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Editorial
Wendy Smith,
Policy and Research Manager

Welcome to the Winter 2010 edition of newparadigm. The
theme of ‘learning and earning’ was inspired by a conversation
with Ermha CEO, Peter Waters, over an excellent cup of
coffee at the Madcap Café in Dandenong (see Peter’s article
on page 27). We had asked Peter to contribute to the
post-conference edition but he persuaded us to devote an
entire edition to the various pathways to education and
employment for people affected by mental illness.
Most of the articles in this edition quote the relevant
statistics about low educational attainment and low workforce
participation amongst those with a mental illness. The articles
you are about to read caution us not to be influenced by
these statistics into believing that people affected by a mental
illness are destined to remain outside the academy and the
workforce. As the article on the MiWork Project states,
too often, education and employment are not seen as valid
treatment or recovery goals. The strongest case against this
thinking is contained in the articles written by workers with
the lived experience of mental illness and the case studies of
successful outcomes featured in other articles. Self-care
and support from dedicated program managers and support
workers leads to concrete results. As one Madcap Café
staff member puts it: I used to exist, now I’ve got a life.
Regular readers of newparadigm may have noticed some
changes over recent times. The journal is now edited and
produced by the VICSERV Policy and Research Unit, with the
aim of aligning the contents more closely to the organisation’s
research and strategic priorities. Economic participation is one
of the themes of the Pathways to Social Inclusion proposition
papers and this edition complements the facts and theory
contained within.

We are also working hard to ensure that the ‘Australian
(emphasis added) Journal on Psychosocial Rehabilitation’
contains articles from across the nation. Within these pages are
articles from Tasmania, New South Wales and South Australia.
We are also thrilled to present the lead article by Disability
Discrimination Commissioner Graeme Innes AM, who
provides a national perspective on supporting workers with
a mental illness. Equally impressive is a local perspective on
the inclusive nature of Neighbourhood Houses.
Future editions will continue to feature articles by those
in the community managed mental health sector, academics
and a range of other stakeholders such as the three levels of
government and mainstream settings that work alongside
people affected by a mental illness. The editorial team
welcomes feedback, suggestions and contributions.
Another change we are endeavouring to make is to allow more
time for authors to write before the deadline hits. Nonetheless,
the writing task is usually an add-on to people’s busy schedules
and we are very grateful to all of our contributors.
Learning and earning by people affected by mental illness is a
topic of uppermost and increasing importance in our society.
Please take the time to read the articles and feel encouraged
by the possibilities they give rise to.

Wendy Smith
Policy and Research Manager

learning
and earning
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Safe, diverse and productive:
businesses that support
workers with mental illness
Graeme Innes AM,
Disability Discrimination Commissioner and Race Discrimination
Commissioner, Australian Human Rights Commission

… An ‘unhealthy’ work environment, or a workplace
incident, can cause considerable stress and exacerbate, or
contribute to, the development of mental illness. In fact,
research indicates that ‘job stress and other work-related
psychosocial hazards are emerging as the leading
contributors to the burden of occupational disease and
injury’. It is therefore highly likely that managers and
employers will supervise a worker with mental illness at
some point in their career – whether they know it or not.

One in five Australian adults experience a mental illness every year.
This is an easily misunderstood statistic.
Just as physical illness can affect anyone, the same is true for
mental illness. Just as there are different types of physical illness,
there are different types of mental illness. The frequency and
severity of physical illness and its symptoms may vary. This may
happen once or recur throughout life, with people remaining
perfectly healthy the rest of the time. Mental illness is no

different. Yet, in our communities and workplaces, there is a
great deal of misunderstanding about this fact, which contributes
to damaging myths and stereotypes.
The point is, this statistic is saying that every year, one in
five people experience a mental illness, and they may be a
different set of people the following year – just as the people
who contract various physical illnesses one year, may largely
be a different set of people the following year.

This exploration of that statement is important. Because, as
with physical illness, if one in five Australian adults experience
a mental illness every year, it is not surprising that the issue of
mental illness finds its way into the workplace. But its reception
is often greeted in a completely different manner. There is often
confusion, fear and trepidation when people encounter a
co-worker who has a mental illness. And this response can
equally come from employers, managers or staff members.
As Disability Discrimination Commissioner, my co-workers
and I at the Australian Human Rights Commission have done
a lot of work in various areas of disability over the years. In
dealing with mental health issues and employment, something
became apparent to us. Employers and managers, though
supportive of workers with mental illness, were fearful and felt
they were faced with a conundrum about how they should
approach trying to balance maximising productivity with
reducing the incidence of mental illness in the workplace.
They were unsure about the approaches they should take.
As we looked into this issue further, we found that research
from Safe Work Australia (formerly known as the Australian
Safety and Compensation Council) also indicated that there
was an absence of guidance material to assist employers and
managers in this regard. For us, this sent the message that
the need for this sort of information was great.
But let’s take a step back. Prior to deciding to write Workers with
Mental Illness: a Practical Guide for Managers, 2010, and after
many years of work in the area of employment and disability,
the Australian Human Rights Commission conducted a National
Inquiry into Employment and Disability in 2005. Among other
things, it found that one of the main impediments to the
employment of people with disability lay in employer concerns
about increased exposure to legal and financial risks related to

occupational health and safety. At the time, it was not
clear whether this concern was real or based on myth.
In response to this finding, the Australian Safety and
Compensation Council conducted research into this area and
released a report entitled Are people with disability at risk at
work? A review of the evidence. The report found that there
was no conclusive evidence to support the suggestion that
workers with disability are more likely to be injured at work
than other employees. The report also highlighted the
absence of guidance material that could assist employers
in relation to workers with a mental illness.
So, in association with members of the OHS and Employees
with Disability Working Group, which the Commission
co-chaired with the Australian Safety Compensation Council,
we decided to develop a resource for employers, aimed at
providing practical guidance on a range of workplace
adjustments or accommodations for employees with mental
illness. To develop it, we met with peak employer, mental
health, disability and employment service provider bodies, as
well as unions, employers and employees with mental illness.
The end result is a guide called Workers with Mental Illness:
a Practical Guide for Managers, 2010. The guide provides
managers with information about ways to appropriately support
workers with mental illness and ways to develop and promote
a safe and healthy work environment for all workers. As well, it
provides information about mental illness and guidance on how
to talk about it. It also contains information about employer and
employee obligations laid out in occupational health and safety
and disability discrimination legislation.
It was our belief that there must be commitment from
everyone in the workplace – employers, managers and their
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staff – if all Australians are to maintain access to their right to
work, and to work in a safe and healthy workplace. The guide
was designed to reinforce this commitment and improve the
capacity of managers and employers to manage OHS issues,
treat all employees fairly and ensure safer and more
productive workplaces for everyone.
We also decided that the Australian Human Rights
Commission was well-placed to oversee and release the
guide. The reason is simple. People with a mental illness, as
well as employers, managers and other staff, should all be
aware of their various rights. Because, when a person finds
they are in a situation where fear, confusion and trepidation
are directed toward them, an awareness of their rights
becomes a very valuable thing, not only for the individual
concerned, but for everyone around them as well.
Mental illness is more prevalent than many people realise.
Around 45 per cent of Australians aged between 16 and 85 will
experience a mental illness at some point in their life, while one in
five Australian adults will experience a mental illness in any given
year.1 A worker may develop mental illness prior to employment
or during employment. Though most workers successfully
manage their illness without it impacting on their work, some
may require workplace support for a short period of time, while
a minority will require ongoing workplace strategies.
It is often presumed that a worker’s mental illness develops
outside the workplace. However, that is not always the case,
because an ‘unhealthy’ work environment, or a workplace
incident, can cause considerable stress and exacerbate, or
contribute to, the development of mental illness. In fact,
research indicates that ‘job stress and other work-related
psychosocial hazards are emerging as the leading contributors
to the burden of occupational disease and injury’.2
It is therefore highly likely that managers and employers will
supervise a worker with mental illness at some point in their
career – whether they know it or not.
To restate this information from a business perspective is easy
when you consider that a total of 3.2 days per worker are lost
each year through workplace stress.3 In fact, a survey of over
5000 workers indicated that 25 per cent of workers took time
off each year for stress-related reasons.4 Add to this that
stress-related workers’ compensation claims have doubled in
recent years, costing over $10 billion per annum5, and that in
relation to psychological injury claims, work pressure accounts
for around half of all claims, and harassment and bullying for
around a quarter of claims.6 Preliminary research also shows
that Australian businesses lose over $6.5 billion each year by
failing to provide early intervention or treatment for
employees with mental health conditions.7

If you consider all this information together, it becomes clear
that the cost of ignoring the problem is far greater than the
cost of developing and implementing strategies to create a safe
and healthy workplace.
If we look at the statistics on mental health itself, the argument
becomes even more persuasive. It is estimated that a GP who
sees 40 patients a day can expect that between eight and ten,
or 20 to 25 per cent of these patients, will require support or
treatment for anxiety or depression8. Mental health problems
are the third biggest health problem in Australia, after heart
disease and cancer9 and, while depression is currently the
leading cause of non-fatal disability10, only three per cent of
Australians identify it as a major health problem.11
Despite this, and the knowledge that one in five Australians
experience mental health problems each year, studies have
shown that nearly half of all senior managers believe none of their
workers will experience a mental health problem at work.12
So, firstly we need to acknowledge the extent to which mental
health is an issue in our workplaces. But once we have done
that, what should we do to address it?
Occupational health and safety obligations extend to any
workers with mental illness, and all employers and managers
are obliged to take appropriate steps to eliminate and minimise
health and safety risks in the workplace. In relation to mental
illness, employers and managers are firstly, obliged to identify
possible workplace practices, actions or incidents that may
cause, or contribute to, the mental illness of workers.
Secondly, they must also take actions to eliminate or minimise
these risks.
Recognising and promoting mental health is an essential part
of creating a safe and healthy workplace – that is, one that will
not create or exacerbate mental health problems and one
where workers with mental illness are properly supported.
Both managers and workers have roles to play in doing this.
But the question is: How?
Research shows that developing a combined ‘systems’
approach that incorporates both individual and organisational
strategies to address mental health is the most effective way
to intervene in relation to job stress and to improve employee
health and health behaviours.13 Ideally, these strategies should
then be integrated into broader OHS management processes.
Risk factors that could cause physical or mental illness or injury
should be systematically identified, assessed and controlled by
eliminating or minimising such risks.

Some workers will choose to disclose their mental
illness if they require workplace support. Others may
choose not to disclose their illness if they feel they do
not require any workplace support, or fear an adverse
reaction… Workplace support is the foundation for
addressing these concerns. Managers have a responsibility
to assist workers with mental illness by providing changes
that will enable them to perform their duties more
effectively in the workplace.

Research has also shown that there are actually very sound
business reasons for developing mental health strategies for
the workplace.
The creation of a safe and healthy workplace goes a long way
to reducing costs associated with worker absence and high
worker turnover, achieving greater staff loyalty and a higher
return on training investment, minimising stress levels and
improving morale. It will also contribute to avoiding litigation
and fines for breaches of health and safety laws, avoiding the
time and cost involved in discrimination claims and avoiding
industrial disputes. Every dollar spent on identifying, supporting
and case-managing workers with mental health issues has
been shown to yield close to a 500 per cent return in
improved productivity (through increased work output and
reduced sick and other leave).14 Additionally, the adoption
of broad organisational strategies to support workers with
mental illness (for example, flexible work arrangements) will
also benefit other workers, such as carers.
And, as today’s workforce more and more reflects the
diversity of the Australian population, successful businesses
and managers are increasingly recognising the contributions
made by a diverse workforce, including workers with a mental
illness. Diverse skills, abilities and creativity can benefit a
business by providing new and innovative approaches to
addressing challenges and meeting the needs of a similarly
diverse customer population.

There are also very strong social reasons…
We should never forget that mental illness can effect anyone.
Mental health problems, especially depression and anxiety,
are common in the community. While some people have a
long-term mental illness, many may have mental illness for a
relatively short period of time. It pays to remember that most
of us will experience a mental health issue at some time in our
lives or be in close contact with someone who has
experienced mental illness.
And of course, there are legal obligations, as I mentioned
earlier, that relate to people with disability as well. And that
includes people with mental illness. This is an area that goes
back to the fear, trepidation and confusion that surrounds the
issue of mental illness in the workplace – indeed, to the issue
of employing a person experiencing mental illness.
As should be clear by now, unless advised, an employer is
often unlikely to know they are employing a person with a
mental illness.
This brings up the issue of disclosure. Should there be an
expectation that a current or potential employee disclose their
mental illness to the employer? The answer is no. There is no
legal obligation for a worker to disclose information about their
disability. While many employers may find this frustrating, it is
critical to be aware that disclosure is often a difficult choice for
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Perhaps one of the most significant points that can be taken
from our guide is that the development of long-term strategies
in an organisation is most effective when coupled with direct
services that assist workers who require support and reasonable
adjustments in the workplace.

a worker to make. It is a personal decision that depends
on the circumstances, the context, how the illness is being
managed and how comfortable the worker feels about
discussing the issue.
Many people with mental illness consider these factors and
make a personal decision not to disclose their disability while
they are at work. This goes back to the issue of rights. The
person may see no reason to do so because they not only
know they can successfully manage their job without having to
inform the workplace, but they may have developed successful
support structures outside the workplace as well.
Attitudes, or the fear of the attitudes of others, can play a
big part in this decision-making process. People may be afraid
that their disability will provoke unnecessary concern in others,
that managers and employers may have pre-set and unrealistic
attitudes about people with mental illness, or they may be
afraid that they will be treated differently by their colleagues.
They may also not yet have come to terms with their mental
illness, or they may be afraid of being marginalised, particularly
as mental illness is steeped in stereotypical attitudes.
Discrimination is a very real and legitimate fear for a person
in employment, or seeking employment, who is experiencing
mental illness. For a start, they may have had a past experience
of being discriminated against or denied opportunities or
certain entitlements because of their illness. These are
perfectly rational fears. Through stigmatisation, and often
merely through simple lack of knowledge or misunderstanding,
managers and employers may focus on a person’s disability,
and not their abilities, or see the person as a liability and a
potential expense. A person with mental illness might fear that
a manager, or staff, could treat them differently or negatively
because of their disability. They may fear being overlooked
for promotions or other work-related opportunities, or even
fear losing their job.

However, the vast majority of workers with mental illness
succeed in their chosen career while managing their illness.
Some workers will choose to disclose their mental illness
if they require workplace support. Others may choose not
to disclose their illness if they feel they do not require any
workplace support, or fear an adverse reaction. Workplace
support is the foundation for addressing these concerns.
Managers have a responsibility to assist workers with mental
illness by providing changes that will enable them to perform
their duties more effectively in the workplace.
To do this effectively, it is important that businesses become
informed about mental illness and develop an understanding of
effective communication strategies and reasonable adjustments.
They should also establish what they should do about
performance concerns for a worker with a suspected or known
mental illness and what they should do if they are worried about
the health and safety of a worker with mental illness.
In this regard, research has shown that effective, productive,
healthy and safe workplaces are those that do two things. Firstly,
they identify and implement workplace support and adjustments
to meet the needs of individual workers. And secondly, they
implement effective, long-term broader organisational strategies
that create an inclusive and flexible workplace.
In order for a business to comply with relevant antidiscrimination legislation, it is important that it adequately
consider reasonable adjustments in the workplace for workers
with mental illness. After all, adjustments enable a worker to
carry out their job to the best of their ability, making them a
productive member of a workplace.
‘Reasonable adjustments’ is a defined term. They are changes
to a job, which can be made to enable a worker to perform
their duties more effectively in the workplace. They should
respond to the particular needs or issues of a worker and can
include things like offering flexible working arrangements,

changing some aspects of the job or work tasks (such as
exchanging a single demanding project for a job consisting
of a number of smaller tasks), changing the workplace or
work area (e.g. moving a worker to a quieter work area), or
purchasing or modifying equipment. As should be evident,
the word ‘reasonable’ means exactly that for both parties.
Reasonable adjustments apply to all areas of employment,
from recruitment, selection and appointment, through to
current work, career development, training and promotion,
transfers or any other employment benefit.
In our guide, we list specific strategies that managers and
employers may wish to consider when endeavouring to
support the needs of a worker with a mental illness.
These strategies address difficulties with thinking processes
(like memory and concentration), organisation and planning,
social interactions (such as avoiding working with colleagues),
physical symptoms (pain), functioning (fatigue), absence
from work and emotions (anxiety and frustration).
These are all specific strategies for managing mental illness in
the workplace, but there are broad strategies that can also be
employed. Not all workers with a mental illness will require
workplace support. Many will not require any at all, some may
require only brief or specific support, while others may require
support over a longer period of time.
Effective actions will vary depending on the individual needs
of the worker, the nature of the workplace and the tasks
associated with the job. The choice of actions should therefore
be guided by consultation with the worker and with
appropriate professional advice.
It is imperative that the worker is consulted in this process.
Reasonable adjustments that would suit the job requirements
and their own circumstances should be discussed with them.
For, it may be that the worker may have already developed
good strategies that can be adapted to their work
environment. Having addressed these various strategies,
from a business perspective, perhaps the most effective way
to attract and support competent and productive workers
is always to ensure a healthy and safe work environment that
will benefit all workers, including workers with a mental illness.
To this end, I again cite research, which strongly suggests
diverse workplaces that offer non-discriminatory employment
practices and equitable human resource management policies
result in improved performance.15 These are workplaces that
are free from fear and confusion.
Perhaps one of the most significant points that can be taken
from our guide is that the development of long-term strategies
in an organisation is most effective when coupled with direct

services that assist workers who require support and reasonable
adjustments in the workplace.
Workplace strategies that benefit everyone are extremely
important – because mental illness and many physical illnesses
are not always apparent. Employers and managers may not be
aware that they currently employ or are recruiting a person
who is experiencing mental illness. All workers will benefit
from the sort of management style discussed here.
In fact, when one in five people each year experience mental
illness, you may find you experience this form of illness yourself at
some point. In which case, if it is already factored into everyone’s
business approach, it will only end up being a positive.

FIND OUT MORE: To download Workers with Mental
Illness: a Practical Guide for Managers, visit the Australian
Human Rights Commission website via the Publications
section: http://www.hreoc.gov.au/
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Supported education:
one pathway to social
inclusion for people
with interrupted
educational trajectories

Ben Rinaudo and Zack

Priscilla Ennals, Lecturer in Occupational Therapy, La Trobe University
Emma Cartwright, Occupational Therapist, Orygen Youth Health
Ben Rinaudo, Peer Support Worker, Mental Illness Fellowship Victoria

‘The supported education course was a significant
part of my recovery. Not only is meaningful activity
including work, study, training and volunteering
essential for self-esteem, finances and lifestyle, it is
also important to make a contribution to society,
keep a routine and do purposeful and enjoyable
things. It has certainly been a pathway to social
inclusion for me where I discovered a new world of
possibility. Now, for me, the future is looking bright.’

Education is a primary goal for many people as it is viewed
as a gateway to employment and other life goals. The onset
of mental illness commonly occurs in late adolescence/early
adulthood, thus interrupting many people’s educational
trajectories (Waghorn, Still, Chant, & Whiteford, 2004).
In Australia, research demonstrates poor completion of
secondary school by students with mental health issues

in comparison to the general population (Waghorn
et al.). Increased participation rates of people in employment
and education have been identified as indicators of
improvement in social inclusion and recovery for people
living with mental illness, and are a priority area of the
Fourth National Mental Health Plan (Commonwealth
of Australia, 2009).

Increasing the rates of participation in education and successful
educational outcomes for people with mental illness requires
greater understanding of:
• the experiences of consumers as they attempt to
re-engage with educational institutions, and
• the interventions that best facilitate participation and success.
These factors remain poorly understood in an Australian
context, resulting in policies and practices that miss
opportunities to enhance social inclusion through education.
Many people want to re-engage with learning and returning
to study, however attempts to re-engage in typical education
settings are often not successful (Mowbray, Collins & Bybee,
1999). In Australia, research investigating the participation rates
in higher education for people with mental illness is limited.
One study in 2003 investigated participation rates across
disabilities in Australia in the Vocational Education and Training
(VET) sector (NCVER, 2003). The study found that although
people with mental illness were the highest participating group
of all disabilities in VET, they also recorded the lowest subject
and course completion rates (NCVER).
This research demonstrates that although individuals with
a mental illness are returning to study in typical education
settings, they are often failing to succeed, with consequent
impacts on their confidence and future willingness to engage.
There are a range of barriers to education that are commonly
reported by individuals with a mental illness. These include
internal barriers such as symptoms, personal fears, the cyclical
nature of disorders and self stigma, and external barriers
including stigma, inflexible course structures, costs, and lack
of supports (Mowbray, et al., 2005, Padron, 2006).
Supported education
Supported education programs arose in North America in the
late 1980s in response to many individuals with mental illness
failing to succeed in typical education settings. This initiative has
expanded to the UK (Isenwater, Lanham, & Thornhill, 2002),
Israel (Sasson, Grinspoon, Lachman, & Ponizovsky, 2005),
New Zealand (Clayton & Tse, 2003) and Australia (Best,
Still, & Cameron, 2008; Waghorn, et al., 2004). Programs
aim to increase access to and participation in post-secondary
education and facilitate success in higher education through

development of individual skills within supportive
environments.
The structure and setting of supported education programs
vary. Curriculum is often based on developing academic and
vocational skills and may be certified leading to a qualification
in a specific field, for example information technology. Courses
may be initiated by partnerships between community mental
health services and education facilities, and can be held at
clubhouses, community centres, mental health services or
onsite at education campuses.
Reported outcomes from both quantitative and qualitative
studies include success in higher education and improved
employment outcomes (Collins, Bybee, & Mowbray, 1998),
improved self-esteem, social adjustment and overall quality
of life (Gutman, et al., 2007; Isenwater, et al., 2002).
Supported education in Victoria:
The MI Fellowship Course
The Mental Illness Fellowship Victoria (MI Fellowship) is a
membership-based not-for-profit organisation working to
improve the wellbeing of individuals with mental illness, their
families and friends. MI Fellowship established a supported
education course at their Melbourne base in 2004 and has
recently expanded their supported education program to an
outer Melbourne suburb and a regional centre. The course
commences each year in January with an enrolment of
approximately 15 to 20 students. Classes are held throughout
the year, two days per week for four hours each day. It is a
certified course (General Education for Adults (GEA)
Certificate II/III) with a curriculum focused on developing
literacy and numeracy skills, and the acquisition of skills
instrumental for future employment and achieving life goals.
Research on the course experience
A partnership between La Trobe University School of
Occupational Therapy and the MI Fellowship has developed
to investigate the course, with ongoing research evaluating
course outcomes for students. An initial study, conducted
by the second author of this article, Emma Cartwright, aimed
to explore the experiences of students participating in the
GEA-Certificate III in 2007 to develop a greater understanding
of one Australian Supported Education program from a
consumer perspective (Cartwright, 2008).
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There are a range of barriers to education that
are commonly reported by individuals with a
mental illness. These include internal barriers
such as symptoms, personal fears, the cyclical
nature of disorders and self stigma, and external
barriers including stigma, inflexible course
structures, costs, and lack of supports.
All 19 students were invited to be involved in the research;
nine volunteered. The participants, five women and four men,
were aged 25 to 39 years, and had a mental illness diagnoses
of schizophrenia, schizoaffective or borderline personality
disorder. Individual semi-structured interviews were
conducted with all participants.

Students also reflected on how the course instilled hope for
their future and were able to identify and articulate goals.
This research suggests that for individuals who have a desire
to return to learning, supported education is one intervention
that can have a positive impact on their recovery from mental
illness (Cartwright, 2008).

Four themes emerged from the data:
1
2
3
4

Returning to study was a challenge
Flexibility in course structure
Social connections
Self-discovery and growth.

Participants found returning to study difficult, describing a
variety of challenges they experienced while studying. Students
reported that they overcame these challenges and achieved
success through flexibility in course structure and social
connections. Students described how the education course
developed their confidence and self-esteem, which impacted
positively on their relationships with others and their
participation in the community. Successful participation
and increased confidence assisted students to reconstruct
a positive identity, embracing the ‘student’ role.

Ben’s story of supported education
as a pathway to social inclusion
One recent graduate of the course, Ben Rinaudo, shares his
personal story of educational interruption as a result of having
a mental illness, participation in supported education and how
the course impacted him.
Mental illness is traumatic and life changing. In 2007 I
experienced an acute psychotic episode. I was extremely unwell,
with signs and symptoms of bipolar disorder and schizophrenia.
I was taken to a hospital emergency department and was
subsequently admitted to a psychiatric ward. I was studying
my Honours year at university at the time and my capacity to
study came to a rapid halt. Despite being offered an indefinite
extension on my thesis, being unable to think straight or get
organised, I felt that I had no choice but to withdraw from

university at the time. It appeared that my hopes of pursuing
education were over.
However, a year after being discharged from hospital and having
some time and space to recoup, my case manager suggested I
consider a Certificate II in General Education for Adults. This is a
return to learning and self-development course aimed at helping
people get back into work and study. It wasn’t an easy step for
me. Embarking on the course took courage but, over the year,
I began to feel more able and social as I picked up the pieces of
my life. I was nominated as the student representative and
received an award for Student of the Year, both of which added
to my confidence. In 2009 I went on to do the Certificate III in
General Education for Adults.
The courses transformed my life. They helped me regain
confidence, relearn social and communication skills and further
develop my coping skills. The courses are designed in such a way
that students regularly set and review short-term and long-term
goals. It focused on my strengths and what I could do rather than
on my limitations. This approach instilled hope in me. It put me in
a better position to access the internal and external resources
available to me to manage the biological and psychological
aspects of my mental illness and to maintain social connection
and purpose.
Throughout my two years of study, I volunteered as a tutor of
English to newly-arrived refugees, helping them settle into
Melbourne. I also became a member of the Speakers Bureau for
the MI Fellowship’s Community Education Program. My uncle
who is a piano tuner technician employed me in his workshop.
My Disability Employment Network provided me with funds for
tools and safety equipment for me to be self-employed, and I
established a successful gardening small business. Equally
important, I developed and have sustained good friendships
with fellow classmates.
After completing the courses, I was offered casual work through
the new Personal Helpers and Mentors Program (PHAMS) and
a part-time job as a peer support worker with the MI Fellowship.
This year, as part of my workplace training, I am currently studying
a Certificate IV in Mental Health. I am also doing intensive Cultural
Competency Training for provision of mental health services to
people from culturally and linguistically diverse backgrounds.

The supported education course was a significant part of my
recovery. Not only is meaningful activity including work, study,
training and volunteering essential for self-esteem, finances and
lifestyle, it is also important to make a contribution to society,
keep a routine and do purposeful and enjoyable things. It has
certainly been a pathway to social inclusion for me where I
discovered a new world of possibility. Now, for me, the future
is looking bright.
Implications for practice and policy
Personal stories of returning to education and research
into supported education programs have implications for
consumers, carers, mental health workers, service providers
and policy makers. People with mental illness can choose the
role of the student and be successful in this role to gain
educational qualifications. Or they may use the course as a
stepping stone to enrolment in higher education, employment,
or broader goal attainment such as participation in social
groups or volunteering roles.
People come to the student role with different motivations
and at different stages in their lives and illness. For some young
people it is about continuing their education while minimising
disruption to their educational and employment trajectories.
For others it is about returning to study after a period of
absence in an effort to reconnect with the community and find
work or achieve qualifications. For others it is a means to build
skills and knowledge connected to broader goals such as
staying well, being socially included and establishing a
meaningful routine and role.
The supported education environment is different to
education environments in which students have previously
failed. For people who are anxious about going back to
learning, this is an environment that most people find very
supportive. Students experience a range of positive outcomes:
successful transitions into further education and employment,
increased self confidence, increased social connectedness and
belonging, a student role (different to the role of patient or not
having a role that is socially valued), and belief in themselves
and confidence to try other things.
Carers should see education as a realistic goal for the people
they care for; a goal that, if undertaken with support in a
supportive environment, can facilitate the social inclusion,
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educational success and potential employment of their loved
ones. Support from carers is likely to be critical throughout a
course, as students experience the ups and downs that are
typical of most students engaged in higher education, while
they cope with the additional challenges of mental illness.
Mental health workers need to challenge themselves to see
educational participation and achievement as a realistic goal
for many people with mental illness. While the challenges of
returning to learning and the barriers within systems need to
be acknowledged, workers can support students to negotiate
barriers and locate supportive environments in which they are
more likely to succeed. Workers need to see participation in
education as a marker of recovery but not an endpoint for
treatment and support. Times of transitioning into and out
of education courses can be times of increased stress and
risk and consumers need extra support, rather than
discharge, at these times.
In Australia access to supported education, as described in
this article, is extremely limited. While many educational
institutions provide some services and attempt to support
people with mental illness to engage, these attempts are ad
hoc and frequently dependent on serendipitous knowledge
and relationships, or targeted to people with high prevalence
mental disorders. To facilitate social inclusion through
education there needs to be a marked expansion of programs
and development of supported pathways through educational
systems that provide real access and successful outcomes for
people with serious mental illness in education. This will have
the flow on impact of facilitating meaningful employment and
the achievement of vocational hopes and dreams for many
people living with mental illness.
In acknowledgement of the gap in education services for people
with mental illness, VICSERV has proposed research titled
Education: experience, aspirations and outcomes, (VICSERV,
2008, p.40) to clarify student needs, the effectiveness and timing
of supportive interventions in education, and how these relate
to employment and other social inclusion outcomes. This
research is timely and necessary for creating a solid base of
evidence for practice and informed policy making. As described
in the Fourth National Mental Health Plan, recovery ‘represents
a personal journey toward a new and valued sense of identity,
role and purpose, together with an understanding and accepting

of mental illness with its attendant risks’, (Commonwealth of
Australia, 2009, p.26). Supported education can provide this
sense of identity and purpose and promotes social inclusion
and recovery, confirming the need for education to be on
any agenda aiming to facilitate social inclusion for people
who experience mental illness.
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The MH In-touch meetings have given me
a real insight into supporting students with mental
illness – it has been great to discuss issues and
get different perspectives from others, including
those with mental illness, mental health workers
and employment providers.
MH (Mental Health) In-touch is a new initiative that aims to
improve linkages, share information and expertise between
the mental health, employment, education and training
sectors across southern Tasmania. MH In-touch came
about as a solution to the silos that exist between sectors,
preventing best outcomes for people living with a mental
illness attempting to gain/maintain employment or
education opportunities.

objective of how to best assist people, living with a mental
illness, access and maintain education, training or employment.

The concept and implementation is a relatively simple yet
effective mechanism to increase expertise and knowledge of
those working with people with mental illness in the context of
education, training or employment. MH In-touch is a Network
that meets twice a year for formal and informal information
sharing. Each meeting has a theme that addresses the overall

Congruently, the proportion of employment services clients
with mental illness as the primary condition is considerable.
Within the Disability Employment Services Network, people
with psychiatric or psychological disabilities constitute 30 per
cent of the jobseekers, making it the largest disability category.4
However, the origins of many of these disability employment
services traditionally lie in working with other disability types.

Employment is a critical determinant of health, correlated
with financial security and various psychosocial factors including
social status, self-esteem,1 and social inclusion.2 However, for
people with severe mental illness, the percentage of those
employed decreases.3
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Within mainstream government-provided employment
services, people with mental illness also constitute a notable
proportion of their caseload. Within the previous Personal
Support Program, now Level 4 in Job Services Australia
Employment Services, 80 per cent of participants have a
mental health condition.5
The caseloads of disability advisers within tertiary institutions
are also notably comprised of people with a mental illness. For
example, currently at the University of Tasmania, 36 per cent
of students who access the Disability Service, purport mental
illness as the primary and sole condition. Overall, 47 per
cent of the Disability Service students identify as having a
mental illness.6 Students with a mental illness within the
post-secondary Tasmanian TAFE equivalent, constitute
approximately 50 per cent of the disability liaison officer’s
case management load.7
Australia-wide, students with mental illness are enrolling in
Vocational Education and Training (VET) at above average rates
compared to other disability groups. However, they do not
fare well at subject completion. The subject completion rate
for all VET students is 82 per cent, compared with a 75 per
cent completion rate for overall disability. However, for those
students with a mental illness, the subject completion rate is
67.4 per cent, the lowest of all disability groups.8
Calls for collaboration
Various policy directives and programs have been developed
nationally and internationally to address this disadvantage.
A feature of policy recommendations has been a call for
collaboration between the sectors working with people
with a mental illness. A recent UK report on providing
better employment support for people with a mental health
condition, Realising Ambitions, found that although there is
expertise in both the health and employment services, this
is generally not shared at the frontline.9 However, where
linkages have been made, the respective services benefited
from each other’s knowledge and experience, thereby
increasing the capacity of services to assist people with mental
illness into employment.
‘Welfare to work advisors should not be expected to be mental
health specialists. Equally, health and social service professionals
should not be expected to become experts in welfare benefits and
employment. By creating these local linkages, both will be able to
access readily available expertise in their locality to better coordinate
the assistance provided to individuals and better help people with a
mental health condition more generally’ (Perkins et al, 2009).10
Within the Fourth National Mental Health Plan, the first priority
area, social inclusion and recovery, includes outcomes and actions
directly targeting improved coordination between health,
VMIAC Team

education and employment sectors to ensure people with mental
health problems have improved employment opportunities.11
Research into improving education, training and employment
outcomes for people with mental illness also include
recommendations for increased collaboration and linkages
across the different sectors.12
MH In-touch Network
MH In-touch is the result of a partnership between the
National Disability Coordination Officer (NDCO) program
in Southern Tasmania and the Mental Health Council of
Tasmania, and delivers networking opportunities and linkages
between the mental health, employment, education and
training sectors.
The NDCO is funded by the Federal Department of
Education, Employment and Workplace Relations. A key
objective of the program is to establish better links between
relevant stakeholders to improve education and employment
outcomes for people living with a disability.
Two MH In-touch meetings were held in 2009, and
were received with a high level of interest and enthusiasm.
The inaugural meeting had the theme of sharing successful
strategies that assist people with mental illness access and
maintain education, training and employment. The format
included a panel with membership from the University of
Tasmania Mental Health Service, Commonwealth
Rehabilitation Service, TQM (an Australian Disability Enterprise
employing people with mental illness in cleaning contracts)
and a consumer. The second meeting addressed the issue
of disclosure in the workplace and/or education and training
setting. Again, the format involved a panel, but this time each
panel member was assigned for the purpose of the debate,
a definite position on the issue.
The panel consisted of an Advocacy Tasmania advocate, a
consumer and a Commonwealth Rehabilitation Service officer.
In order to facilitate increased sharing and discussion across
the sectors at the second meeting attendees were allocated
to small groups of cross-sector membership. Groups were
assigned a final task of reaching consensus a on an overall
ranking on a disclosure continuum.
To-date, MH In-touch has been successful in:
• Maintaining a high level of interest and willingness
to be engaged
• Attendance from across the sectors
• Providing information that is relevant and informative
• Increasing capacity for information sharing between sectors
• Increasing local networks.
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Figure 2: MH In-touch 2009 – meeting
evaluation: The meeting provided
stimulus for further discussion.

The accompanying figures further illustrate these points.
Nonetheless, the ultimate goal of MH In-touch is that the
facilitation of linkages will result in better economic outcomes
for people with mental illness. There is still a ‘watch this space’
status on this front, but it is anticipated that feedback in the
latter part of 2010 will provide evidence to support the
effectiveness of the Network.
This low cost intervention is predicated on the theory that
networks break down silos between sectors and promote
information sharing. MH In-touch has built an extensive
network between the mental health, disability, employment,
education and training sectors in Southern Tasmania. One
specialist support teacher states:
‘The MH In-touch meetings have given me a real insight into
supporting students with mental illness – it has been great to
discuss issues and get different perspectives from others,
including those with mental illness, mental health workers
and employment providers’.

Meeting 2
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Figure 3: MH In-touch 2009 – meeting
evaluation: The meeting provided good
networking opportunities.
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Working together with agencies that are funded to
provide specific services allow more consumers to
access the programs available. Effective partnerships
lead to better understanding of external service
providers, often resulting in simplified referral pathways.
People with severe mental illness have the lowest
employment rates among all disabilities. Furthermore,
people with mental illness also make up at least 30 per
cent of welfare benefit recipients. Various factors have been
identified both in Australia and internationally, in reducing
consumers’ success in obtaining employment. These include
the lack of coordination between different funding bodies
and service providers, consumers lacking knowledge of the
various departments and agencies to assist with accessing
services, and hence, sole responsibility for navigating
complicated service pathways left to the consumer.
Northern Sydney Central Coast Area Health Service
(NSCCAHS) in New South Wales introduced a vocational
service model using a dual approach of partnerships and
providing an in-house vocational rehabilitation service for
consumers with persistent mental illness. The model extends
beyond the general practice of co-location of an employment
specialist within clinical teams by specifically targeting and

employing these specialists from within mental health service
funding, and working in partnership with external service
providers. Since the introduction of the service in February
2007, over 1000 people have been seen by four full-time
consultants. A case study in this article illustrates the process of
service coordination and provision to consumers in the system.
VICSERV’s Pathways to Social Inclusion Proposition Papers
(VICSERV, 2008a), particularly Paper 3: Economic Participation,
highlighted the lack of coordination between state and
commonwealth agencies in working together to address the
employment and education needs of people with severe
mental illness (VICSERV, 2008b). The different funding and
service delivery systems require consumers to navigate the
complicated pathways, expecting people to have sound
knowledge of the various departments and agencies.
The fundamental issues underlying the problem outlined
above are the source and objectives of the funding. Disability

Employment Services are funded by the Federal Department
of Education, Employment and Workplace Relations (DEEWR),
(Commonwealth of Australia, 2009a). Their key purpose is
assisting people with disabilities return to paid employment.
The amount of funding received by disability employment
service providers is dependent on set timeframes, as well
as their success with and durability of employment outcomes,
(Commonwealth of Australia, 2009b). Considering the episodic
nature of the symptoms of mental illness, obtaining and
maintaining employment can be a challenge to both the job
seekers and the agencies providing the service.
The mental health service comprises consumers’ professional
treatment network, clinical interventions and support.
Consumers are encouraged to embark on their personal
journey of recovery, undertaking whatever steps necessary to
re-engage in the community, education and/or employment
(NSW Department of Health, 2008). The focus is on the
individual’s recovery, independent of timeframes and
expectations imposed by anyone else.
In the past few years, funding has been made available through
the Federal Government Department of Family, Housing,
Community Services and Indigenous Affairs (FaHCSIA) for
psychosocial support programs such as Personal Helpers and
Mentors (PHaMs), Day-to-Day Living and Mental Health
Respite Care. These are like pieces of a jigsaw puzzle,
requiring the skill to put together the programs in a strategic
and exact fitted manner most meaningful to the consumer.
NSCCAHS VETE service model
In New South Wales in 2006, funding was made available by
NSW Health to address the employment and education needs
of people with severe mental illness. NSCCAHS is one of the

eight Area Health Services in NSW. The model of the
Vocational Education Training and Employment (VETE) Service
developed at NSCCAHS adopts a unique dual approach
incorporating an in-house specialist employment service and
developing partnerships with external stakeholders.
The in-house specialist employment service is provided by
four full-time VETE consultants, who have been recruited
from vocational rehabilitation services external to NSW
Health. They work at the frontline with consumers,
providing vocational assessment, career counselling and
work preparation training. These consultants all have prior
experience in employment services and with TAFE, bringing
with them unique knowledge of the employment and
education systems.
Identified by Killackey and Waghorn (2008), there are two
co-location strategies in the Australian context. The first of
these is to utilise the existing federal disability employment
system as much as possible by forming partnerships with a
contracted service provider. The other strategy is to engage
the service of an employment specialist from within a mental
health service. In NSCCAHS, both strategies are being used
in the one service. Each VETE consultant is co-located within
at least three or four clinical teams through the week, making
referral pathways smoother and assisting consumers to only
need to attend their community mental health centre rather
than undertake extra travel to see the consultant. At the same
time, there are currently two disability employment service
providers co-located at two mental health centres, to address
the issue of transport barriers.
Working together with agencies that are funded to provide
specific services allow more consumers to access the programs
available. Effective partnerships lead to better understanding of
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external service providers, often resulting in simplified referral
pathways. NSCCAHS hosts a regular interagency committee
made up of representatives from Centrelink, TAFE, DEEWR,
disability employment service providers, and other social
rehabilitation programs. Practical gains have been achieved
such as being able to book for a Job Capacity Assessment by
telephone, having TAFE outreach to deliver courses at
community mental health venues, and engaging the services
of disability employment providers onsite.
The VETE Service at NSCCAHS is available to consumers
of all ages (up to 65 years) who are interested and willing
to participate. They are referred by their case managers/
therapists/care coordinators, so that the VETE consultants
only focus on the vocational aspects of the service. Since the
funding comes from health, the focus has been on addressing
consumer needs rather than solely on employment outcomes.
Consultants ‘walk’ with consumers at an individualised and
comfortable pace, since it is a time-unlimited service based
on consumer preferences.
In the two years of providing the service (2008-2009), 577
positive vocational outcomes have been recorded (68.45 per
cent from a total of 843 services completed) by the team of
four VETE consultants (Wong, 2010). Positive outcomes are
defined as the consumer gaining: employment, education,
volunteer work, social participation, improved vocational
skills and access to resources, and also being successfully
linked with external employment service providers.
A case study
Jane is a 50-year-old registered nurse who, at the time of
her clinical review meeting, had been out of the workforce
for around three years with periods of hospitalisation due to
her mental illness: bipolar affective disorder. Jane is receiving a
Disability Support Pension from Centrelink as income support.
Jane moved from Queensland to the Central Coast when
she became unwell, seeking the support of her sister and her
family. She lived in a caravan at the end of her sister’s garden,
a temporary arrangement. The implication of this relocation has
meant that Jane has been without a social or professional network
on the Central Coast and therefore, has felt quite isolated.
The VETE consultant, in attendance at the clinical review,
suggested to the mental health clinician that he may like to
consider referring Jane to a VETE. The clinician was hesitant, with
concerns that the VETE consultant would be rushing Jane into
employment at a time when he felt she was not well enough.
The VETE consultant reassured the clinician that VETE Services
emphasise consumer choice and timing and highlighted that the
model of co-location would ensure that he and the psychiatrist
involved would be aware of Jane’s progress at all times.

Initially, Jane appeared confused and reluctant to engage with
the service. However, as the VETE meetings continued, Jane’s
life and vocational goals progressively emerged. These goals
included: buying a car, completing a university course, finding
|a job and somewhere to live, meeting some friends, working
with remote Aboriginal communities and engaging in overseas
aid work. Overarching all these goals was high anxiety and fear
regarding her perceived lack of skills and ability to work as a
nurse, her ability to interact appropriately with others and
concern as to just how she would manage to get up in the
morning and organise herself for work.
Over the next five weeks, the VETE meetings with Jane
concentrated on vocational counselling, exploring all of Jane’s
goals, her interests, reviewing the local labour market and
discussing strategies for managing her symptoms, time
management and diarising. Towards the end of this time, it was
recognised that Jane was enjoying the process of verbalising
work possibilities and, in fact, she had started to phrase them
as probabilities.
Jane decided on a goal of part-time work in her field of
nursing. She came to this decision due to her expressed need
for money and her desire to remain working in a field of which
she was familiar. In addition, the labour market for the Central
Coast supported a return to nursing.
In order to provide practical assistance to Jane in her
return-to-work goal, barriers to achieving this goal were
identified. Firstly, Jane expressed an aversion to referral to a
Disability Employment Service and contact with Centrelink.
On the job-seeking front, Jane was reliant on public transport;
she did not have a resume and had been out of nursing for
three years. She was also unable to work as a nurse as her
NSW registration had lapsed, she did not hold a current First
Aid Certificate and she did not own appropriate footwear.
Referral to a Disability Employment Service required Jane’s
participation in a Job Capacity Assessment (JCA). This was easily
organised through phone contact with the customer service
officer at Centrelink, a VETE established partnership that is
working well to assist our consumers, and negated the need
|for Jane to attend a Centrelink office. The VETE consultant
then accompanied Jane to the JCA and the initial appointment
with the intake officer at the Disability Employment Service.
Because of the existing relationship between the VETE
consultant and the Disability Employment staff, they were happy
to work with VETE in coordinating a program for Jane.
In summary, the program involved coordination between Jane,
the mental health clinician, the psychiatrist, Centrelink, the
Disability Employment Service and the VETE consultant. The
Disability Employment Service provided government funding to

The in-house specialist employment service is
provided by four full-time VETE consultants, who
have been recruited from vocational rehabilitation
services external to NSW Health. They work at the
frontline with consumers, providing vocational
assessment, career counselling and work preparation
training. These consultants all have prior experience
in employment services and with TAFE, bringing
with them unique knowledge of the employment
and education systems.
meet a number of Jane’s barriers including the purchase of new
work shoes, the funding of the First Aid Certificate Training and
the renewal of her NSW nursing registration. The co-location
of the VETE consultant with the mental health team meant that
there was ongoing communication regarding Jane’s program
and they were able to address concerns regarding her health
as they arose. The VETE consultant was able to coordinate
Centrelink and referral to employment services, assist with
resume development, preliminary job seeking assistance,
interview training, registration with nursing agencies and also
ensure all parties were aware of Jane’s progress.
Jane has been successful in securing part-time work
transporting a child with a serious disability to and from school
in a wheelchair-equipped taxi. This role has helped Jane to
rebuild her confidence as a nurse and build social and
professional networks at the school. The income from her
part-time job has meant that Jane has been able to purchase
a small car, which in turn allows her to accept additional casual
nursing shifts and attend social engagements. Jane’s next goal is
to move into rental accommodation.
With the provision of ongoing VETE Services to our
consumers, clinicians acknowledge the role of the VETE
consultant in bridging the gap between community mental
health, external agencies and VETE in creating the pathways
to education and employment for consumers.
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The project findings indicated that students who
have disclosed their illness have experienced
difficulties as a result and that stigma is one of the
main reasons why students choose not to disclose
their mental illness to university staff.
This article examines common participatory barriers
facing students with a mental illness who are studying at
university and specific initiatives to help identify and
overcome these challenges. Examination of key support
initiatives is limited mainly to The University of Melbourne
who is the key driver in developing a National Summit for
Mental Health in Tertiary Education to take place in 2011.
The National Summit is one of a number of projects the
University has undertaken to support students with a mental
illness in participating in tertiary education. The impetus for
this increased focus can be traced back to 2006 when the
University’s Disability Liaison Unit (DLU) completed the
‘Managing Mental Illness at University Project’. This project
was initiated in response to an increase of students
experiencing mental illness requiring complex support needs.

As part of the project, a literature review examined the
common barriers experienced by students with a mental
illness as well as best practices.
The literature review suggested that educating staff in mental
health issues as well as development and implementation of
guidelines was a means to better supporting students.
Additionally, ‘[s]upport for students with mental illness was…
found to be enhanced by good communication strategies
between staff responsible for supporting [these] students
and the broader community.’1
‘Studies have also identified that the participation of students
with a mental illness is significantly enhanced through accessing
adjustments such as alternative assessment arrangements.’2

The project findings indicated that students who have
disclosed their illness have experienced difficulties as a result
and that stigma is one of the main reasons why students
choose not to disclose their mental illness to university staff.
For this reason, and others, it is difficult to get an idea of how
many students have a mental illness. The DLU has indicated
that approximately 40 per cent of its user base has identified as
having a mental illness. The challenge is that services must be
built to anticipate the possible needs of students who have not
identified with having a mental illness or disclosed their mental
illness, but may choose to use services in the future.
Stigma associated with having a mental illness (both self
imposed and existing within the wider community) is only one
of the challenges in providing responsive services to students.
Matthew Brett, General Manager, Disability and Equity, The
University of Melbourne, has identified other challenges
which include:
• The cognitively challenging nature of tertiary study with most
services orientated towards assisting students in meeting subject
assessment requirements, rather than more holistic needs.
• Mental illness remaining mainly an invisible issue. Factors
contributing to invisibility, according to Matthew, are that
‘[e]ducation related data is silent on the issue, and there
is generally no data that is systematically collected on the
mental health of students.’3
The invisibility of the issue is largely reflected in On Track4 and
the First Year Experience in Australian Universities5, which are
two major reports that chart the transition from secondary
to tertiary education and experiences of first year university
students respectively. Whilst there is a general measure of
student wellbeing in the On Track destination data, there is
no measure of student mental health and health generally
in either report6. Further, there is no option, even on The
University of Melbourne enrolment forms, to identify mental
illness as a disability (if you should choose to), therefore no
data is collected on students presenting with a mental illness,
unlike other forms of disability, such as physical disability, vision
or hearing impairments. However, this is not to say that, given
the option, upon enrolment, to disclose their mental illness,
students would still disclose, because for many, mental illness
is not a form of disability.
The aim of support services can be broadly summed up
as being ‘successful learning’7. Services typically offered by
tertiary institutions for students include:

•
•
•
•
•
•
•

Counselling services
Disability Liaison Unit
Language and Learning Skills Unit
Housing services
Equity and Diversity Unit
Financial Aid
Careers and Employment

As Matthew points out:
‘Services are providing some therapeutic support (health/
counselling), some adjustment support (disability services/special
consideration etc.), some study skills support (academic skills
units) and more, but these approaches are for the most part
(with the exception of health and counselling) based on an
immature notion of what support strategies are useful for this
group of students.’
This is further confirmed by the services most used by students
with a mental illness, which are broadly counselling services,
disability services (reasonable adjustment including extra exam
time and tailored exam location) and special consideration.
Common barriers identified by the DLU encountered by
tertiary students with a mental illness include:
• ‘Attitudinal barriers due to assumptions of what a student
can/cannot do, or a perception that they will cause
additional work for staff
• Difficulty in meeting deadlines – particularly when there has
been a period of ill health or there are competing deadlines
• Regular attendance at classes can be difficult for some
students due to social confidence and/or impact of medication
• Anxiety can severely limit and mask a student’s performance
• Social isolation can occur as it can be difficult for students
to initiate or participate in conversations due to negative
self-esteem. Students may have had previous negative study
experiences due to their mental illness
• The impact of illness and/or medication can include irregular
sleep (needing lots of sleep or only sleeping 2-3 hours a day),
lack of appetite, fatigue, reduced concentration, reduced
motivation and inability to maintain attention to a task.’8
The above barriers can be broadly categorised into attitudinal,
symptomology and medicine side-effects. VICSERV’s Pathways
to Social Inclusion Proposition Papers9 identified further barriers,
particularly to restoring educational trajectories including costs
of study and housing insecurity, which have a profound effect
on tertiary studies and academic performance.
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Tertiary institutions are becoming more and more aware
of the importance of identifying the needs of this particular
student group. This awareness is reflected by initiatives such
as The University of Melbourne Mental Health Strategy.
The Strategy aims to promote mental health awareness
throughout the university community, provide support to
persons experiencing mental illness, and to partially evaluate
the strategy including measures of success and activities to
meet the specified goals.
One such activity is the development of guidelines to assist
students and staff with mental illness returning to study or work
after a period of approved leave of absence. It is hoped that this
self-help guide will evolve into including targeted supports in the
transition process and personal communication between the
university and the person returning to work or study.
This guide is an addition to existing guidelines, such as the
Managing Mental Illness at University Guidelines for Staff,
developed as a result of the 2006 Managing Mental Illness
at University Project, which is a guide for staff in dealing with
students who have a mental illness including how to deal
with distressed students, disclosure, where a student is
threatening suicide or appears to be out of touch with reality.10
Orygen Youth Health, in partnership with Victoria University,
is also conducting a mental health literacy program for students
and staff titled ‘Mind Wise: Promoting mental health literary at
Victoria University’. The campaign aims to increase access to
appropriate services, evidence-based self-care and use of
Mental Health First Aid. Again, these strategies are aimed at
educating staff and the wider university community about
mental health and breaking down common participatory
barriers. Students and staff alike have been invited to be part
of the project with specific input about their own mental
health, strategies with dealing with stress and knowledge
and conceptions about mental health.
There are certainly ways in which tertiary institutions can
better support students with mental illness. The need to
establish how students with a mental illness can be better
supported by universities is the catalyst for next year’s National
Summit for Mental Health in Tertiary Education to be jointly
hosted by the University of Melbourne, Victoria, La Trobe
and RMIT universities. Essentially, however, the students

themselves must take centre stage in any discussions about
better supports. In order to do so, it is evident that students
must feel comfortable to voice what their needs are without
fear of stigma or differential treatment.
I would like to thank Matthew Brett, General Manager,
Disability and Equity, of The University of Melbourne for
his comments and ideas in relation to this article.
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…The real gem is that MadCap works because the
people who work there are up for it, they want to
be there, they love the work and they love the
success that comes with it, so there’s a warm glow
about the place which makes the coffee taste just
a little better and the cake just a little sweeter.
Why on earth would a busy PDRS service want to open a Café?
Social inclusion
In a socially inclusive society, all people feel valued, their
differences are respected and their basic needs are met
so they can live in dignity.
Social exclusion occurs when people are shut out from
the social, economic, political and cultural systems, which
contribute to the integration of a person into the community.
The result is that people suffer from a combination of linked
problems such as unemployment, poor skills, low incomes,
poor housing, bad health and family breakdown.
While social exclusion is not the sole realm of people with
a mental illness, if social connectedness and meaningful

‘inclusion’, including opportunities for workforce participation,
was like a crowded public swimming pool then people with a
mental illness would be drowning, not waving.
Meaningful activity
More than three quarters of the 360,000 people of working
age in Australia diagnosed with a severe mental illness are
not in the labour force. This represents one of the lowest
workforce participation rates in the OECD (Organisation
for Economic Cooperation and Development.)
There is a growing body of evidence to indicate that involvement
in a form of activity that is meaningful to an individual, such as
study, recreation and hobbies, volunteering or employment,
will have a positive influence on a person’s recovery.

Professor Pat McGorry with John
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For over eleven years Ermha has undertaken surveys to
measure levels of client satisfaction and identify areas for
service development. In each of those surveys, barriers
to employment and/or involvement in meaningful activity
were identified as areas of major concern to our clients. In
responding to those needs, we posed two key questions:
What more can be done to enable more people with
mental health problems to enter the workforce or
engage in meaningful activity and, crucially, to retain
that meaningful activity once engaged in it?
And, more broadly:
What more can be done to ensure that adults with
mental health problems have the same opportunities
for social participation and access to mainstream
services as the general population?
After several years of attempting to engage with education
and employment focused services and institutions with little
to no success at achieving any genuine engagement or real
outcomes for our clients, Ermha decided to create an
employment and training space where it was safe to explore,
try out, fail and succeed, and where people’s limitations were
less important than their enthusiasm.
The MadCap Venture seeks to achieve one goal: assisting
people with a mental illness who want to enter the workforce.
Let me be very clear about this statement. We are not saying
that everyone with a mental illness has to have a job; what we
are saying is that everyone who is ready, willing and able to
work should have the opportunity to do so. They have the
right to choose.
It’s about two years down the road now and after some
tweaks and redesigns, our clients are reaching their goals.
So what is it about the MadCap Venture that helps make this
happen? The first thing to note is that clients can progress in
stages. And the main characteristic of each stage is that they
are flexible in design and pace, because a mental illness
doesn’t tend to respect clocks or schedules.
Let’s talk about John:
Today, John is working. But he hadn’t worked for 22 years.

John is no longer abusing drugs and alcohol; a major aspect of
his past. He is well along the road to recovery from a severe
and enduring mental illness. He has a warm home life after
living on the streets for many years. Recently he signed up to
run a half marathon to raise money for mental health. Most
of the remarkable changes John has made in his life have
occurred over the past 18 months. His tenacity and desire tell
us that he was going to fix his life somehow but just like the
rest of us, it’s easier to do with some help.
John joined Ermha’s Aspirations program in late 2008.
Newparadigm readers will recognise the ways and means the
program employs to assist people to recover from a mental
illness: social interaction, goal setting, life skills training, peer
support and opportunities to exhibit talents, to mention just
a few. The Aspirations program offers a warm atmosphere
where participants can feel ‘safe’ in taking risks.
In the early days, John spent hours in a local Dandenong park
trying to quell the anxiety, which erupted each time he was
due to arrive at Aspirations. However, in almost text book
fashion, these bouts of anxiety gradually eased and, as being
at Aspirations became more bearable, John, together with his
key worker, started to explore the possibilities.
Aspirations has changed in recent years. Although the
program still offers a general style of support, there is now a
strong and growing emphasis on meaningful activity, workforce
participation and exploring the myriad of ways that can
happen for clients who want it.
Add Ermha’s new MadCap Cafés: the vital ingredient
There is nothing pretend about the café or the clients’ work in
them. But we do build in two crucial support elements. First,
clients take on the hours they can reasonably manage and as
you might expect, this fluctuates. Second, clients’ mentors are
available and a client/mentor pair can work side-by-side while
clients get to know their co-workers and the café environment.
Now serving customers at two busy, mainstream locations
(Dandenong Plaza and Fountain Gate in Narre Warren, with
others in the planning stages), the venture takes mental illness
and the possibilities for recovery and work into the belly of the
economic beast. The cafés are bright, professionally designed
spaces where great food and coffee are served in a
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comfortable and welcoming atmosphere. This represents a
new face for psychosocial rehabilitation. The MadCap Venture
says mental illness is not alien or wrong, just human. It says
real opportunities for people with a mental illness exist in the
main game and not just in the sidelines.
So what is the public’s reaction to this invasion of scary,
mentally ill people into their safe and secure shopping centres?
Should we be surprised to find that nobody is fussed about it
all? This is, in fact, the case and it should be a heads up for the
mental health sector – some of the barriers that exist to social
and economic participation might exist in our minds and it
seems the general public is far less resistant than we thought.
But the public’s acceptance of MadCap Cafés was not on
John’s mind as he stood at the MadCap starting line. First, he
had to get his head around being a member of the Aspirations
Hospitality team.
The Dandenong Aspirations program houses a small
commercial kitchen where clients can learn the basics of
food buying, preparation, safety and handling. It’s about doing
and action and the results count because the team serves
hundreds of meals each week. It was here, while focussing
on the work, that John began to relax among his fellow clients
and support workers. He describes his progress as taking baby
steps, each one of which steadied him even when he
sometimes felt he was going backward.
Advancement along the MadCap trail is self-paced. John was
(and is) free to back track, bow out for a time or step ahead
as symptoms and circumstances permit. While still a member
of the Hospitality team he enrolled in MadCap’s Centre for
Coffee Excellence, a professionally accredited barista and
hospitality training course created specifically for the MadCap
program. (The Centre welcomes students from all walks of
life, not just Aspirations clients, but the general public pay
tuition fees while Ermha clients do not.)
We created the Coffee Training Centre to immerse clients in
the theory and practise of coffee making and other aspects of
hospitality such as customer service. After the barista course,
clients can return as often as they like to practise skills and
become more familiar with the processes and equipment
they will work with at the next step… the café itself.
With barista training behind him as well as the better part of six
months as a Hospitality team member, John had the necessary
skills to become part of the café’s rostered staff. But here, as
at Aspirations and the Centre for Coffee Excellence, John was
not on his own. A key aspect of the MadCap method is that
mentoring support is ongoing.
Mentors and support workers have undertaken the same food
and beverage skills training as clients do so that on-the-job

support is readily available. If warranted, a client/mentor pair
will be rostered on, each with café duties to perform but with
advice and assistance for clients a mere step away. In John’s
words, ‘they’d pick me up, dust me off and point me in the
right direction again.’ The client/mentor relationship is one
that invigorates and sustains the process of change.
At the café, clients gradually gain experience at each ‘station’.
Some of the tasks include cleaning, inventory management,
dishwashing, coffee-making, food preparation, table service
and order taking.
When John is ready he can explore job opportunities farther
afield. Until then he can refresh his skills and knowledge by
re-doing the parts that make up the MadCap pathway.
Making it to the café can represent great success in itself but
it can also be overwhelming. Recognising this, clients are
welcome to take any of the steps leading up to the café as
often as they need to. Then, as fear and anxiety eased due
to a sense of achievement and the mastering of new skills,
clients can take their place on the café roster.
So, in preparation for when John wants to move ahead,
The MadCap Venture has already begun building the next step
for and with ‘graduates’, and is one that several other MadCap
clients have progressed to: gaining employment at a
mainstream café like Gloria Jean’s. Like most of Australia’s
coffee house franchises, Gloria Jean’s is eager to employ
people with relevant experience and who have a desire to
do a good job. We are happy to say that so far they have
been extremely satisfied with MadCap-trained staff.
A group of Gloria Jean’s franchise partners were fully briefed
about the uneven and sometimes seemingly random nature
of recovery from a mental illness.
Sometimes we try to hide those things that really are often
best stated upfront. So, in meeting with the fifteen or so
franchise partners of the Gloria Jean’s Café chain, instead of
playing down our graduates’ mental illnesses, we said, ‘our
café graduates have a mental illness AND they are great at their
jobs.’ We described their training and experience in detail and
matched our training manuals to those of Gloria Jean’s. The
response we got was uniformly positive. The most common
feedback from MadCap trainees is that Gloria Jean’s managers
have been ‘friendly and supportive’. The equation is a simple
one – both parties get what they want.
One question that arises regularly goes something like, ‘but what
about people who don’t see a future in food, beverages and
customer service?’ The first thing to say in response is that the
MadCap Venture is new. As Ermha absorbs lessons from the
planning and establishment of the Venture, we will turn our

attention to other commercially viable ways for clients to test the
employment waters, such as positions in horticulture, landscape
design and home and property cleaning and maintenance.
A second response is that many of the skills clients master as they
approach and then work at the MadCap Café are general in
nature and highly transferable. They are known broadly as ‘people
skills’. These skills are some of the first to suffer with the onset of
a mental illness and re-learning them is a vital part of recovery.
Although branching out into other café work is a logical next step
for MadCap alumni, it is by no means the only option. Our
graduates are capable of working in many other fields that really
only require a degree of self-confidence, good communication
skills, attention to detail and the ability to persevere.
For John, the future looks bright and we certainly get the
sense that for him there will be no turning back. In an
interview about his recovery and the part MadCap played
in it he says, ‘I used to exist. Now I’ve got a life.’
The Future?
There are a couple of very simple things about MadCap; it
works because it’s a Café like any other good Café. It’s not
immediately obvious that the role of the Café is training
because the layout and the setting is first rate, the service is
great, the food is great and the fair trade organic coffee is equal

to the best you’ll find at any uber cool coffee house in
any trendy city arcade.
But the real gem is that MadCap works because the people
who work there are up for it, they want to be there, they
love the work and they love the success that comes with it, so
there’s a warm glow about the place which makes the coffee
taste just a little better and the cake just a little sweeter.
The MadCap Venture is proving that the common
psychosocial phrase ‘meaningful activity’ is itself loaded with
meaning. For clients who wish to pursue a path to work there
is no substitute for the real thing, and MadCap aims to open
up a world of real thing opportunities.

FIND OUT MORE: If you would like to know
more about the MadCap Café, visit the MadCap website
at www.madcapcafe.org or Ermha’s website at
www.ermha.org or you can call Ermha on 03 9706 7388.
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The IPS approach views paid employment as a vital part
of an individual’s broader recovery. As Swanson and her
colleagues put it, it is ‘based on the idea (which is supported
by research) that working in a regular community job with
people who don’t have serious mental illness enhances
people’s lives, promotes wellness, and reduces stigma.’
The Brotherhood of St Laurence has a strong record
of research and evaluation of employment assistance
programs over the past 20 years. Our focus in this area is on
developing and advocating for more responsive and effective
approaches for highly disadvantaged jobseekers. The
Individual Placement and Support (IPS) project grew out of
an evaluation of the Personal Support Program (PSP), part
of the range of programs under the previous employment
services system that were aimed at job seekers who were
assessed as not being ‘job ready‘. Daniel Perkins (2007)
identified a number of deficiencies with the PSP approach,
including a lack of integration of employment and other
services, and inadequate funding to access essential services
such as counselling or mental health support.

Furthermore, he questioned the effectiveness of the sequential
model used by PSP, where long-term pre-vocational programs
were used to facilitate clients’ ‘job readiness’. During the
course of that evaluation he identified the IPS model as a
useful approach to meeting the employment needs of people
with mental health issues. The Brotherhood decided to
investigate this approach and its potential.
The IPS approach
The IPS model is a form of employment support for individuals
living with severe mental illness that was developed by
researchers at the Dartmouth Psychiatric Research Center in
the United States. IPS recognises the complex, ongoing support
needs of people with mental illness and other ‘personal barriers’
to employment, such as substance misuse (Cook et al. 2007),
homelessness (Drake et al. 1999b; Lehman et al. 2002), and
contact with the criminal justice system (Rosenheck and Mares

2007). It addresses these personal barriers in tandem with
vocational needs to help individuals achieve competitive
employment (Shaheen et al. 2003).
The IPS approach views paid employment as a vital part of an
individual’s broader recovery. As Swanson and her colleagues
put it, it is ‘based on the idea (which is supported by research)
that working in a regular community job with people who
don’t have serious mental illness enhances people’s lives,
promotes wellness, and reduces stigma’ (Swanson et al.
2008 p. 2). At first, advocates of this approach emphasised
the importance of promoting normative roles, for example,
‘supported employment directly promotes normal adult work
roles’ (Drake et al. 1999a p 290 emphasis added). This initial
emphasis on normative roles reflected the idea of
‘normalisation’ (Wolfensberger 1972).
More recent research highlights the key role that employment
can play in recovery, but acknowledges that it is just one
component of recovery, albeit a significant one. Importantly,
researchers now recognise that the path to recovery varies from
individual to individual (Drake 2008; Swanson et al. 2008).
The IPS model reflects its origin from a recovery and disability
rights perspective. As the name implies, this approach seeks to
address the individual needs of people with mental illness by
providing tailored employment assistance and support. It
assumes a strong practitioner and organisational commitment
to foster hope and work towards goals of recovery, by
encouraging clients’ strengths and competencies and actively
involving client input in the design and implementation of
programs based on this model (Bond et al. 2001). It views
paid employment as a vital part of an individual’s broader
recovery. If people want to work, assistance is provided
regardless of assessed job-readiness.
An important aspect of this approach is the fidelity review
framework developed by the team at Dartmouth. The fidelity
review enables the detailed reporting and assessment of
adaptation and implementation. It is a tool for analysis that relies
on a broad range of data, an assessment of that information and
its expression as a score. Reducing complex understandings and
observations to a single number may obscure the nuances of the
experience of implementation and adaptation. However, the
comments and recommendations allow for more detailed
explanation and consideration. Cohen and her colleagues observe
that the ‘need to adapt does not indicate a poor intervention or
an inexperienced research team; it is a common part of the
research process’ (Cohen et al. 2008 p S387). They argue that
the effective ‘translation of evidence into practice’ requires detailed
reporting and assessment of the practical adaptations. The fidelity
review process is particularly useful when evaluating an adaptation
of an evidence-based intervention.

The project
Daniel Perkins and Jyden Lawlor (2009) reviewed a range
of randomised control trials (RCT) and other studies on the
adaptation and implementation of the IPS model as part of
their investigation into this approach. They concluded that:
‘overall, results suggest the generalisability of IPS across varying
social, political, economic and welfare contexts’ (2009 p 10).
The project sought to adapt and implement the IPS approach
in preparation for a larger scale trial. It made two major
adaptations to the IPS model. First, it expanded the IPS model
to include people with multiple barriers to employment
including mental health issues, rather than focusing on mental
illness as the primary identifying characteristic of the client group;
and second, rather than providing employment services within
a community mental health context, we provided mental health
support within an employment services context through the use
of a case worker with mental health qualifications.
The project was conducted in the first six months of 2009
with Employment Focus, an employment service provider in the
North Eastern suburbs of Melbourne, as project partner. It was
supported by funding from the Leith Trust and the William
Buckland Philanthropic Trust. The IPS project team comprised
researchers from the BSL, a mental health specialist who was
specifically recruited for the project, and an employment services
specialist who was already employed by Employment Focus.
To explore issues of implementation and adaptation we
gathered data from clients, staff and employers through
a range of qualitative and quantitative methods including
questionnaires, the analysis of administrative data, face-to-face
semi-structured interviews, a focus group, and observation.
The project adopted two broad approaches to assessing the
evidence generated by the project. The first was the fidelity
review process. Based on the principles of ‘evidence-based
practice’ the purpose of the fidelity review is to assess how
faithfully a particular program fits with a pre-determined and
tested model for service. In this case, the model that has been
used is the IPS model of employment services, developed in
the United States at the Dartmouth Psychiatric Research Center.
The developers of the model have been involved in numerous
randomised trials of the approach, and through the process of
studying it have developed a ‘fidelity scale’. The fidelity scale is a
list and explanation of the key aspects of the model that will (or
should) affect the efficacy of the program. The ‘fidelity review’
process assigns a score for each component of the program
on the basis of how faithful each one is to the IPS model. These
scores are added to provide an overall assessment. The project
also assessed the fidelity review process in terms of its
usefulness and ease of implementation.
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Mental health and disadvantage
Before discussing our findings, I will briefly highlight some of
challenges that the clients in the IPS project faced, because I think
the terms ‘disadvantage’ and ‘multiple barriers’ can obscure the
complexity of the issues confronting the people to whom I refer.
Overall, we had 24 clients in the mental health plus
employment specialist stream. There were 18 men in this
stream; they were relatively young with an average age of 35.
The six women tended to be older, with an average age of 46.
Eight men reported alcohol and or drug dependence. Three
men and two women had physical disabilities, and conditions
commonly co-occurred. Only four men had completed year
12. One had a trade qualification. The highest level of
schooling for the women was year ten. In addition, six men
disclosed criminal convictions. Three men lived in temporary
or emergency accommodation, five men and three women
lived alone. Over half (eleven of the 18) of the men had not
had any paid work over the past two years. Most had long
histories of unemployment or non-employment. Only one
of the six women had had any paid work over the past two
years. All participants had some form of mental health
problem, with the bulk experiencing depression and/or
anxiety. It is hard to ascertain whether the mental health
status represents a formal diagnosis or an assessment of
current mood and sense of wellbeing.
For most of these people, life was difficult. For example, one
woman had a psychiatric problem, possibly a post-traumatic
stress disorder. This woman was of a refugee background, did
not have good English language skills, and only had primarylevel schooling. She had children in her care and had moved
house three times in the past twelve months. She had never
had paid employment. In an economic environment where
the number of long-term unemployment is expected to grow,
this woman and others alike, face almost insurmountable
barriers to employment.
However, it is important not just to focus on the deficits.
These people also had a wide range of knowledge and
expertise as this quote suggests.
‘Well, when you’ve been on the dole for ten years, you sort of get to
know the ins and outs better than the people working there pretty
much. You really do. You get frustrated. They’re incompetent.

Sometimes, you feel like doing their job for them… ‘No, you’re
meant to hit the back key, Stupid! No, you’re on the wrong screen.
Go back, and put the number in there!”’
They certainly knew about employment services.
And, importantly, they were motivated to work.
‘I don’t wanna do any more courses… My resume is… two pages
long. I’ve done all the courses I need to do. I just wanna get a job.
I don’t wanna go back and do my VCE. I just wanna get a job and
that’s it... I want money now. I wanna earn the money that my
friends are earning or my parents are earning. I wanna earn
money now.’
Most had relatively modest aspirations and aspired to jobs
such as driving trucks or operating machinery, working in
warehouses, in sales or clerical work.
Evidence and experience
The growing use of evidence-based approaches in human
services has generated much debate and raised challenging
questions, particularly at the interface of research, policy, and
practice (Gray et al. 2009). Much of the criticism surrounding
this approach targets the use of the term ‘evidence-based’ as
shorthand for ‘what works’. Such a use raises the questions:
Works for whom? To what end? At what cost? And, at cost to
whom? It also raises the questions: What counts as evidence?
And, who decides? Norman K. Denzin (2009 p 142) refers to
this debate as ‘the politics of evidence’. The short-hand use of
‘evidence-based’ may add a practical and ‘scientific’ wash to
policy and practice but the processes of accurately identifying
and implementing ‘what works’ are often more problematic
than they may seem.
As we found in this study, replicating what ‘works’ in one
context is difficult, given the complexity of historical, social,
political, regulatory and cultural frameworks and settings.
Further, transferring an evidence-based approach that has been
developed within a particular context may entail the loss of
some of the key elements of the policy or practice (Dwyer and
Ellison 2009). Marston and Watts (2003) call for an approach
that focuses on ‘recognising and developing the capacity for
‘practical judgement’’. In other words, ‘what works’ requires
an assessment of evidence in its various forms as well as an
assessment of how ‘what works’ suits a particular context.

Interviews also suggest that staff felt that clients were
frustrated by a lack of success in job searches, which
they associated with waning client motivation and
engagement. At times, individualised job searching
was seen as a barrier to ‘getting results’ because
clients’ preferences were seen as either too difficult
to achieve or unrealistic.
The essential features of the IPS approach are well
documented. They centre on a set of seven core principles:
• The goal of the service is competitive employment
• Zero-exclusion policy, eligibility is based solely on
desire to work
• Rapid job search, excluding lengthy pre-vocational training
• Integration of vocational and clinical services
• Attention to consumer preferences
• Time-unlimited and individualised support, and
• Personalised ‘benefits counselling’, that is, advice
regarding welfare entitlements are their interaction
with paid work, (Bond 2004).
We recognised that in adapting and implementing an
evidence-based approach, it is important to retain these
essential features, but organisational and cultural change
takes time. Deborah Becker and her colleagues have
suggested at least two years is required to implement
IPS at a high level of fidelity (Becker et al. 1998).

Particular aspects of the model were identified as challenging
to implement. Specifically, the provision of service through
outreach, offering service on a voluntary basis and the
requirement to have the employment specialist undertake
all aspects of work (i.e. job development, direct client
engagement and post-placement support) were difficult to
implement. Interviews with staff also suggested that
individualised job searches were difficult to implement, given
the strongly ‘results-based’ culture of employment services
and the specific contractual obligations under which the
agency provided services.
Australia has a highly contractual employment service regime.
Over the past decade or so, employment services have
become increasingly controlled by contractual obligations
(Considine 2000; Kerr et al. 2002). Considine argues that
privatisation in itself is not the distinguishing feature, rather
it is the nature of what he calls the ‘contract regime’ that is
important (2000, p. 615). He distinguishes between
‘compliance-centred’ or ‘client-centred’ forms of contracting
and suggests that Australian employment services have
increasingly been characterised by compliance-centred
approaches. This contractual approach was reflected in
the difficulty that staff experienced in adopting the more
client-centred IPS approach.
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Interviews also suggest that staff felt that clients were frustrated
by a lack of success in job searches, which they associated with
waning client motivation and engagement. At times,
individualised job searching was seen as a barrier to ‘getting
results’ because clients’ preferences were seen as either too
difficult to achieve or unrealistic. Another factor was the very
tight job market, due to the economic downturn, which
created a sense of frustration, and a decreased sense of
efficacy for staff, which at times made it difficult for them to
remain committed to individualised job searches.

On the other hand, employers expressed concern about
the degree of support that could be available if they took
on workers through this program. From an employer’s
perspective what was important was to have staff that
could perform the required roles. As one employer said:

It is important to note that the agency was a high-performing
service provider in both PSP and Job Network. Indeed, this
success created tensions as it was difficult to introduce a new
approach in addition to an existing successful service provided
under tightly defined contractual terms. In particular, the
following aspects of the model required changes in attitude
and behaviour and caused a sense of frustration: seeing clients
as work-ready in spite of complex non-vocational barriers;
working individually with clients based on their desires about
work and employment support; and, once again, the voluntary
nature of the service.

Strong relationships with employers are another vital component
of the IPS approach. Employers needed clear information about
the role of the IPS service, the nature and extent of support, and
how disadvantaged job seekers could fit available job vacancies.
Time, training and resources are required to develop skills and
experience in reverse marketing and employer engagement.
Importantly, in this project the organisational context (and funding)
did not allow for ‘time-unlimited’ support, which the core
principles of IPS recommend.

Staff were committed to supporting and encouraging clients,
however, interviews with staff suggest that in some situations
where clients were reluctant, resistant or in chaotic
circumstances the psychologist/case manager relied on
counselling techniques to ‘get people ready’ for work. This
approach is similar to the linear ‘job-readiness’ approach
that characterised PSP, and reflects the tension arising from
adding a new approach onto an established service with
existing contractual obligations.
A key element of the IPS approach is the provision of ongoing
support to clients once they have found jobs. This project did
not successfully demonstrate the support of clients once they had
secured jobs. There are several reasons for this. The first is that
very few clients secured employment. The second is that clients
tended not to want to use the support that was offered, as they
felt it might stigmatise them or compromise their employment.
For example, one man did not want the employment specialist to
contact his employer. He said: ‘I’m on probation, and you know,
they might kick me off, if someone’s stepping in’. All clients were
very reluctant to disclose information about their mental health
status to potential employers.
It is a difficult issue to broach, but one that would become
more important to address as the program went on and more
clients entered employment. Finally, disclosure may have also
been particularly difficult considering the numerous personal
barriers that clients faced, and the complexity and diversity of
these barriers.

‘Customers who come in don’t know that person is someone
that’s having a hard time. They don’t know. Really, all they want
is to come in, buy whatever they’ve got to buy and that’s it. So
they’re a little unforgiving at times.’

Lessons and next steps
There are three key lessons arising from this project. First,
integration and flexibility are important. Disadvantaged
jobseekers with ‘multiple barriers’ need access to integrated
support (employment, health, education and training, housing
etc.) tailored to meet their needs. New approaches also require
the funding and administrative and organisational flexibility to
allow the development of specific approaches to meet the
unique attributes of particular settings and target populations.
Second, time and resources matter. You need both to build
effective relationships with clients and employers within a
community and to enable people to get jobs and address issues
such as housing, mental health and also to provide longer-term
post placement support for clients and employers. And third,
context matters. It’s important to adapt ‘what works’ while
retaining key features the approach – and a fidelity review
process is useful in keeping track of innovation and adaptation.
Evidence-based practices provide reliable information about
‘what works’, but what works is not immutable. Innovation
arises from adaptation to meet the specific needs of particular
groups within particular social, regulatory, cultural and
economic contexts. As McKleroy and colleagues suggest,
innovation can build on well-documented evidence-based
practices without compromising ‘the core elements and
internal logic’ of the approach (McKleroy et al. 2006 p 59).
Our experience suggests that the IPS fidelity review process is
a useful tool that can ensure that the essential features of the
approach are maintained, and can identify the nature and
degree of innovation and adaptation.

…Time and resources matter. You need both to
build effective relationships with clients and employers
within a community and to enable people to get jobs
and address issues such as housing, mental health and
also to provide longer-term post placement support
for clients and employers.
This study provided useful insights into issues of implementation,
the processes involved in adapting an evidence-based practice,
and the use of evidence. Based on our experience with the IPS
project, we have developed a practice-based research study to
explore adaptations to individualised, integrated approaches of
supporting highly disadvantaged jobseekers with mental health
issues. A psychologist has been appointed and is based at the
Centre for Work and Learning, Yarra (CWLY), where he will
work with case managers, clients, Jobs Services Australia
agencies and employers to better support highly disadvantaged
job seekers into work or learning opportunities that meet their
needs and preferences. The project seeks to examine how and
to what extent the complex needs of highly disadvantaged
jobseekers with mental health issues can be addressed more
effectively though the use of a mental health worker based at a
mainstream service, rather than within an employment service.

FIND OUT MORE: A comprehensive report of the IPS
study is available at the Brotherhood of St Laurence website
via the Publications section at: http://www.bsl.org.au/
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Fellowship Victoria (MI Fellowship)

Peers are such a credible source of expertise and
possess valuable knowledge. Although everybody’s
journey through mental illness is quite individual,
there are many common themes that run through
this lived experience. As difficult as this journey can
be, it can present a wonderful opportunity of self
discovery and learning when we are willing to
take on this change process.
What does your role at MI Fellowship involve and what
work do you do in regards to the MI Recovery Project?
I have been an employee of MI Fellowship Victoria for eight
years and currently work within the Quality and Service
Development team. For the last four years I have been
involved in the development of Well Ways MI Recovery peer
education for people living with mental illness and for the last

year my role has been coordinator of MI Recovery Project, a
DoHA-funded project to roll out MI Recovery in Victoria, the
ACT, South Australia and Queensland. My role as coordinator
of the MI Recovery Project has involved embedding processes
associated with Well Ways MI Recovery into these state MIFA
(Mental Illness Fellowship Australia) organisations. Additional
to project coordination has been the ongoing development
of Well Ways MI Recovery, which is still in its infancy.

What is the MI Recovery Project?
The MI Recovery Project involved supporting participating
MIFA organisations to embed Well Ways MI Recovery into
their service delivery. The Well Ways MI Recovery peer
education program takes provider-designed education models
a step further by utilising two bodies of knowledge that are not
often brought together in dialogue: knowledge derived from
lived experience and evidence based research.
Well Ways MI Recovery adopts a peer education approach
where, based on information presented within the program
(knowledge derived from the lived experience and evidence
based research), individuals establish a personal pathway of
recovery. Emphasis is placed on the personal lived experience
and how this can be of value when shared in a peer
educational framework. The vision of Well Ways MI Recovery
is to resource participants to move beyond the mental health
system by providing information and skill development
opportunities, the ‘social learning’ context of peer groups
and fostering pathways to self-determination.
The Well Ways MI Recovery program consists of eight
2.5-hour sessions delivered over eight weeks, plus three
follow up sessions, and is facilitated by two accredited
facilitators who live with mental illness and are on the recovery
journey themselves. The Well Ways MI Recovery program
adopts a ‘recovery’ focus with emphasis placed on quality
of life and achievement of individual hopes and dreams. The
program is designed for people living with a mental illness
who have a self identified need to make changes within their
own lives and embark on their own recovery journey.
Each program consists of 12 participants.
What lead you to your role?
My employment at MI Fellowship began eight years ago at a
stage when my recovery journey from mental Illness was first
beginning. I was diagnosed with schizophrenia at age 17 and
was extremely unwell for the next eleven years. The early
stages of my recovery journey were spent trying to make
inroads into the Melbourne art scene. Although this was
probably too difficult to pursue with such a limited income,
it did provide me with opportunities to develop various skills.
Man cannot live on noodles alone and I eventually asked
myself the question ‘Do I need a real job?’

My first contact with MI Fellowship was through its counselling
service, which led to my involvement in a volunteer capacity.
Soon after, I was employed within one of our respite
programs where I remained for a number of years. MI
Fellowship is such an inspirational organisation to work for
and has inspired me to take on a number of roles within my
employment, especially around community education.
How have your personal experiences added
value to the work you do?
Peers are such a credible source of expertise and possess
valuable knowledge. Although everybody’s journey through
mental illness is quite individual, there are many common
themes that run through this lived experience. As difficult as
this journey can be, it can present a wonderful opportunity of
self discovery and learning when we are willing to take on this
change process. Much of the work I do at present revolves
around peer education processes, which can assist an
individual’s recovery in a way that other service options
cannot. Quite a magical thing happens when a group of peers
get together with a collective goal of moving forward. We are
able to share our experiences and educate each other. It’s
about learning from our personal history and finding the
value in each others experience.
What do you find rewarding in your work
and what motivates you to do what you do?
As with everyone, work contributes to my wellbeing on
many levels. At MI Fellowship we constantly challenge ourselves
and work within a rather fast paced environment. I have to admit
I love the feeling, after a really full-on day, of arriving home
thinking ‘Damn, that was a bloody good days work!’
I think when you have lived with mental illness you have
a keen sense of the difficulties faced and what it takes to
overcome them. Developing Well Ways MI Recovery peer
education with the knowledge that it will assist others in
their recovery has been a great motivator. Knowing the work
you are doing is assisting someone’s recovery journey is a
humbling experience. I feel very privileged to be working
within an organisation that places such value on the lived
experience, and demonstrates this value within its work.
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What are the challenges of working in your role?
Rolling out Well Ways MI Recovery on a national level has
meant I have needed to become quite effective in time
management and organising myself. Over the past year I have
needed to develop various skills rather quickly but looking
back, I can see a huge growth within. Or, perhaps this is a
question about how I live with mental illness and work at the
same time. I must admit I get a bit frustrated explaining to
people how I hold down a job, what the challenges of working
with a mental illness are, what strategies I put in place etc. etc.
Yes, I live with mental illness. It’s part of who I am. It’s a small
part of the total picture that makes up ‘Brendon’. Employment
for me is about building a bigger picture of who ‘Brendon’ is,
and how I fit into the world, how I can contribute. Isn’t that
why we all do it? Yes, I need to manage my illness; we all have
responsibilities. I also need to manage my home, mortgage
repayments, and social life etc. For me, it’s about owning my
own stuff, knowing what I need to do, and accepting that
some things in life are just going to stuff up despite my best
efforts to manage them.
One of my challenges within this role was to not be afraid to ask
questions on aspects of my role that I was unknowledgeable
about. It seems like a small thing, but it is challenging for me.
I am aware that my history of mental illness has had a negative
impact on my education and that I am not as knowledgeable as
others my age. I think this says more about self-stigma than
anything else.
Being in the workforce now for many years I am quite
comfortable living with mental illness and holding down a job. It
can be a balancing act but I’ve gradually become more tolerant
to stress, which means that even through times when
symptoms start to appear I am able to continue working. During
these times, the structure of my work keeps my mind focused
and allows me to maintain contact with others. I put my
wellness strategies into place, not only to address my symptoms
but also to ensure I maintain work timelines and outcomes.
I know the work I do at MI Fellowship is valued and that my
integrity as an employee is upheld, which is a subtle but
valuable difference as opposed to being seen as an employee
with a mental illness who works for an organisation.

Do you have any advice for people wanting
to work in a similar role?
Go for it! We are seeing a trend towards employment of people
living with mental illness within mental health service delivery
and employment opportunities are becoming available. I think
we (consumers) have a lot to offer the industry that others
without the lived experience cannot provide.
Although peer worker roles are becoming common within
organisations, I think our responsibility as consumers is to not
look at these roles as an end point but rather as a stepping
stone to further employment. There are many roles we
(consumers) can take on within the mental health field. It’s
about looking at what skills one already possesses and what
further training or education would be required. Relevant
qualifications coupled with the lived experience of mental
illness can provide one with skills and experience that
organisations are crying out for.
What do you think the future holds for people with lived
experience working in mental health services?
Increasing the number of employees living with mental
illness within mental health services has got to be a good
thing. Knowledge gained from the lived experience is of great
value to many aspects of an organisation. The way in which
organisations employ people with a mental illness is changing
and I think we are on the right track. Gone are the days of
tokenistic opportunities and I certainly feel heartened by the
fact that people living with mental illness are being employed
in ‘real’ positions.
People with a lived experience of mental illness hold a wealth
of knowledge relevant to many aspects of mental health
services. Honestly, we have a workforce in waiting already.
Let’s not waste that!
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Each consumer’s individual needs were considered
and none of the expectations of government
employment services were imposed on the
consumers. The consumer’s diagnosis, legal status,
symptoms and their treatment regime were not
considered a barrier to their referral.
In late 2006 Worktrainers Ltd, Disability Services and
Employment Services Provider, and Goulburn Valley Area
Mental Health Services (GVAMHS) joined forces with
Mental Illness Fellowship Victoria (MI Fellowship) to
design the MiWork Project to address the inequalities of
employment for people with a mental illness. This
collaboration was built on partnerships that had already
been forged within the Hume Region dating back to 2001.
The initial timeframe of the Project was for two years.
GVAMHS and Worktrainers have continued this
partnership and the MiWork Project is now in its
fourth consecutive year.

It has been documented and identified in many forums that
the employment rate of those with a mental illness or disability
is significantly lower. This is captured by the Australian Bureau
of Statistics (1998), which shows there was a clear disparity of
employment figures for those people with a disability and a
mental illness compared to the general population:
• 29 per cent – employment level - mental illness
• 53 per cent – employment - all people with a disability
• 92 per cent – average total annual employment rate.
These figures were also reinforced and reflected within the
GVAMHS Adult Community – Shepparton’s caseload in 2006.
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Due to these inequities and a change in expectations
for enhanced social inclusion, recovery and economic
participation of those people in the community with a
severe mental illness, MiWork was developed.
The MiWork Project is based on seven principles that now
guide the approach to Open Employment for people with
a mental illness. The clear goal of this approach is to obtain
competitive employment rather than taking the traditional
avenues within the disability sector. In the USA, this approach
is also referred to as Supported Employment and Individual
Placement and Support (IPS), which, in Australia, is referred
to as Open Employment. The Drake-Becker evidence-based
approach is identified as the most distinguishable model away
from traditional approaches like sheltered employment.
The seven principles of the Drake-Becker approach are:
1 Eligibility is based on consumer choice
2 The enhanced evidence-based approach to Open
Employment will be integrated with treatment
3 Open Employment is the goal
4 Rapid job search is the norm
5 Job finding is individualised
6 Follow-on supports are continuous
7 Personalised benefits planning is provided (financial
education regarding how employment may impact
on the person’s finances).
Prior to the commencement of MiWork, various steps were
taken to ensure the Project would be accepted and valued by
the consumer group, their carers and the referring clinicians.
This included addressing the historical culture and actions of
GVAMHS in relation to consumer’s eligibility for Open
Employment. There was limited use of referrals to employment
services and it was not emphasised as a treatment and care
planning need. The consumer, carers and clinicians held false
beliefs about the impact the employment may have on client’s
mental health, financial benefits and abilities.
Key staff that could act as catalysts for change were identified
and included on the MiWork Project development. During
this planning phase, an employment consultant was recruited
for the Project and had direct input into the planning and
implementation phases. The design of the Project, with all
key stakeholders including systems review and governance,
commenced in November 2006 and was completed by
the end of January 2007. MiWork commenced accepting
referrals on 1 February 2007.

It was identified that the processes had to be kept brief and simple
for all parties including the consumer and referring clinician.
Policies and protocols were kept to a minimum and a simple
referral process was used to enable ‘buy in’ from the clinicians.
Only two criteria had to be met for a referral to be accepted:
1 The consumer had to have an open case with GVAMHS
– Adult Community Programs – Shepparton and
2 The consumer was keen to find employment.
The referral was discussed at the clinical team meeting
and acknowledged by the treating psychiatrist. To aid in the
decision to refer to MiWork, the clinician organised an initial
meeting with the consumer and clinician prior to completing
the referral documentation; this also provided a rapport
developing opportunity for both parties. Each consumer’s
individual needs were considered and none of the
expectations of government employment services were
imposed on the consumers. The consumer’s diagnosis, legal
status, symptoms and their treatment regime were not
considered a barrier to their referral. It is important to highlight
that the majority of consumers referred were diagnosed with
a serious mental illness (low prevalence) and still symptomatic
at the time of referral in most cases.
The employment consultant was co-located with the clinicians
at GVAMHS and at Worktrainers 50/50. The employment
consultant was purposely included in the treating team and
had no clinical or healthcare background. He/she was included
in team meetings, clinical team meetings, psychiatrist reviews,
medical officer reviews, home visits with case managers,
worksite visits, professionals meetings for care and treatment
planning and other forums to encourage referrals and have
input into care.
This, in turn, highlighted employment as a treatment and
care need for individuals and the employment consultant’s
knowledge of the employment systems was readily at hand to
dispel any myths held and clarify the potential risk/benefits for
consumers within MiWork in terms of their employment. It
allowed for another paradigm of information to be brought to
the table for the consumer and enhanced the ability for early
detection, intervention and future possibilities for individuals.
Over the time that MiWork has been in place, it is quite
evident that the informal discussions held in the shared office
space provide a level of secondary consultation, change
management, reinforcement of practices and sustainment
of cultural change and should not be undervalued.
The initial targets of the MiWork Project were:
• Caseload based on 20 active clients in the first year
• Caseload increase to 30 in the second year

MiWork has challenged and changed the culture
at GVAMHS. The change has not only occurred
within the staff at GVAMHS, including psychiatrists,
but also within the consumer and carer groups.
The consumers are now actively and independently
requesting referral to or follow-up with the
employment consultant.

• Seven participants will maintain employment for
an eight-hour week for 13 weeks
• Employment rate of 33 per cent.
During the first three years until the end of 2009,
65 consumers of GVAMHS have received assistance
from the MiWork Project.
MiWork performance 2007–2009
• Eighty-nine consumers of GVAMHS participated
• Sixty-three consumers of GVAMHS found paid
employment, (71 per cent of consumers found
paid employment)
• There was a total of 152 paid job placements, including
placements in supported disability employment, wage
assisted employment and open employment, part time,
full time and casual
• Fifty-two consumers had 13-week outcomes, (eleven
clients had multiple outcomes at different employers)
• Thirty-two consumers had 26-week outcomes, (two
clients had multiple outcomes at different employers).
MiWork has challenged and changed the culture at GVAMHS.
The change has not only occurred within the staff at GVAMHS,
including psychiatrists, but also within the consumer and carer
groups. The consumers are now actively and independently
requesting referral to or follow-up with the employment
consultant. Many fears and myths have been dispelled in

relation to the impact of work and the ‘stress’ of work on
consumers’ mental health, abilities and also their financial
status. The focus for service delivery has moved from a
medical model, to one of recovery and creating a positive
future. Staff have also shifted in taking a paternalistic and
protective role with some consumers to encouraging
normalisation and independence at a higher level than
previously sought.
The health and financial benefits of the MiWork Project have
not yet been measured. From the data that is becoming
available, employment has clear health benefits to the
consumer including preventing relapse, providing structure,
increasing self-worth, financial capacity, opportunities, and
social inclusion etc. From a health service perspective there
is a domino effect of reducing readmission rates, the ability to
move consumers to primary health care settings, decreased
contact due to maintaining wellness, improved job satisfaction,
and many more perspectives that are yet to be reviewed.
So, some questions remain: Considering the Victorian Mental
Health Reform Strategy, should MiWork continue to run?
And is this the right model for every mental health service in
the future, considering the evidence available?
Following this article on the MiWork Project, is Peter’s
story about work and mental illness
Thanks goes to the senior managers of GVAMHS and
Worktrainers for their continued willingness to advocate,
support and promote better health outcomes for consumers
through innovation and thinking outside of the square.
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Without this persistence and goodwill the opportunities and
health outcomes for consumers, carers and employers in our
community may have not occurred. GVAMHS and
Worktrainers pass on their gratitude to the consumers, carers
and employers within their community for embracing the
opportunities and venturing with them in the MiWork Project.
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MiWork: a consumer’s perspective
Peter’s story about work and mental illness
My name is Peter, and I am a paranoid schizophrenic*, and
have been since 2004. I was diagnosed in Wanyarra Psychiatric
Facility in Shepparton, in November of last year.
Prior to being admitted to hospital, I was living out of my car, and
had been homeless for nearly a year. During this time, I lived in
a caravan park, a hotel in Yarram (in Gippsland) and a tent in
a national park in Alexandra. I continued living this way until my
voices (auditory hallucinations) got so bad I went to the Alexandra
Police in an effort to get some help. The police treated me very well
and they drove me over to Seymour, where someone from the
CATT (Crisis Assessment and Treatment Team) diagnosed me.
I was then taken by ambulance to Wanyarra in Shepparton.
I was kept in Wanyarra for six to seven weeks, and then I
was moved to a PARC service (Prevention and Recovery Care)
in Shepparton. It’s a very good place and the staff there are
excellent. I continued treatment there, and it was there that
I met Michael Everett, who offered me accommodation in his
two-bedroom unit in Nathalia. I was then approached by Gillian
Anderson, a representative of Worktrainers, who eventually found
me some work at Target in Shepparton, as the meet-and-greet
person. I worked there for about four months until I became a
bit stressed as the crowds in the store increased for Christmas.
I went back to the PARC service again for a few weeks.

When I was feeling better, Gillian again found me further
employment at Woodbine Gardens and Advanced Tree Nursery in
Nathalia, very close to home. I have previously worked for many
years in horticulture so this was the ideal job for me. When I
completed three months’ work with some financial assistance,
Mary, the owner decided to employ me permanently.
I very happy about this as Mary is a lovely lady and I enjoy the work
very much. I know that I could relapse at any time and end up back
in a PARC service again. I could lose my job as a result of this, and
that is the one thing I definitely don’t want to happen.
Being able to work:
1 Provides me with a way of filling in time,
and meeting new people
2 Provides me with extra income
3 Puts some stability back into my life
4 Makes me feel like I am doing my bit for society
I am enjoying being able to work, and I only hope that there won’t
be a relapse of any kind.
Written for Peter, by Michael Everett.
* This is a term VICSERV would not usually use, however, in honouring Peter’s
perspective we have chosen to use the term unchanged.
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By creating integration with the general public,
Prahran Mission aims to reduce stigma and
discrimination of people living with a mental illness.
In turn, job creation for targeted employees and
hosting community events will produce a direct
and positive experience.
Rehabilitation continuum > Work
> Paid open award employment
Australia is viewed internationally as successful in its efforts
over the last 25 years to provide services for people with
severe mental illness in the least restrictive environment. For
over 90 per cent of people, this means living and participating
in the environment of their choice. While the evolution of
deinstitutionalisation has not been without significant problems,
Australia has not had the huge problems experienced by some
other Western countries. These problems are often indicated
by large numbers of homeless people with mental illness.
Australia’s successes are, in large, partly due to the fact that
basic clinical and community support services were put in
place early in the process of deinstitutionalisation.

In the 1990s, there was a dramatic increase in community
managed mental health services including day programs,
home-based outreach rehabilitation programs, planned
respite, mutual support/self help groups and residential
rehabilitation programs as well as the Area Mental Health or
clinical services like Mobile Support Teams, Crisis Assessment
and Treatment Teams and Homeless Teams.
The Victorian experience
In Victoria, patients began exiting institutions in the 1980s. The
plan was for resources to be provided to community-based
non-government support agencies to aid people’s integration
into the community. This gradually happened, although initial
support was provided by charitable, often church-based
groups, for drop-in centres, art-and-craft groups and sheltered
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workshops. At this stage, there was still a great deal of
confusion about the difference between psychiatric and
intellectual disability.
Victorian government funding for community managed mental
health services providing specific services to people with mental
disorders was first made available in the early 1980s, often going
to those groups and centres that were already established.
Participants have played a crucial role in mental health reform
by presenting a strong, positive belief system on which to base
service delivery. Their own success stories, self advocacy and
belief in what they have termed ‘the recovery process’
coalesced in the late 1980s to present strong arguments and
real-life examples that people with serious mental illnesses can
recover and go on to lead fruitful, productive and satisfying
lives in the community of their own choice.
Where does employment come in?
The notion of ‘recovery’ now underpins all community
managed mental health services in Victoria. Workers in
community-based programs believe that participants attending
programs are in the process of recovery and that with
supports they can realise long-term goals such as independent
living, community access, paid employment, successful
parenting, volunteering, and skills acquisition. Hope is now
an ingredient in the thinking of participants, families, friends,
psychiatrists, GPs and community service workers.
Prahran Mission UnitingCare
Prahran Mission UnitingCare is a not-for-profit service of The
Uniting Church in Australia Synod of Victoria and Tasmania
operating under the umbrella of UnitingCare. Prahran Mission
is committed to beneficial social change and seeks to address
attitudes, institutions or policies, which create or perpetuate
inequality. It provides rehabilitation and support services for
people who have a psychiatric disability or who experience
economic or social disadvantages. Some 3200 people utilise
the Mission’s programs each year.
Prahran Mission has 64 years’ experience working alongside
people with a mental illness and/or who are socially and
economically disadvantaged. The organisation’s head office
and day rehabilitation programs are located in Prahran, and
there are six other sites where specific mental health support
programs are located. It is staffed by 100 people, including
70 full time staff, whose work is supplemented by the
contributions of over 100 regular volunteers.
Prahran Mission JobSupply Personnel – a Disability
Employment Service (DES)
JobSupply Personnel (JSP) began operations in 1994 and,
since that time, has placed over 400 people into open award

employment. JSP is a Commonwealth funded employment
service comprising seven full-time staff (business management,
employment consultants, compliance officer and marketing
personnel) providing support to over 140 job seekers at any
one time. This program carries out work-ready assessments,
helps job seekers with their resumes, job searching, interview
techniques, and employee contract negotiations and then
provides support once the job seeker is working. The JSP staff
work closely with businesses, providing them with information
about mental illness, about how to make any necessary
adjustments under the Disability Discrimination Act 1992, in
order to make the participant comfortable at the work place
we well as supporting them if difficulties arise.
Social Firms
A social firm is a not-for-profit enterprise with a supportive work
environment, employing between 25 and 50 per cent of its
employees with a disability. A social firm pays all workers at
award / productivity-based rates. It provides the same work
opportunities, rights and obligations to all employees. A social
firm generates the majority of its income through the
commercial activity of its business. The purpose of a social firm
is to create employment for people who are facing barriers to
work as a result of their disability or disadvantage. Modifications
required for employees in need of particular supports are built
into the design and operation of the workplace.
Prahran Mission aims to establish and operate a number of
social firm businesses in retail (via the establishment of
goodwill opportunity shops across South East Melbourne) and
in hospitality (café/restaurant and catering) at its Chapel Street
headquarters in order to address a number of needs identified
in Prahran Mission’s 2010–2012 Strategic Plan.
Prahran Mission aims to:
• Respond to meeting people’s basic needs of food, clothing
and energy.
• Increase the range of opportunities and pathways for
employment and the dignity that comes with employment.
• Challenge this by developing ‘social bridges’ that
create environments of inclusion and full participation
in our community.
A key vehicle to help achieve these goals is the establishment
of a hospitality business to be run as a social firm. As described
earlier, this social firm will be run under the philosophy as a
business operated to generate a profit to fund its social
objectives (as opposed to most businesses that operate to
generate a profit to distribute to owners or shareholders).

Participants have played a crucial role in mental
health reform by presenting a strong, positive belief
system on which to base service delivery. Their
own success stories, self advocacy and belief in what
they have termed ‘the recovery process’ coalesced
in the late 1980s to present strong arguments and
real-life examples that people with serious mental
illnesses can recover and go on to lead fruitful,
productive and satisfying lives in the community
of their own choice.
In creating a hospitality social firm, Prahran Mission
aims to meet the following four key objectives:
1. Job creation
The various business environments (retail and hospitality)
that Prahran Mission is aiming to work within should provide
continued work for people looking to return to the workforce
as well as continue to provide volunteering opportunities.

3. Training and development
Prahran Mission conducts internal Registered Training
Organisation (RTO) training and uses its facilities and supportive
programs that are tailored to the needs of people with mental
illness. Prahran Mission will train people to the hospitality and
retail Certificate level accreditations. With on-the-job training
and additional programs developing individual skill bases,
employment opportunities for Prahran Mission participants
should continue to increase in the community.

2. Social inclusion
By creating integration with the general public, Prahran Mission
aims to reduce stigma and discrimination of people living with a
mental illness. In turn, job creation for targeted employees and
hosting community events will produce a direct and positive
experience. The retail and hospitality social firm businesses are
operating in the community and will create a ‘new community
hub’ where people will meet, learn, teach and connect as they
share their social, economic and cultural perspectives.

4. Sustainable business
It is envisaged that by creating social firms in retail and hospitality
services, the following four businesses will maximise opportunities
in employment, resources and production whilst capitalising
on the assets and the prime location of Prahran Mission:
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Production kitchen
Staff will be assisted by volunteers and work experience
students to undertake low-skill food preparation. The
opportunity to provide an avenue for on-the-job learning
and training is extremely beneficial in assisting people to find
employment within the wider community.
The target employees will be undertaking a Certificate I, II and
III in Hospitality Operations. As they receive their Certificate
they will be able to undertake paid employment and will be
supported in establishing employment in the hospitality
industry. The production kitchen will work alongside the
training department (RTO) to assist in providing students
undertaking Certificate I, II and III with work experience hours
to complete the course requirements. These students will also
be supported further in securing employment in the industry.
The café
The café will be the high profile face of the hospitality business.
Located on the ground floor of 211 Chapel Street with a
separate front entrance to the main building, the concept will
be modern, fresh, quick and visually appealing. The Mission
Café will sell moderately priced food to be consumed onsite
or packaged for take away.

The restaurant will be a major support to the training facility
by providing work experience, food and the necessary
preparation for participants to rejoin the workforce.
Catering
Catering has proven to be a very strong revenue driver
for any organisation if branded, marketed and delivered as
offering good value and quality. Prahran Mission has several
opportunities in this arena. Due to the multiple levels of space
in the head office that can be hired out for functions, as well as
working with the community, corporate and private catering
can be provided. It will allow participants to be successful in
generating revenue as well as job creation.
5. Community goodwill shops

The restaurant
The restaurant will be located on the ground floor on 211
Chapel Street. Entry will be through the main doors of the
building and the venue will be located to the rear of the
building (which opens onto a large, garden-inspired courtyard).
The space has been designed to maximise natural lighting
throughout the area, creating a welcoming atmosphere in a
safe and warm environment. The courtyard will be designed
to operate throughout the seasons, with planter boxes of
flowers and greenery creating its own inner city oasis.
Separating the café from the restaurant will allow both areas
independent trading times, increase opportunities to rent/hire
or operate an evening dining experience.

The strategic intent is to open a number of new shops in
carefully selected locations that will be attuned to the local
culture. At this stage Prahran Mission is operating shops in
Richmond and Dandenong.
Each community goodwill shop will operate as a social firm
meaning that it operates as a retail business generating a profit
from its trading operations to fund its social agenda. Staff will
undergo Certificate Training in retail. These students will also
be supported in securing employment in the industry.
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Today, many NGOs employ peer workers in areas
such as respite, psychosocial rehabilitation, day
programs and activities, and community education.
And so, peer workers are not only a valuable asset,
but are also a necessity in a recovery-focussed
mental health sector.
The concept of the peer worker
There is a small phenomenon that is growing throughout
Australia and around the world, which is gradually gaining
momentum. It is an ideal that many have not yet heard
about, let alone experienced, but it is a concept that is being
embraced positively by those who know something about it.
Of course, the idea of the peer worker is not an entirely new
one – that is probably owed to Alcoholics Anonymous, which
was formed in the 1930s – but in Australia, and especially so in
South Australia, it is a notion that has now been applied to our
own mental health system.
In 2003, the National Mental Health Plan (2003-2008)
addressed the need to reform services, which included,
strengthening the role of consumers working within the
mental health sector. Based upon this need, the South
Australian Government soon established the Peer Work
Project, under the ‘Mental Health Care Improvement Initiative’.

This Peer Work Project was developed by two not-for-profit
agencies, Baptist Community Services SA Inc. (now Baptist
Care (SA) Inc.), and the Mental Illness Fellowship of South
Australia (MIFSA), and would essentially support the
implementation of peer work by providing training and
support for consumers to become peer workers.
So what is a peer worker?
For those who do not know, a peer worker is usually described
as: ‘someone with a ‘lived experience of mental illness’ who uses this
experience to support other consumers and foster hope’.1
Employing those who have dealt with mental illness
themselves has a two-fold effect. Firstly, it offers employment
to those who may not have had the opportunity beforehand
- usually because of pre-conceived stigma. Secondly, it is
usually easier for peer workers to build up a relationship
with other consumers. When a peer worker steps in to help
consumers, they are usually able to build an instant rapport
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and trust because the peer worker is often viewed as ‘one of
them’. In conjunction with this, there are other qualities that
the peer worker is able to offer both consumers, and the
system in general, including:
• Empathy and compassion – Though there’s no arguing
that many other staff within the mental health sector have
these qualities, many peer workers have, at one stage or
another, been in a similar situation to the consumer and
are able to see things from their point of view.
• Trust – It can be difficult for consumers to trust, and this
can often lead to isolation. Consumers may be more likely
to place their faith in someone who has been through
similar situations, or who has looked from ‘the inside out’
rather than ‘outside in’.
• Positive role modeling – Peer workers are often a good
reference point for those with a mental illness who may
have been in that dark place, where they feel life doesn’t
have much meaning, or much to offer, or is not even worth
living. Peer workers have recovered enough to work with
other consumers. People in the community are starting to
see the usefulness of peer workers, which helps reduce
the stigma surrounding mental illness.
• Hope – Being a positive role model can often also inspire
those who are still on their road to recovery. Seeing others,
who have a mental illness, reconnect with mainstream
society and become well enough to work, can often offer
something that is very powerful: hope. The hope to be well
again. Hope to be able to recover. Hope that one will be
able to work again. Or just the hope that there is indeed a
light at the end of a dark tunnel. The peer worker can often
help the consumer realise this hope, usually by sharing his
or her own lived experience.
• Commitment – There are different reasons why we
choose certain jobs. These reasons can include income,
flexible hours, the environment of the workplace and even
one’s work colleagues. Many peer workers are usually just
grateful to be able to work. To the peer worker, it is more
than just another job. Being a peer worker is about having a
genuine passion to help others, because they too have been

in a similar place, and know what that can be like. Many peer
workers will go ‘the extra mile’ to give something back and
turn a negative experience in a positive outcome for others.
• Listening skills and patience – The peer worker is
usually one who wants to sit down and hear the concerns
of the consumer, the carer or the family member. And, by
telling their own story, peer workers can also show they care
and understand.
• Guidance – Being a peer worker is not always easy,
especially for those who have to work within a hospital
environment, or psychiatric institution. There is often
resentment from others, or even a stigma about mental
illness itself. Although many peer workers may not hold a
professional qualification, their insight and lived experience
alone can actually be of great benefit to all parties involved.
What does it take to become a peer worker?
Though it is true that the main reasoning behind the concept
of the peer worker is that they are able to use their own lived
experience to help others – something that no Degree can
provide – there are, of course, necessities for those who have
recovered enough to actually take the next step to becoming a
peer worker. In fact, the ‘peer specialist model’2 usually refers
to consumers, who are trained and employed, to provide
support to consumers in mainstream mental health services.
When the South Australian Department of Health launched
the ‘Mental Health Care Improvement Initiative’, funding was
provided to non-government organisations (NGOs), to look at
ways of developing future frameworks of care. This included
the Peer Work Project, which was instigated by both Baptist
Care (SA) and MIFSA, because of their involvement in two
earlier Peer Work Projects.
Today, the Peer Work Project offers a unique training pathway
for consumers with a lived experience, to enter the
workplace. This consists of three steps:
1 Attending an information session. This step is usually taken
to assess people before they begin the Peer Work Course.
In fact, this Course has become so popular, that there is
usually a waiting list! The information session allows each

Employing those who have dealt with mental illness
themselves has a two-fold effect. Firstly, it offers employment
to those who may not have had the opportunity beforehand
- usually because of pre-conceived stigma. Secondly, it is
usually easier for peer workers to build up a relationship
with other consumers.

candidate to demonstrate they have the necessary
requirements to continue with the Course, including their
readiness to work, communication skills, willingness to share
their story, and their motivation to become a peer worker.
2 The Introduction to Peer Work (IPW) is a basic introduction
to peer support and allows the potential peer worker
some insight into what it takes to be successful in their role.
Some of the things peer workers learn in the IPW include:
recovery principles, types of peer work available,
understanding mental illness, workplace communication and
culture, conducting presentations, looking after the peer
worker’s own health, self-management, goal setting, the
peer worker/consumer relationship, stigma, showing the
peer worker how to tell their story, and debriefing.

3 Peer workers are often also encouraged to complete either
a Certificate III or IV in Community Services (Mental Health,
Non-Clinical), though with many cases, it is often enough
for a peer worker completing the IPW to get a foot in the
door, and then complete this Certificate.
Once peer workers have actually found themselves work,
it doesn’t stop there. There’s mandatory child notification
awareness, First Aid Certificates and Mental Health First Aid

courses, to name a few of the general requirements that
most organisations expect the peer worker to follow up with.
Therefore, support for peer workers in their role is crucial.
It is also important to note, that in the follow up to the IPW
Course, The Peer Work Project offers free mentoring to find
work and be successful in their position. Peer mentors support
the peer worker in maintaining their health and providing
strategies to resolve workplace issues.
The peer worker movement is growing. The Peer Work Project
was originally introduced to train consumers to be placed in
more clinical environments. Today, many NGOs employ peer
workers in areas such as respite, psychosocial rehabilitation, day
programs and activities, and community education. And so, peer
workers are not only a valuable asset, but are also a necessity in
a recovery-focussed mental health sector.
References
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Being able to disclose the supports required
to get and keep a job, and create work
environments that are responsive to the needs
of people with a mental illness, is critical in
assisting people who face barriers to work.
Employment is a key component of social inclusion and, for
many people, helps to shape their identity, role and place in
their local community. Employment also provides a routine,
structure and sense of purpose, which are all important
aspects of recovery for people with a mental illness. These
aspects are often just as important as the income. Being able
to disclose the supports required to get and keep a job, and
create work environments that are responsive to the needs
of people with a mental illness, is critical in assisting people
who face barriers to work.
Social Firms Australia (SoFA) was established in 2004 to create
accessible and durable employment for people with a mental
illness or disability. The organisation has two key areas of
work: developing social firms and building workplaces that
are supportive of employees with mental illness.

Assisting Victorian workplaces to become inclusive and
supportive of people with a mental illness is an ambitious goal
and one SoFA shares with many other organisations. SoFA
has taken the approach of working in partnership and building
on existing service systems rather than replicating or
reinventing services.
The workplace supports team at SoFA undertakes
four key projects:
• The Local Area Employment Partnership (including
the Health Optimisation Program for Employment)
• The ‘Durable employment e-Village’ an online community
for practitioners
• Roles, Rights and Responsibilities: Legal framework for
the employment of people with a mental illness

• Consultancy to workplaces on workplace adjustments,
disclosure friendly workplaces and mental health
in the workplace.

Participants who have undertaken HOPE have found it a highly
useful tool in managing a mental illness in the context of
preparing to return to work.

These four projects have developed from the expressed
needs of people with a mental illness, their service providers
and the experiences of workplaces (including SoFA).

HOPE was developed by Frameworks for Health (St Vincent’s
Health) and is based on the principles of their highly successful
Health Optimisation program. HOPE is being delivered
throughout Victoria by a peer educator (a person with lived
experience of mental illness) and a trainer. Referrals to HOPE
are made by agencies involved in the LEAP partnerships.

Local Area Employment Partnership (LEAP) and the
Health Optimisation Program for Employment (HOPE)
The LEAP and HOPE were designed to improve service
delivery for job seekers with a mental illness. The objectives
of the LEAP are to:
• Support services to work together to meet the needs of job
seekers with a mental illness through improved communication,
service alignment and the identification of service gaps
• Develop the skills and capacity of staff working in services
that assist job seekers with a mental illness
• Improve workforce participation, employment and social
outcomes for job seekers with a mental illness by building
individuals’ work readiness and capacity to manage their
symptoms in the workplace.
The partnerships involve PDRS services, clinical mental health
services and disability employment services. Six partnerships
have been established around Melbourne.
The six LEAP partnerships also provide a mechanism for the
collaborative delivery of the HOPE, a ten-session program,
offered to job seekers with a mental illness. The program aims
to improve participants’ management of their own health to
enable successful transition to the workplace.

Durable employment e-Village
This project is funded by the Victorian Government’s
Collaborative Internet Innovation Fund and is being developed
by SoFA in partnership with SANE Australia and the ACE
National Network. The e-Village is due to be launched this year.
The Durable employment e-Village will enable mental health,
rehabilitation and employment practitioners to work together to
build professional capacity, share knowledge and resources, and
learn from each other’s practical experience. This in turn will
lead to practitioners who are better equipped to achieve
durable employment outcomes for people with a mental illness.
The e-Village will operate as an internet site, which includes
technologies to facilitate collaboration and the development of
shared knowledge. These technologies include online learning
through monthly web seminars, community dialogue through
social networking mechanisms, a shared knowledge and
resource library, and a sense of community.
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Social Firms Australia: building
supportive workplaces
by Dea Morgain

Roles, Rights and Responsibilities:
Legal Framework for the employment of people
The Legal Framework project commenced in 2008 with an
exploration of the legislative environment for people with a
mental illness in the workplace. This was a broad investigation
of the various legislative Acts including the Occupational
Health and Safety Act, the Mental Health Act, the Disability
Discrimination Act, etc. and how they relate to each other.
The Acts are not harmonious and create a situation in which
both managers and employees have conflicting obligations
and protections. The conflicting obligations in these Acts
were brought to the attention of various legal bodies with the
intention that these conflicts may be addressed in due course.
In 2010 this project has moved forward into a careful
consideration of disclosure of a mental illness in the workplace.
In particular, the project has sought to find a path between the
discrimination acts, which protect the rights of people who
have a mental illness regarding disclosure of their illness within
the workplace, and the various occupational health and safety
acts, which require the disclosure of a health condition in
instances where this could create a workplace safety concern.
SoFA is delivering workshops on ‘Disclosure in the workplace
for people with a mental illness’ this year and will be releasing
three booklets:
• Roles, Rights and Responsibilities: Disclosure of a Mental Illness
in the Workplace - A Guide for Job Seekers and Employees
• Roles, Rights and Responsibilities: Disclosure of a Mental Illness
in the Workplace - A Guide for Employment Consultants

• Roles, Rights and Responsibilities: Disclosure of a Mental
Illness in the Workplace - A Guide for Employers
The booklets will be available as downloadable PDFs from
the Durable employment e-Village later in the year.
Consultancy to workplaces on workplace
adjustments, disclosure-friendly workplaces
and mental health in the workplace
SoFA provides assistance to a range of Social Firms, social
enterprises and general workplaces on supporting and
accommodating employees with mental illness in the
workplace. This service is provided on a fee-paying basis.
A central element of the consultancy work is the delivery of
the Assessment – Adjustment – Evaluation program (AAE).
AAE has been developed by occupational therapists and is an
evidence-based approach to the provision of workplace
adjustments for employees with a mental illness. AAE is
delivered in the workplace by an occupational therapist
working in collaboration with the employee and their employer.

FIND OUT MORE: Contact Dea Morgain, Manager
Workplace Supports, at SoFA for more information on any of
these projects on 03 9445 0373 or visit Social Firms Australia’s
website at www.socialfirms.org.au.
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Neighbourhood
Houses: connecting
the community
Heather McTaggart,
Coordinator, The Basin Community House

Neigbourhood Houses are generally perceived to be a
meeting place just for women, and whilst this is historically
true, over the last two years, The Basin Community House
has made a strategic commitment to engage socially isolated
men into adult education classes and a social support group.
The Basin Community House is a not-for-profit community
organisation, which provides adult education, childcare,
classes for people with disabilities and community
development programs for the residents of Boronia and
The Basin and is situated on the eastern outskirts of
Melbourne. Many of our programs are assisted by the
outstanding volunteer work by members of our local
community and great staff.

Neigbourhood Houses are generally perceived to be a
meeting place just for women, and whilst this is historically
true, over the last two years, The Basin Community House
has made a strategic commitment to engage socially isolated
men into adult education classes and a social support group.
In 2009, with the assistance of a Community Development
Grant from Knox City Council, the ‘Switched On’ men’s social
group was formed.

The Basin Community House provides a safe learning and
social environment for all members of our community. We
are very proud that over recent years we have supported
local agencies such as EACH’s Day-to-Day Living Program
to integrate and support people suffering from mental illness
into our general programs such as yoga, jewellery making and
computer training. In many cases participants come with a
support worker, but in time they feel comfortable enough to
attend classes on their own and become part of the House
‘family’. Strong relationships are formed and the participants
become confident to attend functions or even commit to
some volunteering roles in administration or event
management within our organisation.

The group provides a supportive environment for men to
learn communication skills and build self-esteem. Workshops
delivered within the group address emotional baggage,
negative behaviour patterns and teach participants how to
adopt personal effectiveness strategies to manage depression,
stress and anxiety. The group also provides a place for men
to discuss goal setting, as well as links to networks to improve
mental health and wellbeing.
This group meets weekly at the Community House on Friday
evenings. We believed that this meeting time would help
alleviate possible feelings of loneliness, depression and
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Neighbourhood Houses:
connecting the community
by Heather McTaggart

Breaking the cycle of isolation, being able to discuss
his issues with other men within the group, and
networking and mentoring opportunities, have all
contributed to changing Ray’s life. We are very
proud to say that through our men’s support group,
a pathway to employment has been fulfilled and he
is now offering support to other men by leading a
Men’s Shed Program in the region.
isolation, often experienced before a weekend for participants,
and give the participants an outlet to socialise and interact
with other men.

the group running in order to support existing men in the
group and to promote this valuable program to local
agencies and the wider community.

‘We are extraordinarily bad at recognising depression in men,’
says Graham Martin, the national Chairman of Suicide
Prevention Australia. ‘Men don’t go to doctors and when they
do they are often patted on the shoulder and told, “Don’t
worry, mate.” Men don’t tell anyone at work their problems.
Instead, they might start drinking, get violent or do something
impulsive like commit suicide.’1

It is common knowledge that while a person with a mental
illness is potentially more vulnerable to suicide, there is
particular need for vigilance with depressed older men and
that is what we identified within our local community.

The House recognises that men tend to not seek support for
many issues. We are proactive in running health information
sessions to promote men’s health issues including prostate
cancer within our support group and also within the general
House program.
The men’s group is a non-activity based social group where
a facilitator decides on topics of discussion, guest speakers,
excursions or social events. Whilst the number of participants
in the group is quite small, we feel it’s very important to keep

Our term program brochure outlining classes and activities
at the House is distributed to almost 10,000 households in
our local area, and it’s also promoted in the local community
newspaper on a monthly basis. This reinforces the
commitment the House has to maintaining both the men’s
and women’s social support groups.

Case study
One of the success stories of our men’s program is Ray who
has been involved with the Community House socially for many
years. I would often chat to him when he visited the house and
realised that since recovering from many health issues and being
unemployed, his self-esteem and mental wellbeing were quite
low. I made him aware of the men’s social group that was due to
commence at the House. He was polite and interested, but I
knew that he would not have the confidence to attend.
I discussed Ray’s situation with the male facilitator of the group
and he phoned Ray to encourage and invite him to attend a
session. After overcoming the first hurdle; attending the group,
Ray has flourished and is a regular attendee each week.
Ray says,
‘I was in two minds about first attending, but now I’m glad I
decided to attend. Since first attending my self-esteem has
improved… and I feel that I have made a 75 per cent
improvement to where I was’.
Breaking the cycle of isolation, being able to discuss his issues
with other men within the group, and networking and
mentoring opportunities, have all contributed to changing
Ray’s life. We are very proud to say that through our men’s
support group, a pathway to employment has been fulfilled
and he is now offering support to other men by leading a
Men’s Shed Program in the region. Ray can relate to men’s
issues and can provide inspiration and support due to his
own life experiences.
‘I feel confident that I am able to do so much more. Having
the fellas to talk over things that affect us rather than the
family and other friends that don’t really understand, has
helped me tremendously.
I am now working with the Mountain District Learning Centre running
a gardening program for people with special needs, as well as working
for Villa Maria Eastern Community Services as the Men’s Shed
coordinator, (which is the best position I have ever had).
Life is now almost back to normal. We have a lot of catching up
to do, but we are on the right track to health, happiness and
looking forward to the future.’

Ray has certainly inspired many of us within the Community
House. He is living proof that if people with mental illness,
depression, social isolation or a disability are given an opportunity
to connect with members of their own communities in a
supported environment, lives can be changed. The impact that
this program has had on Ray is evident, but it has also enhanced
the quality of life for his extended family.
A 1997 report by the Australian Bureau of Statistics into
mental health estimated that only 25 per cent of people
believed to be suffering from depression were actually
receiving adequate treatment.2
The World Health Organisation has warned that depression
will escalate from the fourth-greatest cause of death to the
equal-biggest cause in the Western world by 2020. Mounting
an attack against depression, defeatism and disillusionment
will not be easy, because modern Western culture is not well
equipped. Its hallmarks - such as individualism, secularism,
liberalism, intellectualism, materialism, consumerism and
economic rationalism - may be lauded as its strengths, but
equally may prove to be its greatest liabilities when it comes
to establishing sound mental health among the population.3
In line with the philosophy of the House, we pride ourselves
in encouraging the development and maintenance of self-help
groups within our local area and providing a point of referral
for those who need professional support.
The Basin Community House exists to promote an
environment for participation, growth and learning with
a commitment to building a strong community spirit, and
we are very proud that we have been able to support many
people suffering from mental illness on their journey back
into community life.
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Consumers ATOP of
their achievements:
‘We are the voice’
Maggie Toko, Leader
of the ATOP program

Heather Geerts,
Corporate and Community Services Manager,
Lantern (formerly Reach Out Mental Health)

We were excited about the prospect of
taking a lead role in the ATOP program,
but nervous about lacking professional status.
After all, we have a myriad of experiences
with ‘professionals’ whose language we have
not always understood, but whose decisions
we have had to live by.
This article highlights the commitment by Lantern
(formerly Reach Out Mental Health) and Taskforce Drug
and Alcohol Services to the consumer movement by
initiating an idea whereby consumers from Lantern were
engaged to develop and deliver a mental health training
package for drug and alcohol workers.
ATOP is a collaborative mental health training program that
uses first-hand experience of mental health issues to educate
drug and alcohol workers, drawing on individuals’ life stories.
The program incorporates clinical intervention, diagnoses,
despair and hopelessness, and recovery.

ATOP stands for Alliance Teach Our People. It also represents
consumers expressing their voice and knowledge, recognising
the benefit of collaboration between services and consumers
of those services. The ATOP program provides a platform for
recovery and facilitates a sense of achievement and wellbeing.
The original proposal for the ATOP program began with a
meeting between Lantern and Taskforce Drug and Alcohol
Service, where both management groups considered a
possibility. Discussing the proposal with consumers was
made easier by Lantern consumer consultants who gathered
together a group of consumers who had expressed a desire
to educate the community.

The consumer experience
The first step was to define our illnesses. Then, we had to ask
ourselves if we had come far enough in our own journey to
discuss the stresses of our illness. Our diagnoses included bipolar
disorder, agrogaphobia, schizophrenia, borderline personality
disorder, depression as well as drug and alcohol issues. We didn’t
do a lot of research; we didn’t have to. For some of us had lived
our whole lives in the mental health chasm.
We were excited about the prospect of taking a lead role in
the ATOP program, but nervous about lacking professional
status. After all, we have a myriad of experiences with
‘professionals’ whose language we have not always understood,
but whose decisions we have had to live by. We are used to
being on the opposite side of the desk, yet by being involved in
ATOP, we were given the freedom and support to share our
individual experience in a welcoming environment.
Taskforce Drug and Alcohol Services came to the table and
presented a list of issues their drug and alcohol staff wanted to
know. Lantern facilitated the processing of those issues, and
we identified that mental health and drug and alcohol issues
were complex and that workers in the field needed to be
skilled in addressing their different stages: mild, severe and
acute. We acknowledged that these workers were highly
skilled, but we wanted to respond to their request of wanting
to become more responsive workers.
The common threads in our brainstorming exercises related
to the recognition of the importance of being listened to and
heard. There was also prevalence around the overwhelming
need to be challenged beyond our comfort zone and the
importance of networking with our collective professionals.

Being listened to is important because often we are seen as
too unwell to make sense of our situation. Most of us agreed
that even when experiencing acute stages of our illnesses,
some things still made sense in amongst all the chaos.
In relation to the second point, often we are just not heard.
When in an acute stage of our illness, we can be seen as
people who don’t make sense. We may not, in fact be seeking
answers for our voice-hearing, we might just be seeking
acknowledgement that we are hearing them.
The need to be challenged is very real. Having a mental illness
doesn’t excuse us from responsibilities or making life choices,
and rude people are simply that: rude. There may be a number
of reasons for not keeping appointments or not maintaining case
plans such as issues with the mental illness or medication, but
the reason of just not wanting to is also a factor. Workers need
to know that for a consumer to embrace recovery, they
sometimes need the benchmark of life to be raised. Too many
workers have low or no expectation from their clients. The
question we ask is how are consumers suppose to rise up to
the challenge of life if we don’t know that we can?
We recognise that due to confidentiality, it cannot always be
possible for agencies to meet and discuss client details, but as
consumers we believed that this was an important issue. In
our experience, we had a better outcome when every
professional was involved in our case plan. We believe that
this contributed to our effective recovery as we no longer had
to tell our story time and time again.
For some of us it meant including our partners and family
in our care and even though at times this was difficult,
it proved beneficial.
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Consumers ATOP of their
achievements: ‘We are the voice’
by Heather Geerts

The common threads in our brainstorming exercises
related to the recognition of the importance of being
listened to, and heard. There was also prevalence
around the overwhelming need to be challenged
beyond our comfort zone and the importance of
networking with our collective professionals.

It took six months to develop six sessions that we
were comfortable with. The sessions covered the
following topics:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

PowerPoint Presentation
Mental health from a personal perspective
Consumer clinician perspective
Systems – how they work
Diagnosis
Early intervention
Similarities between mental health and alcohol
and drug issues
Imbalance of power
Early warning signs
Introduction to Advanced Directives
Self care/management
The role of family, peers and clinicians
Culturally and Linguistically Diverse (CALD) communities
Preconceived ideas
Imbalance of power in the therapeutic relationship
Empowerment
Personal experience with advocacy
Voluntary and paid opportunities
Mapping pathways
Goal setting
Information consumers would find valuable from clinicians

The whole experience was a journey in itself. In the first
month we had one consumer withdraw: her story was too
painful to recall and, although wishing us well, was unable
to continue. Two more left in continuing months. This left a
core group of four who delivered the training.
From developing the topics, researching other perspectives,
to listening to the needs of workers, our common aim was
not to teach social work or psychology, but to shed a light
on mental health from a consumer perspective. So, could
this type of training be provided to other industry workers?
Could it be provided by consumers? We think, ‘yes.’
We welcomed the opportunity to express our opinions in a
safe, secure environment and the final appraisal by the staff
highlighted that they also felt safe. We felt safe when asking
questions, that it was okay to not have all the answers, to listen
and learn. Due to these findings, Lantern and Taskforce Drug
and Alcohol Service are prepared to support a second round
of training, whereupon two of the previous teachers will
mentor a group of young people to deliver training.
The voice of the consumer is powerful. ‘We are the voice –
the voice of the future’.

your say...
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Member profile
EACH

Wayne Allen,
General Manager, Employment,
Training and Social Enterprises, EACH

Groundwork (now known as EACH Employment), has
been a recognised Disability Employment Service in the
Eastern Region of Melbourne assisting people with
psychiatric disabilities since 1987.

gardening/handyman service. The goal was to prepare
individuals who were in a supportive environment for skill
development and employment. Skill development was
achieved but very few clients moved into employment.

In 1984 the Outer East Council for Developing Service In
Mental Health Inc., opened a client-based program called
Halcyon, which continues to operate through EACH
supporting people with psychiatric disabilities in Ferntree
Gully and surrounding areas. Halcyon provided a number of
psychosocial rehabilitation services but very few service users
integrated into the mainstream working community. A number
of service users registered with Commonwealth Employment
Services, (CES) but the Outer East Region of CES indicated
that 20 per cent of registered jobseekers were long-term
unemployed and many of these people had a diagnosed
mental illness. Of those job seekers who found employment
only 12 per cent of those placed in paid work retained
employment for more that 13 weeks.

In 1988, Groundwork abandoned the ‘supported work
environment’ approach to an open employment model and
had a number of successful outcomes of long-term clients
moving into paid open employment. With the success of the
project, a submission was made to the Victorian Government,
and Groundwork was established as an open employment
service that assisted people with psychiatric disabilities to
obtain and retain employment. In the first year of operation,
of the Halcyon clients referred to Groundwork, 46 people
were placed into employment and 19 achieved a 13-week
outcome, a 41 per cent success rate, which was far greater
than the 12 per cent reflected in the CES data.

In 1987, Halcyon established a number of pre-vocational
programs to assist their service users to integrate into the
mainstream working community. These programs came under
the banner of Groundwork and consisted of small business
developments such as a print shop, opportunity shop and a

Groundwork has successfully operated in the Eastern Region
of Melbourne since its first conception. Over the past 22
years, many changes have occurred with the most challenging
change being the transition from block funding to Case Based
Funding. The Case base Funding model introduced a
competitive environment that was outcome focused. The
main change in service delivery for Groundwork was the

transition from a therapeutic approach to a recovery model of
service delivery. This saw a dramatic increase in outcomes and
people being independently employed in open employment,
however there was still a small group of people EACH
identified who fell through the cracks.
EACH adopted aspects of its early Halcyon Groundwork
project and established a number of small social ventures to
support these people. The first venture was in partnership
with SoFA, a small bonsai nursery – The Imagination Tree.
From the learning of this venture, EACH established an RTO,
and a new business EACH Cleaning evolved. Clients are
trained in Certificate II Asset Maintenance, receiving on-thejob support and paid part-time employment at one of EACH’s
site. Once the client becomes confident, open employment is
found. This project has seen several jobseekers, who may
have struggled to find employment through the mainstream
disability employment program, become independently
employed in the open workforce.
The latest social venture for EACH is in the horticulture
industry. EACH has entered into a partnership with Supersoil,
and purchased a nursery in Healesville. Our plan is to build
on the EACH Cleaning model assisting people into open
employment within horticulture.

Groundwork now known as EACH Employment has grown
to operate DEEWR DES contracts in Employment Support
Services and Disability Management Services for both Mental
Health Specialist and Generalist Disabilities. We have
geographical coverage through 12 sites in Eastern, Outer
East, Southern and Western regions of Melbourne.

FIND OUT MORE: Visit EACH’s website to find
out more about the organisation and their services here:
http://www.each.com.au/ or you can call EACH’s main
office in Ringwood on 03 9871 1800
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Resources

Mental Health Works launch
From left: Jim Turnour MP,
Catherine Smith – Queensland Alliance,
and Dorothy Dunne - Worklink

Employing techniques for a mentally healthy workplace
Mental Health Works, a DVD resource for employers and
Disability Employment Network providers, was launched
nation-wide in January in Cairns this year. The Mental Health
Works resource addresses misconceptions or stigmas
surrounding mental health issues and the perceived burden
for employers.
Worklink Cairns, who were responsible for the launch, provide
employment services that are free of charge to both job seekers
and employers. CEO, Dorothy Dunne, said ‘A mentally healthy
workplace benefits employees and employers – let’s listen to
the voices of experience in Mental Health Works’.
The DVD contains the voices of employers and employees
who have experienced mental health issues, including that of
Catherine Smith, who says ‘It’s exciting that a resource is being
created to encourage inclusion and understanding of people
with a lived experience of mental health issues’.
CEO of the Queensland Alliance, peak body for community
managed mental health services in Queensland, Jeff
Cheverton, says people often raise the question: ‘But why

would I want to hire someone with a mental illness?’ Jeff’s
response to this is, ‘You probably already do. Almost half of
us will experience a mental illness at some time in our lives’.
Mental Health Works is funded by the Department of
Education, Employment and Workplace Relations (DEEWR).

FIND OUT MORE: To access the full Mental Health
Works resource online go to this link:
http://www.qldalliance.org.au/mental-health-works.shtml
or visit the Jobs section of the Queensland Alliance website:
www.qldalliance.org.au.
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Coming up
in newparadigm

Call for contributions

The Spring 2010 edition of newparadigm is devoted
to the issue of ‘youth mental health’. More than 75 per
cent of all severe mental health and substance abuse
problems commence before the age of 25, with the first
episode of serious mental illness most likely to occur
between the ages of 16 and 25 years. Suicide accounts
for approximately 20 per cent of all deaths of young
people aged 15 to 24 years.
The plight of young people affected by mental illness and
their families has received some extra media coverage this
year, due in a large part to the Australian of the Year,
Professor Patrick McGorry’s advocacy. Youth mental health
services were the main ‘winners’ in what have been

otherwise fairly disappointing federal and state budgets.
So, it seems timely to focus on this area and find out about
existing or planned policy, research and program responses.
Please see the inside front cover of newparadigm
for an overview of our submission guidelines.
The deadline for the upcoming edition on ‘youth
mental health’ is Friday 3rd September 2010.
For further information contact Kristie or Wendy
at VICSERV on 03 9519 7000, or send an email
newparadigm@vicserv.org.au

66

newparadigm

Winter 2010

Psychiatric Disability Services
of Victoria (VICSERV)

Expression
section

The following artworks in this edition’s Expression section
featured in the catalogue I Am, from the collaborative
exhibition between Mind and Doutta Galla Community
Health. I Am showcases a wide range of artists who have
experienced mental illness. The I Am exhibition took
place at Federation Square in April this year.
Mind
www.mindaustralia.org.au
Doutta Galla Community Health Service
www.dgchs.org.au

Marionette to my illness by Sara Wilson

Destiny by Ying Chi

Untitled by Shirley Rhodes

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

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

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

Suburb
Country
Email

Fax

Telephone
Type of Membership applied for
Ordinary (full)

Associate

Is your organisation psychiatric specific support

Individual
Yes

No

If yes, what type(s)?
Day Program

Home-based Outreach

Respite Care

Mutual Support and/or Self help

Residential Rehabilitation

Statewide (describe)

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

Or

Or

Please fax completed form to:
03 9519 7022

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

Subscription or Free Sample Copy

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

Name
Organisation
Street Address
Postcode

Suburb
Country
Email

Fax

Telephone

Annual subscription: $80.00 (Inc. GST)

            Quantity

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

