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Editorial
Wendy Smith,
Policy and Research Manager
and Editor, newparadigm

As 2010 draws to a close we are left guessing about the
details of proposed federal reforms to the health system
and what’s in store for the community managed mental
health sector. Throughout the year politicians have
promised more hospital beds, more doctors and nurses
and reductions in waiting lists for elective surgery. All this,
they tell us, will improve the health of the population.
From a policy perspective this is known as the medical
model with its emphasis on illness and institutions.
Another view – the social model of health – is based on
World Health Organisation research that demonstrates 70 per
cent of health can be attributed to factors outside the health
system. The social model of health and mental illness is the
theme of this edition of newparadigm. The lead article is
written by the CEO and staff from the Inner South Community
Health Service who won this year’s Primary Health Service
of the Year and Quality of Care Report in the 2010 Victorian
Public Healthcare Awards. It’s a great piece that provides
the context for the articles that follow.
A quick browse of this edition shows mental health and wellbeing
is enhanced by access to transport, food security, a stable income,
freedom from violence, civic participation, involvement in the arts
and lots more besides. Contributors use mental health promotion,
prevention, early intervention and community development
approaches when applying a social model of health.
Our opinion piece is written by Laura Collister from the Mental
Illness Fellowship Victoria. She cautions against voluntary work
becoming a substitute goal for paid work and promotes the idea
of it as a form of civic participation. The article is designed to engage
the sector in potentially rethinking practice. We welcome letters
to the editor on this or any other topic.
This edition also contains a brand new section that features
research related to the community managed mental health
sector undertaken by sector staff or external researchers.
Western Region Community Health Service is leading the way
by taking a whole of organisation approach to measuring the
effectiveness of the work they do with clients. We are pleased
to showcase their approach as a lead in to the new section.

Throughout 2010, VICSERV has undertaken a sector
development project in the context of state and federal health
reforms. ConNetica Consulting has produced a number of
reports, and John Mendoza and Sebastian Rosenberg have
provided a summary version of The Case for Investment for this
edition. More reports will be distributed via the VICSERV
website and to our members in the near future.
Finally, I would like to thank all the contributors who wrote for
us during 2010 and the Editorial Advisory Committee for their
valuable input. Praise also goes to the editorial team who work
behind the scenes to produce a professional and informative
journal each season. Please see page 71 for the themes for the
2011 editions of newparadigm and how you can contribute.
Best wishes for the festive and holiday season and the happy
times that they bring.
Special Summer newparadigm supplement
newparadigm usually receives more articles than it can publish
in any single edition. This was certainly the case with the broad
topic of social health. Such was the quality of these articles that
a decision was taken to publish an online supplement to this
edition. The six articles featured are:
• Shifting gear – how modern day health issues are forcing
decision-makers to re-think the design of our urban
environments (Stephanie McCarthy)
• Just Being Me – curriculum materials for middle school
teachers (Elizabeth Fudge)
• The earliest intervention – treating perinatal mental health
in the community (Leanne Lewis)
• Putting Health at the centre of planning (Micaela Drieberg
and Stuart Worn)
• ‘Act-Belong-Commit’ – a positive mental health promotion
campaign (Heather Geerts and Kirsty Brown)
• Opinion Piece – Spirituality and mental health (David Webb)
The supplement can be accessed at www.vicserv.org.au

the social
MODEL OF
HEALTH
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Social health: the
missing link in national
health reform?
Kent Burgess, Program Manager,
Mental Health, Counselling, Alcohol and Drugs
Robbi Chaplin, Chief Executive Officer
Deborah Fewster, Strategy, Policy and
Advocacy Adviser, Inner South Community
Health Service

Whilst important and necessary – biomedicine has clearly led to
great advances in responding to and controlling the symptoms of
illness and disease – the fact that it has been the dominant agenda,
giving little ground to ‘social health’, has meant that the root
causes of ill-health and poor wellbeing – e.g. inequitable income
distribution – have been marginalised in health policy debates
and funding, including the current suite of national reforms.
What do we mean by ‘health’? Is it absence of disease? Or
is it about access to social and economic resources that
enable wellbeing across the life course? Or is it both?
For many community health and community-managed mental
health services, it’s this broader – inherently more complex
– concept of health that shapes our values, our culture and
our service models. We believe that health is not just about
absence of disease, it’s about wellbeing and having access
to decent income, housing, education, employment and
transport, as well as social inclusion and freedom from
violence… those protective factors that, on a population
level, are found to mitigate against disease, ill-health and
poor wellbeing in the first place.
The World Health Organisation, one of the best-known
proponents of the ‘social health’ paradigm, has long held
the view that more than 70 per cent of health and wellbeing
outcomes sit outside the influence of the health care system.

This perspective has its roots in ancient societies, which
culturally understood the connection between individuals
and the broader natural world. In the 18th and 19th century,
however, as Europe was swept by epidemics of cholera,
smallpox and typhoid, a new body of evidence emerged on
the link between pathogens and disease. Increasingly, health
and illness were conceptualised in terms of the biological and
physiological functions of people’s bodies.1 In many societies,
‘social health’ was overtaken by this new biomedical paradigm.
Whilst important and necessary – biomedicine has clearly
led to great advances in responding to and controlling the
symptoms of illness and disease – the fact that it has been
the dominant agenda, giving little ground to ‘social health’, has
meant that the root causes of ill-health and poor wellbeing
– e.g. inequitable income distribution – have been marginalised
in health policy debates and funding, including the current
suite of national reforms.

Locally and internationally, the predominance of biomedicine
has contributed directly (albeit unintentionally) to the perpetuation
of widening health inequalities, whereby more disadvantaged
individuals and communities receive less equitable access to
health care and poorer quality service delivery.2

Plans are afoot to leverage this new era of Commonwealth
interest and engagement in primary health care by running
a campaign that will draw attention to the health, social/community
and economic benefits associated with a whole-of-government
prevention and early intervention ‘social health’ agenda.

As those working in community-managed mental health services
are well aware, the evidence is damning. To take just a few
examples, Australians with chronic/enduring mental illness die
up to 20 years earlier than the general population; they have
a 30 per cent greater chance of dying of cancer; and vascular
disease is on the increase (whilst it is decreasing in the general
population). Wilkinson and Pickett’s compelling contemporary
works further demonstrate the causal correlation between
unequal resource distribution in OECD countries and ‘social
and health’ problems.

The Social Model of Health, in practice

In spite of the challenges in this policy and funding landscape,
innovation has flourished in the Victorian community health,
community-managed mental health, public health and community
development service sectors, with a range of approaches that
seek to address the full determinants of health and wellbeing
and reduce inequality (some examples from Inner South
Community Health Service are provided below).
The unifying principles and characteristics of these services include:
• Being based on an understanding of the complex nature of
health and wellbeing, including socially determined outcomes
• Being guided by consumers’ and carers’ hopes, goals
and experiences
• Addressing the inner and outer worlds of individuals,
groups and communities
• Positively discriminating in favour of service provision to
vulnerable communities, based on respectful engagement
with people in their contexts
• Relying on true partnership work between consumers
and service workers across a range of sectors
• Incorporating an evidence-based understanding of the link
between poor health and the nature of unequal resource
distribution (finances, power, stigma, social inclusion
opportunities)
• Acting within advocacy frameworks to address inequities
in practice.
Against the backdrop of national reform, proponents of social
health in Victoria – including VICSERV – are keen to redress
the imbalance between the biomedical paradigm and the
social health paradigm, so that these social health principles
and characteristics are better resourced, more widely
practiced, valued and embedded.

Inner South Community Health Service (ISCHS) places the
health and wellbeing of disadvantaged people and communities
at the core of all that we do. ISCHS’s health equity agenda
is realised through:
•
•
•
•
•

Intake and referral protocols
Meaningful consumer participation
Population health planning and health promotion activities
The creation of culturally-safe spaces
The development and implementation of client-centred
service models, including assertive outreach to the most
marginalised groups
• Service coordination to ‘join the dots’ within our own
organisation and externally.
Specific organisational outcomes include:
• High need / ‘complex’ community members prioritised
in all service delivery
• The ISCHS nine-member board of Directors includes
two consumer directors
• All staff are compulsorily trained in health promotion,
the social model of health and consumer participation
• A total of 70 per cent of all interview panels and
planning/evaluation processes have trained and paid
consumer representatives
• High levels of engagement with traditionally ‘hard to
reach’ population groups, such as those experiencing
both mental health and homelessness.
Our direct care services are complemented by systems
advocacy activities, which tackle the structural barriers that
create and perpetuate health inequalities. These activities
include social research, policy analysis and debate, lobbying
and media across the ‘social health’ spectrum. Projects like
‘Ask me that when my health and housing is a lot better’ –
a landmark community health research initiative, which
included in-depth interviews with 736 ISCHS consumers – have
provided ISCHS with a platform to better understand growing
demand on ISCHS services and increasing client complexity. In
particular, this study demonstrated poor health outcomes for
significant numbers of community members that was not
reflected in ‘official’ indices of socio-economic disadvantage.
The compelling findings led to direct advocacy in areas
of homelessness, housing and general practice services for
vulnerable communities.
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health reform? by Kent Burgess, Robbi
Chaplin & Deborah Fewster

ISCHS consumers play a significant role in systems advocacy.
The organisation facilitates a range of projects and programs
that build the capacity of individuals and groups to improve
their health literacy, take charge of their health, develop community
connections and be agents of change in their local area.
ISCHS’s approach to mental health services
ISCHS’s PDRSS and PHaMs services implement a philosophy
that integrates the social model of health with a recovery
framework. Our program offers comprehensive rehabilitation
and support to those with psychiatric disability or functional
limitations as a result of a mental health issue.
At ISCHS, as in other PDRSS services, each person receives
holistic assessment and consumer-led priority setting of their
psychosocial needs, with the aim of enhancing overall health
and wellbeing across all the social determinants of health.
Staff work in collaboration with clients towards the goals of
self-determination and independence, enlisting the principles
of advocacy and client-determined support for recovery.
When we overlay the social model of health onto a recoveryoriented approach, we increase our ability to address not only
the psychosocial issues but the contextual factors of inequity,
such as stigma, in areas from medical care to employment and
economic participation. For example, historically, as we know,
the physical health needs of people with a chronic and enduring
mental illness have been, for the most part, neglected. Responses
using a social health lens include examples such as ISCHS’s
successful pilot of the ‘Improving Access to Primary Health
Care Services for People with Serious Mental Illness’.
In another example, The ISCHS/Alfred Health Community
Psychiatric Service is a new low-cost, high-impact initiative
that provides an early pathway from specialist clinic services to
highly-accessible community-based universal services, based
on a shared care model between clinical psychiatry, community
health/PDRSS and general practitioners. Placing traditional
psychiatric services within the context of the social model
of health has allowed the clinical and broad social determinants
of health to be addressed in a unified, person-centred way
and has led to impressive health outcomes.
Over the past year, the initiative has exceeded expectations:
• A total of 76 per cent of clients are accessing at least
one ISCHS primary health care service other than mental
health (42 per cent are accessing three or more)

• Demand for bed-based clinical services has been slashed,
with clients using 60 per cent less bed-days and being
increasingly diverted from acute to recovery-focused
sub-acute care.
The Dental as Anything program at ISCHS further demonstrates
the application of the social health model, providing dental
outreach services to people with a serious mental illness. It is
not uncommon to provide services to people who have not
seen a dentist for up to 30 years. This group, especially when
impacted by low income and insecure housing, are at high
risk of developing oral health disease due to issues associated
with mental illness, poverty and the side effects of
psychotropic medication.
Dental as Anything is a collaborative partnership between
the mental health, dental and administration teams of ISCHS.
It provides a flexible program incorporating engagement in
parks, private hotels, rooming houses and Supported Residential
Services, clinical care, education and support, and is driven
by client need. The health promotion/social model of health
approach informs the program, ensuring that services target
not oral health in isolation, but respond within the context
of people’s real lived experience.
Evaluations have demonstrated that it manages to ‘reach
the unreachable’ and provides proactive linkages both
within and external to the health system, thus addressing
the broadest needs of each person and improving health
and wellbeing outcomes.
Conclusion
Clearly, the mental health consumer ‘recovery’ paradigm
has considerable congruence with the social model of health,
focusing on consumer leadership, being strength and hope
based, and involving consumer/multiagency partnership work.
More power to us all in helping steer federal government
health policy in the right direction: towards social health!
References
1

Taylor, S.,Foster, M., Fleming, J., Health Care Practice in Australia, Policy,
Context and Innovations, Oxford University Press, Melbourne, p11
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What is mental health
promotion all about?

Clare Vaughan, RAMHP SW Mental Health Promotion Officer,
Aspire, A Pathway for Mental Health

Tackling the stigma associated with mental illness is a challenging
part of mental health promotion, however the evidence to suggest
how to effectively do this is becoming stronger. Comprehensive,
well-structured social inclusion initiatives can contribute to change
public attitudes towards mental illness. Taking opportunities to
challenge discrimination is an example of community action that
also contributes to stigma reduction.
It is now well known that the burden of mental health
problems and mental disorders is high and rising. It is
becoming increasingly clear that treatment interventions
alone cannot significantly reduce the enormous personal,
social and financial burdens associated with mental
health problems and mental disorders. Prevention
of mental illness is essential. Communities that are
socially inclusive, safe and vibrant promote good
mental health and quality of life for us all.
Mental health promotion directs action at the underlying
determinants (causes) of mental health problems using population
approaches. These determinants are largely social and include social
inclusion, having a valued social position, physical and psychological
security, opportunity for self-determination and control over one’s
life and access to meaningful employment, education, income and
housing. One part of a population approach to mental health
promotion is to empower individuals with a mental illness to

improve their mental health by addressing social determinants, and
this work is at the core of community managed mental health
services. Community mental health services have a history
of supporting individuals with mental illness to improve their
health and live meaningful and satisfying lives by working in
partnership with alcohol and other drug services, employment
agencies, education and training facilities, housing services
and many others. The challenge for mental health promotion
practitioners is to ‘scale-up’ this work from an individual level
to a population level.
Population level mental health promotion requires action to
influence determinants through doing multi-level interventions
across a wide number of sectors, policies, program settings
and environments. This means we need media, advocacy,
policy or legislation that change environments to make them
healthier as well as education programs for workforce, the
broader community and particular target groups. Issues of
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What is mental health
promotion all about?
by Clare Vaughan

equity need to be addressed to ensure any improvements
in health do not contribute to greater health inequalities.
VicHealth has excellent resources available on this topic.

such as local government, education, the arts and the
environmental sector are currently being consolidated
by RAMHP SW working groups.

The Regional Alliance for Mental Health Promotion in Southwest
Victoria (RAMHP SW) is an inclusive group of community and
mental health stakeholders who come together to plan, promote,
advocate, support and facilitate mental health promotion activities
across the region. RAMHP SW had its origins as a mental health
information network in the early 1990s. Considerable goodwill and
‘rock-solid’ belief in the importance of working to improve health
using methods other than treatment, sustained members for many
years. In 2010, a regional mental health promotion officer was
appointed to coordinate the group. This position has been funded
by the Department of Health and contributing partners – Aspire,
Southwest Primary Care Partnership, Southern Grampians Glenelg
Primary Care Partnership and Southwest Healthcare.

The Victorian Department of Health has created a mental
health promotion website and online network for people
working in mental health promotion to access and share
resources. The web link is: http://www.health.vic.gov.au/
mentalhealthpromotion

The Victorian Mental Health Reform Agenda and VicHealth
planning frameworks have been used to guide RAMHP SW
strategic planning. Local data on a range of population level
mental health indicators as well as baseline data collected
from RAMHP SW partners about mental health promotion
experience and capacity are being used to develop priorities
and action plans for working groups. Strategic planning is
aligned with local government and Primary Care Partnership
health and wellbeing plans so that health promotion work
undertaken in the region is complementary and not duplicating.
This is a challenging task and considerable work is required
to develop the partnerships.
RAMHP SW has five working groups: one to guide
strategic planning and four that align with the Victorian
Mental Health Reform Strategy Implementation Plan
2009 – 2011. These groups are:
• School and Early Childhood Setting
Mental Health Promotion
• Workplace Mental Health Promotion
• Suicide Prevention
• Social Connection in Communities.
Each working group meets monthly and has between six and
eight partners during this early scoping phase. It is envisaged
that working groups will co-opt partners from other sectors
as opportunities are identified. New partnerships with sectors

Tackling the stigma associated with mental illness is a challenging part
of mental health promotion, however the evidence to suggest
how to effectively do this is becoming stronger. Comprehensive,
well-structured social inclusion initiatives can contribute to change
public attitudes towards mental illness. Taking opportunities to
challenge discrimination is an example of community action
that also contributes to stigma reduction. This highlights the
importance of having a good understanding of mental illness
and how to build and maintain mental health. Mental Health
First Aid is an excellent program for people in the general
community to build mental health literacy, which strengthens
mental health promotion work.
The RAMHP SW mental health promotion officer is located at
Aspire, A Pathway for Mental Health, in Warrnambool. There
is no doubt that being located at Aspire and having regular contact
with mental health practitioners has contributed to building the
mental health promotion officer’s mental health literacy. This
understanding helps to incorporate realistic action to address
stigma into the RAMHP SW strategic plan and working group
action plans.
As RAMHP SW looks towards 2011, it is an exciting time
to be working in mental health promotion and contributing to
the long-term objectives of reducing the prevalence of mental
illness and having more socially inclusive communities that
are safe and vibrant places to live, work and play.

FIND OUT MORE: Queries in relation to mental
health promotion work being undertaken by RAMHP SW
can be directed to the author of this article, Clare Vaughan:
cvaughan@aspire.org.au. You can also log onto the Aspire
website: http://www.aspire.org.au/
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Women and the social
determinants of mental health
Pam Rugkhla, Health Promotion Officer, Women’s Health Victoria

Women’s experience of social inclusion and what they
draw from connections is unique. Social networks are
valued and used for resource sharing and general assistance.
Young women in particular rely on their friends for advice
and emotional support, while women living with mental
illness report needing more social support in their lives,
particularly friends.
To have the best possible chance of good mental
health, the social determinants of mental health
need to be met. VicHealth has identified three social
determinants of mental health as social inclusion,
freedom from discrimination and violence, and
access to economic resources.
These determinants are experienced differently by women
and men. This is because relative power determines one’s
access to necessary resources and services that influence
quality of life and health outcomes. This paper explores how
the social determinants of mental health influence women’s
lives and underpin their mental health and wellbeing.

Social inclusion
The term ‘social inclusion’ can be used as an umbrella term
that covers social cohesion, social connectedness, social ties,
social networks and social, economic and human capital within
a particular group, community or society. Social inclusion
provides people with support networks that help them find
solutions to problems, validate their identity and access
information and comfort when needed.
A number of factors influence women’s levels of social
connectedness, one of which is violence. This is a significant
issue with one in three women having experienced physical
violence in her lifetime from the age of 15. In the case of
intimate partner violence, perpetrators use violence to control
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women physically and mentally, which alienates them from
valuable support networks. Women may not be allowed to
leave the house, and may be forced to cut ties with family and
friends. These physical and psychological barriers subsequently
limit women’s freedom and independence, increasing their
social isolation.
Apart from violence, the perception of safety also influences
women’s levels of social connectedness. Many women in Victoria
feel vulnerable to physical and sexual assault. Approximately
10 per cent of Victorian women feel unsafe at home alone
after dark, while 25 per cent feel unsafe walking alone in their
local area after dark. These fears can hinder social activities
and perpetuate isolation.
A number of other factors also influence women’s levels
of social connectedness. Geographical isolation can present
a barrier for women in establishing and maintaining social
connections. Greater longevity means that women may
experience the death of their partner and friends, which
reduce their social networks. Living with disabilities can also
compromise women’s ability to participate in social activities,
as can having caring responsibilities for parents and children.
There are strong links between social isolation and poor mental
health. Social isolation often combines with discrimination, violence,
poverty and other associated factors to create compounding effects
on women’s mental health and wellbeing. Women with limited
social capital are at higher risk of depression and excessive alcohol
consumption, self-harm and suicide contemplation. Women
suffering from complex mental illness with limited support
networks are also at increased risk of experiencing more
negative health outcomes.
Freedom from discrimination and violence
‘Discrimination’ and ‘violence’ are terms commonly used
together because discrimination is often expressed through
violence. Violence due to discrimination tends to be targeted
towards those in the minority or those who hold less power.
Gender inequalities dictate the construction of social rules that
place women in a disadvantaged position. Discrimination against
women is deeply embedded in our culture and can therefore

be subtle and remain unchallenged. Traditional social norms
limit women’s capacity by valuing them principally for their
sexuality and child-bearing ability. However, there are other
areas in which discrimination against women is more visible.
Gender also intersects with other factors such as race and ethnicity,
sexual preference, disability, age, religion and social class, thus
exposing women to multiple forms of discrimination. While many
women experience discrimination to some extent, some groups
of women are particularly exposed to compounded discrimination,
that is, discrimination on multiple or intersecting grounds.
Discrimination undermines mental health and wellbeing on
multiple fronts. The act of discrimination can result in individuals
being denied services and employment opportunities with
negative consequences on mental health and wellbeing. It can
contribute to a heightened sense of anxiety and is associated
with depression and substance misuse. Exposure to ongoing
discrimination can also lead to increased risk of suicide. While
discrimination can lead to poor mental health, people living
with mental health conditions can become targets of further
stigmatisation, making it difficult for them to access help. This can
ultimately increase the severity of their mental health condition.
Violence is a serious crime and has a long lasting impact on the
mental and physical health of victims, their loved ones and the
community. For many women and children, being victims of
violence can lead to social maladjustment, poor mental health,
and poverty. This is demonstrated by the fact that the majority
of women in mental health inpatient care and prisons have
experienced physical, sexual or psychological abuse as children
or adults.
Men’s violence against women is the most pervasive form
of violence against women. Intimate partner violence is the
leading contributor to death, disability and illness in Victorian
women aged 15-44 years. Women who are victims of
violence tend to be assaulted in their own home and
repeatedly over a period of time.
Violence has a profound impact on women’s mental health and
wellbeing, depriving women of a sense of control over their lives.

Intimate partner violence involves the loss of a sense of self and
destroys notions of what constitutes a safe, loving relationship. It is
also a form of oppression, causing a sense of defeat and a loss
of self-esteem. All this contributes to the decline of mental health
and wellbeing in many ways. A VicHealth study found that
intimate partner violence is the greatest cause of women’s poor
mental health. Women with a history of physical abuse have
significantly higher lifetime rates of major depression and illicit
drug abuse, than women with no history of violence. Similarly,
sexual violence causes one in three women to experience
depression, excessively use drugs or attempt suicide.
Access to economic resources
The term ‘access to economic resources’ most often refers
to employment, but it also encompasses job security,
appropriate levels of pay and job satisfaction.
Australian women face significant inequality in their access
to economic resources. In Victoria, only 55 per cent of
women are employed and they are earning less than their
male counterparts; women have a weekly median income
of $355.00, while men’s is $605.00. Less than 10 per cent
of senior executives in Australian companies are women
and women comprise only 8.2 per cent of directors of
Australia’s top 200 companies.
Caring responsibilities influence women’s economic participation.
Around 44 per cent of employed Victorian women report
that work and family life often interfere with each other. Many
women who are carers have to reduce their hours of paid
work, and as a result, part-time work is the most common
form of employment for Australian mothers. Women are
therefore, placed in a financially disadvantaged position
because of their caring responsibilities. Reduced work hours
and limited benefits mean that over a lifetime, women who
raise children are economically worse off than women who
do not have children.
These factors together lead to women’s reduced superannuation
and fewer savings for retirement compared to men. Women
tend to retire earlier than men and when they do, they usually
rely on their partner’s income (47 per cent) or a government
pension or allowance (33 per cent).

Women also have greater longevity compared to men.
The average life expectancy of women in Victoria is over 84
years of age, while Victorian men may expect to live to just
under 80 years. A lifetime of lower earnings compounded
with lower superannuation, higher dependence on a partner
and increased longevity can mean women often find it difficult
to have enough money to live in later life.
Having lower average income and fewer job opportunities
means that women are more likely to experience economic
hardship and poverty. Socio-economic factors such as
lower rates of pay, part-time and casual employment, and
unemployment increase vulnerability to depression, being
victims of violence, substance misuse, poor physical health and
homelessness. Adults living in the most socio-economically
disadvantaged areas in Australia have a higher prevalence of
mental or behavioural problems and psychological distress.
Depression and other mental health conditions are more
common among those who are economically vulnerable or
who are living in poverty, and this population is largely made
up of women and children.
Reasons for low levels of economic participation may be linked
to discrimination and violence, and these may influence women’s
social connectedness. For example, there is evidence that
women with low socio-economic status experience more
severe life events than the general population. These women
are more likely to deal with chronic sources of social stress,
such as low quality housing and a dangerous neighbourhood,
and are more likely to become victims of violence, and are
more likely to encounter problems with child care. For these
reasons, the consideration of the three social determinants of
health – social connectedness, discrimination and violence and
access to economic resources – is crucial to understanding
the context of mental health and wellbeing for women.

VICSERV can provide this article with its full list of
references. To request a copy, please contact Kristie Pate
on 03 9519 7000 or k.pate@vicserv.org.au.
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Arts Access Victoria – in
partnership with Eastern Region
Mental Health Association
Fiona Cook, Arts Development Manager, Arts Access Victoria

The classes that are run provide opportunities for people to
spend time away from their illness in a supportive environment
that is conscious of, but does not focus on, their diagnosis. AAV
employs professional, practicing, contemporary artists to deliver
workshops in a wide variety of art forms based on the interests
of the individuals, local practicing artists and projects that have a
community based outcome.
Since 1995 Arts Access Victoria (AAV) has been
developing and delivering arts programs for people
with mental illness. Over the 15 years, hundreds of
people have participated in workshops, classes and
projects and created a myriad of artworks in a range
of art forms.
The focus has been on participation, high quality art making,
social inclusion, positive engagement and social interaction, and
supporting artists to explore, develop skills, and realise aspirations.
Initially known as the ‘Saturday Morning Art Classes’, (SMAC) was
attended by participants who had an interest in the arts who could
make their own way to classes and commit to a course of
workshops. This program produced significant artworks,
offered professional development for artists to develop folios
and provided opportunities for people with mental illness to
work creatively in a supported and understanding environment.

In 2006 the nature of the funding for the program changed.
Criteria required that the classes were provided for people ‘in
recovery from serious mental illness’. People in this ‘category’
need a great deal of encouragement and support to attend new
services, which wasn’t built into the SMAC structure or budget. It
became apparent that the only way to feasibly deliver the classes
was in partnership with PDRSS (Psychiatric Disability Rehabilitation
and Support Services). AAV renamed the class ‘Arts Access Arts
Classes’ (AAAC) and initiated partnerships with a variety of PDRS
services across the Southern Region of Melbourne.
In the latter half of 2006, AAV embarked on a partnership with
the Eastern Region Mental Health Association (ERMHA), to
provide arts classes to their clients. An extensive process of
consultation and collaboration ensued and a dynamic partnership
began. The initial project began with a group of 12 people.
Some had experience in art making, others had little or no
experience and many found being in groups extremely

Peter Guild at ‘The Wall’
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Arts Access Victoria – in partnership with
Eastern Region Mental Health Association
by Fiona Cook

The impact on the individual is measured by acknowledgement of
the reduction of readmission to clinical services due to the relapse
into psychosis and other symptoms of mental illness. The impact
is most evident when recognising how far participants have come
in their recovery by, simply attending these programs on a regular
basis after sometimes years of isolation due to illness.
challenging. Since this time, many hundreds of hours of classes
have been offered in a wide variety of art forms and a second
group has been set up in Pakenham. This group services the
local area as well as patients on day leave from the nearby
Casey Hospital’s mental health ward.

providers from across the region. A youth mental health
awareness forum was also held for senior students from
schools across the region. It is in drawing links and connections
between the people, the work and the local community that
a greater understanding and awareness is developed.

In 2008, staff on the mental health ward, noticing significant,
positive changes in the wellbeing of patients attending the art
classes, suggested that an art project take place within the
hospital. We secured funds from the Department of Human
Services and, between May and August 2008, a group of art
students, guided by professional artist Michael Knight, created
a massive mural on a courtyard wall in the mental health ward
of Casey Hospital. Everyone involved committed to the process
and brought their individual art style and ideas to the work.

The nature of the partnership between AAV and ERMHA is
one of genuine collaboration with a strong focus on the best
outcomes for the participants in the programs. Each organisation
has a detailed understanding of its core business, while remaining
open to new ideas and approaches to the delivery of services
the partnership offers. Both organisations actively seek ways
of enhancing the capacity of this delivery through identifying
strengths and weaknesses and opportunities and using these
elements as points of departure for planning. The learning
inherent in these processes is inestimable.

The mural transformed the courtyard into a bright and friendly
environment. The art making process was documented by
video artist, Jonathon Chong and the resulting documentary
The Wall, has since been screened on ABC 1 & 2 and on the
Australia Network, which broadcasts to more than 44 countries
across Asia, the Pacific and Indian subcontinent. The artwork
from The Wall is also featured on the cover of this edition.
In 2008 and 2009, two major, month-long exhibitions in
partnership with Cardinia Shire Council were presented
as part of Mental Health Week at the Cardinia Cultural Centre.
These high quality exhibitions featured the work of artists from
both art making groups and included a ‘Come and Try Day’
for the broader community, which offered free art making
workshops and entertainment and brought together service

Arts Access Victoria and ERMHA’s partnership is based on
effective communication and a shared vision for meaningful
social inclusion for people living in the community with a
mental illness. Fundamental to this vision is the belief that the
arts has a profound ability to promote a sense of wellbeing
through social inclusion and assist with a person’s recovery.
The projects can enhance understanding of the illness and
reduce stigma in the community, and help facilitate meaningful
partnerships between organisations to provide further
opportunities and learnings.
The classes that are run provide opportunities for people to
spend time away from their illness in a supportive environment
that is conscious of, but does not focus on, their diagnosis.

Artwork by Dave Borch
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Arts Access Victoria – in partnership with
Eastern Region Mental Health Association
by Fiona Cook

AAV employs professional, practicing, contemporary artists to
deliver workshops in a wide variety of art forms based on the
interests of the individuals, local practicing artists and projects
that have a community based outcome. People interested in
participating are consulted as to what type of art they would
like to engage with and are guided through their artmaking,
exploring artforms and techniques, expanding their area of
interest and developing their personal style and approach.
Working with a wide variety of artists and forms allows
participants to push their creative and personal boundaries,
assisting with the development of confidence and self esteem.
Participants report significantly increased feelings of wellbeing,
comfort in the presence of others, increased confidence and,
often, delight in a previously undiscovered ability. Those with
psychotic disorders often report a lessening of their voices when
participating in art. Support workers and case managers report
of increased confidence, improved recovery rates and lower
rates of relapse and hospital readmissions.
ERMHA ensures that individuals are supported to attend the
sessions and provides promotion, personal support, transport
and guidance on all aspects of working with and alongside
people with a mental health issue.
Through sharing knowledge and resources and a strong
commitment from both partners to ongoing responsive delivery
of quality arts opportunities and projects, the objectives are
kept at the forefront of the partnership. The agreed roles,
structure and clear responsibilities mean that both organisations
are able to provide what they do best in the knowledge that
the partner will attend to their role, ensuring that all aspects of
delivery are handled professionally. The level of communication
and regular meetings keep the work current and moving in
the direction that the participants as a group and individually are

wanting to head. Arts Access maintains the financial contributor
to the project with ERMHA bringing the on-the-ground
connection to the people who the classes and projects are for.
The impact on the individual is measured by acknowledgement
of the reduction of readmission to clinical services due to the
relapse into psychosis and other symptoms of mental illness.
The impact is most evident when recognising how far participants
have come in their recovery by, simply attending these programs
on a regular basis after sometimes years of isolation due to
illness. Some of these testimonies are offered by participants
in The Wall.
The Arts Access Mental Health program has broken new
ground by forming closer working partnerships between
clinical and PDRS services, seeing patients while in hospital,
acute care, and who still have the ability to access community
services as part of their continuing treatment post discharge.
The relationship between the two organisations has created
not only an opportunity to be involved in a range of quality
and varied art programs, facilitated by professional artists, but
also the recognition of a safe environment to express their
individuality in a variety of ways including photography, drawing,
painting, dance, song and other forms of expression.
FIND OUT MORE. For more information on Arts
Access or the mental health projects please contact Arts
Access Victoria on 03 9699 8299 or visit: www.artsaccess.
com.au. The Wall DVD is available for borrowing from
VICSERV’s Resource Centre.
For more information about ERMHA, please contact
head office on 03 9706 7388 or visit: www.ermha.org.
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Centrelink: improving
service delivery to people
with mental health issues
Donna Di Martino, Community Manager, Centrelink

For the past three years, Centrelink has been a member of the
Mental Health Foundation of Australia (Victoria) Mental Health
Week Steering Committee. Centrelink celebrates Mental Health
Week each year by raising funds for the sector, promoting better
practice in service delivery, and providing staff with stories and
case studies to help raise awareness of mental health issues.
‘I’ve learned that people will forget what you said, people
will forget what you did, but people will never forget how you
made them feel’, Maya Angelou, poet and author.
Centrelink’s purpose is to ‘serve Australia by assisting people to
become self-sufficient and supporting those in need’. Centrelink is a
service delivery agency with more than 450 service outlets across
Australia. As part of the Australian Government’s Department of
Human Services, we are constantly striving to improve our service
delivery to be part of a world’s best government service
delivery system. We actively work with government, directly
and through our policy department and other stakeholders,
to deliver the government’s agenda.
There is a high proportion of people presenting with mental
health issues at Centrelink offices. Centrelink acknowledges
that with unemployment sometimes comes a grief reaction to
losing work or being out of work, often for an extended period
of time. Centrelink strives to give all customers a positive
experience when they visit our office.

In September 2008, Centrelink in Victoria held a workshop
with members of the Victorian mental health sector. There were
representatives from all parts of Victoria (regional and metro), and
members from medical professions, peak bodies, community
agencies and government. The workshop provided Centrelink
with an opportunity to work with the sector to find ways to
improve Centrelink’s service delivery to people with mental
health issues.
As a result of the feedback received at the workshop,
Centrelink in Victoria developed a Better Practices paper
with the aim to:
1 Build staff capability through training and development
2 Open up direct lines of communication with the sector
3 Improve the quality of referrals.

20

newparadigm Summer 10/11
Psychiatric Disability Services
of Victoria (VICSERV)

Centrelink: improving service delivery
to people with mental health issues
by Donna Di Martino

Centrelink staff across Victoria have participated in
training and development in the following areas:
•
•
•
•
•
•

Mental Health First Aid
Resilience training
Positive leadership
Building capability in mental health
Strengthening community relationships
Customer engagement training.

This training and development builds staff skills and knowledge
to assist them when working with customers with mental
health issues. Centrelink social workers, psychologists and staff
from the mental health sector assist in training staff. Our staff
get the most benefit from the training when personnel from
the mental health sector bring real stories and case studies
to the table for discussion.
Centrelink also employs Job Capacity Assessors who are
Allied Health Professionals (psychologists, nurses, occupational
therapists, physiotherapists and social workers), and specifically
trained to conduct thorough assessments to identify gaps in
the treatment and support of mental health issues experienced
by Centrelink customers.
Through the Centrelink Job Capacity Assessment Program,
Centrelink is able to offer psychological assessments and
referrals to specialist services. The psychological assessments
are to assist with identifying possible learning and cognitive
difficulties that may have previously gone undiagnosed.
Centrelink Job Capacity Assessors are also able to assist with
referrals to specialist services for complementary medical
and psychological support, where required.
It is through our strong relationship with the Victorian State
Government’s Department of Health that Centrelink has been
able to form great partnerships with the Mental Health Alliance
Groups across Victoria. These alliance groups bring together
clinical and non-clinical personnel to help address mental health
issues affecting the community. Centrelink assists the alliance in
targeting customers to inform them of the community support
and services available to them. Centrelink also actively promotes

the state government’s Mental Health 1300 Advice Line.
There have been many examples where staff have used
the line to assist a customer in need.
In Victoria, Centrelink also has a Mental Health Reference
Group. The group meets quarterly and is comprised of
Centrelink staff, members from the mental health sector,
state government and VICSERV.
Centrelink has recently employed Centrelink Customer
Engagement Officers (CCEOs) who provide out-servicing to
homelessness agencies across Australia. In Victoria, there are
eight CCEOs covering regional and metro Victoria, providing a
service to many homeless people who also have mental health
and drug and alcohol issues. This service ensures that these
customers who are linked to a community agency get the
right support and assistance.
For the past three years, Centrelink has been a member of the
Mental Health Foundation of Australia (Victoria) Mental Health
Week Steering Committee. Centrelink celebrates Mental Health
Week each year by raising funds for the sector, promoting better
practice in service delivery, and providing staff with stories and
case studies to help raise awareness of mental health issues.
During Mental Health Week many of our staff members
participate in local events and many of our offices hold internal
events inviting guest speakers from the sector to talk with staff.
In 2010 – 11, Centrelink in Victoria is committed to building
staff capability, ensuring our staff continue to develop their
‘engaging’ skills to better service each and every customer.
We will continue to support those in need and work with
customers to become self-sufficient.
FIND OUT MORE: If you have any enquiries about
the information provided in this article, you can contact Doug
Scott, Centrelink Area Business Manager Psychology on 03
9963 9027, or Donna Di Martino, Centrelink Community
Manager on 03 9963 9031. For general information please
visit the Centrelink website at www.centrelink.gov.au.
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Ensuring access – the role of
utilities concessions in social
health and wellbeing
Dean Lombard, Policy Analyst, Victorian Council of Social Service

Data from energy retailers shows that around a quarter
of households disconnected for non-payment were
receiving concessions. So while Victoria’s concessions
are undoubtedly generous and well-targeted, they are
still not able to guarantee access to essential energy
and water for vulnerable households.
Vulnerable Victorians with medical conditions
that require significant additional energy or water
consumption have some of the most effective utilities
concessions in Australia. But for some low-income
households, concessions are still not enough to make
their basic energy and water use affordable, leaving
them at risk of adverse health impacts.

If you live in Victoria, it’s a bit more hit and miss: the Victorian
Medical Cooling Concession gives a 17.5 per cent discount on
your electricity costs from November to March. This undoubtedly
covers the air conditioner cost for some people, while
over-compensating a few and under-compensating others.
It’s not quite as well targeted as the WA subsidy, but it
unquestionably makes a significant difference when it counts.

If you suffer from Multiple Sclerosis or advanced Motor Neurone
Disease, your body has trouble regulating its own temperature.
Subsequently, on top of all the other complications your condition
imposes on you, a heatwave or a cold snap can be life-threatening.
But if you live in Western Australia, you can breathe a little easier:
the WA Government provides a subsidy for people with these and
other conditions that inhibit thermoregulatory function. Subsidising
the amount of electricity needed to run an air conditioner for
six hours per day, the Thermoregulatory Dysfunction Subsidy
Scheme is tightly targeted and highly effective.

The clumsiness of the Medical Cooling Concession, however,
is the exception that proves the rule: consumer advocates
generally concur that Victoria has the best energy concessions
framework in Australia. The other Victorian medical condition
concessions are better targeted: the Life Support Concession
discounts the cost of the amount of energy required to run the
various types of life support machines, with the Hæmodyalisis
Water Concession also discounting the cost of the water required.
Taken together, it is clear that Victorians with a range of medical
conditions and special needs are pretty well protected from
excessive energy and water costs due to unavoidable heavy use.
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Ensuring access – the role of utilities
concessions in social health and wellbeing
by Dean Lombard

A typical Time of Use tariff charges a much higher rate for
electricity used during the afternoon/evening peak period than
overnight or morning. This means that bills will be determined
by when electricity is used as well as how much: and many
vulnerable people who, because of illness, limited mobility,
unemployment or caring responsibilities are frequently home
during the day will be considerably worse off.
The Victorian medical concessions are a great example of
how the concessions implemented can reflect their purpose.
According to the Victorian government’s State Concessions and
Hardship Programs 2008-09 and 2009-10 report, ‘Concessions
are designed to assist low-income earners in Victoria to access
and afford essential services’, reflecting key elements of the
Fairer Victoria policy platform: ensuring services are accessible
to all, assisting disadvantaged groups, and providing targeted
support to those most at risk.
By paying for the cost of running life support machines and air
conditioners, the Victorian life support concessions and WA
thermoregulatory dysfunction subsidy effectively negate the
associated energy and water cost impacts for those eligible – a
perfect outcome from an equity and access point of view. But
when we are talking about the tendency of chronic illness to
lead to poverty we do well to consider the other half of this
vicious circle: poverty, all too often, leads to chronic illness.
This is where Victoria’s concessions framework, despite being
probably the best in Australia, still falls a little short.
Utilities affordability and the role of concessions
Vulnerable households lacking sufficient money to pay for the
energy or water they need, tend to experience one of two
phenomena: utility debt spiral, or fuel poverty. Different types
of households may tend toward one or the other (e.g. aged
pensioner households are more likely to experience fuel
poverty, while sole parents are more likely to fall into a utility

debt spiral), but both are equally damaging and have
potentially devastating health impacts.
Fuel poverty is when a household under-consumes energy
to keep costs manageable. Local council or community service
staff delivering in-home services report people confining
themselves to a single room or staying in bed for days at a
time to save on heating costs, such as living on sandwiches
and tinned food to avoid the cost of cooking fuel, or forgoing
hot water. All of these situations can lead to health impacts
or aggravate existing health conditions due to the long-term
effects of cold, inadequate nutrition or poor hygiene. Mental
health can also be affected as quality of life plunges and social
contact is foregone.
Utility debt spiral occurs when a household uses the energy
they need despite it being unaffordable. These households can
end up slipping further into debt because their ability to pay is
consistently less than the cost of ongoing energy consumption.
They are at risk of disconnection, which brings all the impacts
that fuel poverty brings. But even if they are not disconnected,
the cost of servicing utility debt on top of other financial pressures
diverts expenditure from other necessities. Healthcare, medication,
recreation, and transport spending is often sacrificed leading
to detrimental physical and mental health impacts.
Chronic utility affordability problems are usually related to
unavoidable overconsumption (due to, for example, uninsulated
rental accommodation and old or faulty appliances) or other

cost pressures (such as debt repayments, healthcare costs, or
urgent car or house repairs) that limit a household’s spending
power. Energy concessions reduce affordability problems by
cutting the cost of energy and water, but this is not necessarily
enough; they don’t deal with the underlying causes.
Let’s take a look at the main generic energy and water
concessions:
• The Winter Energy Concession gives a 17.5 per cent
discount on gas and electricity bills from May to October
• The Off-Peak Electricity Concession gives a 13 per cent
discount for separately metered electricity used to power
off-peak hot water or floor heating
• The Water and Sewerage Concession gives a 50 per cent
concession on water consumption, sewerage disposal
and service charges. The amount given is capped per bill
at around $25.00 for consumption and disposal charges,
and $25.00 for service charges
• The Non-Mains Water Concession gives up to three $98.00
rebates per year for households not connected to mains water
who have bought water for domestic use (the number of
rebates paid depends on how much has been spent).
Percentage-based concessions are inherently effective because
they scale up and down with changes in consumption and
price. If tariffs go up, a new baby is born, the fridge thermostat
goes wonky or the winter is particularly cold, the amount of
concession received increases proportionately. However in
reality it’s not so simple.
The cap on the water concession means it stops scaling after
a point: this limits its value for large households or those with
health conditions requiring considerable water use. The cap
has been increased in line with metropolitan water tariff increases;
but this still leaves those high consumers worse off, and also
under-compensates many rural and regional households whose
water tariffs have increased more than metropolitan prices.
But the main limitation of a percentage-based concession is
that in the end it is arbitrary and has no direct connection
with affordability. A discount of 17.5 per cent off a $600.00
bill still totals nearly $500.00 – a big ask for any low-income
household. And $600.00 bills are not uncommon for sole

parent families in uninsulated, draughty rental houses with
old, poorly maintained gas heaters supplemented by cheap
electric ones.
Added to this must be the changes in electricity usage patterns
over the last decade. Huge growth and plunging prices in the
consumer electronics market means that even low-income
households have many more electrical appliances than ever
before—including many that are always on (modems, routers,
entertainment appliances, and so on). This has increased
everyday consumption, making the winter peak (caused
by heating and extra lighting use) less significant.
At the same time, as the number of very hot days each summer
increases and air conditioners become cheaper (and, predictably,
the cheapest are the least energy efficient), more and more
households are facing a summer peak. The state government’s
recently announced Summer Electricity Concession (like the winter
concession but applied from December to February), if
implemented, will make a difference for households facing
high summer bills, but it’s still arbitrary, giving less assistance
to households with high consumption due to household size,
dwelling quality and appliance efficiency.
The plural of anecdote is not data, however, data from
energy retailers shows that around a quarter of households
disconnected for non-payment were receiving concessions.
So while Victoria’s concessions are undoubtedly generous
and well-targeted, they are still not able to guarantee access
to essential energy and water for vulnerable households.
Concessions are just one piece of the puzzle
Energy and water costs are a product of consumption patterns
and tariff structures. Most domestic energy tariffs, for example,
have a fixed component (the service and metering charges)
and a variable component (the amount paid per unit of
consumption). Two households using the same amount of
electricity will be billed different amounts if their tariff rates
and structures are different. Different tariff structures will also
respond differently to variations in consumption: a low fixed
charge and high variable rate will mean that a moderate increase
in consumption can lead to a significant bill increase, while a
high fixed charge and low variable charge will be kinder to high
consumers, while charging low consumers proportionately
higher overall rates.

24

newparadigm Summer 10/11
Psychiatric Disability Services
of Victoria (VICSERV)
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concessions in social health and wellbeing
by Dean Lombard

Time of Use (ToU) tariffs, which will be introduced some time
in 2012 as part of the shift to ‘smart meters’, present further
complications. A typical ToU tariff charges a much higher rate
for electricity used during the afternoon/evening peak
period than overnight or morning. This means that bills will be
determined by when electricity is used as well as how much:
and many vulnerable people who, because of illness, limited
mobility, unemployment or caring responsibilities are frequently
home during the day will be considerably worse off. Seasonal
concessions are not very helpful for bills inflated by all-yearround daytime energy use.
A feasible longer-term solution may well be a flat year-round
electricity concession of somewhere between 12 and 15 per
cent. Because gas bills remain characterised by a winter peak
due to heating, the winter concession still fits. The water concession
is more complex because of the way it is split and the effect of
the cap. Perhaps leaving the consumption/disposal component
as is, and removing the cap on the service charge component
would make it more effective. The non-mains water concession
would be improved by being applied as a percentage discount
rather than stepped fixed amounts, and applied at point of sale
(and claimed by retailers) rather than as a post-sale rebate (which
penalises customers who cannot afford the upfront cost). However,
none of this properly addresses the limitations discussed above:
despite their general effectiveness, percentage-based concessions
are arbitrary and cannot possibly give equitable outcomes
across a diverse group of customers with different
consumption patterns and tariffs.
A way forward?
Certainly addressing the causes of unavoidable overconsumption
would go a long way toward addressing fuel poverty and utility
debt spiral. Concession households already have access to
Homewise, a program that replaces certain types of appliances
that become seriously faulty or inoperable. A more proactive
scheme that helps households purchase efficient appliances could
be more effective. Quality standards for rental accommodation,
covering weatherproofing, insulation, heating and so on would
make a huge difference, and could be accompanied by an assistance

program for low-income homeowners to bring their homes
to a similar standard if necessary. Education programs about
energy conservation and direct assistance to reduce usage
where required, already proven to be of great assistance
to vulnerable households, would complete the picture.
If these consumption issues were taken care of, the
percentage-based concessions would be much more effective.
But ToU tariffs still pose a problem, especially for households
who are home during the daytime. Ensuring energy customers
on unsuitable tariffs can change contracts without financial
penalty would be a positive step. Designing concessions that
deal equitably with a wide range of strikingly different tariffs,
however, is a challenge.
Perhaps we could take a hint from the WA Thermoregulatory
Dysfunction Subsidy Scheme, which discounts consumption
rather than dollars. So long as the overconsumption issues
discussed above are properly addressed, imagine an electricity
concession that:
• Applies a percentage discount to the fixed charge
• Subsidises a ‘lifeline’ amount of electricity consumption for
each daily consumption period (overnight, morning, and
afternoon/evening) at whatever tariff it is exposed to
• Applies a further percentage discount for bills over a certain
amount (to take care of larger households and others that
still have unavoidable high consumption).
Naturally, modelling would need to be undertaken with
real consumption data (for a range of household types) to
determine appropriate rates and verify its effectiveness. But
such an approach, while having a certain complexity, may well
have the potential to ensure vulnerable households can access
a sufficient supply of essential services for a healthy lifestyle
without undue financial stress.
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Sprout community garden:
a recipe for recovery

John Haig, Program Manager, Mind Australia

Food security is an issue for many people attending
Sprout and Taste aims to address this by improving
participants’ access to, and knowledge of, using fresh
ingredients in feeding themselves and their families.
Sprout (a program of Mind) is a mental health recovery
focused service based in a community garden in
Thornbury, Melbourne. Over eight years of operation,
Sprout has supported program participants on their
recovery journeys from mental health and drug and
alcohol challenges, to plan and develop a once
disused site into an urban oasis.
Sprout provides opportunities for the development of personal,
interpersonal and vocational skills through a range of horticulture
and enterprise activities that are valued by the wider community.
Activities at Sprout range from sowing seeds, nursery work,
growing plants for sale, woodwork, community art projects
and cooking to getting involved in running the Sprout
Community Market. Funding for our work comes from the
Department of Health and Ageing, and grants from the Ian
Potter Foundation, Inner North Community Foundation,
Mcleod Family Foundation and a range of small grants from
corporate and individual donations.

The Sprout story
Sprout started in late 2002, as a program to support the work
of Mind’s services in the northern metropolitan region of
Melbourne. Having secured access to a site on Victrack land in
Thornbury, thanks to an agreed partnership with the Northern
Support Services in Westgarth, a process of consultation,
with participants and staff, indicated that there was energy
and enthusiasm for developing the garden. At this point we
essentially had a one-day-a-week program coordinator (John
Haig), a group of interested participants and staff, a small grant
from the ANZ bank and a desire to create a garden.
Over the first two years of operation we ran a series of
monthly activity days, which were attended by participants,
staff and ANZ corporate volunteers. An important part of this
work was to support and resource participants to explore
ideas for site development. This led us on a journey of shared
learning. We worked as a team, sharing our thoughts, ideas,
experience and skills to start the job of building our garden.
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a recipe for recovery
by John Haig

To support our work we applied for funding from a range of
sources including, local, state and federal government, philanthropic
organisations, corporate bodies and private donators. In time
the manager’s role became full time and the program grew to
a stage where the garden was supporting up to 25 participants
each week. So we planned and worked and created a covered
deck with a paved patio, a propagation house (to grow our
own seedlings), a potting shed and nursery, a Japanese garden,
plus herb, fruit and vegetable gardens.
Recipe for recovery
The following aspects outline the ingredients
of the recipe for recovery:
• Sprout acts as an important resource to recovery
for people with serious mental health challenges
• Sprout has a strong focus on social inclusion, involving the
surrounding community in an open and welcoming fashion
• Staff and volunteers are well supported and resourced
to undertake their work. Ideally they will understand that
to work with participants is a privilege and that to establish
a meaningful connection with another person takes genuine
intention, patience, perseverance and skill. This work
takes many forms:
» some participants will come to the garden because
they have been encouraged to attend
» some will want to hang out and have a coffee
» some will want to grow plants, dig holes, paint things,
work with tools, dry herbs, make jams, have a laugh,
or hatch ideas about making money from a market stall
Community members are welcome to drop in and say G’day.
They are especially welcome at Open Gate where they can buy
plants and produce, and on Market Days they can bring children,
dogs and money to spend. Market Days can induce a feeling
of happiness and contentment in participants, staff, volunteers
and community members. This is a result of coming together
as an accepting, tolerant community, ready to celebrate the
contributions and achievements of all its members.
Day-to-Day Living Program (D2D)
The D2D Program at Sprout offers regular gardening, a
community kitchen and art sessions. This program is funded
through the Department of Health and Ageing and is aimed at
supporting people who live in the city of Darebin or Whittlesea
with significant mental health challenges, towards recovery
and improved wellbeing.

Tiffany Alp, Sprout’s community garden support worker, has
many years’ experience using gardening as a tool to engage
with marginalised individuals.
The gardening program at Sprout aims to resource participants to
maintain and develop the communal kitchen garden. Unlike other
community gardens we do not have individual plots. Working
as a community many hands contribute to the work involved
in raising our crops from seed to harvest. We provide the
resources, equipment and support to our participants to garden
sustainably using organic gardening principals and practice.
Tin Yan Tsang, Sprout’s D2D Living coordinator, is a trained
social worker who is passionate about sharing her culinary skills
and experience with others. She facilitates Sprout’s community
kitchen program ‘Taste’, which runs each week and is attended
by up to ten participants. Participants work with Tin Yan to plan
a menu, harvest produce from the garden and prepare a shared
meal. Excess food is taken home by participants to share with
family and friends.
Food security is an issue for many people attending Sprout
and Taste aims to address this by improving participants’ access
to, and knowledge of, using fresh ingredients in feeding
themselves and their families.
Raku Pitt, Sprout’s artist-in-residence, is a practicing visual and
performing artist with over ten years’ experience in creative
facilitation and teaching, across a broad range of community
contexts. Raku has a Bachelor of Fine Arts. In 2010, Raku facilitated
a series of pottery workshops funded by the City of Darebin, which
worked with participants from Sprout and Gurwidj Neighbourhood
House. The project provided a supportive, inclusive and
friendly context for individuals to gain the skills to produce a
range of finished works. Training and instruction was provided
for participants and allowed them to create ceramic art for
sale through the Sprout Community Market.
The majority of Sprout participants receive support
from sources external to D2D such as (mental health case
management, residential recovery support workers, clinical
support within community care units).
Volunteers
Volunteers are an important and valued part of the Sprout
community. We welcome people to volunteer in supporting
us to work together towards resourcing the recovery journey
for individuals and the broader community. Sprout has many
different areas that volunteers can be involved in from working
with plants, to helping out with creative projects, cooking,
maintenance, woodwork, administration or monthly community
markets and events. We are committed to providing an
enjoyable and enriching experience for volunteers.
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Sprout community garden:
a recipe for recovery
by John Haig

Community members are welcome to drop in and say G’day.
They are especially welcome at Open Gate where they can buy
plants and produce, and on Market Days they can bring children,
dogs and money to spend. Market Days can induce a feeling of
happiness and contentment in participants, staff, volunteers and
community members. This is a result of coming together as an
accepting, tolerant community, ready to celebrate the contributions
and achievements of all its members.
Sprout Community Market and Open Gate

Participant snapshot

Zanni Waldstein, Sprout’s market coordinator, has a background in
managing and facilitating community development and education
programs in the environment, horticulture and kitchen gardening.

Trudy, a Sprout Community Market stallholder has been
a client of Mind’s for some time. Trudy was visiting Sprout
one day and brought along some paintings she had done
at Neami’s Splash art program.

Zanni coordinates Sprout’s diverse and vibrant local
Community Market on the first Thursday of each month
(except in Winter and January). The market is a community
enterprise funded by the Ian Potter Foundation (IPF). The
market exists to support Sprout participants recovering from
mental health challenges and gives participants the opportunity
to become stallholders. Training and support for interested
individuals is provided by Sprout staff and covers the areas of
work preparation skills, occupational health and safety, team
work, problem solving, literacy, numeracy, customer service
and enterprise development. This training is supported by
funding from the Inner North Community Foundation (INCF).
The market has a variety of stalls (organically grown produce,
dried herbs and plants, food and drink, kids activities, local
crafts, arts and designs), sells produce that has been produced on
site, and also offers stalls to vendors from the wider community.
This work encourages local community strength, connection
and community enterprise with a focus on sustainability.
Each Thursday from 1:00pm – 4:00pm (or 3:00pm – 7:00pm
on the first Thursday of the month from September), Sprout
‘opens the gate’ for people to come and have a look around
and buy organically grown seedlings, dried and fresh herbs,
plants, fresh produce and other items produced on site.

‘People admired my paintings and John (Sprout program
manager) suggested that I turn them into gift cards. I thought
this was a great idea!’
Trudy has turned her love of art into a money-making venture
and now runs a stall at Sprout Community Market each
month, where she has learnt a lot.
‘I’ve learnt about ways of selling my products and not to put
pressure on customers, but wait for them to come to me.’
Trudy is keen to spend the money she has made on
birthday presents for her family. She would recommend
the market to anyone.
‘Come along to the market because they’ve got some lovely stuff and a
BBQ with sausages and other foods. You get to meet lots of people too.’
Sprout exists to offer support to adults living with mental health
challenges. This work enables participants to relate to the
wider community in ways that are meaningful and fulfilling for
them. Sprout welcomes the involvement of its local community
by offering volunteering opportunities and by hosting a Community
Market and Open Gate. In this context we hope to build
community capacity, resilience and acceptance. Regardless
of a diagnosis of mental illness, everyone has the capacity to
contribute to building such a community. Sprout celebrates
the abilities of its participants and the willingness of our local
community to work with us in achieving our aims.
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The development is in the detail:
Neami’s Consumer Participation
and Leadership Project
Jan Hatt, Peer Support Worker, Neami Ltd

By conducting an evidence-based audit such as the one
undertaken by Neami, other PDRSS and mental health
services can foster and incorporate consumer participation
and leadership into the organisational structure, processes
and philosophy to the benefit of consumer outcomes.
‘Consumer participation to me means opening doors’, (consumer).
‘Yes we can be leaders – based on sharing our experiences to
help others – letting people know they have choices – becoming a
Peer Support Worker – training to complement lived experience’,
(consumer).
In 2009 and early 2010, Neami undertook a project looking at
consumer participation and leadership within the organisation.
This project has been significant in a number of ways. It has resulted
in a new strategic direction being ratified by the Board of Neami,
incorporating consumer participation and leadership into the
organisation’s structures and processes. The tool used to measure
participation has proved to be an efficient evidence-based method
for collecting data on consumer participation and leadership within
a PDRSS setting. The project was conducted by two consumer
consultants from consumer perspectives, Jan Hatt (author of
this article) and Allan Pinches, who were both fully supported
and resourced in their work by the Service Development
Team at Neami.

‘I have found that Neami as an organisation is not there to
tell you what to do and what not to do. They are there to help
support and encourage the individual to work through their
own recovery issues’, (consumer).
Why this project?
The Consumer Participation and Leadership Project was
initiated by the Board of Neami who were keen to review
whether Neami’s approach to consumer participation
reflected contemporary knowledge. The aim of the project
was to review Neamis’ approach to consumer participation
and to develop a framework to extend opportunities for
participation and build leadership capacity. The findings were
then formalised into recommendations to inform and structure
new strategic directions for Neami.
Consumer participation is important within the mental health
system and is a critical part of quality healthcare. A basic
principle of justice and human rights is that there should be
‘nothing about us without us’. For example, do not hold a
review into an organisation’s complaints process without
consulting the consumers who utilise it.
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The development is in the detail:
Neami’s Consumer Participation
and Leadership Project
by Jan Hatt

Research indicates that consumers who are empowered to
have a greater understanding of their mental illness and are able
to direct their own care are more likely to achieve better health
outcomes. The consumer movement has challenged the sector
to broaden concepts of participation beyond involvement of
consumers in their own process of recovery to the broader
organisational level. The involvement of consumers in service
planning, development, delivery, monitoring and evaluation of
mental health services has shown an increase in the likelihood
of more appropriate and accessible services to consumers.

What we found...

Finally, consumer participation is consistent with the principles
of recovery. It is important to view the process of recovery as
being about what organisations do as well (e.g. ‘waking the talk’)
and the experience of the individual. For example, if a consumer
requires a payment for a washing machine for moving into a
new home, this is given priority over the CEO’s meal allowance.

‘There is a need for different ways of participating for different
people’, (consumer).

You cannot promote individual recovery unless an organisation’s
structures and processes are congruent with the principles.
Methodology
Our search for an evidence-based approach led us to the
Organisational Self Assessment and Planning Tool for Consumer and
Community Participation (2003) and the Primary Care Self
Assessment Tool for Community and Consumer Participation
VI.0 (2002). These tools were developed by the National
Resource Centre for Consumer Participation in Health at
the Health Issues Centre, La Trobe University.
Each of the tools firstly identify organisational definitions and
aims for consumer participation, then explore current activities
and their intended purposes, they identify current and desired
levels of participation using a ‘ladder of participation’. The ratings
are associated with the degree of control the consumer
experiences over both the process and the content.
For the purposes of this project we adapted the tools in
consultation with the Health Issues Centre to better reflect
the PDRSS sector and incorporate leadership. Following an
internal pilot of the tool, we took it from an individual audit
process to a facilitated workshop setting. We conducted ten
workshops nationally across all levels of the organisation. The
stakeholders consulted were consumers, staff, the Board,
management and project workers. A Critical Reference
Group met three times during the course of the project.

We found a wealth of knowledge in the organisation,
which was largely untapped and had not been formalised.
‘The free exchange of information about consumer participation
and the levels you can avail yourself is important. Knowledge is
the key to opening the door’, (consumer).
‘Consumers want choice to participate in ways that are
meaningful to them’, (consumer).

Good communication through all levels of the organisation is
vital for true consumer participation to take place. Consumers
overwhelmingly identified that the reason why consumer
participation should be supported and encouraged in all its
forms, is ultimately to support the development of meaningful
connections, to self, others and the community at large.
Consumer participation is also a means to support people to
recognise and build on their strengths, a basic tenet of recovery,
and within the organisation, consumer participation provides
a safe place to practice and develop skills. Active opportunities
for genuine consumer participation and choice are an important
demonstration of the principles of recovery and the sense of
importance consumers place on this can’t be underestimated.
Looking specifically at the organisational dimensions of
participation, Neami varied in its levels of participation at
different levels of the organisation:
• At the Individual Service Delivery Level, there was a
very strong sense of collaboration and control at nearly
every Neami site.
• At the Operational (Service Planning and Delivery)
Level, consumers felt they had less information and
less capacity to influence.
• At the Governance and Policy Level, the experience
was variable with a clear desire by consumers for them
to be more involved.
• At the Research, Evaluation and Training Level of the
organisation, consumers were a vastly underutilised
resource and had little capacity to influence or control.

Finally, consumers were asked to identify the five most
important things Neami should do to support and encourage
participation and leadership in the future:
1 Improve communication and ensure all consumers
are aware of participation opportunities
2 Create more opportunities for consumers to meet
each other – both social and structured (friendships are an
important pathway to participation, building confidence
and social inclusion)
3 Allow consumers to have greater control over
Consumer Advisory Groups
4 Create participation pathways from Neami to the
broader community
5 Follow up consumers’ suggestions and honour
commitments to consumers.
There was widespread agreement across all stakeholder groups
that consumer leadership at Neami was something important
to achieve. However, in discussions so far, consensus on the
definition of consumer leadership at Neami, or what steps the
organisation might need to take to get there has not been
reached. Further research and detailed planning is required to
maximise the impact of incorporating consumer leadership
within Neami.
Throughout the consultations it became apparent there is a
lot of congruence between staff and consumers at the values
level, but translation into practice was where some staff
struggled, indicating a requirement to look at general work
culture and practice within the organisation to better support
them in conducting their roles.
Through outcomes of the project and Board
recommendations, a new strategic direction of Neami
has been ratified:

Final thoughts
The wealth and depth of knowledge amongst Neami
consumers is a valuable resource. Neami has the opportunity
to explore and develop this knowledge to enhance the future
development of consumer participation and leadership as well
as overall service delivery within the organisation.
Always consult; never underestimate what consumers have
to offer. For an organisation to grow and develop, its members
need to be consulted and have opportunities to participate and
become leaders within the organisation.
It is important when researching participation at an organisational
level to take a whole-of-organisation approach. Our project
found strong consumer participation at the individual and
governance levels but greater variability at the operational
and research, evaluation and training levels. The various levels
need to be tied to the strategic directions and staff need to
be brought into these discussions and play a part in the
development of the strategy approach.
Consumer participation and leadership is not only about structures
such as Consumer Advisory Groups and consumer consultants
or being involved in a service, it is about opportunities for
individuals to contribute to their communities in constructive
and meaningful ways. It is about an organisation that facilitates
social inclusion.
By conducting an evidence-based audit such as the one undertaken
by Neami, other PDRSS and mental health services can foster
and incorporate consumer participation and leadership into
the organisational structure, processes and philosophy to the
benefit of consumer outcomes.
‘Consumer participation can make services more relevant.
Without consumer input into service delivery, people may
believe they are doing the right thing, but if they haven’t seen
the consumer perspective they don’t know. It is about keeping
services relevant to consumers’, (consumer).

‘Actively support consumer participation and leadership
development in all aspects of organisational operations’.
This will fully come into force in the new strategic framework
of 2011 – 2014 and there will be a program rolled out to
support its practical application. Work is already in line looking
at the role of consumer Advisory Groups and the structure
and accountability of the complaints process.

FIND OUT MORE: For copies of the Consumer
Participation and Leadership Project Final Report please contact
Arthur Papakotsias, CEO Neami Ltd on 03 9481 3277, or
arthur.papakotsias@neami.org.au
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Seed to Table: food and wellbeing
at South Port UnitingCare

Janet Hoare, Project Worker, South Port UnitingCare

Perhaps, most importantly, the garden doesn’t discriminate.
The gardeners range in age from two to 94 and come from a
diversity of cultural and social backgrounds but all have a love of
growing things. People who are unable to commit to maintaining
a garden or cannot access a plot, are able to work in the garden
when they are able and share in its produce.
Conversations around a meal table are the basis
for forming meaningful relationships and promoting
feelings of acceptance and wellbeing. At least, that
is our experience at South Port UnitingCare, as we
work to provide opportunities for the people who
come to us to actively participate in a supportive
and inclusive community.

Nearly 41 per cent of Port Phillip households are single person
(id Consulting 2010). We have noticed that many who come
to our programs also have no family support and have a case
worker as their emergency contact. It is these people who
often don’t have the opportunity to share a meal with others
and the enjoyment of lingering over food and company.

South Port UnitingCare has a long history of caring for
people in local communities within the City of Port Phillip.

Food is the basic stuff of life. Providing emergency relief in the
form of grocery vouchers or food parcels has always been a
part of what we do. This point of contact with people in need
of food enables us to give support or referrals in response to
other needs they might have. Providing a safe, warm, welcoming
space and a cup of tea goes a long way to helping people
maintain their dignity at a time of vulnerability, but is not a
long-term solution.

There are a variety of programs and activities that all
contribute to wellbeing in different ways, including BAC Bikes
(bicycle recycling), Kombiz (a range of programs for young
people in our community) and the Goodwill Shop (low-cost
recycled clothing and household goods), but the focus here is
on our other programs, which combine food and wellbeing.

Emergency relief

Healthy nutritious food is not always available to the people
who seek our support. There are many reasons for this,
including the cost of fresh food, inability to cook for themselves,
disinterest in preparing food and lack of kitchen facilities where
they live. We now have several programs that deliberately try
to re-engage people with fresh and nutritious food and the
social benefits that come from sharing food with other people.
Growing food together
In the inner urban community, house blocks and gardens are
mostly very small with an increasingly large number of units
and apartments. This means there are limited opportunities
for people to grow their own fresh food. There are several
community gardens within the City of Port Phillip with plots
for rent, but all have very long waiting lists.
In 2008 an open community garden was built at the Port
Melbourne Uniting Church by the church and community.
The Simply Living Community Garden has no fence, and the
fresh vegetables and herbs are available to everyone. All that is
asked is that people only take what they need for their family
on the day and they take care of the plants so that they keep
producing food for everyone. By and large, this has been
respected and the garden has thrived.
The garden improves wellbeing in many ways. For a start, it
has improved the look and feel of the neighbourhood: a dusty
lawn-cum-car park now has raised beds of colourful vegetables
and flowering herbs all year round. People even come to just
sit and observe how different plants are growing through the year.
The beds are right next to the street so now people passing
by often stop for a chat with someone working in the garden.
One of the most surprising things has been the enthusiastic
response of the neighbours to the community compost bays.
Now they often meet up with each other as they bring their
scraps and they feel better about their impact on the environment.
One neighbour commented, ‘Finally, I’ve got somewhere to
put these instead of the rubbish bin.’
Perhaps, most importantly, the garden doesn’t discriminate.
The gardeners range in age from two to 94 and come from
a diversity of cultural and social backgrounds but all have a
love of growing things. People who are unable to commit to

maintaining a garden or cannot access a plot, are able to work
in the garden when they are able and share in its produce.
Some of the harvest is given to older people who are not able
to get to the garden themselves. No matter who they are,
everyone loves the taste of fresh peas from the shell or
tomatoes picked straight from the vine.
Most of the vegetables are planted as seeds by children at the
weekly gardening program run by South Port UnitingCare for
families attending the kindergarten next door. This often involves
several generations of the family over the course of the year.
There is great sense of achievement as they follow the
development of the seeds to seedlings, mature plants and
finally taste the produce.
Preparing food together
The logical next step from growing food together is to cook and
eat the harvest together. Kitchen Mates is a program based on the
Community Kitchens model (Community Kitchens 2010). The
aims of Kitchen Mates are to increase the participants’ cooking
skills and confidence in providing themselves with healthy,
nutritious meals on a budget, as well as providing a social setting
to sit around and enjoy a meal and conversation together.
The Kitchen Mates group meets fortnightly during term time
to prepare and eat a two-course lunch together. Fresh food from
the community garden is incorporated into the menu. The group
members are responsible for the meal from preparing and
cooking the food, setting the table, clearing and washing up and
deciding the menu for the next session. Costs are usually kept to
$3.00 per person per week, so the menu has to be planned
carefully, but the use of seasonal vegetables helps to keep the
cost down. The group uses the church kitchen where all of
the appliances are domestic size so the skills and recipes can
be easily transferred to home.
Some of the participants live in supported accommodation
and want to develop their skills for independent living, while
others have recently moved out on their own and are looking
for some support. As they develop their practical skills over
the stove top or share in the meal they have prepared there
is plenty of light-hearted chat. Sometimes the conversation
turns to other aspects of their lives and participants gain peer
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at South Port UnitingCare
by Janet Hoare

Food is the basic stuff of life. Providing emergency relief in the
form of grocery vouchers or food parcels has always been a part
of what we do. This point of contact with people in need of food
enables us to give support or referrals in response to other needs
they might have. Providing a safe, warm, welcoming space and a
cup of tea goes a long way to helping people maintain their dignity
at a time of vulnerability, but is not a long-term solution.
support for problems they are facing. They also have the
opportunity to make an appointment with a trained counselor
at another time if that is needed.
The Kitchen Mates cooks leave with a sense of satisfaction
and achievement from making something delicious. While the
emphasis is usually on healthy eating, sometimes they try out
special occasion recipes like sponge cake with jam and cream
and these provide extra delight in their achievements.
Even though our community kitchen program has only
been running for a short time, we are starting to see the
same effects on wellbeing as ones observed in longer-running
programs. For example, participants in the community kitchen
programs in Frankston, reported an improvement in their diet
and food behaviours after involvement in the program and
their favourite part of the community kitchen was the social
interaction (Peninsula Health 2008).
Mark came to the group when he began to care for his disabled
mother. He hadn’t needed to look after someone else before
and wasn’t sure of himself as a cook. His mother didn’t have a
fully functional kitchen so the group tried out recipes that Mark
could make with the facilities he had. After a few sessions he
commented, ‘I feel much more confident in the kitchen now’.

Lingering over lunch together
The importance of sitting together for a meal has influenced
the development of the Burra programs at South Port UnitingCare.
Burra programs are tailored to older people in our community
who are socially isolated. The Burra Club is a planned activity
program for people with dementia, Burra Getaways is a weekly
social outing for people who find it difficult to get out on their
own, Burra B Fit provides strength training and gentle exercise
for older people, Burra Blokes is a fortnightly getaway for men
who are isolated, Skooters is a social support and advocacy group
for people with poor mobility and Burra Travellin’ Gourmets
provides an outing centred on food, friendship and fun for
older people. Eighty-five per cent of the Burra participants
live alone and the other 15 per cent live with a carer.
All the Burra programs include a hearty, nutritious meal. One
of the features of Burra is the building of relationships between
the people who come to the programs, the staff and volunteers.
The setting of a pleasant meal creates an occasion for people
to look forward to each week. They stay at the table longer
as they enjoy the food and this creates more opportunity for
social interaction and the building of friendships over time.

Top: Enjoying a meal around
the table at Burra Club
Bottom: Burra Club participants
helping themselves to lunch
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Generous hospitality improves the wellbeing of everyone
involved. Those who come to the programs are given dignity
and a sense that they’re ‘worth it’. Staff and volunteers enjoy
the interaction and appreciation of their efforts and are satisfied
that, at least today, these friends have had a decent meal and
an enjoyable time.
Burra Getaways provides an opportunity for people to get
out of town. While these outings are obviously enjoyed it has
been noticed that the barbeque lunch or a stop at a coffee
shop provide just as much, if not more, enjoyment and
attention as the picturesque locations.
Dave is 80. He has some memory loss but is able to live on his
own. His wife passed away some time ago and he has no children
or other family. His case worker recently commented that Dave
has made the Burra Club his community. The other participants
and staff feel like they have become his family. At home he lives

on a diet of pies. At the Burra Club, they make sure his plate has
plenty of vegetables and he often takes home some extra food.
Dave says the food at the Burra Club is ‘better than any hotel’.
From the tiny seeds sprouting in the garden and the banter
in the community kitchen, to the delicious aromas wafting
over the Burra tables, promoting access to nutritious food in
the company of others has become an important part of what
we do at South Port UnitingCare.
References
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Even though our community kitchen program has only been
running for a short time, we are starting to see the same effects
on wellbeing as ones observed in longer-running programs.
For example, participants in the community kitchen programs
in Frankston, reported an improvement in their diet and food
behaviours after involvement in the program and their favourite
part of the community kitchen was the social interaction.
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Travellers
Aid Australia
Jodie Willmer, CEO, Travellers Aid Australia

As a result of Travellers Aid’s intervention, some of the
psychological stress that Grace was undergoing has been
alleviated, leaving her with a better quality of life and a
better chance to succeed with her studies.
Travellers Aid is a not-for-profit organisation that has
been delivering services and support with compassion,
integrity and fairness to millions of people since 1916.
Travellers Aid strives to deliver the best services to
clients in need to ensure dignified outcomes, and
works collaboratively with over 130 not-for-profit
organisations, transport operators and the tourism
industry to assist people who are stranded, in crisis,
in emergency situations and who have special needs
including disabilities. The Travellers Aid’s Emergency
Relief program assists people experiencing transport
disadvantage who are disconnected from their health
support systems and communities.

Station, and is open seven days a week. Staff and volunteers
are experienced in supporting people in a compassionate way.
Some of the practical support includes providing access to
toilets and showers, resting rooms, a safe and comfortable
lounge, the internet, sleeping rooms, mobility equipment hire,
baby change facilities and personal care assistance.

Economic wellbeing, genuine freedom of choice, quality
of life and mental health are all highly dependent on adequate
transport access. A lack of transport access not only inhibits
an individual’s capacity to access these basic freedoms, it also
limits an individual’s range of choices and can, in turn, impact
on a person’s emotional and psychological health. This is
transport disadvantage.

• Provides transport tickets to access health services
and rehabilitation support

Travellers Aid has two services located in the hub of the
transport system: Southern Cross Station and Flinders Street

Travellers Aid, in conjunction with community managed mental
health services, also provides travel related emergency relief
that enables the following benefits to clients in crisis:
• Facilitates the reunion and reconcilement of people
(particularly homeless) in emergency situations with their
family or other support systems

• Provides assistance to people with disabilities in accessing
and participating in community life through personal care
assistance and accessible facilities
• Provides mobility assistance and guidance to people
with mobility difficulties.
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Travellers Aid’s aim is to help people travel to places
of support, who are socially disengaged, economically
disadvantaged and disconnected from their support
systems and communities.

As a result of Travellers Aid’s intervention, some of the
psychological stress that Grace was undergoing has been
alleviated, leaving her with a better quality of life and a
better chance to succeed with her studies.

Grace’s story

Recent research has revealed that between 20 and 30
per cent of individuals presenting to community agencies for
transport needs, fall through the cracks and don’t receive
appropriate assistance. Instead, they get bounced around from
agency to agency. This occurs because of insufficient sector
funding, a lack of sector capacity and complex funding criteria
for programs aimed specifically at target groups (i.e. age,
gender, cultural, geographic, income).

Grace was a 17-year-old. She faced significant disadvantage.
Her mother suffered from mental health issues and Grace took
on a lot of the personal care for her mother, making sure that her
mother ate, showered and accessed mental health services. This
full-time care had impacted on Grace’s goal to study.
While going through all of this, Grace had the additional pressure
of being homeless and she was unable to find suitable or stable
accommodation. She had been bounced from agency to agency
without any luck. Grace continued to catch public transport despite
not being able to afford to pay for it. She struggled financially and
had accrued a number of infringement notices for travelling
without a valid ticket.
Grace was a bright, intelligent young woman, but her schooling
had been interrupted by her mother’s illness. In 2010 she started
studying for a VCAL (Victorian Certificate of Applied Learning).
Grace had missed many classes in the previous term due to her
mother experiencing a significant mental health episode. However,
Grace planned to return to her studies again in the new term.
A case worker referred Grace to Travellers Aid for assistance
with her transport fares.
The Impact of Travellers Aid’s intervention
Travellers Aid helped Grace with student transport tickets for
the remainder of the year. This significantly improved her school
attendance and also enabled Grace to visit her mother in
hospital without needing to worry about transport fines.
Transport is costly for students from low-income families. It is
also the main mode of transport for these young people and
it is essential for them to be able to access their educational
institution. Without Travellers Aid many marginalised students,
like Grace, are either unable to travel on public transport due
to cost, or forced to travel on public transport without a ticket,
which over time, can cause the person to accumulate significant
fare-evading fines.

The work of Travellers Aid aims to break the cycle of
disengagement that traps people in poor communities
and stressful/dangerous environments. The achievement of
this objective supports low-income families and individuals
experiencing financial strain and social marginalisation
by creating an opportunity for a better and mentally
healthier future.
One way that Travellers Aid is addressing transport
disadvantage and its impact on vulnerable members of our
community is by working in conjunction with VCOSS, Emergency
Relief Victoria and many not-for-profit organisations including
community mental health support services, regarding the
rollout of myki. This process began with a comprehensive
survey, initiated by Travellers Aid, to capture the community
sector’s understanding of myki and what resources agencies
and their clients may require. Travellers Aid is working with
Victoria’s Transport Ticketing Authority on the rollout of the
myki ticketing system as a means of ensuring that the needs
of community service clients and carers are taken into account.
Travellers Aid’s involvement revolves around representing
disability and carer travel benefits, as well the development
of a community service information pack.
Cost and time savings are crucial. That is why Travellers Aid is
enhancing the capacity to respond to clients’ needs in a more
efficient, effective way, through the development and deployment
of an Emergency Relief (ER) Travel Online web portal. The
website will enable agencies to book and arrange travel for
their clients in a timely and secure environment so that those
clients in need of emergency travel and relocation are given
immediate assistance.

As a result of Travellers Aid’s intervention, some of
the psychological stress that Grace was undergoing
has been alleviated, leaving her with a better quality
of life and a better chance to succeed with her studies.
Useful resources
• The Inner Melbourne Hospital Map and Guide
provides information to regional and rural Victorians
on the following:
» Public transport options to 14 public and private
hospitals in inner Melbourne
» Travel concessions and subsidies
» Ticketing information
» Travellers Aid information and support services
» Access and mobility information
Over 50,000 rural Victorians travel to Melbourne each
year for medical treatment and until now there has been
very little travel information available to rural Victorians to
navigate between home and hospital. Maps are available
from Shire offices, medical clinics and V/line train stations
throughout Gippsland. You can also download maps and
guides from this website: www.transport.vic.gov.au/maps

• A resource kit for health services caring for
rural consumers who travel for health care
This resource is a culmination of work developed over the
past two years by the Health Issues Centre, consumers and
health services. Travellers Aid is a member of the Partnership
Group that developed this vital resource. The resource kit is
available for downloading on the Department of Health website:
http://www.health.vic.gov.au/consumer/rural_consumers.htm
• Rural consumers – A checklist for people living
in rural Victoria travelling for health care
This resource lists helpful questions to ask at different
stages of the journey for health care. You can download
the checklist from the above link.
• The myki Community Information Guide
can be downloaded from: http://www.myki.com.au/
Community-support/default.aspx

FIND OUT MORE: Contact Jodie Bateman at Travellers
Aid on 03 9654 2600 or jodieb@travellersaid.org.au for
more information on how Travellers Aid can support you
or your clients. You can also log onto the Travellers Aid
website: www.travellersaid.org.au
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There is also now quite extensive evidence regarding the
positive outcomes associated with supported accommodation
for people with a mental illness. The evaluation into the Housing
and Supported Accommodation Initiative (HASI) was chosen
by the federal government to showcase Australian achievements
in mental health (as part of the recent Asia-Pacific Community
Mental Health Development Project) and could point to some
spectacular outcomes for its clients.
Introduction
A properly funded community-managed mental health sector
is the missing link in national mental health reform and vital in
order to give people with mental illness the best chance of
living well in the community and in their own homes.
Since deinstitutionalisation, there has been a failure by successive
federal and state governments to adequately invest in communitybased mental health care. This may have initially been explained
in part on insufficient evidence to warrant this investment.
However this is no longer valid. There is now considerable
literature demonstrating the positive impact of psychosocial
community support for people with a mental illness.
The aim of this article is to bring together the abundant
evidence supporting a purposive investment in the services

provided by the community-managed mental health sector.
This article also builds on material originally prepared by
ConNetica Consulting as part of its recent consultancy project,
undertaken on behalf of VICSERV, to establish a framework
for the ongoing strategic development of the communitymanaged mental health sector in Victoria.
A key element of the project was the establishment of a solid
case for investment in the community-managed mental health
sector. A result of this work shows the obvious strengths of
the sector. The community-managed mental health sector
now has a wealth of experience to draw on, devising flexible
and tailored packages of evidence-based psychosocial support
to thousands of people with a mental illness.

Since the first national mental health plan was agreed upon,
there has been a focus in Victoria on funding communitymanaged mental health services to the point where its
PDRS services are Australia’s clear leader in the creation
of innovative services designed to prevent the requirement
for acute hospitalisation and keep people living well in the
community. The research indicates that this is precisely
what the community wants.
Mental health is on the agenda for the Council of Australian
Governments (CoAG) in mid 2011, with the issue of control
over community mental health services one of the key matters
to be resolved. Advocates for community-based psychosocial
rehabilitation services face the prospect of their concerns being
swept up in broader debates about the roles of expanded Divisions
of General Practice and new hospital networks. There is no
commitment as yet to the CoAG National Action Plan on Mental
Health ‘Mark II’.
In this light, another goal of this article is to refocus the debate
about mental health reform away from issues of ownership
and turf and back towards evidence-based approaches to
making life in the community successful for people with a
mental illness.
Characteristics of the community-managed
mental health sector in Victoria
Sector funding
Victoria has Australia’s most highly developed community
mental health sector, yet it remains a relatively small component
of the overall mental health system. Exact and current figures
on mental health expenditure by sector are difficult to find.
However, the 2005 Senate Inquiry into Mental Health reported
that in Victoria 11.5 per cent of the total mental health budget

was directed to the non-government sector. This was, at
the time, twice the national average. Victoria has historically
dominated the national picture, accounting for 44 per cent
of total state and territory NGO funding in 2004-05.
The Victorian government allocates around $90 million of
its health budget to the community-managed mental health
(Psychiatric Disability Rehabilitation and Support Service PDRSS) sector and a further $40 million is provided by the
federal government through several programs, including
Personal Helpers and Mentors and Activities of Daily Living –
still only a fairly small component of overall Victorian mental
health expenditure.
The consequence of this (relatively) higher level of funding
over an extended period (more than 15 years) means that
one finds greater capacity, reach and diversity in communitymanaged mental health services in Victoria than anywhere else
in Australia. The situation in Victoria, whilst considerably better
than the rest of the nation, is still not providing sufficient capacity
or spectrum of services for prevention, early intervention and
recovery for people with serious mental illnesses.
The sector, its services and standards
According to its 2009 Annual Report, VICSERV had 62
member organisations and many more associate and individual
members. It is estimated that the business of providing Victoria’s
community-managed mental health services is conducted through
around 100 contracts between providers and funders. The
range of services provided by the community mental health
sector includes:
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Psychosocial Rehabilitation Day Programs
Home-Based Outreach
Respite
Residential Rehabilitation
Specialist Residential Rehabilitation Programs (SRRP)
Prevention and Recovery Care (PARC) services
Employment services of both state and commonwealth
departments provide employment placement and support
to people with a mental illness, including Vocational
Rehabilitation Services, Job Network and Disability
Employment Services (DES).

based services. The National Health Workforce Taskforce
(NHWT) has commenced a relevant project but the results
of this work are not yet available. There have been several
training needs analyses undertaken in NSW, South Australia,
Victoria and Queensland. Another workforce snapshot taken
in Queensland, reported that half the workers in the communitymanaged mental health sector had TAFE qualifications and
one third had Bachelor level degrees.

The type of services provided by the community-managed
mental health sector is quite similar in each jurisdiction in
Australia. However, this has not translated into a set of national
standards for psychosocial services. Such standards have been
separately developed in WA and Victoria.

‘This [demarcation] is increasingly inaccurate and unhelpful
as many NGOs are involved in providing psychosocial treatment
and many employ psychologists, mental health nurses and other
university qualified workers with experience in clinical care...
Establishing a coherent, cross-sector workforce development strategy
is crucial if the policy objective of a high quality, integrated community
mental health service is to be achieved. Old dualisms of “government”
and “non-government”, “health” and “community”, of “clinical”
and “non-clinical” obscure an objective assessment of the sector’s
skills needs’.

There are also national standards for mental health services
that were initially developed in 1996. New national standards
have now been released, but have been drafted very much
with government-run public mental health services in mind.
An ‘interpretive guide’ has now been developed, so as to translate
the new standards into a range of settings. It is currently unclear
if the final result will be of any real benefit to establishing and
monitoring national standards of care across the communitymanaged mental health sector.
The community mental health sector workforce
The community mental health sector workforce is diverse and
experiencing most of the pressures felt by the health workforce
more generally. A consistent criticism of government workforce
policy is that it has not supported the policy goals of shifting to
a model of community-based, recovery-focused care.
Under both the CoAG National Action Plan on Mental Health
2006 –11 and the National Mental Health Workforce Advisory
Committee, the principle concern has been to husband the
‘traditional’ workforce, such as mental health nurses and
psychologists, roles typically engaged in the provision of
government-run services.
There have not been similar strategies designed to grow the
workforce needed to deliver psychosocial and other community-

Old demarcations between the social rehabilitation sector and
the medical stream are breaking down as new models of holistic
care emerge, a fact understood by the Industry Skills Council:

There are now two critical priorities regarding the community
mental health sector workforce:
• The need to systematically assess the skills and knowledge
required to work effectively in the sector, with a view to
developing a unified body of psychosocial practice from
which to derive an evidence-based workforce strategy
• The need to consider what training and qualification
standards should be set for the sector.
A critical new aspect to the community sector workforce
is the peer worker. There is now considerable literature to
support the contribution of peer workers in terms of enhanced
outcomes and improved recovery for clients where peer workers
are part the workforce in a service. This is going beyond a token
or representative function. Peer support workers have been
reported to enhance outcomes with improved social functioning,
reduce psychiatric symptoms and hospitalisation, and improve
consumer satisfaction.

The evidence supporting community-managed
mental health services
Community services as part of a balanced mental health system
Community mental health services make it easier for people
with a mental illness to live well in the community, to enjoy a
high quality of life and to fulfil their potential. For many people
with a chronic mental illness, over time they may need a mixture

of clinical/specialist and psychosocial support services. During
acute phases of care, they may need more of the former and
less of the latter, with the situation reversed at other times.
Community-based services are particularly important to ensure
successful transition from hospital-based care to home.

Figure 1 – The role of community-managed mental health services

Recovery

Acute Phase of Illness

COMMUNITY MANAGED MENTAL
HEALTH SERVICES

CLINICAL MENTAL
HEALTH SERVICES

Acute Care

Community Support Service

Home

This has been described as a ‘balanced’ or ‘stepped’ approach, which is essentially community-based mental health care but with
brief hospital stays playing an important back-up role when necessary.
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Figure 2 – Stepped care model for mental health services
STEPPED CARE – DETAIL
Who provides care?

Inpatient Units & CAAT

MH specialists, outpatients &
CAAT & community support

Primary care team,
consultant specialist,
& community support

Primary care team, PMH care worker

GP, practice nurse

What is the focus?

Risk to life, stabilise clinical conditions

Treatment resistant, recurrent,
atypical, significant risk

Moderate or severe
mental illness & comorbidity

Mild depression, anxiety and related

Recognition

What services are provided?

Medication,
combined treatments,
ECT
Medication, complex pyschological
interventions, combined treatments

Medication, combined treatment,
social support
Watchful waiting,
guided self-help, e-based CBT,
exercise, brief APT

Assessment

The current domain of the community-managed mental health sector

In reality, this balance has not been achieved. Analysis of the CoAG National Action Plan, 2nd Progress Report shows quite starkly
that the vast majority of mental health spending has been directed towards hospital-based acute mental health care, while initiatives
aimed at increased community participation have received minimal funding.

Figure 3 – CoAG National Action Plan spending effort by action area

Millions
6,000
5,000

Promotion,
prevention
and early
intervention

Integrating and
improving the
care system

Participation in
the community
and employment
including
accommodation

Increasing
workforce
capacity

Action Area 1
454.3
562.3

Action Area 2
2,645.3
3,701.8

Action Area 3
794.8
944.2

Action Area 4
185.0
277.0

Other
related
initiatives

4,000
3,000
2,000
1,000
0
Initial commitments
Revised commitments

Other
0.0
4.8

Total
4,079.4
5,490.1

However, there are no persuasive arguments or evidence
to support a hospital-centric approach. In fact, the continued
emphasis on the hospital as the focus of acute mental health
care has come under recent scrutiny. A recent randomised
controlled study comparing outcomes of hospital-based acute
psychiatric care with short-term acute residential treatment
found that the latter approach delivered better outcomes as
assessed by both patients and staff. This is consistent with other
studies that have indicated the effectiveness of communitybased care over hospital-based care. It is also in complete
accord with evidence-based global health initiatives, as reported
in The Lancet, for both developing and developed countries,
which are now encouraging a shift away from hospital-based
and institutional-based mental health care and towards communitybased care, with closer links to primary health care.

• At the end of five years, two thirds of the patients were
still living in their original residence
• No increase in the death rate or the suicide rate
• fewer than one in 100 patients became homeless,
No patient was lost to follow-up from a staffed home
• Over one third were readmitted during the follow-up
period, at the time of follow-up 10 per cent of the
sample were in hospital
• Overall, the patients’ quality of life was greatly improved
by the move to the community, though disabilities remained
due to the nature of severe psychotic illnesses
• There was little difference overall between hospital and
community costs: coupled with the outcome findings, the
economic evaluation suggests that community-based care
is more cost-effective than long-stay hospital care.

The evidence is clear that when deinstitutionalisation is carefully
managed and underpinned by strong community mental health
services, the outcomes will be favourable for almost all clients.
For example, the Team for the Assessment of Psychiatric Services
(TAPS) study in London completed a five-year follow-up on over
95 per cent of 670 long-stay patients discharged from institutional
care, and found:

The study concluded that there is now growing evidence that
some types of community-based alternatives to acute hospital
admission may also be cost effective, such as crisis houses and
home-based treatment by community mental health teams.

46

newparadigm Summer 10/11
Psychiatric Disability Services
of Victoria (VICSERV)

Community-managed mental health
services – the case for investment
by Sebastian Rosenberg & John Mendoza

Available evidence is now clear that the most effective mental
health care is provided by multi-disciplinary teams of workers,
operating in collaboration. This applies as much to community
settings as anywhere else. Australia has recently made very
significant investments in general practitioner-led primary
mental health care. Again, the evidence supports a multidisciplinary approach – it has been shown that interventions
directed solely towards training and supporting GPs have not
been effective. This is evidence which should inform CoAG
discussions about the establishment of Medicare Locals.

The same collaborative and integrated approach to care has
been demonstrated to be pivotal in the success of treatments
for people with co-occurring mental and substance-abuse disorders.
This is particularly important given that such co-morbidities are
commonplace, particularly among young people with a mental
illness. Across Australia, mental health and drug and alcohol
services continued to be typically arrayed as separate rather
than integrated services.

Figure 4 – A balanced and integrated mental health system for Australia

1. Population based activities and community awareness (5%)

7. Indefinite Care (5%)

2. Early Intervention (10%)

6. Extended Care (5%)

3. In Home Acute Care (5%)

5. Community Services (50%)

4. In-Hospital Acute
Care Services (5%)

»
»
»
»
»
»

Collaborative primary care
Psychosocial rehabilitation
Sub-acute services
Consumer operated services
Supported accommodation
Employment services

Adapted from Time For Service, Mental
Health Council of Australia, 2005.

» Emergency departments
» First episode services
» Acute care

Note: This diagram includes a recommended allocation of mental
health funding to each service element based on evidence on what
works. This will require significant re-balancing of the services over
time. For example, in-hospital acute, extended and indefinite care
receive about 55 per cent of all mental health care funding at present.
Under this recommendation, along with in-home acute care
(virtually absent in Australia despite strong evidence supporting
investment), acute care and extended care would total 35 per
cent and there would be significant percentage increases in
prevention, early intervention and community support services.
The philosophy of the sector
While the community-managed mental health sector offers
a range of services, it does so flexibly, aiming to ensure that
it is the consumers and carers who determine the help they
need in order to recover. This is unlike more inflexible models
of care typically offered by government and clinical service providers.
Due to the lack of service alternatives, there is unrelenting
demand on hospital acute mental health care. Overwhelmed
staff find it difficult to focus on more than remission of symptoms
for individual clients, creating the oft-cited revolving door of
dependent clients.

By contrast, community sector approaches strive to operate
in concert with best practice regarding the literature on recovery.
Over the past thirty years, international longitudinal studies of
recovery from major illnesses have demonstrated recovery
rates of between 49 and 68 per cent. Yet the concept of recovery
has only recently been appreciated by many service providers,
funders and decision-makers. There is good evidence to support
the recovery model beyond support as a social movement.
Factors such as optimism, empowerment, interpersonal
support and vocational rehabilitation are now empirically
demonstrated to support recovery.
One element contributing to the success of these factors
may be the capacity of the community sector to move beyond
symptom management to establish strong therapeutic alliances
with its clients, a characteristic demonstrated to yield positive
outcomes for people with a mental illness.

Figure 5 – Beyond clinical management of symptoms and towards recovery and participation
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The evidence base for psychosocial interventions
There is now considerable empirical research, which justifies
the deployment of a range of psychosocial interventions. Evidence
is strong for the use of family intervention, social skills training,
cognitive-behavioural therapy, case management, psychosocial
rehabilitation and supported employment.
As a model of care, there is considerable evidence to support
the deployment of Assertive Community Treatment (ACT) on
the basis that its community location and mobility that generates
better outcomes for clients and reduces hospital admissions.
Despite this, recent years have seen a systematic dismantling
of these teams throughout Australia.
There is also strong evidence to support music therapy for people
with schizophrenia and similar illnesses as well as psycho-education.
Both of these are services typically provided by the communitymanaged mental health sector and have been demonstrated
to reduce negative symptoms, reduce hospital admissions and
increase general wellbeing.
There is also now quite extensive evidence regarding the positive
outcomes associated with supported accommodation for people
with a mental illness. The evaluation into the Housing and Supported
Accommodation Initiative (HASI) was chosen by the federal
government to showcase Australian achievements in mental
health (as part of the recent Asia-Pacific Community Mental
Health Development Project) and could point to some spectacular
outcomes for its clients. By 2008/2009, there were around
1000 HASI Program places across NSW. There is evidence
emerging from HASI-type programs in other jurisdictions of
similar success.
The general community has repeatedly called for greater
investment in mental health services available either in, or from
the home. This call was a feature of both the seminal Not for
Service report, produced by the Mental Health Council of
Australia and the Human Rights and Equal Opportunity
Commission, and in the Report of the Senate Inquiry in Mental
Health. Add to this the recent recommendations made by
the National Health and Hospital Reform Commission:
Recommendation 77: We want governments to increase
investment in social support services for people with chronic
mental illness, particularly vocational rehabilitation and postplacement employment support.

The scale of the resources required
More is known about the shape and nature of Victoria’s
community-managed mental health sector than ever before –
what services are being provided and where, by whom
and to what level of quality. To this understanding is now the
welcome addition of similar data from other jurisdictions,
particularly the recent NSW Community Managed Mental
Health Sector Mapping Report.
A key missing detail however, is the extent to which current
services are meeting community demand. Simply put, this level
of data is not available, beyond the more general figure that
only one in three people with a mental illness is receiving any
care for that illness. It is a matter of some urgency that the
community managed mental health sector considers how to fill
this data vacuum as part of its ongoing advocacy. Some agencies
do keep waiting lists or know how many clients they are forced
to turn away and in addition, there are some national data and
methods by which the sector could assess if it has the right spread
of the right services. This data is based on assessments of population
numbers and illness severity and could contribute to at least a
broad sense that the community is being adequately serviced.
However, the New Zealand experience is that the communitymanaged mental health sector can play a much larger role than
is currently the case in Victoria, with around 30 per cent of total
mental health spending being directed to that sector in that country,
though recent cuts to NZ’s mental health budget are noted.
Other parts of the world have an even higher level of communityspecific spending. Trieste in Italy spends 94 per cent of its total
budget in this area, with only a tiny fraction spent on acute,
hospital-based care. The World Health Organisation has reported
that Australian spending on mental health care as whole has
fallen behind compared to OECD nations such as the UK,
Canada and New Zealand, all of whom are spending close
to double the funding allocated here.
The case for a much greater investment in Victoria’s communitymanaged mental health sector could extend to tripling current
spending levels over a four to five year timeframe. It is important
to note that increased investment in the sector would not only
be directed at more services, but also at the supporting infrastructure
to facilitate the sector’s strategic growth, in areas such as workforce
development, quality improvement and outcome measurement.

Conclusion
As CoAG now wrestles with the development of Health
and Hospital Networks and Medicare Locals, the communitymanaged mental health sector is at a crossroads. With the
states controlling the Networks, the federal government and
the Medicare Locals, the new model of CoAG health funding
appears to militate against holistic care, with responsibility for
client care clearly split between acute hospital care and nonhospital care. Under this scenario, it is possible to see a split
between the Medicare Local as a federally-funded agency
responsible for high prevalence mental illnesses, while the
states retain control of services for the low prevalence psychotic
disorders, with their locus of care being the acute hospital.
It is entirely possible to see a situation in which funding responsibility
depends on what sort of mental illness a person has – this may
make things easier for a funder but is unlikely to generate holistic
care, particularly for people with chronic and severe conditions,
younger people with co-morbidities and others. The evidence
to support increased emphasis on community-based mental
health care, both clinical and psychosocial, is both clear and generally
accepted by Australia’s mental health sector. The nature of this
care is that it is most effective when provided through collaboration
between a team of workers and that this work is grounded in
a genuine commitment to recovery. Victoria could rightly be
regarded as the wellspring in Australia of this kind of psychosocial
innovation and integrated care.

There is a paucity of evidence to justify a continued emphasis
on either hospital-centric or GP-focused approaches to mental
health care for those with more moderate to severe levels of
illness and disability. The wishes of the community align with
that of the evidence – to see Australia’s mental health system
undergo a fundamental shift to community-based mental health
care with increased access to range of clinical and psychosocial
support services either in, or from the home.
CoAG has agreed to discuss mental health again at its 2011
meeting. This coincides with the conclusion of the CoAG National
Action Plan on Mental Health 2006-11. The challenge is to bring
about greater awareness and support for the community-managed
mental health sector to ensure that as new reforms are put in
place, there is room for the sector to flourish.

VICSERV can provide this article with its full list of
references. To request a copy, please contact Kristie Pate
on 03 9519 7000 or k.pate@vicserv.org.au.
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Involvement with the Research and Evaluation Committee has
resulted in opportunities for personal growth in terms of skills in
research and evaluation for members. Additionally, Committee
members are important mentors within the organisation and
have an important role in assisting to embed practice change
in the area of research and evaluation.
Introduction
Practitioners frequently express their preference to be informed
by other practitioners regarding practice knowledge and innovation,
in lieu of consulting applicable research and evaluation studies.
Practitioners often cite that research is an activity that was not
part of their practice; experience gives them practice knowledge,
therefore there is no need for research and that research
results are frequently changing and consequently are of little
value (Harrison, R.A., 2005). This viewpoint has contributed
to practitioners consulting the experience of other practitioners
to gain practice knowledge and innovations as opposed to
consulting the results of research and evaluation studies
(O’Donohue, W.T.Curtis, S.D. and Fisher, J.E., 1985).
The results of practitioners’ not consulting research and
evaluation can also have other detrimental effects.
Scott-Findlay and Golden-Biddle (2005) referred to studies
conducted in America and the Netherlands whose results
suggest that 30 to 40 per cent of clients are given care that
does not comply with up-to-date research evidence. Furthermore

20 to 25 per cent of provided care is not needed and has the
potential to be damaging (Scott-Findlay, S. and Golden-Biddle,
K., 2005). As can be eluded from these statistics, the value of
practitioners consulting research and evaluation results to gain
information to advance their practice cannot be underestimated
and can only benefit the welfare of their clients.
Why evaluate practice?
There are many reasons why we should evaluate practice.
Funding sources, individuals and the community are demanding
greater accountability from services to provide evidence of service
effectiveness (Joly, B.M.Polyak, G.Davis, M.V.Brewster, J.Tremain,
B.Raevsky, C. and Beitsch, L.M., 2007, Farmer, E.A. and Weston,
K., 2002). To provide evidence of effectiveness, it requires
agencies to gather information that can identify the strengths
and weaknesses of their services, in order to understand what
programs and interventions best meet the requirements of the
people who access their services. Although health agencies
generally choose the best programs and interventions for their
clients, this may not necessarily be maintained over time.
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Program evaluation allows us to identify changes to programs
and interventions that can occur over time. Sufficient change
to program delivery can occur so that the original expected
outcomes may no longer be relevant. In other words, we may
no longer be doing what we think and say we are doing
(McNamara, C., N.D.) At Western Region Health Centre
(WRHC) we understand the importance of providing evidence
for our practice and have initiated a research project of building
and enhancing research and evaluation within the organisation.
Method
We employed a Qualitative Research Method incorporating
a Co-operative Inquiry Action Research design. The Cooperative Inquiry design allows staff members to be involved
as co-researchers and not as research subjects (Heron, J. and
Reason, P., 2006, Reason, P., 1999). Involving the staff equally
as researchers allows for a greater commitment for the success
of the project by giving the staff or their representatives a necessary
voice in the process (Baldwin, M., 2002). Co-operative Inquiry
allows the staff to participate in the research process by the
development of the Co-operative Inquiry Group (CIG), which
is made up of representativeness from the various departments
of the organisation. The CIG is responsible for leading, managing
and developing the project as an organisation-wide project
(Reason, P., 2002).
To understand the organisational culture and its functions,
we also utilised an Ethnographic Action Research design. This
allowed us to ascertain what aspects of the culture need to
change, an acceptable timeframe to implement change and
what areas of the culture can absorb, contribute to and sustain
the necessary changes.
Results
At WRHC, we embark on a process that will allow us to research
and evaluate what we do and how we do it with the aim
of increasing and promoting our ability to provide the most
appropriate, cost effective and evidence based services for the
people who request our assistance. Included in what follows,
we will present how research and evaluation was viewed prior
to our project and how it is viewed currently.

Before the storm
Prior to the commencement of this project, research and
evaluation was not considered a part of organisational culture
at WRHC. According to a number of management staff, they
were largely relying on the judgement that our practice worked
with little evidence and with little consultation of the evidence
base. This related to a number of factors including time constraints,
a perceived lack of management support by staff and a perception
that research and evaluation was outside of practice roles.
Additionally, staff and management reported a lack of skill
and expertise in conducting research and evaluation projects.
Management also felt that they were not equipped to adequately
support staff in such activities. Consequently, external evaluators
were being utilised for conducting research and evaluation,
and projects involving ethics had a lower priority.
What we did
Thought was given to what we could put in place that would
increase the likelihood of the success of our project. The
project began with the employment of a research and evaluation
consultant. John Bamberg was employed in this role to support
WRHC staff, but not actively conduct the research and evaluation
projects. This position was within the management strata of
the organisation in order to provide sufficient authority to
implement change.
John attended team meetings and management meetings to
gather information that could identify and understand what the
organisation’s staff considered to be essential in order to build
research and evaluation capacity. The staff identified four main
areas of focus but to guide the process, it was first necessary
to develop a reference group that could oversee the project.
A Committee concerned with quality improvement through
evaluation was already in existence at WRHC. This Committee,
whose membership represented the staff employed within the
organisation, was restructured to the Organisational Research
and Evaluation Committee (OREC). The Committee also
functions as the Research Co-operative Inquiry Group.
Organisational Research and Evaluation
Committee (OREC)
Involvement with the Research and Evaluation Committee has
resulted in opportunities for personal growth in terms of skills
in research and evaluation for members. Additionally, Committee

At WRHC, we are cognisant of the importance of continually
improving the quality of our services for the benefit of both the
community and the people who seek our assistance. When we
evaluate our practice, we gather evidence regarding the effectiveness
of what we do and how we do it. By doing so we not only add
to our knowledge of what works and what does not work but,
and most importantly, the knowledge gained allows us to be of
greater benefit to others.
members are important mentors within the organisation and
have an important role in assisting to embed practice change
in the area of research and evaluation. Whilst some members
have reported difficulties with time constraints and monthly
meeting requirements, managers strongly support this initiative
assisting staff where possible to meet such commitments.
Outcomes
Our research has identified four areas of focus in order
to build research and evaluation capacity:
1. Communication
2. Available resources
3. Knowledge and competencies, and
4. Organisational policy.
Communication
We have established feedback mechanisms between teams
meetings, management meetings and the OREC. Most teams
within the organisation have incorporated a research and
evaluation item in their agendas to effectively communicate
issues pertaining to current and proposed projects. Equally,
the Board of Management is kept up to date on the progress
of the project through quarterly reports.

Research and evaluation issues are also communicated to
the staff by way of the organisation’s intranet. Research and
evaluation occupies a discrete section on the intranet that
provides resources and information to staff to help them
conduct their own projects. The intranet also provides a
vehicle by which the outcomes from research and evaluation
projects can be disseminated throughout the organisation.
Resources
We have established access to electronic databases for staff to
use. In conjunction with the organisation’s Information Technology
department, we are also investigating the provision of a reference
manager such as ‘Endnote’ to assist staff when writing reports.
The greatest resource necessary for staff to conduct research
and evaluation projects is the allotment of sufficient time. Although
this has proved to be difficult, we are exploring a number of
options such as allocating time for research and evaluation in
program planning and employing a research assistant to help
gather and analyse data. We also consider staff mentoring as a
resource although we currently regard the mentoring process
as integral to gaining knowledge and competency.
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Knowledge and competency
We have developed a five-stage training program for staff to
help them understand the issues involved in conducting research
and evaluation projects. The training covers topics such as:
•
•
•
•
•

What constitutes research and evaluation?
Searching and appraising literature
Qualitative research methods
Designing and implementing questionnaires
Writing for reports and publication

Currently, over one hundred staff have completed the training,
which constitutes approximately one third of the staff compliment.
We have also found that training on its own is not sufficient to
build capacity. Staff members need to feel competent enough
to instigate a project. For this reason, we also offer the staff
personal time to discuss and offer guidance in conducting their
projects through a mentoring program. In addition, OREC
members sponsor staff conducting projects by offering
assistance and support.
Organisational policy
We have written and rewritten a number of policies that promote
research and evaluation capacity in WRHC. Involvement with
research and evaluation has been added to position descriptions
and program plans, while a dedicated section introducing
research and evaluation has also been added to the orientation
of new staff.
A Human Ethics policy and procedures have been added to
WRHC and selected staff members have received training in
reviewing ethics applications through Deakin University, with
the aim of developing a Human Ethics Advisory Group in
collaboration with the Bouverie Centre. In addition, staff are
required to complete a research and evaluation proposal form
based on an ethics process when considering a project.
After the storm
Whilst this project remains in progress, a significant shift has
occurred in relation to research, evaluation and organisational
culture. This has occurred as a result of addressing the skills
and competencies of staff by implementing necessary training
curriculum and structures such as organisational policy and
procedures. Consequently:

• A greater priority is given to publishing results
by staff and management
• Research and evaluation is reflected in
organisational documentation such as policy
and personal development reviews
• Ethics policy and procedures are developed
• Research is shared through electronic means
such as the intranet, and
• Staff mentoring is occurring via OREC members.
Conclusion
In conclusion, the importance of providing evidence of good
practice and service cannot be underestimated. At WRHC, we
are cognisant of the importance of continually improving the
quality of our services for the benefit of both the community
and the people who seek our assistance. When we evaluate
our practice, we gather evidence regarding the effectiveness of
what we do and how we do it. By doing so we not only add
to our knowledge of what works and what does not work but,
and most importantly, the knowledge gained allows us to be
of greater benefit to others.
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The current study aimed to replicate and extend Markham’s
(2003) study and explore the attitudes, knowledge and experience
of support workers working with clients with BPD. In addition, the
study aimed to examine the role supports workers’ professional
discipline and years of experience may play towards their attitudes,
knowledge and experience towards the diagnosis of BPD.
Individuals with borderline personality disorder (BPD)
often experience intense emotions and behave in ways that
relieve these feelings in the short term, but are unhelpful in
longer term. Self-harming behaviours and substance abuse
are examples of these types of behaviours and compound
problems in the long-term, contributing to difficulties in
interpersonal relationships, (Linehan, 1993).
Individuals with BPD may also engage in, often, unhelpful
methods for accessing support or achieving goals, such as suicide
threats or lying and, at times, expect an immediate response.
They may feel hopeless and despondent about their lives and
may believe they do not have a future (Bateman & Fonagy, 2006;
Linehan, 1993; Linehan & Dexter-Mazza, 2008). Staff often
develop negative attitudes towards individuals with BPD as a result
of these types of behaviours, and as a consequence, BPD has
become a stigmatised disorder resulting in staff developing negative
attitudes, (e.g. fear and concern) towards providing treatment
(James & Cowman, 2007; Markham, 2003; Phillips, 1967).

Mental health professionals tend to engage clients with BPD
in both clinical and community settings and prevalence rates
for the disorder in these settings have been estimated at 20
per cent and eleven per cent, respectively (Swartz, Blazer,
George, & Winfield, 1990). However, these services have been
criticised, with Nehls (1998), describing them as a ‘non-system
of care’, due to their fragmented and disorganised nature.
As Victorian public mental health services, non-government
organisation support and rehabilitation services increasingly
move towards the provision of a comprehensive model of
care with a wider range of treatment options, it is important
that staff attitudes towards clients with BPD and the impact
on treatment are investigated in clinical and community
settings (Cleary, Siegfried, & Walter, 2002).
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Social rejection
There has been a large amount of research concerning the
stigma associated with mental illness, but the labelling effects
of the diagnosis BPD, has received less attention. Clients with
BPD have often been referred to as ‘manipulative’, (Cauwels,
1992) ‘more difficult’, (Gallop, Lancee, & Shugar, 1993) ‘not
sick’, (Book, Sadavoy, & Silver, 1978) and ‘hateful’ (Groves,
1978). Nehls (1998) suggests that these terms highlight the
social rejection and lack of empathy individuals with BPD
receive within the mental health system and the potential for
misdirected treatment.

Staff optimism

Despite the advancement of the classification, etiological theories,
research and anecdotal data, clinicians continue to doubt the
validity of BPD as a diagnosis of a mental illness (Cauwels,
1992). Indeed, Nehls’ (1994) study revealed that some psychiatric
nurses viewed clients with BPD as choosing their symptomatology
rather than it being a reflection of their illness. Nehls (1994)
suggests that holding this type of attitude may lead to decreases
in empathic responses and increases in social rejection and
unhelpful responses towards clients with BPD, and may escalate
behavioural disturbance. However, no research to date has
examined the impact of clinicians’ attitudes on treatment outcome
for clients with BPD.

It has been suggested that when clients fail to improve, staff may
lose belief in their own ability to provide effective treatment
(Brody & Farber, 1996; Ens, 2000). However, a study by
Krawitz (2004) demonstrated that a positive change in staff
attitude can be achieved by a brief two-day training workshop
on BPD, which suggests that staff should be provided with adequate
training to support them in working with clients with BPD.

Dangerousness
A central aspect of the common stereotype of mental illness
is the perception of dangerousness. A small number of studies
have explored mental health professionals’ perceptions of the
dangerousness of clients with BPD. Markham (2003) surveyed
50 psychiatric nurses and evaluated their attitudes towards
clients with different diagnoses (BPD, schizophrenia and
depression), and found that nurses rated those with BPD to
be more dangerous than other clients. These findings are in
line with Servais and Saunders’ (2007) study, which surveyed
308 randomly selected American clinical psychologists who
were asked to rate the safety, worthiness, desirability and
similarity to people with depression, BPD and schizophrenia.
They reported that psychologists rated individuals with borderline
features as more dangerous and undesirable than those with
schizophrenia and depression. These studies suggest that there
is a difference in attitudes towards different disorders, however
the concept ‘dangerousness’ was not defined to the participants
and therefore was open to interpretation.

Research shows that clinicians often notice that they have more
intense negative feelings towards a client with BPD, such as
anger, frustration, dislike or hopelessness (Bowers, 2002; Brody
& Farber, 1996). For example, Markham (2003) and Markham
and Trower (2003) report that not only did staff feel less
sympathetic towards clients with BPD, they also reported a
tendency to feel unsympathetic. Initially, this group of psychiatric
nurses reported that they felt optimistic and enthusiastic to
work with clients with BPD, however, staff optimism is challenged
when clients fail to recover (Markham & Trower, 2003).

Staff experience
Whilst there has been little research into the attitudes of mental
health staff, the experience of other staff in working with clients
with BPD has been investigated. A large body of research highlights
the negative experiences and difficulties clinical staff have in
working with clients with BPD. Previous findings suggest that
clinicians have less favourable experiences of working with
clients with BPD (Markham, 2003). However, generalisations
about these results to all mental health professionals may be
unwarranted, as some studies found differences relating to
differing levels of training or experience within the same field
(Ishige & Hayashi, 2005; Tay, Pariyasami, Ravindran, &
Rowsudeen, 2004).
Aims
The current study aimed to replicate and extend Markham’s
(2003) study and explore the attitudes, knowledge and
experience of support workers working with clients with BPD.
In addition, the study aimed to examine the role supports
workers’ professional discipline and years of experience may
play towards their attitudes, knowledge and experience
towards the diagnosis of BPD.

As Victorian public mental health services, non-government
organisation support and rehabilitation services increasingly
move towards the provision of a comprehensive model of care
with a wider range of treatment options, it is important that staff
attitudes towards clients with BPD and the impact on treatment
are investigated in clinical and community settings.
Participants
Participants for the present study were staff from Neami a Psychiatric Disability Rehabilitation Support Service (PDRSS)
in Victoria, Australia. The sample consisted of 41 support
workers aged between 20 and 67 years (M = 34.8yrs, SD =
11.22) based in seven service sites who completed a battery
of self-report questionnaires.
Results and discussion
The results revealed that staff did in fact report greater social
rejection towards clients with BPD than towards those with
schizophrenia or depression. This is consistent with the finding
of Markham (2003) who reported that staff desired greater
social distance from clients described with a diagnosis of BPD.
Furthermore, the present study tested whether there were any
differences in the social rejection reported, based on support
workers’ professional discipline. It was found that there was no
difference amongst support workers’ attitudes based on their
professional discipline. This finding is contrary to Markham’s
(2003) study, which found that there was an interaction on the
social distance scales between the psychiatric diagnosis and
professional discipline. This may suggest that the community
support workers are homogenous in their desire for social
distance from clients with BPD.
With respect to examining whether support workers perceived
clients with the label BPD to be more dangerous than those
with the diagnosis of schizophrenia or depression, the present
study revealed that a BPD diagnosis was perceived to be the
least dangerous. The results revealed that clients with depression

were perceived to be most dangerous, while there was no
difference between schizophrenia and BPD. Further analysis
revealed that that there was no difference in the perception
of dangerousness towards the three psychiatric diagnoses
based on the support workers’ professional discipline.
Previous studies exploring mental health professionals’ perceptions
of the dangerousness of different psychiatric disorders, found
that clients with BPD were perceived to be more dangerous
than those with schizophrenia or depression (Markham, 2003;
Servais & Saunders, 2007). The difference in the findings may
be due to the interpretation of what constitutes ‘dangerousness’
and whether this means towards the person with the diagnosis
or the community. Alternatively, it may also be suggested that
community support workers may have a positive attitude and
belief about the perceived dangerousness of clients with BPD.
When testing whether support workers held less optimism
towards clients with BPD compared to clients with either
schizophrenia or depression, it was confirmed that staff were
less optimistic about change in clients with a diagnosis of BPD.
Further analyses revealed that there was no difference in staff
optimism and their professional discipline. The results of the
current study have extended on previous research by finding
that mental health professionals in a community setting feel less
optimistic of change towards clients with BPD.
The present study found that the majority of support workers
had experience of working with one to five clients with BPD
and greater experience working with clients with schizophrenia
and depression. Support workers rated their experience
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of working with clients with BPD more positively than their
experiences with schizophrenia. There was no difference in
staff experience of working with clients with BPD and depression,
nor schizophrenia and depression. There was no interaction
between the support workers’ experiences of working with
each client group and professional discipline. These findings
are contrary to the existing literature, which emphasises the
negativity and difficulties clinical staff have in working with clients
with BPD (Brody & Farber, 1996; Fraser & Gallop, 1993;
Markham, 2003).
This finding indicates that there may be differences in the
experiences and conversations community support workers
have with clients with BPD, compared to mental health
professionals in clinical settings. This may be due to the approach
taken by community support workers of clients with BPD, or
the opportunity they have to engage them in positive activities,
for example, a recreation group. However, the results may
have been influenced by community support workers reporting
they have less experience of working with clients with BPD
than clinical workers, noted in Markham’s (2003) study. In
addition, community support workers do not have the same
statutory obligations and responsibilities as clinical mental health
professionals, which may influence their experiences of working
with clients.
The present study also showed that there was no relationship
between support workers’ attitudes towards clients with BPD
and years of experience. The finding indicated that support
workers with more experience in mental health were more
optimistic for change in clients with schizophrenia. This finding
may indicate that a support worker’s level of experience in the
mental health field may not be an indicator of attitude towards
working with clients with BPD and that the variable training
may need to be explored. This finding is important as it suggests
that support workers with less experience may hold positive
attitudes and experience towards clients with BPD, which may
be due to focusing on supporting the person rather then
labelling and intellectualising the behaviour.
Limitations and suggestions for future research
There are several limitations of the present study worth
noting. First, a small sample size restricted to community
support workers from one Victorian PDRSS. Small sample

sizes may have precluded significant results, particularly when
examining support workers’ professional discipline. It is possible
that the attitudes, knowledge and experiences of community
support workers may be different in each PDRSS due to staff
recruitment, training offered and/or supervision. Future research
is required to assess the attitudes, knowledge and experiences
of support workers towards clients with BPD in a range of
PDRSS across Australia.
A second limitation is that whilst the present study investigated
support workers’ attitudes towards different mental illnesses,
the study did not assess the possible causal relationship between
beliefs and perceptions expressed by staff. The underlying
psychological mechanisms and causal links that lead to support
workers’ attitudes are important to determine. For example,
ascertaining whether or not negative attitudes towards people
with BPD exist prior to training may suggest how attitudes
towards to BPD might develop.
In addition, a limitation of the present study is that the findings
are being compared to other studies from clinical settings from
a variety of countries. It is likely that that different countries
have different philosophies, different political structures, different
cultural beliefs and different types of training that may influence
attitudes and expectations towards psychiatric disorders
(Des-Courtis, Lauber, Costa, & Cattapan-Ludewig, 2008;
Wahl & Aroesty- Cohen, 2010). The variety of countries
and settings in which research has been conducted, may be
a contributor to the mixed results obtained. Further, research
is necessary to determine the attitudes and experiences of
mental health professionals in each country, in order allow
cross-cultural comparisons.
In regards to data analysis, a limitation may include the Likertformat questionnaire. The lack of an accepted, widely-used
instrument means that each study approaches the complex
question of attitudes and experiences from many vantage
points. Whilst the present study included the questionnaire
utilised by Markham’s (2003) study, comparison of results
between other studies may be confounded by the lack of
reliable and valid instruments for this population. Therefore,
future research is required to develop valid and reliable
instruments, which are capable of revealing positive and
negative attitudes.

Implications and conclusion
This study furthers an understanding of mental health professionals’
attitudes, knowledge and experience towards clients with BPD,
and extends the research literature in this area. The present
study revealed that support workers report positive experiences
of working with clients with BPD. In addition, support workers
expressed a positive attitude and did not perceive clients with
BPD to be the most dangerous client group. However, evidence
of some negative attitudes and expectations were also found,
particularly with respect to staff optimism and the desire for
social distance from people with BPD. Whilst there was no
difference in support workers’ attitudes, knowledge or experiences
towards clients with BPD based on their professional discipline
or years of experience in mental health, small sample sizes
may have precluded significant findings.

It is recommended that future research is aimed at understanding
support workers’ attitudes towards clients with BPD and the
care they receive, as it is likely to contribute to improved care
and recovery (James & Cowman, 2007). It is essential that
support workers are trained to understand that while engaging
these clients may be difficult, having a positive relationship with
them may be used as a vehicle for change. Future research is
required to investigate the attitudes, knowledge and experience
of mental health professionals working with clients with BPD
in community, clinical and specialist services.
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Many health professionals continue to view voluntary
work as a realistic vocational goal for people with
a mental illness. This approach may reflect a belief
held by health professionals and the community that
people with a mental illness cannot succeed in paid
employment. Voluntary work in this context
becomes the ‘next best option’.
Increasingly, social inclusion is seen as an important
indicator of recovery in mental health (Repper &
Perkins, 2003). The Australian government (2010)
has articulated a vision of social inclusion:

VicHealth, in their Research Summary 2: Social inclusion as a
determinant of Mental Health and Wellbeing (VicHealth, 2005)
conclude that there is ample evidence linking social inclusion
and mental health and wellbeing.

‘One on which all Australians feel valued and have the
opportunity to participate fully in the life of our society.’

Recovery in mental health has also been linked to social
inclusion. Repper and Perkins (2003) propose a model of
social inclusion and recovery where engagement in roles,
relationships and activities are seen as a central component
of recovery.

This means that Australians will have the capability,
resources and opportunity to:
• Learn, by participating in education and training
• Work, by participating in employment or voluntary
work, including family and carer responsibilities
• Engage, by connecting with people, using local
services and participating in local civic, cultural
and recreational activities and
• Have a voice, in influencing decisions that
affect them.

Despite the well established link between social inclusion,
recovery and mental health, and the fact that many mental
health services see themselves as being ‘recovery oriented’
and promoting social inclusion, people with mental illness
continue to commonly experience social exclusion. This is
manifested in unacceptability low employment rates (Waghorn
& Lloyd, 2005), tenuous housing (VICSERV, 2008), social
isolation (Sane Australia, 2005), poor physical health (VICSERV,
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2008) and poverty (Sane Australia, 2009). The community
continues to discriminate against people with a mental illness
(Sane Australia, 2010).
Voluntary work is often seen as one mechanism to engage
people with a mental illness in an activity that promotes social
inclusion (Wilson & Musick, 1999). They proposed that
voluntary work improved mental health because it:
• Is a form of social participation
• Is a self-validating experience
• Fosters a belief in being able to make a difference.
Further, given the paucity of valued roles that many people
with a mental illness perform, voluntary work can be viewed
as one accessible social role that may be available for a person
with a mental illness. In this context, voluntary work may be
promoted as an alternative to paid employment.
Voluntary work as an alternative to paid employment
Despite the benefits of voluntary work described above,
voluntary work has an obvious disadvantage when compared
to paid work – that is, voluntary work is not paid.
Paid work has multiple benefits for people with a mental
illness. In a qualitative study by Dunn, Wewiorski & Rogers
(2008), work was described as a source of pride, self-esteem
and empowerment and a facilitator of coping. Work was
therefore seen as promoting recovery. Unsurprisingly,
participants in this study also identified financial rewards as
being an important enabler of recovery. It ‘facilitated financial
independence from family on public benefits, which, in turn,
contributed to a recovery-promoting sense of pride and
accomplishment (p.61)’. While the psychological benefits
of working may also be derived from engaging in voluntary
work, the obvious lack of financial reward does not support
volunteering as a desirable alternative to paid work.
Despite this, many health professionals continue to view voluntary
work as a realistic vocational goal for people with a mental illness.
This approach may reflect a belief held by health professionals and
the community that people with a mental illness cannot succeed
in paid employment (Rinaldi, 2000). Voluntary work in this
context becomes the ‘next best option’.

There is, however, ample evidence that many people with a
mental illness are able to work in paid positions given the right
employment intervention – that is, Individual Placement and
Support (IPS; Bond, Drake & Becker, 2008). In their recent
review of randomised controlled trials examining the effectiveness
of this approach, a competitive employment rate of 61 per cent
was achieved across studies, with approximately two-thirds of
participants working for 20 hours per week or more, with an
average duration of employment of 24.2 weeks.
Voluntary work as a step to employment
Voluntary work is also used as a step to employment. There
are probably two reasons why voluntary work is seen as a
pathway to employment. Firstly, it may be used as a mechanism
for enabling the person with a mental illness to establish the
routines and skills that are seen as a necessary precursor to
engaging successfully in employment. In this case, voluntary
work is used as a form of pre-vocational training.
Pre-vocational training is not indicated as an element of best
practice in the IPS model. Rather, rapid job search is preferred;
where individuals are actively engaging in job search within
four weeks of entry into the program. It is argued that lengthy
periods of pre-vocational training reduces motivation and that
training in one setting may not be readily transferred to another
setting. Bond (2004), in his review of the evidence, concludes
that any forms of non-competitive employment diverts the
vocational specialist’s time from a focus on competitive work
as a desired outcome, and suggests these forms of alternatives
may not lead to paid employment – becoming an ‘end’ rather
than a ‘means’.
Despite this, voluntary work is frequently used as part of an
employment plan. In practice, it is argued that when an individual
has been separated from work for an extensive period of time, or
never achieved competitive employment, voluntary work can be
effectively used to explore work preferences. Given the evidence
related to the IPS model, voluntary work in this case should be
seen as a supportive short-term experience rather than a delay
in rapid job search.

I have argued that voluntary work needs to be used cautiously
as a mechanism to enable paid employment, and using it as an
alternative to paid employment is not supported. Voluntary work
is, however, typically engaged in by adults in our community as
a means of civic participation. This type of participation has been
linked to social inclusion and wellbeing.
Voluntary work as a means of civic participation
I have argued that voluntary work needs to be used cautiously
as a mechanism to enable paid employment, and using it as
an alternative to paid employment is not supported. Voluntary
work is, however, typically engaged in by adults in our
community as a means of civic participation. This type of
participation has been linked to social inclusion and wellbeing.
Ben, reflecting on his volunteer role as a student
representative at Mental Illness Fellowship Victoria says,
‘I was asked to take on the role as student representative,
communicating issues to the service management. Initially,
I refused, feeling overwhelmed by the demand of the role, but
they reassured me that I could manage. This role made me
feel like I was doing something important, like I had reengaged
with an advocacy role’, (Renaudo & Ennals, in press).
This volunteer role was meaningful for Ben. He had returned
to study and begun work in a manual occupation, however his
goal was to reengage in advocacy and community development
work – roles he had been engaged in prior to developing a
mental illness. Volunteer work indeed promoted his recovery
and did not interfere with, nor replace, his goal of competitive
employment.
Experiences like Ben’s, enable people to not only socially
participate, but also have a voice – a means of social inclusion.

Increasingly, the community managed mental health sector
is promoting ways of enabling people with a mental illness to
have a voice and participate in civic life. Many of these roles
are voluntary.
Voluntary and paid peer work roles
People recovering from mental illness are increasingly being
trained and supported to facilitate community education events.
Community education, when presented by a person with a lived
experience of mental illness, provides an opportunity for contact
and is thought to be particularly important in addressing stigma
(Corrigan & Lundin, 2001). Volunteering as a community mental
health educator has been shown to result in positive experiences
including peer support, personal meaning, validation and catharsis
and skills acquisition (Read & Rickwood, 2009). These are typically
voluntary roles, although a payment may be offered to cover
expenses associated with the event. An example of
this is the Speaker’s Bureau developed by Mental Illness
Fellowship Victoria.
Carers and people with a mental illness are also trained
to facilitate peer education in programs such as Wellways:
Building a Future, Wellways: Duo and Wellways: Snapshot
(evidence-based family peer education programs) and
Wellways: miRecovery (an evidence-based consumer peer
education program). The experience of acting as a peer
facilitator in these programs enhances recovery (Solomon,
2004), and is uniquely valuable to the person engaging in the
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Opinion piece: Social inclusion,
recovery and voluntary work
by Laura Collister

program itself. The capacity in which people engage as a peer
facilitator varies – from token payment and reimbursement
to casual, short-term employment.
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Member profile
Outdoors Inc.
Iudita Trifa-Schmidt,
Chief Executive Officer, Outdoors Inc.

What makes Out Doors unique and radically different from
other mental health services is that we use the medium of
outdoor adventure with its emphasis on action, challenge and
risk-taking. We provide leisure, recreation, adventure and
personal development programs. All our programs are
conducted in the natural environment.
For more than 20 years, Out Doors Inc. (Out Doors)
has been assisting people to get ‘out the door of home or
hospital and to participate in the life of their community’.
Based in Melbourne, Out Doors provides psychosocial
rehabilitation and planned respite services for people
living with a mental illness.
Recovering from mental illness and its often disabling effects can
be a long and complex process. People living with a mental
illness may require a range of supports and encouragement
to reach their potential and take up a fulfilling place in their
community. Out Doors, like many other PDRS services, assist
people living with a mental illness to tackle barriers, which
hamper their ability to live in the community. These barriers
include discrimination on the grounds of illness, gaps in work
and education, lack of stable accommodation, the unwanted
effects of medication, and low motivation and self-esteem.
What makes Out Doors unique and radically different from
other mental health services is that we use the medium of
outdoor adventure with its emphasis on action, challenge and
risk-taking. We provide leisure, recreation, adventure and
personal development programs. All our programs are

conducted in the natural environment. Our participants are offered
the choice of a wide variety of programs, from skill-based
sequential programs, to holidays throughout Victoria. They are
initially expected to try their hand at day programs. As their
confidence increases, they are given the option to attempt
overnight camps. There are also activities that teach skills in
rock climbing, abseiling, canoeing and skiing to name a few.
Eventually, our participants will progress to sequential programs,
which often run for a longer period. During these activities,
our participants gain self-confidence and re-connect with
people through the many opportunities to socialise.
At Out Doors, we challenge any stereotypes on the abilities
of people with a psychiatric disability to be able to participate
in activities that are adventurous and risky, as well as the notion that
outdoor activities are too hard or too expensive. The feedback we
receive from participants and referring agencies demonstrates their
improved self-esteem and confidence. These adventures have
helped them to connect with family, friends and the community.
Unfortunately, like many mental health services in Victoria, Out
Doors has a seven to nine month waiting list, making it difficult
for people living with a mental illness to access the service
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immediately. Over the past 24 months, Out Doors has
undergone a major restructure of its systems, including the
referral process, in an attempt to make these processes clear.
With the development of the Out Doors Strategic Plan 2009 –
2012, service evaluation was assigned as high priority. Additional
resources were allocated to ensure that evaluations generated
standardised and meaningful data. Following extensive consultation
with Out Doors’ Council, staff and participants, we established a set
of criteria we considered essential to the delivery of a quality service.
As a result, Out Doors seeks feedback from participants and service
providers through anonymous annual surveys. The results are
applied by the governing Council of Out Doors in planning for
the future of the organisation, whilst management uses the
data in program planning and service delivery.
Due to the nature of our activities and programs, safety and
compliance with required standards is paramount. Systems
have been implemented to ensure that risk is eliminated, both in
the office and in the field, which is rather vigorous and central
to our existence. Out Doors’ future is determined by the need in
the community for outdoor nature-based programs. We plan
to continue our quest in getting people out the door and into
the natural environment.
Recreation
Whilst on recreational programs, participants may learn new
skills or simply enjoy each other’s company during physical
activities in an outdoor environment. In a safe and supportive
environment, the participants are introduced to a range of
outdoor activities such as rafting, rock climbing, bushwalking,
high ropes, canoeing, mountain biking, and caving.
These activities are made suitable for various abilities.
Leisure
These relaxing programs will give our participants the
opportunity to partake in activities, enjoy nature at their
own pace and socialise with others.
Sequential
This model provides the participants with a different medium for
learning and developing skills such as social interaction, planning and
organisational skills, time management and effective teamwork.
The results are extremely encouraging and participants report
improvement in their sense of wellbeing and confidence.
These activities are made suitable for various abilities.

Types of programs
New participant information sessions
For anyone interested in becoming involved with Out Doors
Inc. attending these information sessions is the first step.
New participant days
These programs are the next step for new participants and
are designed to provide an insight into the types of activities
that are available.
Day activities
These days offer a variety of programs from leisure
to more active adventure activities.
Come-and-Try Days
Come-and-Try Days are a great opportunity for participants
to try new activities such as canoeing, bushwalking, mountain
biking, rock climbing, etc.
Overnight programs
These programs are a great way to get out of the city for a
few days and participate in activities while enjoying the peace
of the bush.
Sequential programs
Sequential Programs offer participants an opportunity to
develop their skills in a particular activity over a number of
weeks and may include overnight camps. The model used
in this program is progressive and developmental, providing
opportunities for participants to challenge themselves and
go beyond the boundaries within their every-day lives.
Weekend programs
Our weekend programs are specifically designed for ageing
carers living at home with their son or daughter with a dual
disability (mental illness and intellectual disability). These programs
are intended to develop participants’ independent living skills
and enhance their participation in the wider community.

Expression
Session
Missing

Carer’s Allowance

I haven’t seen a film for 8-9 years.
It’s $12 –
I just can’t.

Raising my son…
it’s not valued.
I’m being told my job counts for nothing.

I have no social life
unless it’s free.
I can’t afford to go to a café
and drink coffee –
I just can’t.

$45 a week.
That’s it.
That’s the carers allowance.
Anything else
I’m funding on the pension.
I’m picking up the pieces
of a system that doesn’t exist.

I tried putting $3 a day into my budget.
I felt a little more human,
existing within society…

Louise

I had to stop doing it,
I couldn’t live anymore.
Like being invited out to dinner
or a friend saying,
‘do you want to catch up for a meal?’
I just can’t, no.
I miss it.
Tracey

These poems have been reproduced
from What Body Part Do I Need To Sell?
by Kate Connelly, Jobs Australia, which
is reviewed on the following page.
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Book review
What body part do I need to sell?
Poetic re-presentations of experiences of
poverty and fear from low-income Australians
receiving welfare benefits

Connelly, Kate, Jobs Australia, 2010

The foreword by The Hon. Michael Kirby states that
the words in this book ‘demand our attention and
action’. Kate Connelly, on behalf of Jobs Australia,
in her preface, describes her hope of capturing the
‘essence of the experience of living on the margins’.
She explains the importance of her task in staying
true to the storytellers’ experiences, in her process
of adopting their words and carefully crafting them
into poems. My initial reaction to Kate’s concept
was ‘what a unique idea; let’s hope she pulls it off!
There are eleven voices in this book. It is quickly brought
to the reader’s attention that each voice belongs to a person
who lives within the confines and constraints such as single
parenthood, unemployment and disability and surviving –
just barely – on welfare payments.
The storytellers speak of losing faith, being stuck and having nothing,
not even the money for a coffee! They expose uncertainty, fear,
depression, desperation and too many ‘can’ts’. But these are
proud people. Having to say ‘no’ to their children seems an
all-too common experience. When I found myself questioning
what I would be happy to go without in my life, this particular
line struck me ‘You can save yourself by missing a meal’, and I
was suddenly uncomfortable with myself. The title of this book:
‘What body part do I need to sell?’ is another line that challenges
the reader and packs a punch. It’s lines like these that remind
the reader to look at the essence of who they are and who

they think they are, and challenge themselves with injustices,
hate, and no holiday to look forward to at the end of each year.
From a poetic perspective, there is no ‘poetic code’ that needs
to be cracked with this book. Ambiguity is a feature of many poems,
especially in contemporary pieces, where the reader is forced
to invent their own interpretation of abstract and / or flowery
language. This book, however, wreaks not of violets, but of
violence: of the circumstances surrounding these storytellers.
The readers quickly ‘get’ the blunt, gritty and harsh reality of
their experiences. This stark language shocks the reader. Even
if Kate wanted to, she couldn’t have masked or glorified the pain,
the fear, the emptiness in the words and lines of the poems.
Rhythm and rhyme are subtle devices Kate utilises every now and
then, but the repetitiveness of the absolute suffering within the
words is what holds this book together and jolts the reader to feel.
My hat comes off to Kate! She has rescued and given voice to
people on the margins by putting pen to paper, just as she has
re-ignited purpose and a gratitude-for-the-simple-things in her
readers. If you come away with only one thing after reading
this book, let it be that you never take your ‘simple’ things:
your hard day’s work, your loved ones, the roof over your
head or whatever it is that makes you smile, for granted.
Reviewed by Kristie Pate
Resources Coordinator, VICSERV
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New to the
Resource Centre

Thinking About Suicide: Contemplating
and comprehending the urge to die
By David Webb, PCCS Books Ltd,
Herefordshire, UK, 2010

A first in the field of suicidology, Thinking About Suicide
uses the first person experience to reflect upon and
facilitate better understanding of the meaning of suicide.
An extension of David Webb’s PhD thesis, this text
considers the reasons why the first person voice has
been largely ignored in discourses on suicide and draws
on the author’s own experiences in contemplating
and comprehending his urge to die.
The differing approaches of the mental health and alcohol and
other drugs sectors to treatment are analysed with the author
concluding that the former has a lot to learn from the latter. The
text contains a critique of what is viewed as the medicalisation
of suicide and offers an alternative explanation: ‘that suicide is
best understood as a crisis of self’, [p 101]. Through this lense,
a greater appreciation can be gained of what it means for a
person to contemplate suicide as well as the need to rethink
current approaches to prevention.

In that vein, the author considers spiritual self-inquiry being the
key to defining the sense of self. The question of ‘Who am I?’
is fundamental to the spiritual inquiry. What more, explanations
given by biological psychiatry, psychology and post-modern ideas
are viewed as failing to satisfactorily explain the sense of self.
Thinking About Suicide deals with the topic of suicide in a
manner that is honest and respectful to those who have
contemplated suicide. With the first person experience given
prominence, Webb has established a precedent for the
subjective experience to be seen as a valid experience.

Please contact the Resources Coordinator at
VICSERV to borrow David’s book on 03 9519 7000
or k.pate@vicserv.org.au
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Coming up
in newparadigm

Call for contributions

There are many factors contributing to the high number
of people in prison, and in the community, with a severe
mental illness, including social disadvantage, personal
histories of abuse and ill health. In fact, around 70 per
cent of prisoners in Victorian prisons have a serious mental
illness or psychiatric disability. Even more disturbing is that
around half of prisoners in the Victorian Prisoner Health
Survey experienced thoughts of committing suicide and
60 per cent of those had actually attempted suicide.
We have identified ‘mental health and the justice system’
as the upcoming theme for the next Autumn 2011 edition
of newparadigm.
We want this edition to explore what interventions are
needed at a number of levels in both the justice and mental
health systems, and we want to know how the two can work
better together to remove social disadvantage and improve
community involvement for those with a mental illness who

are in contact with the justice system. We also welcome
contributions from those who are, or have been, incarcerated
and hear about their experience of how things were for them.
Please note that the deadline for submissions is
1st March 2010.
The upcoming themes for the remainder of 2011 are:
• Physical health
• What’s happening around Australia?
• Carers and care work.

For more information about newparadigm,
including Contributor Guidelines and the full schedule,
go to www.vicserv.org.au

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.

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,
training and capacity building
• Promoting quality in service delivery
• Undertaking advocacy and community education

•	Working together to achieve shared objectives
•	Respecting the knowledge and skills of others
•	Putting the needs of the organisation above
individual interests
Inclusiveness
•	Listening to a range of views
•	Representing and embracing the diversity of the sector
•	Honouring the consumer and carer experience
Flexibility
•	Proactively embracing change and new opportunities
•	Stepping up and out from our roles and perspectives
when required
Courage
•	Taking leadership by speaking up on important issues
•	Encouraging and supporting innovation
•	Persistence in the face of obstacles and delays
Integrity
•	Doing what we say we will do on time and to the
best of our ability
•	Listening and responding to members
•	Having a respected voice and visibility in the sector,
broader system and in government
• Being an honest broker of information and resources.
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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

