers and policy
makers are informed by their values, beliefs and experiences.
This, in turn, creates certain positions that people occupy in
relation to issues (Taylor and White, 2000).
Good practice is person centred
‘She knew that I would never stuff up again. She believed in me.
She knew that I would do right from now on and that this would
never happen again’, (Tracy).1
Highlighted in a quote from Tracy (a service provider
participant), a key component of being person centred is
conveying a sense of hope in the person’s ability to learn
and grow from their experiences. This means seeing the
person as an active participant and agent in resolving whatever
situation they experience. Similarly, conveying belief in the
person’s capacity and ability is fundamental and often serves
as a major turning point in an individual’s journey of recovery:
‘They believed in me… that’s something I’ve seldom had in
my life. They didn’t see this mad, stressed woman, they saw
who I really was. They even knew that I was extremely capable
– even before I recognised it. They knew that I would get
through it’, (Elsie).
Good practice ‘de-centres’ practitioners
A person-centred approach positions practitioners as
facilitators and enablers who provide opportunities and
promote choices. To enact this role means to walk alongside
the person, as they are in the driver’s seat of assessments and
interventions.
This suggests that practitioners are de-centred, continually
and critically reflecting on their values, beliefs, aspirations and
expectations for the person. De-centred practitioners artfully
assess when they need to be closely involved with the person
or step back, allowing the person to test out new ideas,
decisions and behaviours.
De-centred practice requires practitioners, agencies and policy
makers to relinquish the idea that they can control the person
and the outcomes of the interventions (Bentall, 2004). This
does not imply a disinterested, dispassionate practitioner or
distanced policy responses, rather it requires involvement
and investment in the person’s recovery journey, without the
burden of enmeshed boundaries between worker and client,

(Beddoe & Maidment, 2009). De-centred practitioners are
acutely aware of the way in which their personal and
professional biographies, experiences, knowledge, skills
values and belief systems influence and inform their practice.
This constitutes critically reflective practice (Allan, 2009).
Good practice involves meaningful partnerships
Partnership is a term used frequently when referring to the
work that occurs between practitioners and clients, as well
as between different parts of service delivery systems (Adams,
2005). In this case, it refers to collaboration, reciprocity, critical
reflection on power, commitment and enactment of
non-judgemental attitudes. The quotes below reflect the
experience of Lenore who identified that staff saw her as
a person, not a number or ‘just another client’. In the quote
from the service provider, reflection on the privilege of being
invited into people’s lives is evident.
‘They treat me as a person’, (Lenore).
‘I often say to people “thank you so much for allowing me
to walk beside you today… that was a great honour.” It’s
very honouring to have been allowed in. And I think… that
combats that overwhelming sense of gratefulness I think
people experience’, (service provider).
Other person-centred principles for good practice
Other person-centred principles involve practitioners who
are deeply understanding of what it means for people to
seek help, whilst acknowledging the potential vulnerability
and shame involved when people seek assistance for issues
they find, themselves, unable to manage on their own.
Developing and maintaining contextualised understandings
of people promotes person-centred practice by considering
the impact of factors such as age, gender, culture, sexuality,
(dis)ability, social connectedness, life skills, history and
biographies, education, employment, training and
socio-economic status (Allan, 2009).  
Professional relationships are central to person-centred
practice and whilst good practice examples may appear
relatively informal or casual, they are always evidently
professional. Timely, respectful and appropriate challenges
are central to a good practice, professional relationship.

‘It felt good for me to know… my boundaries… and this feeling
that I never had before of… being able to be whoever I wanted
to be. I could just express myself however I wanted’, (Gertie).
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Across all groups, the message is clear: service users want
to be in the driver’s seat when it comes to what is provided
and how it is provided to them. They want to be treated as
competent, articulate and part of the solution. This is not
particularly profound, but we have lost our way in many areas
of service delivery and policy. The mental health consumer
movement continues to remind us that they are the experts,
and must be understood in context, (Olsen and Epstein, 2007).    
Conclusion
This article has focussed on key components of good practice.
Other areas not discussed here, but covered in the study,
include a focus on the processes of good practice such as
engagement, assessment, working with people and evaluating
the outcomes of this work. Good practice in policy making has
been examined and involves critical reflection, partnership  
(with both service users and service providers), transparency,
putting service users at the centre, facilitating rather than
obstructing, and a deep commitment to, and passion for,
improving the lived experience of the people who are the
focus of the policy.  

 Some participants chose to use their own name, arguing they were proud of their life
experiences and wanted others to know them for their stories of courage, survival and
personal growth.

1   

Allan J., (2009), Introduction, in Allan, J., Briskman, L., Peace, B., Critical social work: theories
and practices for a socially just world, (2nd ed), Allen & Unwin, Crows Nest
Anthony, W., (1993), Recovery from mental illness: the guiding vision of the mental health
service system in the 1990s, Psychosocial Rehabilitation Journal, 16 (4), p 11–23
Beddoe, L., Maidment, J., (2009), Mapping Knowledge for Social Work Practice: Critical
Intersections, Cengage Learning Australia, Melbourne
Bentall, R., (2009), Roll over Kraepelin, Mental Health Still Matters, p 16–23
Coleman, R., Smith, M., (2000), Working to Recovery: Victim to Victor II, 2nd ed.,
P&P Press, Kilbride
Olsen, A., Epstein, M., (2007), The consumer of mental health services, in Meadows, G.,
Singh, B., Grigg, M., (eds), Mental health in Australia: Collaborative Community Practice, 2nd
ed., Oxford, Melbourne, p 193–195
Parmar, A., Sampson, A., (2007), Evaluating Domestic Violence Outcomes, British Journal
of Criminology, 47, p 671–91
Taylor, C., White, S., (2000), Practising reflexivity in health and welfare: making knowledge,
Open University Press, Buckingham

Professional relationships are central to personcentred practice and whilst good practice examples
may appear relatively informal or casual, they are
always evidently professional. Timely, respectful
and appropriate challenges are central to a good
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Unresponsive mental health services were
viewed by family carers as a major risk factor
contributing to the eventual suicide of their loved
ones. Family carers reported that despite voicing
their safety concerns, relatives were not admitted
to hospitals, treatment interventions were too
brief to be effective, discharge was premature
and post-discharge support was not provided.
In 2009, the Victorian Mental Health Carers Network
undertook a project to explore the service delivery
experienced by family carers providing care to relatives
who had either attempted or completed acts of suicide.
Two focus groups were formed, one metropolitan
(consisting of six carers) and one rural (having nine carers).
The relatives who had completed an act of suicide ranged
between 15 and 27 years of age, but first attempts at
suicide tended to occur earlier in life when relatives
were aged between 11 and 24 years. This article explores

the quality of care received by consumers and family carers
in regards to suicide, and identifies recommendations for
improved mental health service delivery.
Risk factors leading to suicide
 ife events
L
Family carers reported that their relatives’ suicidality was
affected by numerous risk factors, including psychosocial
factors (such as childhood abuse, academic failure, family
breakdown, loss or change in employment, bullying, physical

disability) and to factors directly related to their mental illness
(such as stigma, ineffective symptom management, refusal to
take medication, co-morbid substance abuse and untreated
exacerbations of psychiatric symptoms).
Unresponsive mental health services
Unresponsive mental health services were viewed by
family carers as a major risk factor contributing to the eventual
suicide of their loved ones. Family carers reported that despite
voicing their safety concerns, relatives were not admitted to
hospitals, treatment interventions were too brief to be
effective, discharge was premature and post-discharge support
was not provided. Further, family carers from the rural focus
group reported a lack of rurally-based specialist mental health
services, undermining the quality of care available to at-risk
consumers in these areas.
F amily carers spoke of not knowing where to turn for
assistance for their suicidal family member, and of the need
to approach a range of agencies before help was received.
Carers mostly found the CAT (Crisis Assessment and
Treatment) teams to be unresponsive to, or dismissive of
““their needs in a crisis situation, as captured in one participant’s
satirical characterisation: ‘CAT – Can’t Attend Today team,
“Call Again Tomorrow team’. Similarly, family carers did not
generally consider the police to be an informed or safe option
at times of crisis, questioning their ability to maintain consumer
safety when confronted with threatening behaviours or
psychosis (i.e. police shooting
of mentally ill persons).
Quality of care received
Carers reported a high degree of variation in the quality of
care delivered, depending on the immediate precursor to
seeking assistance and the venue in which care took place.
Emergency Departments
In the case of psychiatric symptoms and suicidality, carers
indicated that Emergency Departments (EDs) placed greater
emphasis on diagnosis than on the provision of treatment.
Family carers reported that ED staff did not seek their input
regarding their relatives’ suicidal intent or harmful behaviours
and, if offered by carers, such input often went unheeded.
Multiple family carers indicated that this lack of listening and
consultation by EDs acted as a contributing factor to a
consumer’s subsequent suicide, with poor consultation
resulting in the incomplete/inaccurate assessment of a
consumer’s suicide risk, need for inpatient admission and
for further monitoring.
Family carers associated larger, better-resourced EDs with
enhanced quality of care. In particular, they considered the
care provided by experienced psychiatric registrars in

metropolitan hospitals of higher quality than that provided
by generalist doctors in rural hospital EDs, who were
perceived as lacking suitable expertise, resource poor and
less able to develop rapport with patients. Further, some
family carers indicated that small rural EDs had refused
them service, telling families:
• We do not treat young girls who self harm
• The family is draining the service’s resources
• We don’t do walk-ins; call an ambulance’.
Psychiatric inpatient units
Carers reported feeling excluded from all aspects of
their relatives’ treatment within psychiatric inpatient units
(although Child and Adolescent Mental Health Services
(CAMHS) tended to be the exception to this). Family carers
felt that staff did not consider it their role to engage with the
carers or offer them emotional support, with rural family
carers also citing a lack of knowledge and understanding
of mental illness among inpatient unit staff, and a resistance
towards improving their knowledge. Family carers also
demonstrated a concern around admitting consumers with
different psychiatric illnesses (for example depression and
psychosis) to the same ward regarding wellbeing and safety.
Further to this, family carers indicated that inpatient units
placed greater emphasis on discharge planning than on the
implementation of psychological and/or pharmacological
treatment plans. Some family carers equated this with a lack of
consumer-focussed care and an under-resourced service system:
‘… With all these suicide attempts he ended up in the hospital.
They were very short of beds so were doing their best to get rid
of him all the time.’
 oor discharge planning was another key issue identified,
P
with family carers indicating that consumers were regularly
discharged home either alone or without carers being informed.
Further, for rural family carers, the lack of transitional support
available for consumers following acute admissions (i.e.
step-down units) was a serious issue.
 ack of communication between services
L
A consistent lack of communication between CAT teams,
community-based mental health services, ED staff, inpatient
psychiatric services, and General Practitioners (GPs) regarding
the presentation, risk assessment, treatment and discharge
planning of consumers presenting with suicidality, was another
key concern raised by family carers. They indicated that this
lack of communication resulted in a discontinuity of care, a lack
of ongoing risk assessment and poor follow-up post discharge.

28

newparadigm Autumn 2010
Psychiatric Disability Services
of Victoria (VICSERV)

Carers’ experiences of the mental health
system in relation to suicide
by Dr Margaret Leggatt and Marina Cavill

 ack of dignity and respect, information and support for carers
L
Family carers indicated that the care provided by mental health
professionals was often disrespectful and unsupportive. As one
family carer noted:
‘As a carer, I’m treated with disdain, I feel frustrated, and I still
feel patronised… as if I’m some kind of blight on… that’s how
I feel as a result of the body language and the kinds of things
that are said.’
F urther to this, family carers discussed feeling stigmatised by
staff and blamed for their family members’ repeated suicide
attempts or self-harming behaviours:
‘You’ve got small hospitals who don’t understand people with
mental illness, don’t understand families and don’t want to.
Families are being stigmatised for bringing them there.’
‘Mothers and fathers are blamed for lacking parenting skills
if their child has a mental illness. Professionals imply: “What
have the parents done?” It is shifting, but it’s still around.’
Carers also spoke of feeling abandoned or neglected following
their family members’ suicide or act of self-harm. They spoke
of not being offered immediate or ongoing emotional support,
despite having experienced a traumatic and distressing event.
As two carers noted:
‘There’s nothing for parents, you’re so in shock, there’s nobody
for you to talk to.’
‘I was left to rot in my own juices.’
Notably, carers indicated that services did not provide them
with information about suicidality, or discuss with them what to
look out for post-discharge, who to contact if concerned, how
to care for a loved one following an attempted suicide or how
to act in the event of a future suicide attempt.  
Carer support
Family carers indicated that there were no assessments made
by acute care or mental health service staff regarding their own
psychosocial or emotional support needs. One carer reported:
‘I was left to cope on my own, to the point where I had
a nervous breakdown’.

Family carers also spoke of a lack of support offered
to bereaved families:
‘I had not heard a word from these people, my son is now
dead… absolutely nothing was offered afterwards… I just
thought they would call us and talk to us but there was nothing…
It would have been helpful to at least have it acknowledged that
my son had existed.’
One father even spoke of his concern that his family’s
bereavement needs came second to the desire of staff
to protect themselves against potential litigation:
‘A couple of nurses were terrific but they closed up shop
when she died… this wall of silence’.
Family carers also indicated that few referrals were made to
meet consumers’ and carers’ social and emotional needs (i.e.
grief counselling). Those family carers who did receive follow-up
support, did so via attendance at a community-based carer
support group, or via the regional carer consultant. Only two
carers spoke of receiving support directly from a mental health
service clinician, with one family carer receiving good, fortnightly
support from Orygen Youth Health, and another family carer
having regular contact with his wife’s psychologist after ‘making
lots of noise’.  
 ll of the family carers in the focus groups felt that if they had
A
been listened to and supported (with information and coping
strategies), and if their family member had received more
comprehensive care, outcomes for their loved one may have
been different. Whilst such improved outcomes cannot be
guaranteed, it is nonetheless vital that mental health
professionals take note of the key messages conveyed
through these carers’ experiences:
Family carers must be treated with respect. They
must not be ignored, blamed or isolated in their grief.
F amily carers used their experiences to identify a range of
service changes that could enhance the care provided to
consumers at risk of suicide and their families:
 rovide improved training of medical staff in
P
EDs and mental health services in suicide risk assessment.
Clinicians require clear assessment and management guidelines
for use with consumers who are at risk of, or who have

‘I had not heard a word from these people, my son is now
dead… absolutely nothing was offered afterwards… I just
thought they would call us and talk to us but there was
nothing… It would have been helpful to at least have it
acknowledged that my son had existed.’
attempted, suicide. Adherence should be clearly documented
within the patient’s medical file. In cases of suicide, an audit of
the service’s adherence to these guidelines would assist to
maintain quality of care and to promote clinical accountability.
Corroborative sources, such as carers, should be accessed
(where possible) in the initial and ongoing assessment of
suicide risk. EDs and other services should communicate with
carers to obtain information regarding the consumer’s suicidal
intent, current life stressors, behavioural changes, and available
social supports.
Educate all health professionals regarding provisions in
legislation for informing carers in cases of suicidal intent,
so that carers are aware of their loved one’s suicidality.
When conducting a suicide risk assessment, medical staff
need to be mindful of particular diagnoses associated with
increased risk of suicide such as depression, schizophrenia,
substance abuse, and borderline personality disorder. In
addition, a comprehensive risk assessment ought to
incorporate an evaluation of short and long-term risk factors
that may further exacerbate suicide risk (i.e. psychosocial
stressors, interpersonal problems or conflicts).
Improved communication and consultation is needed
with family carers regarding treatment and management
planning, discharge planning, and follow-up/monitoring
arrangements of consumers following a suicide attempt,
or in the case of increased psychiatric symptoms.
Information about suicide (verbal and written), crisis resources

and coping strategies need to be routinely provided to carers
of consumers presenting to EDs, psychiatric inpatient units
or mental health services following a suicide attempt.
Resources are needed to develop more step-down units for
consumers transitioning from psychiatric inpatient units back into
the local community, ensuring that they are not discharged into
a vacuum, therefore lessening the risk of future harm, or death.
 amily carers require support in EDs, psychiatric inpatient
F
units and mental health services when presenting with a loved
one following a suicide attempt or act of suicide. They require
appropriate psychological support, referral to existing supports
and skill-based support/coping programs.
The experiences of family carers shared in this project provide
an invaluable opportunity to explore how mental health
services can better support consumers and carers in response
to attempted, or completed acts of suicide. This exploration
of carer experiences, together with the identification of service
recommendations, may enable changes in this difficult and
complex area.
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There is a need to review current polices and practices
around interagency work, with the view to developing
clearer guidelines conducive to more recovery-oriented
practices. This would improve channels of communication,
establish case conferencing and coordination guidelines,
and clarify the roles and responsibilities of each organisation
to reduce repetition of services and promote ease of
access for consumers and families.  
In order to improve the quality and consumer focus of
mental health services, it is critical that recovery-oriented
principles are incorporated into the practice of clinical
mental health staff. This research stemmed from
observations of the incongruence between literature
and policies espousing recovery and social inclusion,
and the attitudes and practices carried out by clinical
staff at the ground level.
While there has been some progress toward recovery in
areas such as policy change and improved consumer
participation, there continues to be significant issues and
challenges to the integration of recovery-oriented practices
within the clinical mental health setting.

One of the primary issues associated with the transition to
recovery-oriented care in Australia is a poor understanding
of recovery, and subsequently, the translation of these
principles into practice.  
While the concept of recovery is largely based on current
directions for mental health care, it requires significant
perceptual changes to what we already do within
the mental health system and how we do things (Curtis,
2001). Literature highlights concerns that the whole notion
of recovery could become lost or diluted if practices that
exist are simply renamed ‘recovery’, or if recovery-oriented
services are added on to what is already offered, particularly
if underlying philosophies and practices remain unchanged
(Nehls, 2000).

Mental health care has historically operated from a primarily
medical framework, which, by nature, is often not congruent
with the concept of recovery. Many traditional models
of treatment operate from the assumption that there is
something wrong with a consumer that needs to be fixed
(Siris and Bermanzohn, 2003); a perception that can lead
to consumers being labelled as a diagnosis, for example,
‘a schizophrenic’, rather than ‘an individual with
schizophrenia’ (Houghton, 2007).  
The culture of an organisation can also provide a barrier to
the integration of recovery-oriented principles. The recovery
paradigm requires staff attitudes to focus on hope and
strengths, yet there is a tendency for clinicians, employed
within the medical model, to focus on deficits rather than
on individual strengths (Torrey, Green and Drake, 2005).
This lacks congruence with the principles of recoveryoriented service provision, reinforcing the idea that the
medical model treats the symptoms of the illness, not the
individual (Houghton, 2007). Negative attitudes toward
particular client groups, such as those experiencing schizophrenia
or borderline personality disorder, presents the additional challenge
of overcoming assumptions that there is a lack of hope for
recovery for individuals in these client groups (Nehls, 2000).
Other organisational issues, such as a lack of appropriate
supervision and inadequate resources can also pose
barriers to implementing recovery-oriented practice. When
organisations operate with low staff numbers, there is a
tendency to provide primarily crisis-focused interventions,
which can lose sight of longer-term goals in favour of
functional outcomes (Torrey, Green and Drake, 2005).
The increasing emphasis on evidenced-based treatments
within mental health also raises the challenge of outcome
measurement, with recovery being a less tangible outcome
than traditional psychotherapy and symptom focused
treatments (Nehls, 2000). This poses the challenge of how
‘recovery’ or ‘recovering’ can be measured, given it does
not neatly fit the scientific nature of medicine (Nehls, 2000).
Methodology
Principles of recovery are present in the policy and planning
that guide mental health services, suggesting mental health
clinicians work collaboratively with consumers within a broad
recovery framework. There is, however, limited research into

whether or not the actual practices of mental health
workers reflect these ideas (Ellis and King, 2003).
Difficulties with accepting and implementing changes
to practice could be assisted by collaborating with staff
about the implementation of recovery-oriented practices.  
This study aimed to specifically address issues in the translation
of recovery-oriented principles into practice, by identifying and
analysing barriers to practice change as perceived by mental
health clinicians. The research was conducted in a community
mental health service in a regional Victorian centre with a
catchment area of around 40,000 people. All service staff from
acute, continuing care and rehabilitation teams were invited
to participate in the research, but only case management staff
elected to do so. This resulted in two focus groups being
conducted, with twelve staff participating. Each focus group
commenced with the facilitator providing a definition of
recovery and an overview of key recovery-oriented principles.  
A case study demonstrating a lived example of recovery
was then presented to assist participants in contextualising the
concepts of recovery in a practical example. Each focus group
was then encouraged to discuss what they perceived to be
the opportunities and barriers to the integration of recoveryoriented principles into their practice. All data from each
focus group was recorded, transcribed and analysed.
• The mental health service
A considerable number of themes linked back to the
mental health service, with participants viewing the
organisation and its culture as having considerable impact
on potential changes toward a recovery orientation.  
S ervice coordination, profile and partnerships
Participants identified that services in the local area
were seen to work largely in isolation with poor
communication and coordination between agencies,
leading to a blurring of roles and repetition of services.
This is unhelpful to both client groups and to the broader
goal of implementing recovery-oriented services. Aside
from the obvious benefits of improved referral pathways
and clearer lines of communication, working with other
agencies significantly improves psychosocial outcomes
such as employment, housing and education, to support better
social inclusion for consumers (Lloyd, Tse and Deane, 2006).
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S taff attitudes
Staff attitudes were seen to have a significant impact
on the portrayal of recovery to clients, with participants
identifying the need for underlying attitudes to become
more consumer focused. While it was acknowledged that
some clinicians demonstrated this in practice, it was not
supported by the majority of staff or in the underlying
culture of the organisation. Concerns were also identified
that the organisational culture can support professional
biases toward particular clients and client groups, which
poses a significant barrier to recovery. Negative attitudes
toward particular client groups can create assumptions that
there is a lack of hope for recovery individuals in these client
groups (Nehls, 2000).  
• Understanding recovery
The data reflected concerns that attitudes toward
recovery can play a key role in service delivery, with a lack
of understanding about the term, presenting a significant
challenge to the integration of recovery-oriented principles
into practice. While some participants demonstrated a good
understanding of the concept of recovery, it was evident
that a significant number still did not fully grasp the concept
or how it would look in practice.  
Previous research has suggested that training on recovery
principles increases the hopefulness of professionals and leads
to an increase in recovery-oriented attitudes (Lloyd, Tse and
Deane, 2006). This is crucial in increasing staff understanding,
acceptance, and ultimately the integration of recovery-oriented
principles into practice. Opportunities for staff development
would also enable clarification for those who claim that
recovery-oriented practice is already occurring, as it can
remind staff of the incongruence between what is said and
what is actually occurring in practice (Nehls, 2000).  
•T
 he medical model
Participants reflected on the difficulty of integrating the
principles of recovery while working in a framework,
which favours symptom-focused treatment and outcome
measures. A recovery-oriented paradigm requires
practitioners to look beyond the medical model (Lloyd,
Tse and Deane, 2006), where recovery is an integral
part of practice and complements the medical model.
   The primary purpose of a community-based mental health
service necessitates a clinical orientation; the challenge is in
integrating principles of recovery within this environment.
In addition to the required perceptual shift, there is a need
to consider current assessment tools, treatment plans and
outcome measures utilised by mental health services.
The information generated by these tools is unquestionably
useful in gathering information to determine goals and

interventions. The issue lies in the implementation of these
tools, to ensure consumers are not simply seen as a source
of information for a clinician to then determine goals and
direct treatments. It needs to be a process led by consumers
for themselves.
• The language of recovery
Participants noted several changes in the language of
mental health services, with regard to the terms ‘remission’,
‘rehabilitation’ and ‘recovery’. Also of interest was the
observation by one participant that non-government
organisations seem to be embracing the language and practices
of recovery more rapidly than clinical mental health services.  
• Health promotion
Participants identified the need for improved health
promotion by the service. This was seen as an opportunity
to work toward a more recovery-oriented system through
addressing the attitudes of the wider community regarding
mental health services and mental illness. Mental health
promotion activities could be used to achieve a number
of outcomes, such as improved community awareness and
education to reduce stigma and social isolation for people
experiencing a mental health disorder. They could also be
useful in increasing the understanding of good mental health
care and supports available within the community, and
improving liaisons with the media to produce more positive
stories about mental health and recovery.
 his research investigated the opportunities and barriers
T
to translating recovery-oriented principles into practice.
A considerable number of themes linked back to the nature
of the mental health service. Participants felt the
organisational culture had a significant impact on the
potential for introducing change toward a recovery-oriented
practice. Of particular note was concern about negative staff
attitudes and a lack of partnerships with other agencies. The
need for staff attitudes to be based on hope and strengths is a
crucial basis from which recovery-oriented practice can occur.  
The findings identified that, while some participants
demonstrate a good understanding of recovery principles
and reflect this in their practice, there continues to be
considerable confusion about the recovery paradigm
and how this can be implemented.  
Generally, clinicians who reported demonstrating
a recovery orientation in their practice:
• Held a positive attitude about recovery and their
approach to practice
• Practiced in a consumer-focused/strengths-oriented manner
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The primary purpose of a community-based mental health
service necessitates a clinical orientation; the challenge is in
integrating principles of recovery within this environment.
In addition to the required perceptual shift, there is a need
to consider current assessment tools, treatment plans and
outcome measures utilised by mental health services.  

• Maintained hope and optimism about the possibility
of recovery
• Did not support or condone professional bias
toward specific client groups
• Had not practiced within institutional settings, so tended
to be either newly trained nursing or allied health staff.  
E ssentially, there was a strong focus on blaming the
service or broader system for the reasons for not being
able to act in a more recovery-oriented manner, though
it could be strongly argued that there is not a need for
additional resources or major structural changes for
recovery-oriented practice to occur right now. Even
without additional resources or funds to support the shift
to recovery-oriented care, the change could occur
immediately through changes in the perception, attitudes
and practices of clinical staff.
• Implications for practice
Recovery needs to be an integral part of service delivery,
and it is anticipated that education designed to increase a
focus on consumer-led and strengths-based practice would
assist the understanding and integration of recovery.
Training could also be used to clarify misconceptions,
improve personal and professional values about the
capacity for recovery, address negative staff attitudes and
biases toward particular client groups, discourage negative
language and support clinical practices to become more
strengths and consumer focused.  

• There is a need to review current polices and practices
around interagency work, with the view to developing
clearer guidelines conducive to more recovery-oriented
practices. This would improve channels of communication,
establish case conferencing and coordination guidelines,
and clarify the roles and responsibilities of each organisation
to reduce repetition of services and promote ease of
access for consumers and families.  
• There is also a need to review the current
implementation of assessments, individual service
planning and outcome measures, to increase their
consumer focus.
• Consider the appointment of clinical staff, including
psychiatrists and medical staff, who practice from a
strengths-based framework to assist in the integration
of recovery into service delivery.  
References
Curtis, L. C., (2001) A vision of recovery: A framework for Psychiatric Rehabilitation
Services, Discussion paper for Northern Sydney Area Mental Health Service, Sydney
Ellis, G., King, R., (2003) Recovery focused interventions: Perceptions of mental health
consumers and their case managers, Australian e-Journal for the Advancement of Mental
Health, 2 (2), accessed at: www.auseinet.com/journal/vol2iss2/ellis/pdf
Houghton, S., (2007) Exploring Hope: Its meaning for adults living with depression and
for social work practice, Australian e-Journal for the Advancement of Mental Health, 6 (3),
accessed at: www.auseinet.com/journal/vol6iss3/houghton/pdf
Lloyd, C., Tse, S., Deane, F. P., (2006) Community participation and social inclusion:
How practitioners can make a difference, Australian e-Journal for the Advancement of
Mental Health, 5 (3), accessed at: www.auseinet.com/journal/vol5iss3/lloyd/pdf
Nehls, N., (2000) Recovering: A Process of Empowerment, Advances in Nursing Science,
22 (4), p 62–70
Siris, S. G., Bermanzohn, P. C., (2003) Two Models of Psychiatric Rehabilitation: A Need
for Clarity and Integration, Journal of Psychiatric Practice, 9 (2), p 171–175
Torrey, W. C., Green, R. L., Drake, R. E., (2005) Psychiatrists and Psychiatric Rehabilitation,
Journal of Psychiatric Practice, 11 (3), p 155–160

35

newparadigm Autumn 2010
Psychiatric Disability Services
of Victoria (VICSERV)

Addressing health inequalities
for people with severe and
enduring mental illness in
a community health service
Gerard Reed,
General Manager, Mental Health and Health Promotion,
Doutta Galla Community Health Service

Addressing the physical health needs of people with severe
and enduring mental illness in our small corner of the world has
required, and continues to require, long-term organisational
commitment at every level, including significant financial investment
and a determination to develop an organisational culture in which
every person shares a vision. It requires enormous relentlessness
– and that’s just in our little place.
Recently I have had a spate of visits to the dentist after
years of neglecting my dental health. The catalyst for
my re-emergence was an excruciating toothache that
worsened just prior to Christmas last year. Three days
before Christmas, I had a wisdom tooth removed and a
tooth next to it that had grown sideways into it. Following
this, I have had numerous visits to deal with the fall-out –
so to speak. Only a few weeks ago, I was lying on the
dental chair with a ridiculous pair of goggles on. Hovering
above me were two imposing figures wearing masks and
a bright light that shone into my face. The dentist was
giving me my options for service. I must say I felt utterly
powerless to be able to seriously negotiate. At the end of
a 45-minute scraping and filing of my teeth, the same
dentist said to me, still lying prostrate on his chair, ‘Now
make sure you keep them clean’! I regressed into the little
Grade-Two boy who was sent back to Prep because I could
not behave like a good Grade-Two boy!

I am not proud of my health-service avoiding behaviour, yet
it is considered typical of a male in his 40s to do so. But it
strikes me that our way of delivering health care is profoundly
dehumanising. For people with severe and enduring mental
illness, it seems to me the disincentives to seeking health care
are tenfold. Already depersonalised by a mental health system
that relies principally on coercion to deliver services, it’s no
wonder that health care seeking amongst this group is low.  
Physical health outcomes for people
with mental illness
The result is nothing less than tragic. Although the literature
differs in actual years of life lost, it is consistent in finding that
people with severe and enduring mental illness have a life
expectancy of less than around 20 years than that of the
general population1. More damning is that these deaths are,
for the most part, due to avoidable and/or treatable causes.
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Cardiovascular disease is the greatest killer2, and whilst
deaths from cardiovascular diseases have fallen in the general
population in Australia in the past ten years, it has increased
for people with severe and enduring mental illness –
principally through Chronic Obstructive Pulmonary Disease.

Our response at Doutta Galla Community Health
Service: organisational change

Metabolic syndrome, which includes obesity, hypertension
and hyperglycaemia, increases the risk of cardiovascular
disease and is highly associated with schizophrenia, bipolar
disorder and unipolar depression3. Obesity is a major risk
factor for diabetes and heart disease, is both preventable
and treatable and its prevalence is alarmingly high in people
with severe and enduring mental illness.

Doutta Galla Community Health Service is one organisation
comprising:

Strangely, whilst incidence rates of cancer seem not to differ
among people with mental illness and the general population,
people with mental illness are 30 per cent more likely to die
from a cancer diagnosis4.
For thirty years, the evidence has been accumulating.
Studies have shown consistently poor physical health
outcomes for our group. Yet it is not easy to see if anything
has been done about it.
Why is it so?
In a recent Opinion Piece in The Age ‘Mentally ill remain
second-class citizens’, (24th April 2010), Professor Pat
McGorry wrote, ‘Although health is truly holistic, our health
system responds with an apartheid-like division between
mind and body.’ Entry into the mental health system in
Victoria is not entry into the health system. In addition to
this split health system, evidence suggests that psychiatrists
consider the physical health care of psychiatric patients to be
neither their responsibility, nor within their competence5.
There is evidence that the (lack of) health-care seeking
behaviour by people with mental illness also contributes to the
outcomes6; it is clear that people with mental illness rate their
physical health as a high priority and want help to address it.

Community health is uniquely placed to coordinate access
and engagement across a broad range of health disciplines and
programs in response to a wide range of health conditions.

• A GP clinic with five GPs offering in excess
of 10,000 occasions of service
• Eleven dental chairs
• Comprehensive allied health services including:
• Physiotherapy
• Speech Pathology
• Occupational Therapy
• Podiatry
• Nursing
• A range of programs targeting clients with complex needs
• A full range of psychosocial rehabilitation programs
for people with severe and enduring mental illness.
Each of these is funded by a different part of the Department
of Health and has different data and outcome requirements
and, until four years ago, each operated in its own silo, seeing
people, but not necessarily connecting with other parts of the
organisation.
Each health discipline brings its own discipline-specific
culture and model of care. Further, Doutta Galla Community
Health Service is, like many community health services, an
amalgamation of previously independent services, including the
mental health program. Despite the fact that ten years have
elapsed since the amalgamation, there was, and still is, strong
cultural influences from each of the organisations that merged.  
The organisation began to ask the questions: We prioritise and
work with the most disadvantaged in our community, so what
is happening to our mental health clients? Do they have a
doctor and a dentist? Are we screening for diabetes and
cardiovascular disease? Are our staff aware of the data showing
the outcomes in physical health for people with severe and
enduring mental illness?

And, so began a process of organisational cultural change. Any
major organisational change requires the alignment of strategy
and culture. Figure 01 shows what needs to be influenced to
achieve significant organisational change:

Figure 01: The Alignment Model (Patrick Lencioni)
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Overarching strategy
Our overarching strategy was to make mental health clients
priority-one clients for all services in the organisation. Whilst
the strategy is simple and clear, its implementation is complex
and affects the organisation at every level.
Any organisational change of this magnitude must have the
absolute support and commitment of the Board, the CEO
and senior managers. To ensure a clear purpose and
committed leadership, we did the following:
• Worked with everyone in the organisation (including
clients, other key stakeholders and partners) on articulating
and agreeing to organisational values that underpinned
everything we did.
• Set a Strategic Plan that clearly identified our commitment

to creating an integrated service model that
achieved positive outcomes for mental health clients.
We were aware that in pulling different levers, we would
alter all parts of the system. For example, making mental
health clients priority-one clients for dental services had the
following impacts:
• Higher non-attendance for dental appointments
with significant impacts on income for dental services
(~$20,000 p/a)
• Blow out in waiting lists for other clients of community
health services
• New demands on dental staff and front-of-house staff who
had to be competent and confident in communicating with
this client group
• New demand on clients who had to be comfortable
in accessing a different service site (so mental health
staff had to facilitate this).
All of the above entailed further investment and an unwavering
commitment from the Board and from the dental team.
The Executive Management team needed both commitment
and determination to better understand each other’s programs,
so we began regular presentations within the team outlining
program history, aims, funding issues, reporting requirements,
policy directions, staffing issues and general challenges.
Strategy: capability, talent and ability
In addition to an overall strategy that identified our priority-one
clients, we had to ensure that our organisation built the capability,
talent and ability to deliver the vision, which includes the following:
• Documentation for staff in advertising, position descriptions,
recruitment and organisation literature clearly articulates
that we [Doutta Galla] work with and prioritise clients with
mental health/complex needs and this means that
employees of Doutta Galla must share this vision
• The introduction of a central intake system
• Care Coordination became a crucial policy making body,
so wide representation from across the organisation
became imperative
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• We began working on the development of (and are
currently piloting) a Common Comprehensive Assessment
tool across the organisation as part of an Early Intervention
in Chronic Disease (EICD) project
• We have begun a reform of mental health services that
requires a more systematic accountable approach to
service delivery and includes an awareness of, and action
on, peoples’ broader health needs
• We have ensured more active participation of mental health
services in critical organisation-wide decision-making bodies.
For example, clinical governance:
• Broadening perspectives beyond the traditional health
clinical governance agenda; beyond issues of infection
control, equipment sterilisation to considering broader
risks to clients such as homelessness, AOD vulnerability,
and clinical risks to staff
• Another example is quality and policy:
• Ensuring policies are appropriate for all clients. For
example, AOD policy that states any clients affected by
alcohol or other drugs cannot receive service (appropriate
for where consent is required for a procedure, but
inappropriate [without further nuance] for working
with clients with mental health and/or complex needs).
Culture: values, commitment, attitude
Strategy alone was not enough to achieve change. We needed
to ensure the culture (values, commitment and attitude) of the
services our clients were accessing, were strongly aligned with
the culture of Doutta Galla. This required articulating
our values and getting down to the details:
• Language - ensuring language supported a common goal
e.g. ‘your clients/our clients’
• Working with each discipline-specific culture and ensuring
language was consistent across the organisation

• Dealing with the ‘We’re-already-doing-that’ factor, and
comments like ‘Yes, you are, but we want you to do it
more and differently’
• Ensuring staff across programs know one another (it’s
harder to be uncooperative with someone you’ve met,
where you know their name and face)
• Ensuring front-of-house staff were included (e.g. this staff
group are currently joining de-escalation training offered
to mental health and dental staff)
• Dealing with stigma. It became clear through conversations
within the organisation that our staff shared common
misconceptions about people with mental illness, such
as the myth of ‘dangerousness’.
Progress to date
Four years down the track, we have made some progress:
• Increased utilisation of medical and dental services
for people with mental illness (although exact data is
still difficult to access)
• Utilised mental health nurses as additional resources
• Established central intake and a comprehensive assessment tool
• The EICD project has brought PDRS practice to the forefront.
Mental health services are conversant with the key worker/care
coordination principles that underpin EICD developments
• Committed champions from within both the medical and
dental teams who appeal to mental health services when
referrals slow down.
Recently, I was arriving at a meeting at our Kensington site,
where both our GP clinic and a dental service operate. A client
with mental health issues and complex needs was at reception.
He was banging his fist on the counter, demanding
appointments that very day with both a doctor and a dentist.
Once upon a time, he would have, most likely, been removed
by police. However, the receptionists and other workers
around managed the situation. The client saw a doctor that
day and got a dental appointment the next day (which he failed
to attend!) Whilst the client’s behaviour was abhorrent, the

response of the staff involved was indicative that we have
made progress. There are, of course, many other stories that
would indicate we have a long way to go… and we do.
But we have made a start.   
Addressing the physical health needs of people with severe
and enduring mental illness in our small corner of the world
has required, and continues to require, long-term organisational
commitment at every level, including significant financial
investment and a determination to develop an organisational
culture in which every person shares a vision. It requires
enormous relentlessness – and that’s just in our little place.
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The challenge to do this for mental health clients across
Victoria is a huge challenge. It will take enormous commitment
and relentlessness from our sector to achieve real outcomes.
It requires a fundamental change of strategy and relentlessness
in our advocacy. Whilst we spend much energy advocating for
better resourcing for mental health (as we should), we need
to spend equal energy advocating for access to health services
for our clients. The futility of helping people to be mentally
well and then letting them die 20 years early is just all too real.

The organisation began to ask the questions:
We prioritise and work with the most disadvantaged
in our community, so what is happening to our mental
health clients? Do they have a doctor and a dentist?
Are we screening for diabetes and cardiovascular
disease? Are our staff aware of the data showing the
outcomes in physical health for people with severe
and enduring mental illness?
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‘I just want to wear sexy lingerie…’
A consumer’s experience of a
Weight Management Group model
Benjamin Flood, Peer Facilitator,
Simone Tassone, Social Worker, and
Kate Nunan, Occupational Therapist,
Inner South Community Health Service

Barriers to weight management, such as difficulty accessing
nutritious food, finding low-cost exercise, and poor motivation
and self-confidence, were all elements that consumers were
having difficulty managing on their own. This feedback led
to the development of a Weight Management Group.
Inner South Community Health Service has a recoveryfocused Mental Health Program (MHP) that encompasses
PDRS services, a Personal Helpers and Mentors Program
and Assertive Mental Health Outreach. Throughout the
MHP, staff had noticed that consumers were frequently
identifying weight gain as a key health concern.

With direction from consumers of the MHP a sixweek education-based group was offered. The focus
of the group was on weight management, rather than
promoting extreme weight loss, with key messages about
developing a healthy lifestyle with the support of the group.
Structured education sessions included:

In 2008, a needs assessment was completed with consumers
of the MHP to determine whether or not weight management
was a concern and what interventions they would consider to
address the issue. The assessment results indicated that
consumers were finding individual interventions such as
dieting, attending dietician and health practitioner
appointments were not addressing their needs. Barriers to
weight management, such as difficulty accessing nutritious
food, finding low-cost exercise, and poor motivation and
self-confidence, were all elements that consumers were
having difficulty managing on their own. This feedback led to
the development of a Weight Management Group.

• Managing weight and medication
• Healthy eating and drinking
• Meal planning and smart shopping
• Mindfulness and eating
• Physical activity
• Goal setting
Facilitators and presenters were from a range of community
health disciplines including dietetics, psychiatric nursing, physical
education, social work, and occupational therapy. Presentations
and written material were provided, with emphasis on participants
directing their own weight management goals.

Participants were supplied with a healthy eating and physical
activity diary to record exercise, lifestyle changes and health
measurements such as weight, waist circumference, body
mass index (BMI), blood pressure, cholesterol, blood sugar
and lipids levels. Consumers’ GPs were also involved in this
process of collecting health measures and they received
written feedback about their patient’s progress within the
group. Many of the seven participants in the first cycle of the
group made significant changes to their diet and lifestyle and
have either stabilised or lost weight.

information presented by guest speakers during the initial
six-week period proved surprisingly useful. I began to experiment
with low glycaemic index, high protein and high fibre foods to
alter longstanding eating habits and develop a more sustainable,
long-term plan for altering my weight.

A follow-on fortnightly support group was facilitated for
participants to provide peer-support for their weight
management goals. The members decided the session
content, and discussed topics such as ‘emotional eating’ and
how to understand the nutritional panels on food packaging.
Over the six months of the support group, the participants were
increasingly reliant on each other for support and sharing ideas
toward changes they could make. This high level of social support
was an unanticipated outcome and encouraged staff to consider
utilising a peer facilitator in the subsequent cycles of the group.

I was asked to be peer facilitator of the subsequent group for 2010.
I found the current participants to be highly responsive to both my
story and to any advice I presented. The supportive environment
that the participants of the group create is a welcome corrective to
the individualistic focus that permeates our culture.

Here is our current peer facilitator’s journey…

At times I have found psychiatric services to be insufficiently
responsive to the needs of severely overweight clients, whereas
this group had resulted in significant changes to my life. While
the barriers that seem to restrict weight loss among users of
psychiatric services are all too real, such as low amounts of
money, prohibitive access to exercise services, and sedating
medications, I was able to see that with determination there
are ways around such problems.

I was asked to share my experiences attending this Weight
Management Group, both in its initial year, 2009, and
currently in 2010, so I would like to bring forth some salient
points. When I was first told about the group by my case
manager, I was extremely overweight. I weighed 136 kilograms
and couldn’t see much prospect at improving my health situation.
I had low motivation to exercise, couldn’t seem to gain control
of my appetite or diet, felt weighed down and sedated by
medication, and there seemed to be unsurpassable barriers
to improving the situation.
When asked to take a blood test to ascertain blood sugar and
cholesterol levels, I received a shock when my blood sugar
registered at a level which required further tests for diabetes.
As my mother has struggled with diabetes for over a decade,
I immediately felt an urgent need to more closely monitor my
physical health, and I altered my diet overnight. I began to eat
only three times a day, for the first time in 19 years, and ate
only foods low in sugar and fat.
As the group progressed, week by week, I found the ongoing
structure useful, as the weekly weigh-ins would inspire me to
be strict with my eating habits. I also found that certain

After four or so months, I lost my first twenty kilograms. I was
incorporating exercise in the form of 40 minutes of fast walking
per day. I also found motivation, as, over the preceding years,
I dropped from 136 kilograms to 106.

I am still trying new strategies; I have doubled my daily walking
to 90 minutes a day, and am currently still losing up to three
kilograms per month. I have reached a weight I never considered
plausible only a brief year ago.

As I currently participate in the group, I am happy to see people
attempt new behaviours and try more sustainable options towards
their weight loss goals, and it is for this reason I see an ongoing need for
the promotion of groups such as these on a wider basis.
Through this individual’s lived experience of participating in
the Weight Management Group, it can be acknowledged that
sharing successes was an extremely powerful tool for other
participants. Many of the current participants in the group have
mentioned that they may not have continued to attend if there
had not been the peer facilitator there to share his experience
and provide support. This model, including peer support, has
been a great success and it is hoped it will continue with
further evaluation of the Group’s effectiveness.

Keynote speakers: Gregor Henderson and Tina Mionkowitz
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From consumer participation
to leadership: walking the talk
An innovative approach that combines consumer
leadership, creative process and story that is
transforming lives and inspiring social inclusion.
Catherine Smith,
Leadership and Development Team Manager, Queensland Alliance

A new approach includes creating welcoming,
respectful, safe spaces that engage and value all
people. Our new approach assists people with a
lived experience of mental health issues to develop
their leadership skills by using personal narratives as
a tool for stronger participation and engagement
with services and the community.
The Queensland Alliance is the peak body for the mental
health community sector in Queensland and its leadership
and development team is managed and staffed by people
with a lived experience of mental health issues. This article
examines the secret to the team’s success: walking the talk,
by creating welcoming, respectful spaces both in the office
and at events.
Language
People can be passionate about how they are referred to.
As so many people who have survived the mental health
system are used to being labeled by someone else, the least
I can do is respect their choice [of label]. I have found the
least offensive phrase to most people is ‘a person with a lived

experience of mental health issues’. I will use a variety
of words and phrases throughout this article.
Where we have come from
Consumer participation = existing situation
+ a consumer
‘Consumer participation can be a major way of improving
the service, improving people’s lives and assisting people to
be involved in the wider community. Broadly, it is about the
person becoming empowered, getting more control over
their life and destiny, having more opportunities in life, and
having support in pursuing them’,
(Pinches, A., Robertson, S., 2004).

Unfortunately, 25 years of the growing ‘consumer movement’
has not been able to change the essence of models and
structures that now allow limited or conditional consumer
participation. Consumer representatives, consumer
consultants and peer workers can all face limitations
that include:
• Little or no experience and a lack of training or support
• Unclear roles, varying relevance and information overload
• Exaggerated sense of risk – stereotyping and fear
• Less power and different expectations for ‘peer’
Like pushing square pegs into round holes, we are trying to
push consumers into a model that has not been tailored to fit
their requirements. This can lead to conditional participation.
A new approach…
Includes creating welcoming, respectful, safe spaces that
engage and value all people. Our new approach assists people
with a lived experience to develop their leadership skills by
using personal narratives as a tool for stronger participation
and engagement with services and the community.
Our underlying beliefs
• Everyone has a story
• We all have something to contribute
• We are all creative beings
• We are all the authors or leaders of our own lives and
leadership takes many forms
• We participate and engage in things where we feel we
can make a meaningful contribution whether that is in
community activities, services, work or other environments.
The staff and manager of the leadership and development
team of the Queensland Alliance all positively identify as having
a direct lived experience of mental health issues. This means
we are not only encouraging consumer participation, but living
consumer leadership: walking the talk! People involved in our
workshops have come up to us and, through conversation,
realise we identify too. This is often received with a surprised:
‘Are you one of us?’  
Over the last three years, the team has trialled, developed and
consolidated many activities based on personal narrative and
creative processes where people with a lived experience are
involved at all levels of planning and implementation.

A group of people with mental health issues identified they
wanted to change the mental health system and the way
society views mental illness. They got together and formed
a Public Speakers Bureau in 2007. We know this strategy of
direct personal contact with people who experience mental
illness is the best approach to changing attitudes and
behaviours. (Martin, N., 2010).
The leadership and development team supports speakers
with rehearsals, presentation and debriefing: essential factors
in the success of the Speakers Bureau. People involved came
up with the idea of a story tent, which provides a safe and
informal space for people with a lived experience to share
stories of their journey. After each story has finished there are
opportunities for questions, feedback and impromptu story
telling by members of the audience.
Now the Speakers Bureau has expanded to include a group
of story tent facilitators and storytellers and is called the Agents
of Change Network. The Network meets once a month for
information sharing and networking and sometimes invites
guest speakers. Throughout the year, various training
workshops are held to improve the skills, confidence and
leadership qualities of interested members of the Network.
The Network is expanding and moving toward self sufficiency
as public awareness grows and people are willing to pay for
presentations and workshop facilitation.
The team’s Biennial Forum, The Dance of Life, is entirely
planned, organised and run by, with and for people with
a lived experience. This two-day event involving an
entertainment evening, story tent, art display and keynote
speaker was attended by 80 people. The leadership and
development team also works to ensure people with
lived experience play a significant role in the Queensland
Alliance biennial conference Altering States.
Although existing elsewhere, in 2009, and for the first time
in Queensland, we held a Walk of Pride. This event was
initiated by ARAFMI and co-organised with RecLink and the
Queensland Alliance, and represented by the leadership and
development team. It was an event to connect the consumer
movement and Mad Pride with all people with a lived
experience of mental health issues, their families, friends
and other allies. We put the event out there and many
organisations, services and individuals, including the Deputy
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Premier of Queensland, The Hon. Paul Lucas, and the media,
got involved to raise awareness and fight stigma. It was a very
visible day for the largely invisible issue of mental health. We
were surprised that over 350 people attended and the three
organisations agreed to hold an annual Walk of Pride on World
Mental Health Day, 10th October each year.
These activities all increased the confidence of participants
and provided valued roles. People’s experiences with the
leadership and development team acted as launching pads
to get employment or become more involved in Queensland
Alliance activities, their services or community events.
We have found this new approach leads to genuine participation.
Moving forward
It works and you can do it too!
The processes we use are applicable to many contexts and are
not exclusive to people with lived experience of mental health
issues or disability. They are the basis for good facilitation and
inclusion when running any groups, meetings, consultations,
training, feedback sessions, weddings, parties - anything!
Create a culture where it is okay to have a go, make mistakes,
be respectful and have a laugh. Invite people to look after
themselves and take breaks when needed. Build connections
and check in on how all are feeling (including you). Identify
what helps and hinders people to participate.
The main barriers are:
• Self consciousness. Who will sing the loudest? On or off key?
•T
 ime. It takes time and effort to build relationships, training,
support, and coordinate groups
•R
 esources. Our leaders need to be paid
• Fear and stigma about mental illness and psychiatric disability.
So, we are coming from conditional participation, using a
new approach to create genuine participation and spreading
the word to move toward universal participation. And,
universal participation is, in effect, delivering on people’s
fundamental human rights.

FIND OUT MORE: Contact Catherine Smith by email:
catherine@qldalliance.org.au, if you want to know more
about the work at Queensland Alliance or the leadership
and development team.
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Determining subjective
conceptualisations of
recovery from schizophrenia
Sandra van Lith,
Psychosocial Rehabilitation Outreach Worker,
EACH Social and Community Services

‘Well, totally recovered to me would mean no
medication… if you’re recovered, you’d be living
a mainstream life… I’d just want to stipulate it’s
‘recovery’, not ‘recovered.’’
At the beginning of 2009, I faced an exciting challenge:
developing a research project for my Postgraduate
Diploma of Psychology that would achieve my personal
aspiration of assisting those experiencing mental illness.
I had been working as an outreach worker at Lantern
(formally known as Reach Out Mental Health) for over
three years and, through this role, was frequently inspired
by the struggles and triumphs of those attempting recovery
from mental illness.
Thus, when the release of Because mental health matters:
Victorian mental health reform strategy 2009–2019
(Department of Human Services, 2009) directed mental
health services to become ‘recovery-oriented’, I decided
my research project would explore what ‘recovery’ from
mental illness means in practice.
Whilst recovery had been implemented in services, such as
Psychiatric Disability Rehabilitation and Support (PDRS)
services, for many years, the term ‘recovery’ first appeared in
Australian policy only as recently as 2003 (Australian Health
Ministers, 2003). Maybe this is because, as I soon discovered,

there is no consensus regarding the definition of recovery
and there are multiple and varied definitions of the term
(e.g. Andresen, Oades, and Caputi, 2003; Anthony, 1993;
DHS, 2009; Onken, Craig, Ridgway, Ralph, and Cook, 2007;
Ramon, Healy, and Renouf, 2007).
As so many recovery definitions had been developed by
medical professionals and/or researchers, I sought perspectives
of recovery held by those directly affected by mental illness,
with the hope that this would assist us all to gain clarity and
consensus on what recovery is. After all, these individuals are
the people with the lived experience of mental illness and
recovery, and the introduction of policy-directed recoveryoriented practice will impact heavily on them.
Based on a qualitative research design called Photovoice (Wang
and Burris,1994; 1997), I provided participants with cameras and
asked them to take a range of photos that showed what they
do for their recovery and what recovery looks like to them.
I later interviewed participants about what these photos depicted
about recovery.
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This Photovoice approach had already been used to
explore experiences of those living with severe mental
illness (McNamara, 2009; Thompson, Hunter, Murray,
Ninci, Rolfs and Pallikkathayil, 2008) and to assist individuals
to overcome (self) stigma about mental illness (Johnson,
Russinova, and Gagne, 2008).
There was quite a bit of interest in my research project and
13 participants from Impact Support Services, Peninsula
Support Services and Lantern participated. All had a diagnosis
of schizophrenia or schizoaffective disorder.
The recovery concept described by my research participants
was quite broad and complex, and is beyond the scope of this
article to comprehensively address. Hence, I will focus here
on the two major findings and their implications.
Firstly, recovery was defined in two distinct ways. Some
described recovery as an outcome, such as no longer
requiring medications, no longer having symptoms or gaining
employment. Participants holding this perspective described
some doubt about their potential to achieve recovery.
Wilma:
	‘Recovery would be no medication and just being normal…
I don’t know what normal is...’
Alternatively, recovery was described as a process involving
such means as development, maturity, learning, time and
intense effort. Participants holding this perspective expressed
more hope regarding their potential to achieve recovery. By
considering recovery a process, there would be no failing simply a journey involving trial, error and learning along the way.
Schooby:
	‘Over time it’s [recovery is] possible... I suppose you’ve
gotta learn from your mistakes and try and not let them
happen too often.’
StormBoy:
	‘It’s very much a learning process. It’s part of life… It’s part
of growing up also as an adult, from a child or a teenager into
adult [hood]... I always wanted to keep changing and make
room for change. I wanted to keep going... To me, recovery is
life... You’re moving on.’

SuperMan:
	‘That’s your growth. Trees are very tall. So our recovery
is a long, big journey.’
These outcome and process perspectives of recovery are
not, however, mutually exclusive, and some participants
expressed both perspectives.
Sean:
	‘I haven’t got all the way there… schizophrenia isn’t something
you just go [clicks fingers] and it’s gone. It’s something that will
always be with me and leave scars even if I do get well.’
Jackhound:
	‘Well, totally recovered to me would mean no medication…
if you’re recovered, you’d be living a mainstream life…
I’d just want to stipulate it’s ‘recovery’, not ‘recovered.’’
This finding of two ways of perceiving recovery suggests
a need for increased awareness regarding how we use the
term. For example, should I be speaking to someone from
a process perspective, whilst they have an outcome viewpoint
of recovery? If so, we’d actually be talking about different
things. Therefore, I encourage everyone to carefully consider
how they perceive recovery and how they use this term
in conversation with others.
Given these differing perspectives of recovery, I question
whether services should be encouraging clients to adopt certain
definitions of recovery, such as a process approach that would
likely foster more hope about the potential to achieve recovery.
But, if this were to happen, would this be to the detriment of
those who hold a differing perspective of recovery?
And what about when health professionals ask clients
to determine their recovery goals? Is this not implying
an outcome approach? To me, these questions further
highlight the need for clarity and consensus around
the definition of recovery.
Secondly, recovery was consistently described by research
participants as finding a fit in mainstream society. This fit
was particularly achieved through participants having social
connection and engagement in a range of activities that best
met their individual idiosyncratic wants and needs.

Bill:
	‘Well, we humans are social creatures. We have to have contact
with others of our kind otherwise we’d go stark raving mad.’
Honda4:
	‘There are a lot of things you can do. You can have a bath.
You can have a laugh. You can have a nice lunch with a nice
beautiful lady. You can take in a band at a pub. There is a lot.
Go for a ride on your motorbike. There are a lot of things you
can do rather than double or triple your medication.’
My research found that recovery best occurs within
mainstream societal settings, while involving a range of
activities and facilitating social connection, suggesting that
recovery-oriented practice needs to occur in the broader
community. It may be that having separate programs, such
as day programs, may not be as effective as holding programs
out in society. Social groups, art groups, and the like, could
all be held in mainstream settings.
Finally, through taking part in this research project, three
participants informed me that they had considered what
recovery means to them in more depth than they ever had
previously. Two participants planned to continue exploring
what recovery means to them even after the research project
finished. Thus, a further implication from this research is
that carrying out a similar exercise can be used to help others,
more comprehensively, explore their own perspectives and
understandings of recovery. In fact, two organisations have
informed me that they are considering doing so.
I would like to thank staff and participants from Lantern, Impact
Support Services and Peninsula Support Services for their interest
in, support of, and contributions to, this research and for giving
their valuable insights into their understandings of recovery.
Additional thanks go to Professor Lenore Manderson and Dr
Cameron Duff of Monash University, who provided guidance,
feedback and ongoing support throughout the research process.
Thank you to EACH Social and Community Services for
supporting the presentation of this research at this year’s
VICSERV Unfinished Business conference.
I also wish everyone who is working on their own
recovery the best of luck.
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Sovereign selves or social beings?:
The practitioner’s role in
constructing the subjectivity
and sociality of the consumer
Mark Furlong,
Senior Lecturer and Director of Undergraduate Studies, School of Social
Work and Social Policy, Faculty of Health Sciences, La Trobe University

‘Loneliness [is] on the list of risk factors for ill health
and early death right alongside smoking, obesity
and lack of exercise.’ Based on such statistical
arguments, the social model of health is establishing
a profile, not just with left-leaning academics but
also with governments. This work puts forward a
diverging paradigm to the received, expert-centred,
emphatically clinical template for health care.
A recent study set out to examine how mental health
case managers and private psychotherapists understood
the health and wellbeing, as well as the problems and
symptoms, of their consumers. Rather than a general
enquiry into this matter, the project had a specific focus:
do practitioners consider, and if so, to what extent and in
what specific ways, the consumer’s friendships and family
relationships, their social connectedness, in their theorising
as well as in their everyday practice?

At its base, the project was stimulated by a critical hypothesis:
might the conventional clinical approach to mental health care,
and to psychotherapy more broadly, emphasise the values
of autonomy and self determination, privacy and choice, at
the expense of those that relate to promoting human sociality
and the quality of the person’s interdependencies? That such
a possibility might be worth investigating, in part, arose from
the researcher’s close to 20 years’ experience in the adjacent
fields of mental health and psychotherapy. There were other
prompts to the project, not least of which was the developing
profile of the ‘social model of health.’
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Social exclusion and the emerging
social model of health
Research undertaken by Sir Michael Marmot, Richard
Wilkenson and the Harvard Centre for Public Heath,
amongst others, offers a key perspective on the phenomena
of social exclusion, a status that so endangers many within,
and beyond, the mental health field. Initially derived from
social epidemiology, this research expresses, and is
constituting, an emerging ‘social model of health’ that actively
considers the influence of larger dimensions of social life,
such as access to employment and housing (Berkman and
Glass, 2000; Ryff and Singer, 2001; Kawachi and Berkman,
2003: Marmot, 2005; VicHealth, 2005; Wilkinson, and Picket,
2009). It also considers the effects of a person’s intimate and
social relationships – with the domain of what might be
termed, the ‘locally social’ (Furlong, 2009).
Across nations in the (so-called) developed world, so the
argument goes, comparative outcomes on a broad set of
indices of health and welfare, what Wilkinson, and Picket term
‘social and health problems’, are related to differentials in
inequality and stigma, far more than they simply reflect a
nation’s health and welfare expenditures. Cuba and the USA,
for example, have roughly equivalent mortality rates but the
latter spends eight times more per capita. In other words,
the emerging social model of health disputes, or at least
de-centres, the status, which has traditionally been accorded
to the modern, clinical model of care. This alternative model
seems to say: a design for health care based on expensive,
highly specialist services may be likened to looking for your
keys where the light is brightest – but not where the keys
were lost.
In Richard Wilkinson and Kate Pickett’s The Spirit Level: Why
More Equal Societies Almost Always Do Better (2009), it is
argued that if humans are acknowledged and included, their
health tends to be better – and the converse also apples:
if a person, or a group, is ‘dissed’, ignored or rejected,
their health, wellbeing and self respect is likely to suffer.
The aggregate of a person’s social relations, it is argued,
are composed of one-off, as well as longer-term, interactions
with ‘significant-others’: between those with whom we more

or less regularly socialise, as well as those with whom we
have more formal or regular contacts, including but not
restricted to, those with whom we have family or romantic
ties. These interactions also include our immediate contacts
with professionals in consulting rooms as well as strangers on
the street, all of whom can ignore or acknowledge, honour
or ‘diss’ us. Included in this set of relations are our workmates,
friends, the regulars we are in contact with while we shop,
drive, interact with on the net, and so forth.
How are these linkages, or absence of linkages, important?
One example might suffice: Cacioppo and Patrick report in
their remarkable Loneliness: Human Nature and the Need for
Social Connection, that ‘loneliness [is] on the list of risk factors
for ill health and early death right alongside smoking, obesity
and lack of exercise.’ Based on such statistical arguments,
the social model of health is establishing a profile, not just
with left-leaning academics but also with governments.
This work puts forward a diverging paradigm to the received,
expert-centred, emphatically clinical template for health care.
It also provides an important platform for a study that focuses
on social connectedness – in this case an investigation,
however preliminary, into the extent, and the manner, in
which practitioners concern themselves with the sociality
of their consumers.
The study
Given the evidence linking social inclusion with wellbeing,
it follows that practitioners should be guided by this research
in how the client’s presenting issues are constructed, how the
process of goal setting is undertaken and, more globally, how
these actors conceptualise what it is to be human. In order to
examine this question, the study examined how case mangers
and psychotherapists theorised, and conducted their practice
with respect to, their client’s significant-other relationships.
That is, to what extent, and in what concrete ways, do
practitioners consider their clients’ current, and prospective,
interpersonal networks in their day-to-day practice? Given
the possibility, however unlikely, that practitioners may be
inadvertently ignoring, attenuating or even antagonising
relationships between their primary clients and that person’s
‘significant-other network’, the project set out to investigate
this possibility theoretically as well as empirically, albeit to
a limited extent.

We come to be what we are treated as being: either
we are encouraged to be, and to think of ourselves
as social beings, creatures of the herd who have
accountabilities as well as rights, or, we are taught
to see ourselves, and to act as, sovereign entities,
individuals with our own needs and interests.  
The theoretical component

The empirical component

The initial component of the project began with the
identification of relevant contextual factors, a set that
was finalised to include ideological, cultural, theoretical,
customary, legal, organisational and practice-specific
phenomena. The effect of these factors was concluded to
be that ‘the human subject’ tended to be constructed within
the texts of psychiatry, psychology and psychotherapy as an
autonomous agent. Further, within these texts, understandings
of health / pathology were then configured with respect to this
ascription of autonomy.

Mindful that the image of the healthy western subject as a
free-stranding, sovereign entity remains dominant, the second
component of the project sought to interrogate this conclusion
in interviews with current human service workers. Twentytwo semi-structured interviews with mental health workers
and privately practicing psychotherapists were undertaken.

Three diverse intellectual traditions were then surveyed for
their capacity to act as alternative vantage points from which
this prevailing view of the self could be critically reviewed:
•  ‘Non-mainstream’ traditions of thought: feminist,
cross-cultural, systemic, ethical and spiritual
•  Contemporary critical theory
•  Social epidemiology research reports, which link health
outcomes with the quality of personal relationships.
This survey yielded the conclusion that – however the self
might be understood – a concern for the quality of ‘significantother relationships’ was warranted. This review also
concluded that the image of the self as an autonomous unit,
and the specification of human health and pathology derived
from this image, is historically and culturally anomalous.

As a preliminary step, a complex interview schedule was
developed. This schedule had several distinct components.
Participants were asked to discuss a number of constructs,
such as their attitude to Maslow’s hierarchy of human needs.
Of these components, the most significant involved asking
participants to consider, and then respond to, a complex
vignette. This vignette was given in writing to each participant,
(see Table 01).
Following thematic content analyses of the data from this
component, in conjunction with the cumulative responses
to other components, a clear result was obtained:
interviewees rarely presented their clients as embedded,
relational entities in their accounts of their practice. On the
contrary, clients tended to be presented as if these people
were primarily, and often quite exclusively, autonomous sites
– individuals who were, more or less, damaged, with respect
to their capacity to be ‘in charge’ of their lives. That is, the
capacity for agency, rather than connection, was far more
in focus for the respondents.
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With few exceptions, this was the pattern across the two
practitioner sub-groups: only marginal attention was given
to ‘affectionate, intimate and family relationships.’ More,
the attention that was given, tended to be blaming and/or
pessimistic concerning the prospects for clients being able
to develop supportive relationships in the future. Neither
psychotherapist nor case managers held a discernibly different
view (Furlong, 2008; 2010).
Discussion
How might these findings be understood? Practitioners
want to help, are deeply committed to assisting, their
consumers. This acknowledged, is it possible that helping
may inadvertently ignore, even disrupt, the consumers
prospects for relationships? For example, what conceptually
unites the disparate psychotherapeutic approaches –
cognitive behavioural therapy and psychoanalysis,
experiential traditions and the more recent ‘new age’
iterations – is that each of these apparently distinct practices
places the consumer at the centre of the picture.
In terms of the particular impact of this positioning, Bauman
(2003; 58) suggests this teaches the consumer to have:
More self-appreciation, self-concern and self-care, more
attention to the… inner ability for pleasure and satisfaction –
as well as less ‘dependence’ on others and less attention to
other’s demands for attention and care. Clients who diligently
learned the lessons and followed the advice faithfully should…
ask themselves more often the question ‘what’s in it for me?’
In this analysis, the premise is that practitioners and their
theories are not neutral in their influence. Rather, the
consumer is ‘reformed’, seriously influenced over time,
in their contacts with practitioners. Rose (1999; 42), an
historian of the psychotherapies and unofficial biographer
of the Tavistock Centre, puts it this way:
The psychotherapies, the languages of the psychotherapies,
their explanations, their types of judgment, their categories of
pathology and normality, actually shape, have a proactive role in
shaping, the subjectivity of those who would be their consumers.
I think in those circumstances it’s not surprising that people will
understand themselves in analogous kinds of ways (to their
therapists) when they go into the psychotherapies and will
often find a certain kind of hope and comfort (in this story).

We come to be what we are treated as being: either we
are encouraged to be, and to think of ourselves as social
beings, creatures of the herd who have accountabilities as
well as rights, or, we are taught to see ourselves, and to
act as, sovereign entities, individuals with our own needs
and interests.  
Putting it far too brutally, the results of the study are explicable,
even predictable, if it is understood that human service
practice expresses, and is constituted by, a specific legal, policy,
organisational and professional habitus (Bourdieu, 1998), that
privileges ‘the individual’. This location is a normative context
– a forge that shapes the form respectable practice has to take
as it is the template in relation to which ‘legitimate’ practice
must conform.
What are the specifications of this template with respect to
the client’s interpersonal world, to the prospects for sociality
that was the specific concern of the project? The critical
review of the relevant multi-disciplinary literature identified
the following contextual stipulations: mindful of some variations
between different therapeutic iterations, that practitioners
must demonstrate an abiding concern with:
•  The set of notes that summon up the magic chord of
human independence: the values of autonomy, self
determination, choice, confidentiality, personal privacy
and entitlement
•  The necessity that the professional and the client become
an enclave, an exclusive dyad, where the bond between
the professional and ‘my client’ is based on the professional
uncritically aligning themselves with the perspective of this
person. For example, when the client says ‘I am not
understood by my partner’, or ‘I am not getting enough
of what I want in this friendship’, the practitioner will accept,
rather than question, this disposition
•  Endowing the working alliance or, more grandly, the
‘therapeutic relationship’ between the person and
the practitioner with a close-to-sacred status as the
corrective and/or rescuing dimension
•  Minimising, even eliding, the primacy of significant-other
linkages – both in the present and into the future

•  Discounting, even disqualifying, the expectation that
the client has an accountability for their interpersonal
behaviours, that is the practitioner will act in a manner
that is supportive and non-intrusive with respect to the
client’s interpersonal behaviour, unless this behaviour is
so egregious as to be specifically outlawed.
Such norms are mutually reinforcing and are therefore
actively recursive in their operations. Yet, of course, such
a set of norms do not exist in a vacuum. Like a Russian doll,
the practice habitus is embedded in a larger concentric body
that is the time and place, which frames the specific habitus
– what critical theorists term the larger cultural and historical
milieu. With respect to the western, (so-called) first world
milieu, what are the arraigning features of this milieu, what

Vignette
Lennie is a 27-year-old unemployed man with
schizophrenia who lives ‘rough’ when he is not in
emergency shelters or other short-term places.
Lennie has problems with his thinking and behaviour,
has no understanding of his illness and is socially isolated.
He sometimes uses marijuana and alcohol and, although this
occasional substance abuse is not good for his mood or his
thought processes, his problems are predominantly mental
health related. You are a case manger in an outreach mental
health service and although you find him friendly enough
and able to talk fairly well when spoken to, you have been
struggling to engage him in the (off and on) times he has
been on your caseload over the last three years. He tells
you ‘I want to be left alone.’
Background
Lennie had an, apparently, unproblematic, although perhaps
somewhat isolated, childhood and schooling. He wanted
to leave school at 16 to work in a relative’s building
company. At 19, whilst still living at home and working, he
became more and more withdrawn and was observed to
have become ‘bizarre’ in his thinking. After a number of
consultations with his family doctor he was referred to an
Italian-speaking private psychiatrist—his family are Italian
and he is bi-lingual—and shortly after

key attitudes and values are privileged and reproduced
in this space?
It is, of course, of no surprise that the variables championed by
western culture stipulate independence and personal control,
the ideal of self-reliance and of personal rights, that the locus of
control should be internal to the individual, and so forth. This
is almost exactly the suite of values that are contended in the
therapies, a set which is, not coincidentally, consonant with the
process of ‘individualisation’ (Bauman, 2001, 2003; Beck, and
Beck-Gernsheim, 2002; Elliot and Lemark, 2005; Giddens,
2003). This process has advanced to such an extent that each
person is now quite aware that they are ‘condemned to be
free’ to re-cycle a phrase from existentialism (Rose, 1989).

he was given a diagnosis of schizophrenia. Lennie did
not accept this diagnosis at that time and still continues
to deny he has an illness.
For the next five years, Lennie continued to reside at home
with his parents and four siblings (two are older; one is
younger) and was alternatively withdrawn and accusatory.
During this period, there was a steep deterioration in family
relations. After many intense and, at times, verbally
intimidating arguments, Lennie was asked to leave and has
been of ‘no fixed address’ ever since. He has been on
a disability pension for the last five years.
Since his first episode, Lennie has had more than a dozen
hospital admissions. Although he is often friendly and socially
competent, he appears to have little or no insight or
self-management capacity. He also continues to be resistant
to treatment, unmotivated and blunted.
Without worrying about resource questions, if you had
a magic wand, what goals would you suggest are
appropriate / what does he need?
•  Short term
•  Medium term
•  Longer term
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Given this script, at the level of cultural analysis, it follows
that psychotherapists and mental health workers will ‘execute’
the warrant that this process specifies. This is not to say that
the troubles of many consumers will not be resolved by
helpful practitioners. At a higher level of analysis, it may be
that ‘we’, the gestalt of all consumers, may be being taught
to raise the dust, to complain, I am lonely and misunderstood,
I am anxious and precarious, only then to complain that we
can’t see (Roseneil, 2007).
This conclusion may represent a disrespectful line of
thought to some: how could well meaning and well
trained professionals and practitioners with a background
in psychology and nursing, medicine and social work, be
implicated in socialising their clients towards these people
becoming disconnected and self-centred? However
distasteful the idea may sound, the possibility may be,
to some significant extent, accurate.
Consumers of mental health services are undoubtedly socially
excluded. This has long been understood to be the result of
the prevailing social attitudes and the nature of a mental health
condition. Given this context it would be a savage irony if this
unfortunate state of affairs was, at least in part, a consequence
of the design of the system that was put in place to offer
assistance to the consumer. That mental health professionals
and psychotherapists may be unwittingly promoting, might
even be a formal vector for, the spread of anomie and the
process of individualisation is therefore a problem worth
contesting. And, of course, there are alternative ways of
practicing (Colgate, 2004; Furlong, 2003; Jenkins, 2009).
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Currently, most settlement programs focus on integration,
but cultural barriers, mistrust of the Australian service system
and lasting impacts of pre-migration experiences hinder these
processes. As a result, many adult men and women exhibit
symptoms of post-traumatic stress disorder with severe
depression and anxiety.
Since 1990, large numbers of Somali refugees have
migrated to Australia under the Refugee and Special
Humanitarian Program and the Family Reunion Program.
Most of them live in Melbourne’s northern suburbs. The
number of Somali migrants increased from 3,000 in 1996
to 11,000 in 2006, with 62.2 per cent living in Victoria
(ABS, 2006).
Currently, most settlement programs focus on integration,
but cultural barriers, mistrust of the Australian service system
and lasting impacts of pre-migration experiences hinder these
processes. As a result, many adult men and women exhibit
symptoms of post-traumatic stress disorder with severe
depression and anxiety (Bailey, 2006). In order to best
respond to the needs of CALD communities such as Somali
clients, it is important to be mindful of their unique cultural
understanding of mental health and mental illness.  
Traditional perspectives of mental health
According to Somalis, health is God given, but individuals are

responsible for maintaining good health. The belief is that
people cannot protect themselves from future illnesses because
God is the ultimate guardian of health. The Somali community
believes that a person with a mental illness is ‘crazy’. They
associate people living with a mental illness as people who are
violent, unpredictable or have an intellectual disability.
For the Somali community, the cause of mental illness is
predominately spiritual or metaphysical. For instance, they
perceive mental illness to be a punishment from God or evil
spirit. They also believe the illness can be brought on by
oneself or another person through curses or bad behaviour.
Traditional treatments include mediation provided by religious
leaders or traditional healers.
ADEC’s Somali mental health education project
ADEC’s Transcultural Mental Health Program received
funding to provide mental health education to the Somali
community in Melbourne’s north. Due to cultural needs,
ADEC employed a female and a male bilingual worker from
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the Somali community as well as a coordinator for the project
to carry out this project. The team studied the target group’s
needs through discussions with Somali community leaders
and community workers.
ADEC’s Transcultural Mental Health Program then conducted focus
groups with the youth of the Somali community as well as the
mature age Somali men and women (gender divided). Both mature
age groups requested mental health education, whereas the young
Somali community members were seeking to develop a brochure
with general mental health information and service contacts.
Information requested by the Somali community
The four common requests identified from the focus groups
regarding the information provided about mental illness were:
•  Psycho-education (what mental illness is)
•  Normalising mental illness
•  Knowledge on how to identify early signs of mental illness
•  Mental health services and resources available.
Phase I – ADEC’s response to mature age people
(both female and male)
The first phase of ADEC’s response was to provide mental
health education to the mature age groups. Mental health
service providers, such as the VTPU, Northern Division of
General Practitioners (NDGP), Austin SECU, and the Migrant
Resource Centre (MRC) were delighted to have the opportunity
to be involved in the mental health education forums with Somali
men and women and discussed diverse topics.
NDGP led a discussion on ‘how to talk to your doctors’, and
presented some ways in which ethnic communities can access
GP services in their local area. In the same forum, a guest
speaker from the Austin SECU discussed a topic on ‘dealing
with a crisis’, what to expect if you need to go to hospital and
how to manage medication. The speaker from the Austin
ensured services were culturally appropriate and that people
from ethnic backgrounds were allowed visits from their family
members in order to engage in spiritual/ traditional healing
methods while receiving professional treatment. ADEC invited
some Somali community and spiritual leaders to speak to their
community on the ‘importance of help seeking’ regarding
mental health issues.

The overall forum presentations focused on an everyday
perspective of health and wellbeing as well as some of the
understandings that come from Western culture, and the
participants were quite engaged throughout the sessions.
There were discussions around mental health, mental illness
and general health, stress and stressful life events, common
mental health problems, and the kind of help available.
Some of the issues raised by Somali (mature) men:
•  Would Australian health care providers believe a Somali
patient’s ideas and beliefs?
•  There was a feeling of ‘mismatch’ between Somalis’ cultural
beliefs and those of Australians regarding health and illness
•  There was a belief that Australians were more likely to
label some behaviours Somalis see as ‘normal’, as a
mental illness. This was due to the hardship Somalis have
experienced in their country of origin
•  The community in Somalia view and treat people with
mental illness differently to the Australian community.
Somalis label people with a mental illness as ‘crazy’
and look down upon them (stigmatisation)
•  Would treatment for mental illness ‘cure’ Somalis if
they adhered to Australian treatment?
Some of the issues raised by
Somali (mature) women:
•  There was a primary concern for their children, and
they spent much time worrying and stressing about
their children’s wellbeing and safety in Australia
•  There was a view that many of the ‘problems’ that exist
in Australia do not exist in Somalia, such as paedophilia
and homosexuality
•  Moving out of home prior to marriage and relations
with members of the opposite sex are not acceptable
in their country of origin
•  Descriptions of how their community in Somalia was
safer than Australia where they were surrounded by
social supports including family and neighbours
•  Descriptions of difficulty adjusting to their smaller living
space and the lack of interaction with others in Australia
•  Need to know where to go to for help if needed.

For the Somali community, the cause of mental illness is
predominately spiritual or metaphysical. For instance, they
perceive mental illness to be a punishment from God or evil
spirit. They also believe the illness can be brought on by
oneself or another person through curses or bad behaviour.
Traditional treatments include mediation provided by
religious leaders or traditional healers.
Phase 2 – ADEC’s response to Somali youth groups
(male and female)
The second phase of the project was a series of workshops
to design a brochure for Somali youth. ADEC’s Transcultural
Mental Health Program consulted with Headspace, a youth
mental health expert organisation, to support and provide
some direction where needed, while the Somali youths worked
on their brochure, which was finalised after four sessions.
The final product was a youth-appropriate brochure called,
You are not alone. This was followed by a formal launch of the
brochure, where relevant agencies and individuals, such as
Northern Melbourne Headspace, Frontyard, members from
the Australian Somali Youth Association (ASYA), and the local
MP were invited to attend.
This brochure was written in English as the young Somalis
in the group speak English and it was felt that it would be
more accessible. The brochures were distributed to mental
health services and to places where Somali’s congregate.
The brochure was also presented at VICSERV’s Unfinished
Business conference in April this year.
Through the project, ADEC was able to de-mystify some of the
beliefs in the community, build bridges between local support
services and people from a Somali background and, in return,
educate Australian services about traditional Somali treatments.

FIND OUT MORE: A Tool Kit for other services working
with the Somali community is available from ADEC by phoning
03 9480 1666 or emailing ahmed@adec.org.au.
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For many people with a mental illness and their family
members, there can be a rupture in relationships on
many fronts: at school or work, with friends, and within
the family. External social networks can deplete with
some networks dropping out altogether. The early data
from our evaluation shows very high levels of social
isolation from a friendship scale among both carers and
consumers. The whole family seems to become more
isolated and less connected. Pathways to social inclusion
can seem like a labyrinth.
Our first response to the idea behind the Unfinished
Business conference was to wonder about how working
with families may relate to or support social connection and
inclusion. We were also curious about how such relational
work may contribute to people returning to work.
We came to the conclusion that it makes sense to acknowledge
a pathway from our relationship with family, to our connections
with other social groups and settings, including the workplace.
We all have multiple roles and groups or networks, that provide

a sense of belonging, but if we consider the family to be our
primary group, then our belonging here sets the foundation
for developing further social connections.
Our identity within our own family is multifaceted and
dynamic. It can change over time with age, health, marital
status and parental status. All these things lead to change in
how family members relate to each other. A dramatic change
in a family member’s mental health can also lead to dramatic
changes in how family members relate to each other. Family
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roles can also be affected, where a shift from being a partner
to also being a carer can take place. In many of the families we
work with, living with mental illness can cause once assumed
roles to become quite fluid.
At the onset of the illness and then at times of relapse, families
often go through a period of crisis and/or a trauma where the
pressures on family relationships can be very stressful and
disruptive. Sometimes this can result in loss of connection
with others and encourage feelings of alienation. On the
other hand, families often demonstrate resilience in the face of
these pressures and can find ways to cope and move forward.
Defining social exclusion
We would like to use a definition of ‘social exclusion’ to start us
thinking about how a move towards ‘social inclusion’ may take
place. ‘Social exclusion can be defined as a multidimensional
process of progressive social rupture [emphasis added],
detaching groups and individuals from social relations and
institutions and preventing them from full participation in the
normal, normatively prescribed activities of the society in
which they live’, (Silver, 2010). Employment can also be seen
as ‘normal, normatively prescribed activities’, (Silver, 2010).
Unemployment, on the other hand, can be seen as a key
cause of social exclusion, as it deprives an individual access
to material wellbeing through earning an income and to
socio-culturally valued identities and roles around participation
in the workforce.
In general, the process of social exclusion occurs over time
and in many areas of one’s life, through breaking or straining
links, one after another, with important social connections.
Relationships between people deteriorate or end completely.
As these social links weaken, you can lose your place in a
complex social structure.
For many people with a mental illness and their family
members, there can be a rupture in relationships on many
fronts: at school or work, with friends, and within the family.
External social networks can deplete with some networks
dropping out altogether. The early data from our evaluation
shows very high levels of social isolation from a friendship scale
among both carers and consumers. The whole family seems
to become more isolated and less connected. Pathways to
social inclusion can seem like a labyrinth.

Social inclusion: rebuilding and repairing the links
Taking a systemic perspective, the family is the primary place
where the beginnings, or roots, of our social identity and skills
are shaped. The work we do in Building Family Skills Together
(BFST) invites families to come together to meet and learn
skills that assist them in building and repairing relational links
that promote and support social inclusion practices.
There are many challenges to the whole family when mental
illness is a factor, but BFST family work helps the process of
renegotiating and rebuilding better relationships through
understanding the families’ experience and the effects of
mental illness on families. BFST also works directly with family
members regarding communication within the family and
working through problems together and provides a forum for
collaborative discussion and planning. An important aspect of
social inclusion is that not only are you connected with others,
but you also have skills to negotiate and work with others to
reach your goals. We would argue that, working with the
family by taking small steps towards better communication,
solving problems and working towards goals as a family,
encourages larger steps towards social inclusion and
connection with the wider community.
BFST and Behavioural Family Therapy (BFT)
Despite the beneficial effects of medications on psychiatric
disorders, drugs alone rarely eliminate all the symptoms,
and clients can still experience significant difficulties in
assuming major social roles such as employment. The role
and support of the family in clients assuming such roles has
a significant impact.
BFT was identified as the preferred model of family
intervention for the BFST Mind program because there is
solid evidence that this form of psycho-educational family
work reduces relapse rates in consumers, reduces carer
burden and improves relationships for families. Evidence
from over 40 randomised trials demonstrates the potential
of this approach to keep people well in the community,
such as.
•  Reductions in relapse and admission rates
•  Reductions of between 20 per cent and 50 per cent
•  Decrease in symptoms
•  Increased participation in vocational rehabilitation

and employment
•  Improved family wellbeing – reduced burden
•  Reduced costs of care
(McFarlane, et al, 2003; Mueser and Glynn, 1999).
What is BFT and what are some of its objectives?
BFT is a structured, but flexible model of family intervention,
directed and shaped according to the family’s needs and
responds as these needs evolve. It is responsive to the
particular needs of the family through an emphasis on
engagement and assessment. Important elements of this
process are the noting of the strengths, goals and challenges
of each family member and the family as a whole.
One of the key principles of BFT is that the family is seen as
the greatest resource in assisting an individual in managing
stress and achieving their goals. At the same time, this
model of family work draws out and strengthens the family’s
assets by developing and practicing essential skills around
communication and problem solving. This approach clearly
targets the efficiency of the family in reducing stress and conflict
and thus, vulnerability to relapse and negative symptoms.
A key goal in the early stages of the BFT model is to harness
and promote collective understanding of the signs and effects
of living with a mental illness through clear communication and
working and planning collaboratively around problems and
goals. In this respect, the model encourages consensus.

At the core of this type of family work is a psycho-educational
approach based on social learning principles. Here, the family
worker’s role could be considered as more of a ‘coach’. This
practical skills approach focuses on positive reinforcement of specific
styles of interactions that decrease stress in family relations.1   
The main elements of the BFT model are:
•  Engagement
•  Assessment:
Each individual family member; family’s communication
and problem solving abilities
•  Education/Information sharing:
Incorporating consumers, carers, clinicians’ experience
and understanding around the condition and relapse
prevention strategies
•  Communication skills
•  Problem-solving skills
•  Booster sessions
BFT involves an initial meeting with the family. After
engagement, family meetings are usually scheduled weekly for
a number of sessions and then move to a fortnightly frequency.
Each session lasts for one hour and can be home or centre
based. The average length of the work with each family is 12
to 16 sessions and ranges from a period of six to nine months.
The main assumptions of the BFT approach
We acknowledge that the family is doing the best they can
under difficult circumstances, whilst coping with the effects

One of the key principles of BFT is that the family
is seen as the greatest resource in assisting an individual in
managing stress and achieving their goals. At the same time,
this model of family work draws out and strengthens the
family’s assets by developing and practicing essential skills
around communication and problem solving.
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of mental illness. Nevertheless, the provision of relevant
information and facilitating the sharing of individual experiences
and understanding about living with mental illness are essential.
At the same time, promoting the family’s ability to identify the
signs and acknowledge the effects and patterns of stress and
illness that lead to relapse or promote negative symptoms,
are key practices of the model.
We know that through enhancing interactive skills, based
around communication and problem solving, strengthens
family’s defusing and coping abilities. This, in turn, supports
them in working towards personal and collective goals. We
also know that fortifying the family’s resources and skills to
the point at which the worker’s help and coaching is no longer
necessary, empowers the family to independently address
their problems and work towards their goals.
Finally, the BFT approach is premised on attending to the needs
of all family members. This promotes a balance for individual
family members to work on their own needs and goals while
supporting the needs and goals of the person they care for.
Family work in practice
Assessment in BFST is largely based on the family’s ideas
about their goals, and what they would like to achieve
through family work. This is combined with their views on
their strength and skills in working out day-to-day difficulties,
and the workers’ observations of the families problemsolving and communication skills.
Some families who have completed the BFST program
describe their communication skills as good, and that they
already talk to each other a lot. In these cases, families have
chosen to go to BFST for help in understanding signs of
becoming unwell and to learn more about how to manage
in a crisis. Many families in the program have not had the
opportunity to do this together as a family. Some consumers
said they are ‘sick of being sick’, and would like to be doing as
well as other people living with mental illness. One consumer
told us how much difficulty he had in day-to-day planning,
as he did not know how he would be feeling physically or
mentally and this was a significant barrier to employment
and study. Consumers and their families can feel helpless in
the face of symptoms of mental illness, but they still have hope
that things can and will be different for them in the future.

As BFST workers, we introduce the idea that it is possible to
have some control (which is what families have been searching
for), and we look at early warning signs with them, which gives
them an opportunity to do this together as a family. Each family
member often notices different things so we are able to
develop a plan of action together. Following these sessions,
the families may have a changed expectation that it is possible
to predict what might happen, and act to stay well in a way
that is supportive of each other. We provide opportunities for
family members to share their experiences, and a structure for
how they can use these experiences in the present and future.
Throughout the family work, we refer back to the plan and
to individual family members’ goals, and the families also refer
back to and adapt these as we go along. At the end of BFST
some families told us that they are recognising signs and acting
on them faster, and have a shared understanding about what
happens and what they can do. People who had difficulty
planning ahead have now started making plans. This
is the unexpected pathway in BFST, as a small number
of consumers and carers have developed the confidence
to plan, look for, get vocational support and find a job.   
In our immediate response to the conference theme, we
ironically excluded our own family work as belonging to a
legitimate pathway to social inclusion. Since then, we’ve
reconsidered our work and believe that it really allows great
opportunities to open up within families. We believe it has a
place in the thinking around social inclusion, such as being one
step towards working or maintaining work for both carers and
consumers, and in participating in family life.
References
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Consumer participation
in research

Lei Ning, Deputy Director and Project Manager,
Wayne Weavell, Senior Project Officer,
Sally Woodhouse, Project Officer, Victorian Mental Illness Awareness Council (VMIAC)

Coupled with positive interaction with consumer and carer
researchers, the research process was found to be generally
therapeutic and empowering with some participants reporting that
they felt listened to and highly valued for their input. This feedback
has further enforced the research team’s belief that the research
process is just as important as the outcome.
Consumer participation in research is a recent
development in mental health system reform, which brings
a fresh perspective to the research community. Despite
potential limitations associated with conducting consumer
research, it is an effective form of research directly
addressing consumers’ needs, expectations and priorities.
However, in order for this innovative approach to reach its
enormous potential, it is important that necessary supports
are in place. This will require that the research community
review some of its more traditional perspectives, so that
consumer research can be embraced. The importance of
consumer research cannot be underestimated, as it has the
potential to create better relationships between consumers
and researchers, which can facilitate greater knowledge
and understanding, and subsequently support cultural
change in mental health research and mental health system
reform at large.
Consumer participation in research has made noticeable
contributions to mental health system reform. For instance,
the modern concept of recovery was developed based on
consumer literature.1 In particular, Patricia Deegan is a consumer

researcher who has been widely referred to as the ‘prophet’
of the concept of recovery by coining the term in 1988. Prior
to completing her PhD, Deegan received a diagnosis of
schizophrenia and was able to utilise this lived experience later
in her research career to illustrate the advantages of consumer
research.2 While consumer participation in research had long
been used to assist in the shaping of various policies and
services,3–5 it was following some consumers’ pioneering
work that the mental health sector began to actively adopt
this improvement initiative. However, concerns continue to
be raised regarding how consumer research aligns with more
traditional research approaches, as well as how consumers
can best be involved in research.
The importance of consumer participation
The concept of involving consumers in the development of
products and services has been relatively long standing, with
early stages recognised in urban planning in the 1960s.3
Rather than consumers being viewed as passive objects,
consumer participation refers to their active involvement in
research, evaluation, and decision-making processes relating
to the service.6 Consumer participation is considered to be of

particular importance in healthcare because there are few
alternative indicators in ascertaining the effectiveness of
services.7 In the 1970s, the World Health Organisation
indicated that such participation is a key component of
effective primary care, which was later embedded as
one of ten principles in the Declaration of Alma-Ata:
‘The people have the right and duty to participate individually and
collectively in the planning and implementation of their health care’.8
More recently, it has been acknowledged that consumer
participation is more than just a right, with potential benefits
for both the consumer and the service, particularly in relation
to the mental health sector. Within the context of mental
health, ‘consumer’ refers to people who use, have used, or
are eligible to use mental health care services.9 In 1993, the
release of the Burdekin Report described how great suffering
can be caused for the consumer through the experience of
societal stigma and disempowerment in the mental health
system.10 At a similar time, the World Health Organisation’s
Consumer participation manual11 recognised that as a
consequence of experience with the mental health system,
consumers are ideally positioned to make a major contribution
to the structure and delivery of mental health services and that
the services will benefit from their expertise. An emerging
approach towards harnessing this lived-experience expertise
is the development of consumer participation in research.
Consumer participation in research
Although it is generally accepted that consumer participation
should be a requirement of healthcare research, there is
considerable contention surrounding the involvement of
mental health consumers. The overriding issues around this
type of consumer participation are, firstly, whether or not it
is ethical to involve people in research when they are mentally
unwell, and subsequently the ‘representativeness’ of the
consumers who are well enough to participate.9, 12–13 Some
researchers suspect that concerns of representativeness may
be a subconscious way of avoiding consumer participation.12
Conversely, some consumers have been placed in positions
of leading research projects,14 which has raised further
concerns about the reliability, validity and objectivity of
consumer research.3, 13, 15–16
Despite these concerns, consumer participation in research
demonstrates significant benefits. Firstly, consumers tend to
enhance the relevance of the research being undertaken
through an inherent capacity to identify inequalities, propose
relevant research questions, indicate appropriateness of
research protocols, provide insightful interpretations of results,
and assist with the implementation of findings.6, 9, 13, 16 The
involvement of consumers on a research team also aids in
recruiting participants and putting them at ease, as the team

is considered less intimidating and more amicable to other
consumers.6, 16, 17 Furthermore, participating in research may
enable consumers to build new skills and develop confidence
through taking an active role in their care, all of which are
considered beneficial towards recovery.15, 16 Recognising the
unique contribution of lived-experience to research, Faulkner
and Thomas state that:
‘A marriage of two types of expertise is the essential ingredient
of the best mental health care: expertise by experience and
expertise by profession’.15
It is important that potential consumer participants are
presumed to have capacity, rather than incapacity, and are
encouraged to make their own decisions about participation.
Similarly, rather than simply focusing on professional training
and qualifications, consumer researchers should be given
access to appropriate resources, as well as mentoring and
training, and ethics committees should value lived-experience.
Models of consumer participation in research
In the context of consumer research, researchers may be divided
into three primary categories: professional researchers, academic
consumer researchers, and consumer researchers. Professional
researchers are those with academic qualifications and experience
working in a professional setting.6 Professional researchers may
not have direct, lived experience as a consumer, but they may
draw on the input of consumers within their research. Similarly,
academic consumer researchers have formal qualifications,
research experience, and work in an academic setting, however
these researchers also bring their lived experience of mental
health or related problems to their work as a researcher.6
Alternatively, a consumer researcher is someone who draws
primarily on their lived experience as a mental health consumer
in their research. Consumer researchers may or may not have
formal research qualifications.6
Beresford is considered to be the principal academic
researcher on this topic, and is internationally renowned for
his work on consumer research. Beresford9 identified three
levels of consumer participation in research. The first level is
consumer involvement research, whereby consumers act as
advisors to varying degrees in the research. For example,
consumers are consulted for advice about certain aspects of
a project such as questionnaire design, the review of plain
language statements or to contribute as members of an
advisory committee.9, 14, 16 The second level is collaborative
research, which refers to a partnership between consumers
and researchers in all aspects of the research process.9, 14
The third level is consumer research, where research is
initiated, directed and led by consumers. Consumer research
has a strong commitment to equality in the relationship
between researchers and research participants.

An illustration of consumer research
The authors of this article are currently conducting a project entitled
the Consumer and Carer Experience of Care and Support (C&C
Experience) Initiative, which is based on recommendations of the
review of 2003–2004 Victorian consumer surveys.18
The project aims to survey consumers and carers regarding their
experience of care and support within mental health services.
The project commenced in late 2006, when the consumer and
carer research team conducted more than 20 state-wide
discussion groups to consult with consumers and carers regarding
themes that would be important to address in the survey, as
well as consulting them about the most appropriate research
methodology to capture the experiences of other consumers
and carers. The consultation results were analysed to inform the
design of the research instruments and methodology.
This approach affirmed one of the main principles of consumer
research whereby research agenda is determined through
consultation with potential research participants to ensure that
it best reflects their needs, expectations and priorities. The
methodology of the previous surveys was abolished due to
the consultation, and a new and innovative way to combine
quantitative and qualitative research methods was established.
The new methodology involved three tiers of information
gathering to reflect the richness of consumer and carer
experience, which questionnaires alone cannot achieve.
The information collection was conducted via: questionnaires,
individual interviews and focus groups. Instead of the mail-out
/ mail-back method, the questionnaires were administrated
using computer assisted telephone interviews, which improved
response rates significantly from previous consumer surveys. The
face-to-face individual interviews and focus groups provided
further opportunities for consumers and carers to articulate
their experiences.
Also, integral to the effective functioning of this research
project was the equal partnership between consumer and
carer research participants, service providers, government
officials and the consumer and carer research team members
to accommodate the needs of all stakeholders. Coupled with
positive interaction with consumer and carer researchers, the
research process was found to be generally therapeutic and
empowering with some participants reporting that they felt
listened to and highly valued for their input. This feedback has
further enforced the research team’s belief that the research
process is just as important as the outcome.

Experience-Based Design into an exciting new approach called
Mental Health Experience Co-design (MH ECO). MH ECO
integrated the research project into service quality
improvement activities that engaged consumers, carers and
staff members to redesign the service based on the findings
of the C&C Experience. This new partnership approach
provided a tangible model for consumer and carer
participation and highly valued the participants’ experiencebased expertise. This innovative initiative has further
demonstrated the advantages and commitment to change
associated with consumer research, and has consequently
garnered national and international attention. 19
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No doubt one of the greatest assets of the
organisation is a passionate and committed group
of staff that value not just what they do, but, most
importantly, those they work with on a day-to-day
basis. To be able to work with a true belief in
recovery, hope, respect and value empowers us all.
Aspire A Pathway to Mental Health Inc. has its roots in the
work of a group of a dedicated and passionate carers and
community members who, in the late 1980s, identified the
need for a support program for people in our community
who have experienced mental illness and their carers.
Incorporation and ongoing funding came about in 1995
and the organisation, then known as the Association for
the Support of Psychiatric Services (ASPS), began to grow
on the pillars of carer support, health promotion and
education and individual support through day programs
and home-based outreach, all strongly underpinned by
consumer and carer involvement.
The organisation grew from its Warrnambool base to provide
services across the entire Southwest of Victoria with regional
offices in Portland, Camperdown and Hamilton. In the early
2000s, like many other PDRS providers, Aspire moved into a

more proactive and rehabilitation-focused model of
practice. We have, over time, developed a strong
Rehabilitation Framework based on the Boston University
Centre for Psychiatric Rehabilitation model. In 2005, Aspire
was successful in gaining funding to operate sites across
Tasmania to deliver recovery programs based on the
Rehabilitation Framework.
In 2010, Aspire employs approximately 60 staff across Victoria
and Tasmania. In Victoria, we deliver rehabilitation and
recovery-based programs in home-based outreach and in
skill-oriented day programs across the Southwest. Over 200
participants each year take part in these programs. Rural and
regional teams excel in collaboration: from the Area Mental
Health Services, PDRS, and Drug and Alcohol sectors, to the
wider engagement of the community and the non-health
sectors. The mutual support and self-help group DASH (Daily

Activities and Self Help) provides peer support opportunities
for members from the Warrnambool community.
The Sage Hill Carers’ Service provides support, information and
education to carers across the Southwest and operates a diverse
respite program, including the FaHCSIA-funded (Department of
Families, Housing, Community Services and Indigenous Affairs)
respite facility Thyme Cottage in Warrnambool. Our Health
Promotion and Education program provides training and education
to a wide cross section of the community. This includes extensive
delivery of Mental Health First Aid, and Youth Mental Health First
Aid: a longstanding  schools education program involving consumers
and trained facilitators as well as the ‘Read the Play’ program, which
educates and trains the leaders and senior members of local junior
sporting clubs including football, netball and cricket.
Other smaller but invaluable programs include a HACCfunded (Home and Community Care) program supporting
residents of local supported residential facilities, and a
volunteer program that compliments all of our program areas
and assists participants in their vocational journey. In Tasmania,
we are funded to deliver a recovery program, where focusing
strongly on the Rehabilitation Framework and encompassing
groups and community were a key part of this.
We have been able to establish, through FaHCSIA funding,
a Sage Hill Family and Friends service in the north of
Tasmania, and are keen to enhance the opportunities
for health promotion and education.
A recent review of the Aspire mission statement has helped
define our Vision, Mission and Values. We identified the key
values of the organisation: Professionalism, Dignity, Integrity,
Respect and Authenticity. (The full text is available on our
website at www.aspire.org.au.)

Aspire has recently undergone accreditation with
QUICSA (Quality Improvement and Community Services
Accreditation), which has put a constructive and positive
light on quality and helped strengthen the organisation.
Reflected very positively in our accreditation feedback was
the establishment of senior practitioners in the Rehabilitation
Framework, who provide training, mentoring and supervision
to staff in the tools and process of our work in each state. We
are also developing a suite of core competencies for our
practice that will inform training and induction, supervision,
appraisal and recruiting.
With such strong growth, and as we look toward further
opportunities, we have recently been reflecting on how
an organisation like Aspire can retain the valued history of a
strong consumer-driven culture. No longer are we a small
‘family-like’ team, but we must not lose sight of the very
personal and human basis of what we do.
No doubt one of the greatest assets of the organisation is a
passionate and committed group of staff that value not just
what they do, but most importantly those they work with
on a day-to-day basis. To be able to work with a true belief
in recovery, hope, respect and value empowers us all.

FIND OUT MORE: To find out more about Aspire and
the work they do, log onto their website: www.aspire.org.au,
or you can send them an email at their Victorian office at
aspire@aspire.org.au or their Tasmanian office at aspiretl@
aspire.org.au.

‘Expression’ section
This photo, by Shane Bell, was taken at the conference
and shows one of the delegates taking some time out
to ‘express herself’ at the Prahran Mission – Stables Art
Studio exhibitor stand.
The Stables Art Studio offers studio space to artists with
experience of, or who are experiencing mental illness.
The Stables is a vibrant, evolving and responsive program
of Prahran Mission. To find out more about The Stables,
contact 03 9692 9533 or visit www.prahranmission.org.au
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Book review
‘The Spirit Level: Why more equal
societies almost always do better’
Richard Wilkinson and Kate Pickett,
Penguin Group, London, 2009
Reviewed by Anthea Tsismetsi,
Policy and Research Officer, VICSERV

Gregor Henderson, keynote speaker at this year’s
VICSERV conference commended The Spirit Level as
a text, which wonderfully articulates the reasons why
social inclusion is the key to successful health and social
reform. What Wilkinson and Pickett suggest has the
potential to revolutionise the policy agenda with the
focus shifting from the health or social problem itself
to the fundamental issue of inequality.
The basic premise of the book is that societies are likely to
have better health and social outcomes where the disparity
between rich and poor is less. Flowing from that, reduction
in the gap results in the betterment of health and social
outcomes for society. Wilkinson and Pickett show that the
benefits of greater equality are experienced by all sections
of society, not just the disadvantaged.
The correlation between greater inequality and health or
social outcomes is strong. These findings are supported by
various plotted graphs using data relating to 23 of some of
the richest countries according to the World Bank as well
as states of the USA where available.  
The health and social issues Wilkinson and Pickett compare
and analyse include data relating to levels of trust, mental illness
(including drug and alcohol addiction), life expectancy, education,
obesity, homicide, imprisonment and social mobility.
It is suggested that health and social problems do not improve,
the richer a particular country becomes. With some of the richest
countries experiencing a greater share of problems, this blows out
of the water the theory that countries with greater material wealth

experience better health and social outcomes. In fact, as the authors
point out ‘[w]here income differences are bigger, social distances
are bigger and social stratification more important’, (p 27).
One of the reasons put forth as to why inequality has such
effects is that individuals are particularly sensitive to what others
think of them. The authors look at results of a study indicating a
marked increase in anxiety amongst American college students
between the years 1950 and 1995 correlated with an increase
in what is described as ‘insecure high self-esteem’, (p 37).   
Wilkinson and Pickett conclude that the rise in anxiety is due to
the perceived threat of being socially evaluated and, in turn, the
insecurities it gives rise to. These findings are further supported
by other studies detailed in the book.  
What is of interest is how greater equality can be achieved.
The good news is, it does not matter how greater equality is
achieved, whether it is by taxation or otherwise so long as the
result is the lessening of the income gap between rich and
poor. One way in which the authors suggest greater equality
can be achieved is through cooperatives and the not-for-profit
sector, as the motivation of participants is the greater good
rather than achieving greater profits. The development of
consumer-directed mental health services is an example of
practical application of the authors’ suggestion.
The Spirit Level is a must-read for policy advisers, advocates and
anyone interested in influencing the health and social policy agenda.
Of particular interest is how Australia is travelling. The results
indicate that Australia has a long way to go and that achievement
of greater equality remains for us, ‘unfinished business’.
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New to the
Resource Centre

Collected Thoughts –
Educational Resource for VCE Psychology
This DVD, based on the short film, Collected Thoughts,
has been specifically designed as a resource for teachers
who are teaching VCE Psychology and provides an excellent
introduction for students who will be visiting The Cunningham
Dax Gallery. The main focus of this resource is the life story
of two Melbourne-based artists Renee Sutton and Graeme
Doyle, both of whom have works within The Cunningham
Dax Collection.
Both Graeme and Renee’s life experiences with mental illness
are stories of survival, meaning and celebration and this DVD
demonstrates the role creativity plays in their lives and is an
innovative means of bringing the voices of these unique artists
into the public arena.

Collected Thoughts 3: Richard McLean
The Cunningham Dax Collection presents this short film
profiling the art and life of artist, mental health advocate and
author Richard McLean. This film documents Richard’s art
practices, artistic influences, relationships and activities. It also
features interviews with Richard, his family and a colleague.
Collected Thoughts 3, both a documentary and an educational
resource, provides invaluable insights into one individual’s
journey with mental illness while highlighting his creativity
and fortitude.

The Cunningham Dax Collection, located in Melbourne, is one of
the world’s largest collections of creative works made by people
with an experience of mental illness and/or psychological trauma.
With works dating from the late 1940s to the present day, the
collection includes drawings, paintings, textiles, ceramics, mixed
media objects and artists’ books acquired from clinical and
non-clinical settings.
For more information about The Cunningham Dax
Collection, visit www.daxcollection.org.au
Both of these DVDs are available for borrowing from
VICSERV’s Resource Centre. Please contact the Resources
Coordinator if you would like to borrow these items,
03 9519 7000.

Coming up
in newparadigm

The Winter edition of newparadigm
is on the topic of economic participation.
Research has shown that people with a mental illness
frequently don’t complete secondary schooling or higher
education. Often this is because 75 per cent of serious
mental illness has its onset in late adolescence and early
adulthood – a milestone period for young people’s
education and learning trajectory.
Consequently, much of the high level of workforce nonparticipation rates amongst people with a mental illness (72
per cent) can be attributed to a lack of educational attainment.
Careers can also be interrupted later in life by psychotic
episodes and/or anxiety and depression so severe that it
makes it impossible to function properly in the mainstream
workplace. What this all means is that, as a group, people
affected by mental illness tend to have very low incomes and
usually experience difficulty getting back into education and
entering the workforce.

We are calling for contributions on this topic.
We encourage articles that might cover: innovative or
alternative approaches to increasing education and income
levels amongst people affected by a mental illness, the value
of supported education and employment programs, the peer
workforce, mental health awareness in the workplace, social
firms and other related case studies or research.

From left: Elizabeth Crowther – President, VICSERV,
The Hon. Lisa Neville MP – Minister for Mental Health,
Kim Koop – CEO, VICSERV
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About us

Our Vision

VICSERV is a membership-based
organisation and the peak body
representing community
managed mental health 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 Prevention and Recovery
Care (PARC) services.

VICSERV envisages a society where
mental health and social wellbeing
are a national priority and:

Many VICSERV members also
provide Commonwealth
funded mental health programs.

• Everyone has access to timely mental health
treatment and support
• Mental health services are recovery oriented
• People participate in decision making about their
own lives and their community
• People affected by mental illness have access to, and
a fair share of, community resources and services
• All people are involved as equals, without discrimination.
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Our Mission

Our Values

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

Collaboration (Teamwork)

We support members by:
•
•
•
•
•

Promoting recovery oriented practice
Building and disseminating knowledge
Providing leadership
Building partnerships and networks
Undertaking workforce development, t
raining and capacity building
• Promoting quality in service delivery
• Undertaking advocacy and community education

•W
 orking together to achieve shared objectives
• Respecting the knowledge and skills of others
• Putting the needs of the organisation above
individual interests
Inclusiveness
• L istening to a range of views
• Representing and embracing the diversity of the sector
• Honouring the consumer and carer experience
Flexibility
• Proactively

embracing changeand new opportunities
• Stepping up and out from our roles andperspectives
when required
Courage
•T
 aking leadership by speaking up on important issues
• Encouraging and supporting innovation
• Persistence in the face of obstacles and delays
Integrity
•D
 oing what we say we will do on time and to the
best of our ability
• Listening and responding to members
• Having a respected voice and visibility in the sector,
broader system and in government
• Being an honest broker
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Membership Application Form
Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone
Type of Membership applied for
Ordinary (full)

Associate

Is your organisation psychiatric specific support

Individual
Yes

No

If yes, what type(s)?
Day Program

Home-based Outreach

Respite Care

Mutual Support and/or Self help

Residential Rehabilitation

Statewide (describe)

Please describe any other services your organisation provides
The funding level of your organisation (for billing and statistical purposes)
The above named organisation (or individual) hereby applies for membership of Psychiatric Disability Services
of Victoria (VICSERV) Inc. and nominates the above-named person as the contact person for all correspondence.
Upon acceptance of this application, Psychiatric Disability Services of Victoria (VICSERV) Inc. is authorised to
insert the name of this organisation (or individual) in the register of members of the incorporated association.
We hereby agree to abide by the Rules of Psychiatric Disability Services of Victoria (VICSERV) Inc.
Signed Official Representative
Name
Position
Upon approval of the application by the VICSERV Committee of Management,
you will be invoiced for the membership fees due.
If an organisation, please supply a copy of your last Annual Report,
and a Statement of Purposes, or other information about your service.
Please mail completed form to:
Membership
Psychiatric Disability Services
of Victoria (VICSERV)
PO Box 1117,
Elsternwick Victoria 3185 Australia

Or

Or

Please fax completed form to:
03 9519 7022

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

Subscription or Free Sample Copy

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

Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone

Annual subscription: $80.00 (Inc. GST)

Quantity

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

Quantity

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

Or
Please fax completed form to:
03 9519 7022

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

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

Join Our E-Newsletter

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

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

