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Editorial
Wendy Smith, Editor

Welcome to the spring edition of newparadigm.
The theme is Around Australia and includes articles from our
brother and sister peaks in different states and territories and
highlights the work of organisations operating at a national
level. Taken together they represent a country that is active
in its pursuit of better outcomes for people with a mental
illness in all aspects of life. Just as hope is so vital for people
with a mental illness, we believe the articles in this edition
give a strong sense that it is an exciting time to be working
in the field of mental health.
Each state and territory has a community managed mental
health peak body, which vary enormously in terms of their
size and scope. In this edition we hear from six peaks about
the mental health policy environment in their state or
territory and a bit about the work they do. A future edition
of newparadigm will focus on the northern part of the
country and its specific challenges.
Some common themes emerged among the peaks.
There was a strong sense of optimism about the future
of the sector due to increases in funding, particularly from
the Commonwealth and from governments with a strong
reform agenda such as those in Western and South Australia.
Western Australia will be a state to watch as it rolls out trials
of individualised support packages to people with mental
illness. The Australian Capital Territory is proud of what is
shaping up to be potentially the most progressive mental
health legislation in the land.
There was also a sense of uncertainty. Tasmania is
facing significant state budget cuts to mental health
and other areas and is concerned that these cuts might
affect access to services. South Australia is coming to
the end of its five-year mental health plan and is keen
to keep the momentum going, especially in relation
to social housing.

The peaks are all involved in individual, local and auspiced
national projects that will strengthen the role of the community
managed mental health sector. New South Wales is surely the
busiest peak with sector mapping, data collection, a taxonomy
of service types and care coordination projects either recently
completed or underway. VICSERV is about to embark on a
sector improvement project that will position our state to take
advantage of the positive policy and funding environment that
is emerging. The peaks are all part of an alliance – Community
Mental Health Australia – and work together to provide a
united, and increasingly influential voice on national issues.
Mental health policy, research and program development
must be informed by the views and experiences of service
users and their carers if they are to be effective. We have two
articles that focus on consumer and carer national bodies and
what they are advocating for. There are also several articles
that focus on working with hard-to-reach groups or people
whose experiences don’t always get a lot of attention. The
marginalisation of and discrimination toward the Lesbian, Gay,
Bisexual, Transexual and Intersex (LGBTI) community is a direct
cause of high rates of mental illness in this group. I was shocked
to read that both the Fourth National Mental Health Plan and
the National Suicide Prevention Strategy are silent on this issue.
It was wonderful to read that headspace – the national youth
mental health initiative includes 40 per cent male clients and six
per cent young Indigenous clients. Even when people with a
background of mental illness are living productive, professional
lives they still encounter discrimination. This was the finding of a
Mental Health Council of Australia and beyondblue survey into
the experience of applying for insurance products. It proves that
stigma is deeply entrenched throughout this industry. The good
news is that work is being undertaken to improve the situation.
Happy reading and enjoy the sense of wellbeing that the lovely
spring weather brings.

AROUND
AUSTRALIA
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Psychiatric Disability Services
of Victoria (VICSERV) –
from phase to phase

Psychiatric Disability Services
of Victoria (VICSERV)

Kim Koop, CEO
Wendy Smith, Policy and Research Manager, VICSERV

The VICSERV Board and sector leaders have come together
with staff to undertake the second phase of the improvement
project. A paper is being developed which provides a current
profile of the sector and describes the changing context for
the delivery of mental health services – specifically the move
towards a more individualised system of support. The paper
will make a series of recommendations: some will be sector
led and some will need the support of governments.
Psychiatric Disability Services of Victoria (VICSERV) is the
peak body for community managed mental health services
in Victoria which has both consumer and carer peak bodies
that we work closely with. Our Mission is the development
and reform of mental health services. Our Vision is, broadly
speaking, better mental health and wellbeing for individuals
and local communities affected by mental illness.
VICSERV operates as an ‘open organisation’ interacting
with a range of stakeholders including governments, service
providers, peak bodies, individual workers and consumers
to achieve our organisational Vision and Mission.
VICSERV operates in four key areas:
• providing policy advice and representing the
community managed mental health sector

• information sharing and communication
• service development and sector support
• education and development of the community
mental health and community sector workforce.
In November 2010 a Victorian Liberal Coalition
Government was elected. Their 2010 State Election
Mental Health Policy demonstrated a positive approach
to mental health generally and to the community managed
sector specifically:
‘This policy represents a comprehensive approach to improve
prevention, diagnosis, treatment and ongoing accommodation
and support for people with mental illness. We commit to
continue to learn and invest to ensure Victoria is again at
the forefront of mental health policy in Australia’.1

Victoria has developed a good PDRS (community managed
mental health) sector, but further investment is needed to
build capacity of organisations providing services to young
people, adults and older Victorians. A stronger PDRS sector
will be effective in supporting people and their carers in their
homes to manage and recover from their mental illness,
and in so doing, reducing the demand for acute services’.2
These statements provide reason for a good degree
of optimism because:
• the assertion that existing policy is comprehensive is
heartening, as it was based on extensive consultation
and has widespread approval
• there is clear recognition that more learning is required
and this reflects openness to change and refinement
• the commitment to returning Victoria to the national
forefront demonstrates a willingness to lead in policy
and service innovation
• the commitment to a stronger community managed
mental health sector is essential to achieving the above.
The 2011–12 State Budget funded all the pre-election
promises with a total new investment of $105 million for
mental health over four years, commencing with $26 million
in 2011–12. Funding included $11.8 million over four years
for capacity building and enhancement of the Psychiatric
Disability Rehabilitation and Support (PDRS) sector and
$8.3 million over four years for an expansion of HomeBased Outreach Services.
The proposed new Victorian Mental Health Act will also
have implications for the sector. The impact cannot be fully
understood until the Bill is available and subject to Parliamentary
process, however it is likely that the Bill will include:

• an objective related to recovery and, in so doing, define the
role of services in supporting physical, social and emotional
potential, self-reliance and participation in community life
• provision for the establishment of a Mental Health Commissioner
with power to conciliate complaints and to assist service
providers to deal with complaints at the local level
• changed powers for the Chief Psychiatrist which will enable
that officer to conduct audits including of some community
managed mental health service providers
• powers for the Minister for Mental Health to make Codes of
Practice which would define benchmarks for good practice.
The Victorian Government has endorsed the National Disability
Insurance Scheme and made the following announcement:
‘Victoria is keen to be at the forefront of the implementation
of an NDIS [National Disability Insurance Scheme], and the
Minister for Community Services Mary Wooldridge has this
morning reiterated to Minister Jenny Macklin Victoria’s
commitment to implementing the first-stage rollout of the
scheme here in Victoria’.3
In 2008 VICSERV launched its Pathways to Social Inclusion
Proposition Papers. The papers collected in one place, the
evidence demonstrating linkages between mental illness
and poor outcomes in terms of housing, physical health,
employment and education. They also outlined ways to
improve these outcomes and made a number of propositions
for action. Some of these propositions directly influenced state
government policy and actions were referenced in Because
Mental Health Matters, the ten year reform strategy of the
previous government. While much of the research that the
Pathways papers are based on remains current, the VICSERV
Board determined that the organisation’s policy position
should be regularly refreshed.
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Psychiatric Disability Services of Victoria
(VICSERV) – from phase to phase
By Kim Koop and Wendy Smith

Another recent project has been one looking at the
issue of student placements. While much attention has
been paid to placements in the clinical sector, little was
known about what happens in the community managed
sector. The state government funded project established
some baseline data about current activity and then
explored the barriers and enablers to increasing the
number of student placements.
To this end, a sector improvement project was conducted
during 2010 with the assistance of ConNetica consulting.
The project included extensive consultation with the sector
and resulted in a series of recommendations, the most
significant of which was to consider the current configuration
of the community managed mental health sector and whether
it was best meeting the needs of people with serious mental
health issues and their families.
The VICSERV Board and sector leaders have come together
with staff to undertake the second phase of the improvement
project. A paper is being developed which provides a current
profile of the sector and describes the changing context for
the delivery of mental health services – specifically the move
towards a more individualised system of support. The paper
will make a series of recommendations: some will be sector
led and some will need the support of governments.
Another recent project has been one looking at the issue
of student placements. While much attention has been paid
to placements in the clinical sector, little was known about
what happens in the community managed sector. The state
government funded project established some baseline data
about current activity and then explored the barriers and
enablers to increasing the number of student placements.
The sector was overwhelmingly positive about taking students
on placements in order to expose them to mental health
issues in general and community based approaches. Some
of the main barriers were limited time to supervise students
and lack of resources to provide training for supervisors.
The final report has been submitted to the government
along with recommendations for action.

The VICSERV Training Unit saw a growth in their training
delivery of 25 per cent over the past 12 months. The
redeveloped Certificate IV in Mental Health was launched
in April this year. Thirty-nine per cent of participants undertaking
this course are from a regional location, 29 per cent have
identified that they have a lived experience of mental illness,
18 per cent are carers and 26 per cent are from a Culturally
and Linguistically Diverse (CALD) background. The diversity
within the group makes for a rich learning experience.
VICSERV has also taught into the Masters of Social Work
Program at the University of Melbourne with an elective
on community mental health. Several participants indicated
a desire to practice in the sector as a result of the training.
Planning for the 2012 biennial VICSERV conference is well
underway. Key themes will be sector reform, individualised
approaches to support, dual diagnosis, housing, consumer
leadership and a stream showcasing performance art and
looking after our own health and wellbeing. There will be
pre- and post-conference editions of newparadigm published
next year to showcase the range of speakers and presenters.
FIND OUT MORE: For more information about
VICSERV and our work, please visit our website here:
www.vicserv.org.au
References
1

The Victorian Liberal Party and National Party (2010) The Victorian Liberal
Nationals Coalition Plan for Mental Health, Melbourne, p 3

2

Ibid, p 13

3

Media release by The Hon Ted Baillieu MP on 10 August 2011, available at:
www.premier.vic.gov.au
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The National Disability
Insurance Scheme:
a brief overview
Anthea Tsismetsi, Policy and Research Officer (VICSERV)

The push for an NDIS has been greatest amongst wider
disability advocacy groups whose voice was one at the
forefront of the campaign. Advocacy on behalf of those
with a disability came late in the campaign. Therefore,
it was very little wonder that the Productivity Commission’s
draft report released in February 2011 focused its language
and proposed schema more so on issues usually associated
with physical and intellectual disability. There was a real
concern, that the NDIS would not include people with
a psychiatric disability.
The concept of insurance is not foreign to anyone who has
ever owned a car, a house or who has taken up private health
insurance. The proposed National Disability Insurance Scheme
(NDIS) is much the same concept except that rather it being
a private insurance arrangement, the whole of Australia is
insured in the event of a permanent disability. Therefore,
when the Productivity Commission released its final report
in favour of an NDIS on 10 August 2011, there was a sense of
jubilation amongst many people with a disability, their families,
friends and supporters. With a promise of revolutionising how
support and services are accessed and funded, it is an exciting
time as service systems are reshaped to provide the services

that individuals actually want. This article briefly considers the
NDIS, its components, what government has committed thus
far, and some of the challenges moving towards a market
model. It considers these matters mostly in the context of
the community-managed mental health sector. However it
draws upon parallels from the wider disability sector, which
in Victoria at least, embarked on the road to individualised
funding ten years ago.
The push for an NDIS has been greatest amongst wider
disability advocacy groups whose voice was one at the
forefront of the campaign. Advocacy on behalf of those
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The National Disability Insurance
Scheme: a brief overview
By Anthea Tsismetsi

with a psychosocial disability came late in the campaign.
Therefore, it was very little wonder that the Productivity
Commission’s draft report released in February 2011 focused
its language and proposed schema more so on issues usually
associated with physical and intellectual disability. There was
a real concern, that the NDIS would not include people with
a psychiatric disability. However through a concerted campaign
by consumers, supporters and many services nationally,
the message was heard loud and clear by the Productivity
Commission with the inclusion of people with a significant
and enduring psychiatric disability in the proposed scheme
(PC 2011, p14).
The proposed scheme consists of three tiers. Tier 1 will be
concerned with promotional activities and initiatives which
aim to maximise social participation as well as research and
data-gathering capabilities. This layer of the NDIS is aimed
at the whole of the Australian population. Tier 2 is about
information sharing, referral and web services as a way of
promoting the scheme and raising awareness about disability
in general. It is also about making linkages for those with
disabilities to local community programs. Tier 3, which is the
part of the scheme that has received most attention, is aimed
at those with a significant need for disability support and early
intervention (PC 2011, p.15). A much more targeted part of
the scheme, eligibility, will be determined via an assessment
process to be developed by the National Disability Insurance
Agency – the administration body of the scheme. Those
eligible will be able to access individually tailored funded
supports (PC 2011, p.165) also known as ‘individualised
funded packages’. This signals a clear change in how people
with a disability will access services in the future with the idea
being that they will be able to purchase goods or services of
their own choice.
The Productivity Commission has indicated that
the following foundational work needs to take place:
• Develop common assessment tools
to determine eligibility for Tier 3 support
• Develop service and quality standards
• Develop a national pricing structure
• Build the capacity of the disability sector
• Build workforce capacity (Gillard 2011).
The Federal Government has indicated that it will begin work
immediately in conjunction with the state and territories to
being work on the foundations of the NDIS. This includes:
• An immediate outlay of $10 million to support technical
policy work
• The establishment of a Council of Australian Governments
(COAG) Select Council of Ministers to lead the reforms

• Move to establish an Advisory Group to the Select
Council, led by Dr Jeff Harmer, to provide expert
advice on delivering the foundation for the scheme
and implementation (Gillard 2011).
At the COAG meeting on 19 August 2011, the heads
of government agreed to:
• Develop by the end of 2011 high-level principles to
guide consideration of the Productivity Commission’s
recommendations
• Establish a Select Council of Treasurers and Disability
Services Ministers to consider the recommendations
and provide an initial report to COAG at its first meeting
in 2012 (COAG 2011).
Which recommendations the federal government ultimately
decides to pursue and how the resultant NDIS will work
alongside other reforms such as Medicare Locals and care
coordination/facilitation is not entirely clear at this stage.
However it can be assumed that Medicare Locals as a
localised planning mechanism will have some influence
on the types and spread of services which individuals with
individualised funding may or may not choose to use. As
highlighted at the recent VICSERV Winter Members’ Forum
in August, moving to a market model will mean a shift in not
only how services are funded but also the role of services.
One presenter put it succinctly: individualised funding will
mean a shift from a ‘wholesale’ to ‘retail’ model of service
delivery and funding. Ideally this will result in more meaningful
choices for consumers and their supporters and flexibility
within the service system. This may also mean a change of the
actual services provided by organisations. For instance, some
agencies may look at adding to or narrowing their speciality
or even changing the services that they actually provide.
With the Productivity Commission recommending that the
NDIS be progressively rolled out form mid-2014 with the aim
of having a fully-fledged scheme by 2018–19 it can seem that
there is long way ahead before anything progresses. However,
this is not the case. As indicated in this article, COAG has
already made some commitments to the foundational work
that is needed to roll out the scheme. The foundation work
within organisations needs to as well begin if not already
have begun to provide the services that are demanded
by consumers and their supporters.
References
Productivity Commission (2011) Disability Care and Support, Report no. 54, Canberra
COAG (2011) Council of Australian Governments Meeting Communiqué, Parliament
House, Canberra, 19 August
Gillard, J, (Prime Minister) (2011) Productivity Commission’s final report into
disability care and support, media release, Parliament House, Canberra, 10 August
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headspace –
meeting the needs
of young people
Chris Tanti, CEO, headspace

The demand for services at headspace has exceeded our
expectations. Since inception we have provided services to
50,000 young people (nearly 30,000 of those in the last financial
year) and have provided nearly half a million occasions of service.
Mental health is the number one health issue faced by
young people in Australia, with as many as one in four
young Australians experiencing a mental disorder in any year1.
The period of adolescence and early adulthood is a high
risk transition time in a young person’s life: 75 per cent
of mental health disorders emerge before the age of 252.
Preventative or early interventions targeted to young people
have the capacity to generate greater personal, social and
economic benefits than intervention at any other time in
the lifespan3.
Alarmingly, only 25 per cent of young people identified
as having a mental health issue and received professional
help4. In our experience many young people and those
around them lack the knowledge about mental health
to realise they need help or simply don’t know how or
where to access treatment.
The establishment of headspace – the National Youth Mental
Health Foundation in 2006 saw, for the first time in Australia,
a youth targeted service that filled the gap in the mental
health system that was not previously equipped to treat
young people with mild to moderate mental health issues.

Headspace is funded by the Australian Government
Department of Health and Ageing under the Youth Mental
Health Initiative Program. We work from a holistic framework
providing primary care and mental health advice, assistance
with alcohol and other drug problems and vocational support
and information for young people between the ages of 12 to
25. Headspace grew out of many years of advocacy, research
and effort by Australian experts with a passion and vision for
a more collaborative and integrated system of health care for
young people. Headspace focuses on service delivery,
research and development, service reform, community
engagement and advocacy.
Partnerships have formed the core of the headspace model
from its inception. Headspace was founded by the ORYGEN
Research Centre (ORC) in partnership with the University
of Melbourne, the Brain and Mind Research Institute (BMRI)
at the University of Sydney, the Australian General Practice
Network (AGPN) and the Australian Psychological Society
(APS). All are still actively involved in the organisation.
The service model combines leading clinical expertise with
community partnerships that bring together a range of services
for young people under one roof in a headspace centre. Each
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needs of young people
by Chris Tanti

headspace centre is established and independently managed by
a lead agency from the local area with general practice, mental
health specialists, youth focused alcohol and other drug services
and vocational support services co-located within the centre.
To date we have established 30 of these clinical service centres
across Australia – located in each State and Territory and covering
metropolitan, regional and rural locations across Australia. New
funding, announced at the most recent Federal budget, will see
headspace expand to up to 90 centres over the next five years.
The demand for services at headspace has exceeded our
expectations. Since inception we have provided services
to 50,000 young people (nearly 30,000 of those in the last
financial year) and have provided nearly half a million occasions
of service5. This includes hard to reach groups like males and
Indigenous Australians (40 per cent of headspace clients are
male, six per cent are Indigenous). The numbers in the last
12 months reflect how far headspace has come in terms of
national awareness and engagement at a local centre level.
One of the main achievements of headspace is that it is
treating young people with high prevalence disorders and
importantly they are seeking help early. The services are
confidential and free (or low cost) and the integrated model
is designed so that young people will get the support they
need, no matter what difficulty they’re facing.
Depression is one of the most common health conditions
in young people. It increases during adolescence6 and anxiety
disorders are estimated to affect about one in every ten young
people aged 18–24 years7. We have seen that these are the
two greatest presenting issues in our centres. However, the
young people who come to headspace rarely identify as
having mental health problems. They come because they feel
down, anxious, stressed, are being bullied, finding it hard to
sleep or concentrate, have problems with relationships or
holding jobs. While these problems may seem small, even
trivial, for the older generation, the consequences can
be significant and may include family discord, isolation,
decreased attendance at school, homelessness, self harm
or at worst and at its most extreme: suicide.
Any young person who needs support, advice or just
someone to talk to, can walk into a headspace centre and
be treated with respect and compassion, within a confidential
and safe environment. A family member or friend can also
seek help for or refer a young person to headspace. Youth
participation is vital when delivering a service for young
people. Each headspace centre is set up so it receives
regular input from young people, their families and local
communities to keep them relevant and accessible.

Headspace also seeks the advice of young people through
our youth reference groups. Our national youth reference
group, hY NRG, is made up of young people who are
passionate about mental health, with many experiencing their
own difficulties. The group works together to deliver national
and local projects that have a positive impact on young people
across Australia, raise awareness of headspace and work
towards decreasing the stigma associated with mental health.
To reach even more young people, our new initiative, eheadspace,
offers online counselling and support in the evenings and on
weekends. As it rolls out across the country, eheadspace will allow
us to help young Australians no matter where they live.
We are also in the scoping phase of a program that will
reach up to 4000 schools in Australia, delivering mental
health promotion and providing direct clinical services and
other supports to school communities affected by suicide.
Uniquely, both the Federal Government and the Coalition
support headspace and have recognised the significant
contribution that headspace makes towards improving
mental health outcomes for young people.
We are realising our initial goal to enhance the coordination and
quality of services in youth mental health and, most importantly, to
ensure these services are accessible to young Australians, their
families, friends and support networks. By bringing services in
local communities together and supporting them with research
and training, online resources and community awareness we are
forging a new era in mental health care – and ultimately helping
thousands of young people get their lives back on track.
FIND OUT MORE: Please visit the headspace website
if you would like more information on their work:
www.headspace.org.au
References
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The Mental Health
Council of Tasmania

Michelle Swallow, CEO
Toni Law, Policy and Research Officer, Mental Health Council of Tasmania

The most pressing issue for the Tasmanian community is the
recently announced Tasmanian Government’s removal of
$100.2 million from the Department of Health and Human
Services’ (DHHS) budget in 2011/12. Statewide and Mental
Health Services (SMHS) is a business unit of the DHHS and
part of the DHHS document List of Savings Strategies, which
indicates that $6.267 million will be removed from the SMHS
budget during 2011/12.
The Mental Health Council of Tasmania (MHCT) is the peak
body representing the interests of the Tasmanian community
mental health sector including consumer, carer and service
provider organisations.
We provide a public voice for people affected by mental illness,
interested organisations and individuals. We advocate for and
influence effective public policy on mental health for the
benefits of the Tasmanian community.
The MHCT thanks VICSERV for the opportunity to contribute
to the Spring edition of newparadigm and provide an outline
of current mental health policy issues and opportunities that
are occurring in the Tasmanian context.

The most pressing issue for the Tasmanian community is the
recently announced Tasmanian Government’s removal of
$100.2 million from the Department of Health and Human
Services’ (DHHS) budget in 2011/12. Statewide and Mental
Health Services (SMHS) is a business unit of the DHHS and
part of the DHHS document List of Savings Strategies, which
indicates that $6.267 million will be removed from the SMHS
budget during 2011/12.
These budget cuts announced by Health Minister Michelle
O’Byrne have resulted in a range of questions around future
service delivery, crisis intervention, staffing reductions and levels
of care. The MHCT has been lobbying to ensure that direct
service provision to consumers, their families and carers is
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How the Tasmanian Medicare Local Network will operate
is still being finalised, however the MHCT envisages great
opportunities for the community mental health sector. The
MHCT continues to lobby to ensure the community mental
health sector is a key stakeholder in the forming of this new
primary mental health care model.
not affected. The planned savings will affect a number of
community sector organisations (CSOs) who have managed
to accumulate surplus funds. These CSOs have been notified
that they will be requested to return all unspent funds. It is
yet to be made clear how any of these measures will affect
people living with a mental illness, their families and those
who support them.
The announcement and implementation of a Medicare
Local Network for Tasmania is another policy announcement
that will impact on the Tasmanian community. The General
Practice Tasmania (GPT) Network (including General Practice
North, General Practice North West, General Practice South
and General Practice Tasmania) has been announced as the
successful regionally networked Medicare Local. Mental
health will play a pivotal role in the Medicare Local Network,
including responsibility for managing the expansion of funding
for Access to Allied Psychology Services (ATAPS).
This will require strong partnerships with CSOs and SMHSs
to address service gaps. The Medicare Local Network will
also be leading the coordinated care measures to be rolled
out over five years, through partnerships with CSOs. They
will also be building capacity within the new Network to
drive a coordinated and integrated regional solution to primary
mental health care. This will include the need for investment
in workforce development, clinical support, clinical
governance and service development.
How the Tasmanian Medicare Local Network will operate
is still being finalised, however the MHCT envisages great
opportunities for the community mental health sector.
The MHCT continues to lobby to ensure the community
mental health sector is a key stakeholder in the forming of this
new primary mental health care model.

From left: Pattie Chugg – Shelter Tasmania, Michelle Swallow – MHCT,
Jane Carlson – Anglicare Tasmania

The area of the Mental Health Peer Workforce is an emerging
factor in the Tasmanian community mental health sector. This
has grown from the Community Services and Health Industry
Skills Council’s Mental Health Peer Workforce Development
Project. The MHCT was the conduit for the Tasmanian
consultations which occurred during December 2010 and
March 2011. From these consultations an informal Peer
Support Network has been established for the community
mental health sector through the leadership of one of our
members, Anglicare Tasmania. The MHCT looks forward
to supporting this growth area.
The link between mental health and homelessness is well
known and was the focus of a state-wide conference in June
2010, ‘Investing in Tasmania’s Mental Health’, which was hosted
by Anglicare Tasmania and the MHCT. The MHCT has been
committed to addressing this issue through policy processes for

some time. During May 2011 the MHCT, along with Anglicare
Tasmania and Shelter Tasmania, facilitated Tasmania’s inaugural
Mental Health and Homelessness Symposium.
This highly successful Symposium was attended by
approximately 200 delegates including consumers, carers,
families, service providers, policy makers and government
officials. People came from both the housing and mental
health sectors and a large number of delegates were members
of the Tasmanian community, who identified as having a
lived experience of mental illness and/or homelessness,
and their family members.
A number of inspirational guest speakers encouraged
delegates to question how we could address the issue
of mental illness and homelessness in Tasmania:
Simon Tatz, Director of Communications, Mental Health
Council of Australia, gave an overview of policy in the areas
of mental health and homelessness at both the national and
state levels. There are difficulties associated with measuring
homelessness in Tasmania and steps have been taken to
develop more accurate figures through the Department
of Premier and Cabinet.1
A working group was established in 2008 to develop a
benchmark figure for the number of Tasmanians experiencing
primary homelessness. Based on 2006 Census data for
Tasmania, two reports by Chamberlain and McKenzie2
and consultations with wide-ranging service providers, the
working group estimated 385 Tasmanians experienced
primary homelessness in 2006.
Data released by the Australian Institute of Health and
Welfare (AIHW)3 indicated the number of people who
received specialist homelessness services in Tasmania in
2008–2009 was 4800.
Shannon Gooley from NSW Health outlined the successful
Housing and Accommodation Support Initiative (HASI).
Michael Perusco, CEO of Sacred Heart Mission and Sharlene
Green from St Luke’s Bendigo, outlined two innovative
supported housing models located in Victoria for people
living with a mental illness and at risk of homelessness,
where discussion around opportunities for the Tasmanian
sector to replicate these models took place.
The audience reported it was a privilege to hear people’s
stories, with presentations by individuals with a lived
experience of mental illness and homelessness sharing

their experiences and giving suggestions as to ‘how we
can do it better’ in Tasmania.
Felicity Reynolds, CEO of Mercy Foundation, presented on
the Vulnerability Index and challenged us to utilise it to assist
with ending chronic homelessness in Tasmania; it is achievable!
Stuart Bakewell, Area Manager and Paul Johnson, Peer
Worker from St Mungo’s London outlined their service,
which has been in operation since 1969. Stuart gave a
synopsis of the services they provide and Paul shared
his extraordinary personal journey with the audience.
The themes that emerged from the two days include the
importance of building relationships, gathering data, belief
in the process, with the take-home message being ‘it is
challenging, however not difficult’. The future focus for
the MHCT and our partners is to now ensure that the
recommendations from the Symposium inform our policy
work. We are currently writing our annual submission to the
Tasmanian Government through Treasury and addressing
homelessness and mental illness will be a major focus.
An important piece of legislation that will impact on all Tasmanians
is the Draft Mental Health Bill 2011. At the time of writing this
article, the MHCT is pleased to announce the Draft Bill is in
the consultation phase and has been actively encouraging its
members, consumers, carers and families to provide feedback
on the proposed legislation to the Tasmanian Government.
Overall, the MHCT welcomes the changes to the structure
of the new proposal, in particular the shift from a detention
focus towards a focus on treatment and human rights. We
will be submitting our response in September 2011 and it will
be available on our website along with previous submissions.
FIND OUT MORE: You can find out more about the
Mental Health Council of Tasmania and their work by visiting
their website at www.mhct.org.
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Collaboration between government agencies, mainstream
mental health and suicide prevention services and LGBTI
organisations can effectively bring together the respective
expertise of the sectors. LGBTI people and services are
currently seldom consulted in the development of research,
policies or programs. Effective mechanisms are required to
utilise the expertise of the LGBTI community in development,
delivery and evaluation of initiatives, with targeted inclusion
of particularly marginalised groups.
Current Australian mental health and suicide prevention policy
and practice fail to adequately consider, let alone address, the
issues facing lesbian, gay, bisexual, trans2, intersex3 and other
sexuality, sex and gender diverse (LGBTI) people. This is
particularly concerning as this population group experiences
significantly poorer mental health and significantly higher
rates of suicidality than other groups in Australia.
With up to 14 times more suicide attempts among LGBTI
people than their peers and rates of depression over five
times higher among trans people and 3.5 times higher among
lesbian, gay and bisexual people than in the general population,
it is clearly time to engage with the specific issues of this group
of Australians.

This article will consider discrimination as the key determinant
of these disproportionately poor outcomes and outline
implications for services seeking to prevent suicide and/or
support people experiencing mental health problems.
Discrimination as a determinant of mental health
The elevated risk of mental ill-health and suicidality among
LGBTI people across all demographic groups is not due to
their sexual orientation, sex or gender identity in and of
themselves, as is evident from the many LGBTI people living
healthy, happy lives. Rather, it is due to discrimination and
exclusion as key determinants of health.

Homophobia and transphobia are fears of and/or prejudices
against people perceived to be homosexual or trans
respectively, or more generally to not conform to male
or female gender norms. These fears are often expressed
as stereotyping, ostracising, harassment and violence.
Heterosexism is discrimination in favour of heterosexual
and against homosexual and bisexual people and people
who challenge assumptions that there are only two genders.
It can be regarded as encompassing homophobia and
transphobia and the discrimination of intersex people. In
contrast, heteronormativity does not necessarily involve
prejudice but rather the assumption of heterosexuality and
associated simplistic understandings of biological sex and
gender always being identical, stable and exclusively binary
(either male or female). It excludes LGBTI people by ignoring
their existence.
Exposure to and fear of discrimination and isolation can directly
impact on the mental health of LGBTI people; causing stress,
psychological distress and suicidality. Research shows that
despite recent improvements to legislative equality and social
acceptance of homosexuality and—to a lesser extent—of
trans and intersex people, experience of homophobic and
transphobic discrimination and exclusion remains common.
For example:
• up to 80 per cent of same-sex attracted and gender
questioning young Australians experience public insult,
20 per cent threats, 18 per cent physical abuse and 26
per cent ‘other’ forms of homophobia
• fifty per cent of adult trans Australians experience verbal
abuse, social exclusion and rumours being spread about
them. A third have been threatened with violence, 20 per
cent with being involuntarily ‘outed’, 19 per cent physically
attacked, eleven per cent have experienced obscene mail
and phone calls and damage to personal property. Sixtyfour per cent modify their behaviour due to fear of
stigmatisation and discrimination
• the secrecy and shame associated with intersex conditions
leave people vulnerable to discrimination and abuse and
some intersex people experience similar discrimination
to trans people. Overseas research shows that intersex
adults have psychological distress at levels comparable
with traumatised non-intersex women such as those
with a history of severe physical or sexual abuse.
Institutional discrimination persists. For example, although
homosexuality was removed from the International
Classification of Diseases in 1992, being trans remains
classified as a psychiatric disorder (gender dysphoria).
This pathologises people seeking to affirm a positive identity,
especially as the diagnosis is the requirement to undergo

significant medical interventions, which are in turn required to
change sex on legal documentation. For some people, access
to medical interventions to affirm their gender of identity
(e.g. surgery, hormones) represents, quite literally, a matter
of life or death. There are a range of barriers to access such
interventions, including psychiatric assessments and high
financial costs.
LGBTI people can also internalise homophobia and
transphobia. The lack of positive role models and difficulty
accessing affirming peer support can make ‘coming out’
extremely stressful, hinder the development of positive
self-concepts, self-esteem and resilience and cause significant
mental distress.
Discrimination and social exclusion also contribute to LGBTI
people experiencing a higher prevalence of other risk factors
associated with mental ill-health and suicidality than the rest
of the population, such as alcohol and other drug misuse and
homelessness. They also have indirect impact: for example,
high rates of LGBTI suicide mean that LGBTI people are
disproportionately affected by the suicide of friends and
community figures, increasing the likelihood of perceiving
suicide as an option and of contagion, plus discrimination by
family and friends denies LGBTI people a key potential support
in time of vulnerability.
Support services
Direct and indirect discrimination of LGBTI people are
evident in generic mental health and suicide prevention
policies and programs, including lack of acknowledgement
of this high-risk group in the current National Suicide
Prevention Strategy and The National Mental Health Plan.
This is reflected in support services. A recent survey
undertaken by the National LGBTI Health Alliance revealed
that 97 per cent of LGBTI respondents felt it is important for
mainstream mental health/suicide prevention services to be
LGBTI sensitive and aware of the issues for this population.
Together with both LGBTI-specific and mainstream services,
LGBTI respondents prioritised awareness training as most
important to make a positive difference. Yet even among
those mainstream mental health services sufficiently interested
to respond, only 28 per cent offered their staff any form of
LGBTI awareness training.
Failure to be aware of and address the issues faced by
LGBTI people results in them being neither reached
nor supported by existing initiatives. Barriers that prevent
health services from reaching LGBTI people include fear
of discrimination or rejection. Unless services are explicitly
inclusive, LGBTI people will often assume a lack of
understanding and/or potential discrimination.
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Fear of discrimination and stigma can result in LGBTI people
not accessing preventative or responsive mental health
services at all, or delaying their access to services. Thus the
failure of generic health interventions and prevention strategies
to be inclusive of LGBTI people also exacerbates mental
health problems and suicidality, not directly linked to sexual
orientation, sex or gender identity issues, by reducing LGBTI
people’s ability to access support in times of need.
Barriers that prevent LGBTI people being adequately
supported even when they do access services include direct
discrimination by practitioners (the fears noted above are not
always unfounded). Heteronormativity is a further associated
barrier. It results in many practitioners not considering the
possibility that their client may be LGBTI and, for example,
communicating their assumptions through their language.
Thus LGBTI clients are required to challenge assumptions
if they wish to address anything associated with their sexual
orientation, sex or gender identity. Fear of discrimination,
such as withdrawal of care, may lead LGBTI people to have
difficulty disclosing even where they believe these issues are
directly relevant to the detriment of their care.
A lack of LGBTI knowledge and cultural competence results in:
• poor quality service provision even where LGBTI people
are acknowledged, such as ill or uninformed advice and
inappropriate treatment (e.g. pathologising their sexual
orientation or gender identity)
• lack of acknowledgement of social determinants of health
(e.g. social isolation and discrimination) resulting in key
causal or contributing factors not being addressed, and
• failure to take the person’s (potential) social resources,
such as LGBTI community networks, into account.
In part, as a response to inadequate support from many
generic/mainstream services, a number of LGBTI-specific
organisations have been established. Some include a mental
health component in their work and the majority consider
mental health and suicide prevention to be key health issues
for LGBTI people. However, they generally lack the resources
(staff, funding, skills) to adequately address these issues, have
limited outreach and often limited ability to provide the
services LGBTI people seek.
The mental health needs of LGBTI people are complex and
diverse. Addressing them requires specific effort and a range
of interrelated mechanisms in four areas: inclusion, targeted
initiatives, prevention and partnership.

Inclusion
Ninety-seven per cent of LGBTI people see a need for
mainstream services to be responsive to LGBTI issues.
Reducing barriers to service access depends on proactive
inclusion of LGBTI people. Inclusive practice is a
multidimensional approach that encompasses human
resources (e.g. recruitment, diversity competence, workforce
development), paradigms (e.g. client-centred care, strengthsbased approaches, supervision that addresses heteronormative
assumptions), scope (e.g. types of services, target groups),
organisational structures (e.g. physical setting, policies,
procedures, governance and decision making), marketing
strategies (e.g. niche marketing), stakeholder relationships
(e.g. strategic partnerships), resources (e.g. funding criteria,
resource allocations), evidence (e.g. data collection,
monitoring) etc.
To be effective, inclusive practice also requires a multidimensional
approach to diversity, considering issues of sexual orientation, sex
and gender identity in a differentiated manner and in relation to
all population groups, for example Aboriginal and Torres Strait
Islanders, older people, people with disabilities, rural and remote
communities, refugees, multicultural communities, parents,
children and young people, etc. Services not only need to be
inclusive, they also need to demonstrate this to potentially
apprehensive clients, e.g. displaying LGBTI resources, naming
this group in public documents, including questions on forms
and providing diverse images in materials.
Alongside this, LGBTI-specific community services must be
proactively inclusive of mental health and suicide related issues.
This is often challenging given the limited resourcing of this
sector and its reliance on volunteers and peer support models.
It also requires investment in LGBTI community sector capacity.
Targeted initiatives
Eighty-six per cent of LGBTI people consider it important to
have LGBTI-targeted mental health and suicide prevention
services, as do 82 per cent of LGBTI community organisations.
Targeted initiatives, in particular those with clear LGBTI
community ownership, have potential strengths, such as
reduced barriers to access due to clients presuming safety
from discrimination and sensitivity to their needs and building
social connectedness and resilience by enabling peer support,
empowerment and community development. However, there
are also some challenges, such as barriers to access for those
people who do not self-identify with the terminology used,
focussing on one aspect of identity and potentially excluding

other relevant aspects (e.g. disability). Rather than being a
stand-alone solution, as a complement to and in partnership
with inclusive generic initiatives, targeted initiatives can be a
significant tool to improve wellbeing.
The current underresourcing of the LGBTI community
sector significantly limits the sector’s ability to provide
targeted services. Prioritisation of LGBTI community
services in mental health and suicide prevention funding
allocations and strategic planning is required.
Targeting can also be an effective mechanism in other forms.
For example:
• specific tailored services and resources within inclusive
generic programs and services
• targeted research and monitoring to address knowledge
gaps (alongside inclusion in generic research)
• targeted consultations and specific strategies to engage
with this disparate and hard-to-reach population in the
development and evaluation of activities and policies.
Prevention
Services have a tendency to focus on individual psychological or
pharmaceutical intervention. Only a focus on health promotion
and prevention as well as intervention and postvention will make
a long-term improvement in the health outcomes of LGBTI
Australians. This requires a move from crisis intervention
and predominantly medical models of mental health to a
comprehensive holistic approach that builds protective factors and
addresses the social determinants of suicide and mental ill-health.
To improve LGBTI mental health outcomes and reduce suicidality,
the risk factor of discrimination based on heterosexism,
heteronormativity, homophobia, transphobia and the stigma
associated with intersex conditions must be addressed at the
interpersonal, sociocultural and institutional level.
Partnership
Collaboration between government agencies, mainstream
mental health and suicide prevention services and LGBTI
organisations can effectively bring together the respective
expertise of the sectors. LGBTI people and services are
currently seldom consulted in the development of research,
policies or programs. Effective mechanisms are required to
utilise the expertise of the LGBTI community in development,
delivery and evaluation of initiatives, with targeted inclusion of
particularly marginalised groups. However, given the current
lack of resourcing, targeted investment is required to build the
capacity of the LGBTI community sector to engage with the
mental health and suicide prevention sector as partners.

Working in partnership builds the capacity of both LGBTI
community services (in mental health promotion and suicide
prevention) and mainstream services (to deliver culturally
relevant and accessible services to LGBTI people). It allows
for the efficient use of respective resources of the sectors and
improved service coordination: A ‘no wrong door’ approach
and robust referral pathways reduce access barriers for those
in need of support. In addition, cross-sectoral initiatives are
needed if we are to effectively address discrimination as the
underlying determinant of LGBTI suicide and mental ill-health.
Recent government acknowledgements of LGBTI specific mental
health and suicide prevention needs represent a positive step
towards progress in these areas. Federal Goverment funding has
now made it possible for the National LGBTI Health Alliance, the
peak body representing community organisations and individuals
that work to improve the wellbeing of LGBTI Australians, to
deliver the MindOUT! project. This multifaceted project aims
to strengthen partnerships between the LGBTI sector and
mainstream mental health and suicide prevention agencies to build
the capacity of generic mental health and suicide prevention
agencies to address the issues faced by LGBTI people
(enabling inclusive practice), and to address gaps in targeted
LGBTI community specific services. If this project is able to
begin to reduce discrimination by mental health and suicide
prevention services and increase their ability to take discrimination
into account as a causal and contributing determinant of health,
such an approach may make a significant contribution to improving
the mental health and reducing the suicidality of LGBTI Australians.
FIND OUT MORE: For more information
on the MindOUT! project, please visit this website:
www.lgbtihealth.org.au/mindout
VICSERV can provide a fully referenced version of this article
upon request. Please contact Kristie Pate on 03 9519 7000
or k.pate@vicserv.org.au
1

This article is based on the briefing paper ‘LGBTI People Mental Health and Suicide’
(Rosenstreich, 2011)

2

The term ‘trans’ is an umbrella term for people with an internal sense of gender identity
that differs from their birth sex. It includes transsexual, genderqueer, sistergirl and other
identities. Transgender is a common alternative term. Like other collective identity labels,
these terms are contested and their use changes over time.

3

Intersex people are born with a physical variation to current expectations of male or female sex,
e.g. atypical genitals or XXY chromosomes. Please note that most intersex people and many
trans people simply identify as male or female most or all of the time and that sexual orientation,
sex and gender identity are different aspects of identity that are not directly connected (i.e. trans
and intersex people can be heterosexual, homosexual or bisexual).
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In 2010, the Mental Health Coordinating Council (MHCC),
the peak body representing mental health community managed
organisations (CMOs) in NSW, completed an extensive twoyear mapping and planning exercise with the release of its Sector
Mapping Report which gave the sector unprecedented access
to data on trends and characteristics of CMOs working for
mental health in NSW.
Organisations in the community managed mental health sector
in New South Wales are encouraged by the changes in the
political environment which are showing a greater focus on
mental health. We continue to experience a period of
considerable growth, with program expansion and innovation
in many areas of service delivery. This has been occurring
within the context of extensive government structural change
at both state and national levels.
Sector activities
In 2010, the Mental Health Coordinating Council (MHCC),
the peak body representing mental health community managed
organisations (CMOs) in NSW, completed an extensive
two-year mapping and planning exercise with the release of its
Sector Mapping Report (MHCC, 2010a) which gave the sector

unprecedented access to data on trends and characteristics of
CMOs working for mental health in NSW. The Sector Mapping
Report was a formalisation of the strong relationship that MHCC
enjoys with NSW Health and its recommendations serve as a
framework for a broad range of successfully delivered and
ongoing sector development and policy initiatives.
One of the most noticeable findings from the Sector Mapping
Report was the sheer complexity of mental health CMO
funding in NSW. Most funding at this time derives from
federal (DoHA, FaHSCIA, DEEWR) and state (NSW Health,
Department of Family and Community Services, Housing
NSW) governments, with NSW Health being the largest
single funder accounting for around a third of all programs.
Even just within NSW Health, mental health CMOs receive
funding from multiple sources, including:

• the NSW Health NGO Grant Program
• the Housing and Accommodation Support Initiative (HASI),
a large program providing stable housing linked to
a range of specialist treatment and support services
• the Family and Carer Mental Health Program, providing
services and support for family and carers
• the Recovery and Resource Services Program (RRSP),
providing support and access to quality mainstream
community social, leisure and recreation opportunities
and vocational and educational services
• ad-hoc, one-off or ongoing grants as directed by the
Premier or Ministers
• local program funding through Local Health District
operational budgets
• a number of smaller targeted CMO programs.
Many of these programs are administered by different levels
of NSW Health and require separate reporting and evaluation
requirements, making funding transparency and accountability
problematic. MHCC have always advocated flexibility and
diversity rather than a ‘one-size-fits all’ approach, however
numerous programs involve tight contracting against
prescribed service models. Cost-saving measures such as
selective tendering are beginning to split the sector which
competes for funds, and micro-managed grants are creating
a homogenisation of service delivery which reduces service
relevance to local needs (Bateman & Smith, 2011).
Some steps have been taken towards more coherent
program structuring, for example, MHCC have been
funded to benchmark CMO service types thus allowing
them to be rationalised per 100,000 of population. The
Sector Benchmarking Project will utilise the work MHCC
undertook for the national mental health CMO peak
alliance, Community Mental Health Australia (CMHA),
in partnership with the Australian Institute of Health and
Welfare in developing a national service taxonomy, data
dictionary and data collection methodology for a national
minimum data set for mental health CMOs. In turn, this
project leveraged off the MHCC Data Management Strategy
(MHCC, 2010b) which resulted in an agreed and sectorled minimum data set and comprehensive data set allowing
CMOs in NSW to standardise and share data with each other,
as well as export to report to 21 different funding agencies.
MHCC have recently concluded a number of other sector
development projects which have become extremely
important capacity building initiatives, including two grant
programs: the Mental Health Drug and Alcohol Research
Grants Program and the Infrastructure Grants Program.
MHCC and the Network of Alcohol and other Drugs
Agencies (NADA) administered the Research Grants Program

funded by NSW Health. Agencies, alone or in consortia
with other CMOs, undertook research in partnership with
universities. This is an important initiative contributing to
evidence from a practice base, developing recognition and
valuing the work of CMOs, and fostering the development
of a research culture. A key aspect of the program is the
dissemination of research findings back to the sector via
journal publications, conferences and forums including the
establishment of a Research Network that is ongoing.
MHCC also administered the Infrastructure Grants Program
funded by NSW Health for the purpose of quality improvements
in the CMO mental health sector. Forty organisations were
funded in three rounds for general infrastructure and improving
quality of service accreditation processes. This included No NGO
Left Behind grants targeting smaller organisations lacking capacity
to apply. MHCC recently authored a Care Coordination
Literature Review and Discussion Paper (2011a) which was
used in state-wide consultation which relates to progressing
Recommendations 3 and 5 of the Sector Mapping Report:
Recommendation 3: Mental health consumers have access to
the range of CMO service types and experience continuity of
care between components of the mental health service system.
Recommendation 5: CMOs develop and adopt a Care
Coordination Strategy that will promote pathways and
linkages across the mental health sector.
The discussion paper provides guidance on achieving systems
of integrated service delivery as well as consumer self-directed
care, with both MHCC member organisations and other
stakeholders, and provides planning direction for a proposed
Service Coordination Strategy to commence in 2012.
A particularly successful workforce development initiative is
the establishment of the MHCC Learning and Development
Unit (LDU). MHCC became a registered training organisation
in 2007 as a result of requests from the sector to help meet
the workforce development needs of CMOs and workers.
MHCC have met this need by introducing the qualification
Certificate IV in Mental Health, which is currently seen as
the baseline qualification for mental health workers. Other
qualifications delivered by the LDU are the Diploma in
Community Services (Mental Health and/or Alcohol and
Other Drugs) and the Advanced Diploma in Community
Services Management (Leadership in Action). In the last
financial year, the LDU delivered 368 days of training across
the state, with two thirds of training being targeted for
member organisations.
MHCC have taken a leadership role representing CMHA on
the National Mental Health Workforce Advisory Committee
and in development of the National Mental Health Workforce
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Development Strategy/Plan that may soon be endorsed.
We also participated in the Mental Health NGO Workforce
Project that indicatively provides the first national picture of the
community managed mental health sector and the high level
of skills and experience of its large workforce (National Health
Workforce Planning and Research Collaboration, 2011).
MHCC have developed, or are in the process of developing,
a number of resources available on our website including the:
• NSW Mental Health Rights Manual – a plain English online
resource, which brings together vital information crucial to
anyone who has to navigate the complex area of mental
health and the law, enabling them to better understand
their rights and obligations, find out where they can access
support, information and guidance for themselves or those
that they wish to assist. It has been developed specifically for
people with a mental illness, their carers and significant others
as well as non-legal community service providers in NSW
• Recovery Oriented Service Self-Assessment Toolkit
(ROSSAT) – an organisational and individual worker audit
tool to promote recovery oriented service provision that
is mapped to the National Mental Health Standards and
was developed in partnership with the NSW Consumer
Advisory Group (CAG)
• Working Safe Toolkit – designed to educate, reinforce and
encourage a safe and aware workplace culture. It focuses
on safe practices for home visiting but is also applicable
to other direct-support situations. By using this resource,
managers of organisations can be proactive in establishing
a safe workplace culture while retaining a supportive and
recovery-focused service for consumers
• Supervision Project – this is a study of the evidence
surrounding supervision and mentoring practices
internationally and in Australia, as well as providing an
analysis of fifteen consultations conducted with a diversity
of MHCC’s member organisations into supervision practices
in their organisations. The project also aims to understand
some of the barriers to effective use of supervision and
make suggestions to consider when developing a
supervision model appropriate for a particular program
type or when reviewing an existing model
• Policy Resource – MHCC have formed a reference
group to provide expert advice on the development of
a user-friendly product for recovery oriented community
managed mental health services that will include documents,
templates and guides for the community sector to adapt
and use in their own organisations.

Recently, MHCC initiated some other very important reform
agendas such as the National Trauma Informed Care and
Practice (TICP) agenda. Understanding the impact of trauma
on the lives of people with mental health problems has been
an important focus for MHCC over the past two years which
culminated in a very successful conference held in June 2011
titled: Trauma Informed Care & Practice: Meeting the Challenge.
The conference attracted over 240 delegates from every state
in Australia and NZ on both days. The objective of the TICP
agenda is to promote a cultural shift that embraces the
concept across both the government and non-government
sectors in all health and community services.
MHCC have also received some funding from NSW Health to
raise awareness of physical health issues for people with mental
health problems. The Physical Health and Mental Health Forum
aims to support CMOs bring to action strategies to work with
consumers in connecting them with other services through
partnerships, provide resources and other initiatives.
The funding environment
Until recently, whilst far from perfect, we are pleased to report
that we had experienced a period of relative stability in our
relations with governments and CMO funding. While ongoing
reorganisation of the former Area Health Services in NSW
presented a minor challenge, MHCC were nonetheless able
to direct its efforts towards focused sector development
activities such as: establishing the identity and profile of the
mental health CMO sector, professionalising the CMO
workforce, and increasing the evidence base for community
managed mental health practice.
With the advent of the extended national mental health
funding commitments and reforms in 2011, as well as the
recent change of the NSW Government, mental health is
on the verge of unprecedented structural change. Two
Mental Health Commissions are being established (one
national, one state) and the NSW Department of Health
is being restructured into a Ministry, redistributing service
delivery functions to Local Health Districts and reducing
centralised staffing levels to what is now the lowest in Australia
on a per capita basis (Corderoy, 2011). However, this is being
framed as a removal of bureaucratic red-tape allowing the
‘freeing up of $80 million’ which could possibly find its way
to direct service delivery, although there is an equal chance
that the Health budget will simply be reduced.

The community managed mental health sector in NSW
has found itself somewhat adrift in a sea of major government
restructure with short-term uncertainty and a growing list
of long-term promises. As a consequence, MHCC and other
peak and advisory bodies are devoting substantial energy
towards high-level submissions and recommendations
outlining their vision for the building of a world-leading
mental health service system.
What this ultimately means for mental health funding is
unclear. As detailed in our February Call to Action Position Paper
(MHCC, 2011b), NSW ranks second lowest amongst the
states and territories in funding for community mental health
services, and within this figure NSW also ranks second lowest
for CMOs within the mental health budget. In a first step
towards better financial management, the new NSW
Government has committed to quarantining all funding for
mental health in an attempt to eliminate mental health budget
‘syphoning’ (which is known to have occurred in various
Area Health Services). There are indications that the NSW
Government will increase funding to mental health services,
although as it will likely form part of a COAG National
Partnership Agreement, this may take quite a while to filter
through to individual services. Mental health CMOs are also
coming to terms with the formation of Medicare Locals, which
are beginning to look like they will have some responsibility for
community mental health service coordination.

sector consultation feedback, strategic advice and guidance
on the formation of the new government agency, we will
continue to play an influential role in future planning of the
mental health system. At the same time, we continue to work
strenuously to increase the capacity and professionalism of
the community managed mental health sector in what will
be challenging years ahead.

Therefore, the community managed mental health sector
in NSW has found itself somewhat adrift in a sea of major
government restructure with short-term uncertainty and
a growing list of long-term promises. As a consequence,
MHCC and other peak and advisory bodies are devoting
substantial energy towards high-level submissions and
recommendations outlining their vision for the building
of a world-leading mental health service system.

Corderoy A (2011) ‘Mentally ill to get right to appeal for treatment’, The Sydney
Morning Herald, 22 August

MHCC are hopeful that having been appointed to the NSW
Mental Health Commission Taskforce to which it is providing

Note: this article was submitted before the September
NSW Government Budget.
FIND OUT MORE: For further information about
the MHCC and their work, please visit their website:
www.mhcc.org.au
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The results of this survey highlight the work that still needs
to done in educating not only the insurance and financial
sector workforce, but all Australians about the real-world
experiences of mental illness, to break down the stigma
and stereotypes that are so frequently applied to mental
health consumers, and to minimise the disadvantage they
experience as a result of misinformation and misconception.
Holding a suite of private insurance policies is considered
the norm in Australia; compulsory third party insurance is
incorporated into car registration fees, superannuation funds
often come with accompanying life insurance schemes and
private health cover is available for Australians wanting
additional security for their finances or possessions.
Advertising and marketing campaigns frequently tell us that
all these insurance options are available at limited cost, with
minimal effort or disclosure of personal details and often
without requiring a medical examination.
Unfortunately many Australians who have experienced mental
illness are not afforded the same access to insurance products
as those who have not. Australians with experience of mental
illness often endure increased premiums, excessive restrictions
on their policies and outright rejection of their applications and
claims when a history of mental illness is disclosed.

The first National Inquiry into the Human Rights of People living
with Mental Illness (The Burdekin Report) undertaken in the
early 1990s, revealed the systemic nature of discrimination
experienced by people living with mental illness when applying
for, or making claims against insurance policies:
The Inquiry was told that insurance companies frequently
impose loadings, or even exclusions, on people who have
(or have had) a mental illness. Witnesses considered these
loadings and associated conditions were out of keeping with
the true risk which their state of health implied. In particular,
they considered that insurers took insufficient or no account
of the type of illness, its severity, its prognosis, or its consequences
for longevity or for income-earning capacity...1
Seventeen years later similar issues remain. The Mental
Health Council of Australia (MHCA), in partnership with
other members of the mental health sector, has been working

collaboratively with the insurance and financial services sector
since 2003 to try and improve insurance outcomes for
Australians with experience of mental illness. Important
work has been undertaken to address these issues through
a Memorandum of Understanding between the two sectors.
The development of a Mental Illness and Life Insurance Guide,
and Underwriting and Claims Guidelines for Mental Health are
two key achievements of this collaboration. This work goes
some way towards helping people better understand their
rights and responsibilities, and addressing misconceptions that
exist within the general community in relation to mental illness,
the ways in which symptoms manifest and the impact it has on
the lives of individuals. However, more work is still needed to
achieve equitable access to insurance for Australians with
experience of mental illness.
The consumer experience
The struggle to access and maintain insurance policies is not
solely restricted to Australians living with mental illness. A New
Zealand survey of mental health consumers undertaken in
2006 found that financial institutions, including banks and
insurance companies, had discriminated against 20 per cent
of respondents. Being turned down for mortgages and
insurance policies was common for those who took part in the
survey, and for those respondents who did manage to obtain
insurance, they were often charged extra premiums and had
extra conditions imposed on their policies.2 A British study in
1996 published similar results. That survey found that 25 per
cent of respondents had previously been refused insurance
policies or loans by an insurance or finance company because
of a psychiatric diagnosis.3 The British mental health charity,
Mind, found that these experiences were due to unfair
discrimination from insurance companies, citing cases
where people had not been given insurance as a result
of experiencing mental illness 20 years ago.4
Anecdotal evidence supports Mind’s finding that there
is widespread discrimination in the insurance industry
worldwide. In an Australian case, an academic was
denied income protection insurance based on a history
of depression. This was despite the fact that she had rarely
taken a day off work because of depression and had nearly
four months of sick leave owing to her.5 In reality, many
people living with mental illness are able to retain
employment and participate in society, while a smaller
proportion of people with mental illness require higher levels
of care and support. Due to the wide variation in care and
treatment required, many argue that any risk assessment
insurance companies use must include analysis that goes
beyond diagnosis.6 This means also taking into account the
person’s level of functioning when determining the outcome
of any insurance policy application.

What consumers say
In 2010 the MHCA and beyondblue: the national
depression initiative, surveyed 424 mental health consumers
about their experiences in applying for, and making claims
against, their insurance policies. The results of this survey
were published in the report Mental Health, Discrimination
and Insurance: A Survey of Consumer Experiences 20117.
Survey respondents reported higher premiums, exclusions
and outright refusal of coverage as a result of their experience
of mental illness. They expressed concern that broad and
often stigmatised assumptions about people with mental
illness were being relied upon by insurance companies
when assessing applications and claims, instead of their
personal circumstances and situation. They reported a
lack of knowledge of their rights and responsibilities in
relation to insurance applications and claims and were
angered or embarrassed by their dealings with insurance
company staff.
Given that one in five Australians will be affected by mental
illness in any twelve-month period and one in two will be
affected across the span of a lifetime, it is of great concern
that Australian mental health consumers are reporting
such experiences.
Thematic analysis of survey responses revealed five central
themes, which are outlined and accompanied by exemplar
quotes in the following table:
Exclusion
For example, unaffordable premiums, breaching
fundamental rights and self exclusion in response
to poor processes/systems.
I was outraged at the premium I was asked to pay.
For income protection insurance I was asked to pay 200
per cent of the premium I would have paid had I not had
a mental illness.
Mentally ill people have a right to insurance, as have
the mentally well and I would advocate for this to occur.
I had a worker’s compensation claim and a superannuation
income protection claim proceeding at the same time and they
both ‘lost’ my claims so I feel it is just a standard response to
anyone making a mental health claim in the hope that it will go
away or that they will force the claimant into suicide – which I
considered on many occasions.
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I’m different
For example, experiences of mental illness differ greatly
from person to person, mental health illiteracy and stigma
perpetuate myths about mental illness and people are
more than their mental illness.

The nature of mental illness
For example, myths suggesting that mental illness is incurable are
perpetuated, the validity and/or severity of mental illness is questioned.
So someone has decided you never recover from mental illness!
Go figure.

I am a mental health practitioner with Masters level
qualifications and have trained in and developed a significant
skill base that allows me to lead a highly functional life.
I am much fitter and healthier physically than the average
person, yet they approve income protection insurance to clinically
obese, sedentary office workers who I treat regularly in my clinic
for not looking after themselves properly.
Also, I think brokers need to be educated about mental illness. My
agent didn’t really get it and I don’t think he was a good advocate.
The initial broker we dealt with at [unnamed bank] commented
to me when filling out the form, ‘you are not one of those people
with mental health issues are you?’
I would also like to point out that I am a member of the local
community, a member of [another local organisation], I work for
Lifeline full time and am a wonderful mother and wife.

The morality of insurance companies
For example, mistrust or suspicion of insurance companies
and systems perpetuate ill health.
They are more than happy to take your hard earned money but
are reluctant to pay out at the very time you need it most.
I don’t trust insurance companies to not connect
to unrelated events to a mental illness.

Mental illness and insurance are incompatible
For example, systems are stressful and exacerbate
mental illness and current systems implicitly discourage
seeking treatment.
The whole process of dealing with [an insurer] has been
an added stress and burden… I have found it further impacted
on my illness and my mental health declined significantly…
their approach does in no way facilitate the improvement
and recovery of people suffering from anxiety and depression.
It is unfortunate that doing something to improve your health, i.e. a
short voluntary admission to prevent illness by changing medication,
means that you are punished by becoming ineligible for important
things like insurance. This is definitely a disincentive to seek treatment.
If a person with mental health problems actively seeks treatment
– they are penalised with respect to their insurance. It is outrageous.

The psychiatrist acting for the insurance company said that
I didn’t have depression. This was after being scheduled.

Conclusion
The results of this survey highlight the work that still needs to done
in educating not only the insurance and financial sector workforce,
but all Australians about the real-world experiences of mental illness,
to break down the stigma and stereotypes that are so frequently
applied to mental health consumers, and to minimise the
disadvantage they experience as a result of misinformation and
misconception. Moreover, considerable work needs to be done to
increase knowledge and awareness of the insurance and financial
services industries, how they work, and what products are better
suited to people with mental illness etc. in the broader community.
A number of specific strategies to reduce discrimination in the area
of life and income protection insurance have been successfully
implemented in recent times; however, broader solutions are
necessary to improve insurance outcomes across all insurance and
superannuation types. It is the MHCA’s intention to continue
working towards better understanding and addressing these
gaps in partnership with stakeholders from the mental health,
insurance, financial services and superannuation sectors. The
results of Mental Health, Discrimination and Insurance: A survey of
consumer experiences 2011 will inform such work into the future.
The MHCA wishes to acknowledge the support of beyondblue:
the national depression initiative in the development,
dissemination and publication of the survey results.
FIND OUT MORE: For more information about
the MHCA, visit their website at: www.mhca.org.au
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Individualised supports and funding will enable the
tailoring and personalisation of services and supports
and will aim to ensure that resources are provided based
on individual planning that is holistic, enhances social
inclusion and has a strong focus on personal recovery.
It will enable people to achieve their desired goals and
live a good life in their community.
The last 12 months have seen the commencement of major
system-wide reform in the West Australian mental health sector.
Reforms of the community based mental health sector
The WA Government has made a major investment in mental
health and in reforming procurement process for the community
sector. The Economic Audit Committee’s report Putting the
Public First outlines the Committee’s recommendations to guide
the reforms and the most recent State Budget reflects the shift in
an approach to contracting. Broadly, this is a devolution of service
delivery to the community sector – the public sector is moving
away from being a direct provider to a facilitator of services. This
approach coupled with the move toward personalised services
from the Mental Health Commission (MHC), causes us to think
differently about our relationships with each other and with
government. While WAAMH will be working hard to deliver

training and initiatives to support organisations through the reform
process, stronger collaboration between organisations and with
governments is critical to achieving a more responsive sector that
is bolstered by robust and sustainable organisations who will be
able to rise to meet the challenges of this new era in mental health.
WAAMH has a number of projects underway to support this
vision of a sustainable sector including the development of a
sector-wide strategic plan, a ‘sector mapping’ project and
extensive workforce development through training.
Strategic plan
The scope of mental health services delivered under contract
by the not-for-profit sector has broadened significantly with
the State Government’s intention to pursue individual supports
and funding. The system-wide mental health reform being
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driven by the MHC makes the development of a sector-wide
strategic plan imperative if the sector is to achieve its goals
over the next five years.
The plan will strategically position the community based mental
health sector and provide the platform for sector-wide and
agency-specific reform. It will address service gaps, personalisation,
individual budgets, new service models, service integration and
collaboration with clinical services and implementation of quality
improvement processes across the sector.
The plan aims to:
• create a unified community based mental health sector
with a clear strategic direction
• achieve a more coordinated and accountable approach
to meet the needs of consumers and carers
• identify areas for growth (based on service gaps and
new opportunities for government outsourcing)
• provide the basis for community education
• influence the mental health programs of tertiary institutions
• guide how WAAMH and the sector will interact with the media
Sector mapping
It is impossible to manage the effective and efficient delivery
of services to at-risk and in-need individuals without having a
clear understanding of the mental health services being made
available by community based organisations.
There are more than 100 of these organisations currently
providing mental health services across Western Australia
and at present there is no single repository containing detailed
information about these organisations, their services, their
contracts, the extent of their resources and their functional
and geographic areas of operation. In the absence of such a
repository – based on up-to-date information – planning is
often ad hoc, services can be duplicated and more importantly,
service gaps can emerge or remain unaddressed.
This project will produce a detailed snapshot of the size,
location, funding sources and service activity of community
based mental health services in WA. It will lead to better
provision of information for carers and consumers who are
seeking to access mental health services in their areas that
meet their needs.
Workforce development
WAAMH is undertaking extensive workforce development
to respond to the expected growth in the workforce of the
sector in the coming years and the desire to embed the
recovery approach at a systemic, organisational and individual
level. The project will target entry level training and on-going

professional development. It will work through individual
workplace programs as well as vocational and tertiary
education and training bodies and include mental health sector
policy and decision makers at the systemic level. Of particular
note is the need to develop and support consumer and peer
worker programs to maximise the benefits this approach can
bring across the workforce and to service delivery.
Individualised supports and funding
As previously touched on, there is significant reform underway
in how the WA Government provides services to mental
health consumers. The MHC has identified individualised
supports and funding as an opportunity for improving the
effectiveness and efficiency of mental health service delivery
in Western Australia.
Individualised supports and funding will enable the tailoring
and personalisation of services and supports and will aim to
ensure that resources are provided based on individual planning
that is holistic, enhances social inclusion and has a strong focus
on personal recovery. It will enable people to achieve their
desired goals and live a good life in their community.
Community based organisations have a strong commitment to
supporting people with mental illness within their local community
and will be critical partners in realising this vision with the MHC.
The WA Government has started rolling out a trial of these
individualised supports, committing $25.18 million over four
years to assist 100 people with a severe and persistent mental
illness to make a successful transition from hospital inpatient
settings to living in the community. The trial hopes to see
100 people with mental illness living in their own homes in
the community, supported to live full and productive lives in
the community by June 2012, and a holistic plan developed
for each person identifying individual outcomes that will
provide a basis for monitoring and evaluation. In terms of
the development of the sector it is hoped that the trial
project will improve organisations’ understanding, knowledge,
willingness and capacity to promote and provide services and
supports that are more personalised and outcomes focused.
WAAMH is in the forefront of this work for the community
managed mental health service providers in Western Australia;
WAAMH has a collaborative and robust working relationship
with the MHC. WAAMH is actively engaged in the reform
process at a number of levels and is working towards growing
the capacity of the community mental health sector.
FIND OUT MORE: Please visit the WAAMH
website for more information: www.waamh.org.au.
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Australian mental health consumers with psychosocial
disabilities and their carers should be able to use the power
of their choice to develop the disability supports that they want.
They must be included in any National Disability Insurance
Scheme which proposes to use a self-directed funding
approach. Self-directed funding options need to include
development and implementation of appropriate support
mechanisms for people with a psychosocial disability to
ensure that they are able to effectively control decision
making about their lives.
The National Mental Health Consumer and Carer Forum
(NMHCCF) is the combined national voice for consumers
and carers participating in the development of mental health
policy and sector development in Australia. Membership
is comprised of consumer and carer representatives from
each state and territory as well representatives from
national consumer and carer organisations.

The aims of the NMHCCF are to firstly, utilise the lived
experience and unique expertise consumers and carers have
in mental health to identify what does and does not work in
the mental health sector. Secondly, to identify important and
innovative ways to bring about positive change within the mental
health system and finally to be a powerful, respected, combined
national voice for mental health consumers and carers.

Through its membership the NMHCCF gives mental
health consumers and carers the opportunity to meet,
form partnerships and be involved in the development
and implementation of mental health reform.

The NMHCCF’s purpose is to give mental health consumers
and carers a united, national voice focused on creating a more
responsive service system that will improve their quality of life.
To do this we:
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• listen to the issues and concerns of our state/
territory and stakeholder group representatives
• learn about what is happening in mental health
for consumers and carers in each state/territory
and internationally
• share experience, knowledge and resources
with our members and stakeholders
• identify priority areas for action
• ensure that issues and concerns of consumers and
carers are acknowledged and addressed as part of
the national policy development process in Australia
• work with our networks to progress the agenda
of mental health consumers and carers
• distribute information on this work to our
members and their networks nationally.
The activities that the NMHCCF undertake are broad and
varied and include preparing documentation such as position
papers, submissions, policy statements, advocacy briefs and
providing representation on government and other committees.
The NMHCCF has recently completed a submission to the
Productivity Commission Inquiry into Disability Care and Support.
While the full submission is available at www.nmhccf.org.au1,
I have undertaken a cut and paste of the essential elements
of the submission in putting this article together.
In developing the submission, the NMHCCF’s concern was
that the Productivity Commission was not going to include
psychosocial disability. In our view this decision would once
again hold back essential reform for people who live with this
type of disability. We believe our submission and lobbying
played a positive role in the Productivity Commission changing
its position and including psychosocial disability in its report
and recommendations.
The aim of the Position Statement was to define psychosocial
disability, explore how well the needs of people with
psychosocial disability are currently being met and make
recommendations that would inform ongoing disability
support options for this group of people.
The NMHCCF’s submission defined ‘psychosocial disability’
as the term that mental health consumers and carers use to
describe the disability experience of people with impairments
and participation restrictions related to mental health
conditions. These impairments and participation restrictions
include loss of or reduced abilities to function, think clearly,
experience full physical health and manage the social and

emotional aspects of their lives. The best outcome for people
experiencing such disability will be achieved through supports
that mitigate the effects of impairment or participation
restriction and enhance the social and environmental
opportunities to expand their capabilities.
Clearly, it is the position of the NMHCCF that the needs of
people with a psychosocial disability are grossly under met and
as a consequence we made the following recommendations:
Psychosocial disability
Disability support arrangements in Australia must address the
psychosocial disability support needs associated with mental
health conditions.
Social inclusion
The NMHCCF calls on the Australian Government to
enhance its social inclusion agenda to appropriately reflect
the identified needs of its citizens with a psychosocial disability,
consistent with the National Disability Strategy2 and Australia’s
obligations under The United Nations Convention on the Rights
of Persons with Disabilities3.
Who are people with a psychosocial disability?
Better data on prevalence of psychosocial disability needs
to be developed and made available to provide indicators
of need for this significantly disadvantaged group.
In the absence of current specific data on the prevalence
of psychosocial disability in Australia, any consideration
of long-term disability care and support initiatives must:
• work with the sector to ensure that appropriate interim
estimates make provision for people with severe and
profound psychosocial disability. This will include budgeting
for a minimum figure somewhere between 149,800 and
206,000 people with mental illness who were estimated
to have a severe or profound core activity limitation. These
figures should be continually updated and inform ongoing
support assessments
• conduct ongoing work to ensure that people with a
psychosocial disability who require significant supports,
but who do not have a severe or profound core activity
limitation, are able to have their disability support needs
addressed in the same way as others with the same level
of disability.

Sadly, despite a government policy on consumer
participation, conceptualisation that consumer participation
costs money is yet to be genuinely realised by government
and the bureaucracy who provide limited funding to support
our work. For example, each state and territory only provides
$17,000 a year and a recent request for an increase of
$7,000 a year was declined by Victoria and South Australia.
Who are carers of people with a psychosocial disability?
Work needs to be undertaken in the psychosocial disability
support sector to reduce the unreasonable burden faced by
carers of people with a psychosocial disability. This should
include a review of access to carer benefits, allowances and
disability support trusts.
Any disability support initiatives must work closely with
mental health carers to ensure that their needs, and those
of the consumers they advocate for, are being met.
Characteristics of common impairments related
to mental health conditions
Disability support services need specialised training in
psychosocial disability. This will be most effective when its
development and implementation is directed by people
with a lived experience of psychosocial disability.
Recovery and psychosocial disability
Disability support services for people with a psychosocial
disability need to acknowledge the unique role that recovery
plays in the experience of mental health consumers and carers
and work with them to achieve recovery focussed services.

Current data collection, classification and assessment tools as
well as processes for determining psychosocial disability support
needs across all sectors, must be reviewed in consultation with
consumers and carers to ensure that they better reflect the
support needs of people with a psychosocial disability.
Assessments undertaken for people with psychosocial disability
need to be administered by people trained in the use of appropriate
assessment instruments and psychosocial disability issues, including
support requirements and available support resources.
Lack of housing options and homelessness
People with psychosocial disability urgently require
development and implementation of a whole-of-government
approach to the provision of a range of accommodation
supports including:
• safe, affordable and secure housing
• appropriate support services that can assist them
to maintain tenancy and work with them to achieve
community participation goals that they have identified.
This accommodation strategy should be informed by
current and former successful supported housing models.

Identification and assessment of psychosocial disability

Low income, interrupted education
and poor labour force participation

Research needs to identify the impacts of psychosocial disability
and evidence based approaches to mitigate these. This must
be undertaken in consultation with people with a psychosocial
disability and their carers.

Measures must be implemented to provide training to services
in psychosocial disability support and include consumers and
carers in policy development and the delivery of generic and
specialist psychosocial disability employment services.
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Disability support services for people with a psychosocial
disability need to acknowledge the unique role that recovery
plays in the experience of mental health consumers and carers
and work with them to achieve recovery focussed services.
Peer workers need to be employed in the disability,
employment and income support sectors to:
• provide support to people with a psychosocial
disability in navigating those service systems
• assist those services to improve their culture and eliminate
stigma around mental illness and psychosocial disability.
Communication and social isolation
Options to support the social interactions of people with
a psychosocial disability urgently need to be expanded and
should include the expansion of social support networks for
people with psychosocial disabilities and one-to-one advocacy
and advice.
These options need to be implemented as part of a
comprehensive targeted strategy to tackle community
stigma around mental health conditions.
Lack of disability support services
for psychosocial disability
The range of services for people with psychosocial disability
needs to be urgently reviewed to ensure that appropriate
services are available and accessible. Agencies offering generic
disability supports urgently need better information and
training to be able to identify and address the support
needs of people with psychosocial disability.
Poor physical health and co-occurrence
with other health conditions
Disability supports for people with psychosocial disability
must be integrated with health services to ensure that people
with psychosocial disability have access to effective health
care to support their physical and mental healthcare needs.

Stigma and discrimination
Tackling stigma and discrimination around mental health
conditions and providing education on psychosocial disability
urgently need to become key elements of national
psychosocial disability initiatives including:
• on a community-wide basis including service providers
and the general population
• as part of ongoing long-term national disability care
and support
• as a key element of the National Disability Strategy
• as part of core training for disability support services.
Lack of community awareness about
psychosocial disability
Initiatives to build the capacity of public institutions to meet
the needs of people with a psychosocial disability need
to be expanded. This would build on the momentum of
community-wide anti-stigma campaigns and must include:
• implementation of consumer and carer informed
education and training initiatives for staff and policy makers
• partnership arrangements with consumer and carer
policy advisors
• employing specialist support officers designated to assist people
with psychosocial disability to navigate organisational systems.
Barriers for carers
Carers of people with a psychosocial disability urgently need:
• better information services such as an expansion
of Commonwealth Carelink services to provide
information on mental health supports for both
consumers and carers

• carer peer support for information, advice, mentoring
and navigating systemic supports available to them
and those they support
• education and training in supporting people with
a psychosocial disability and caring for oneself
• accessible respite that meets the needs of mental
health consumers and carers
• recognition of costs involved in caring and for this
to be reflected in income support and more appropriate
assessment processes for carer allowance and payment
• improved service provision from Centrelink
• inclusion of carers in planning for psychosocial
disability support.
Service requirements for people with
a psychosocial disability and their carers
Mental health consumers and carers need disability support
services that maximise their potential to manage everyday
life and participate in the community by using personalised
services that support their recovery.
Supports need to be flexible to meet the changing needs of
mental health consumers and carers in recovery as well as
the immediate needs of those most vulnerable to relapse.
Peer workers play a key role in developing better
coordination pathways between disability services
and mental health services. They should be part of
the disability support services workforce to provide
expertise in servicing people with a psychosocial disability.
Mechanisms to support the development of better
relationships and the delivery of streamlined and
integrated treatment between clinical services and
disability support services also need to be developed.

Self-directed funding arrangements
for personalised services
Australian mental health consumers with psychosocial disabilities
and their carers should be able to use the power of their choice
to develop the disability supports that they want. They must be
included in any National Disability Insurance Scheme which
proposes to use a self-directed funding approach. Selfdirected funding options need to include development
and implementation of appropriate support mechanisms for
people with a psychosocial disability to ensure that they are
able to effectively control decision making about their lives.
In closing, I would recommend visiting the NMHCCF website
as it contains a significant number of advocacy briefs and
position papers relevant to all who work in the mental health
sector. You may also be interested to know that much of our
work is done on a voluntary basis. Sadly, despite a government
policy on consumer participation, conceptualisation that
consumer participation costs money is yet to be genuinely
realised by government and the bureaucracy who provide
limited funding to support our work. For example, each state
and territory only provides $17,000 a year and a recent
request for an increase of $7,000 a year was declined by
Victoria and South Australia.
FIND OUT MORE: Visit the NMHCCF website here
www.nmhccf.org.au for more information about their work.
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Building foundations for
change – policy and sector
development initiatives in the
Australian Capital Territory
Simon Viereck, Policy and Sector Development Manager, Mental Health Community Coalition ACT

Fundamental changes to the ACT mental health system
are being considered through a review of the ACT Mental
Health (Treatment and Care) Act 1994. The review has
proceeded in fits and starts since 2006, but is now preparing
drafting instructions for the first of two exposure drafts.
The review process has, since its beginning, been
consultative, involving a range of stakeholders, including
consumers, carers and the community mental health
sector represented by the MHCC ACT.
It is an exciting time to be involved in mental health in Australia
and in the Australian Capital Territory (ACT). The ACT is a
small jurisdiction, with about 30 services receiving mental
health specific funding, and only a few large services (over 50
staff). We have been fortunate to have a Territory government
in recent years who values the contribution of the community
mental health sector and has committed to funding the growth
of the Non-Government Organisation (NGO) sector as an
essential part of the local mental health system. While the
ACT may not be able to match the investment being made
in mental health federally, the long-term and strategic nature
of current ACT policy initiatives are equally exciting. ACT
initiatives, including developing a Workforce Strategy, a

Community Mental Health Sector Qualification Strategy,
and reviewing the ACT Mental Health Act, are aimed
at consolidating the ACT mental health sector, building
sustainability and preparing the sector for expansion over
the coming years.
Fundamental changes to the ACT mental health system are
being considered through a review of the ACT Mental Health
(Treatment and Care) Act 1994. The review has proceeded in fits
and starts since 2006, but is now preparing drafting instructions for
the first of two exposure drafts. The review process has, since its
beginning, been consultative, involving a range of stakeholders,
including consumers, carers and the community mental health

sector represented by the MHCC ACT. At times, this approach
has contributed to delays, but it has also contributed to the quality
of discussion. At this intense stage of the process there is a sense
that stakeholders are actively working together to draft a
progressive Bill, which puts consumers’ wishes and decisions
at the centre of treatment and care.
The preparation of drafting instructions is being carried out
by a series of working groups discussing key issues including
principles and objectives, issues for children and young people,
the use of decision-making capacity as the key criteria for
whether or not to apply for an order, and the inclusion of
Advance Health Agreements in the legislation. In this work the
ACT has been aided by the recently released Draft Bills from
Victoria and Tasmania.
In the area of decision-making capacity, the ACT appears to
have the opportunity to develop the most progressive mental
health legislation in Australia. In short, capacity is a decisionspecific concept and is concerned with whether or not a person
has the capacity to make an informed decision regarding the
decision in question.
The elements of capacity are being able to:
•
•
•
•

understand information
retain information
use and weigh that information to reach a decision
communicate that decision.

The presence (or not) of decision-making capacity, as the
criteria by which to decide whether a substitute decisionmaking arrangement is justified, is the basis of Guardianship
legislation but tends to be given less weight in mental health
legislation, which overwhelmingly focuses on the risk of harm

to self or others. The ACT is proposing to reverse this onus
during a trial period in which decision making capacity will
be assessed first when deciding whether to apply for an
involuntary treatment order. This is followed by an assessment
based on risk of harm criteria to ascertain whether this would
have led to a different outcome. The purpose of the trial
period is to gather data to enable an evaluation of decisionmaking capacity as the criteria for deciding on psychiatric
treatment orders. If decision-making capacity works well it
is proposed to relegate the risk of harm criteria to the list
of ‘other things to be considered’.
The attractions of a capacity-based approach include:
• a stronger adherence to the right to self-determination
• reduced discrimination due to the focus on capacity/
incapacity rather than the cause of the incapacity (this is
the standard applied in other areas of health and policy)
• reduced stigma due to the focus on capacity/incapacity
rather than risk.
In combination with legislated provisions for Advance Health
Agreements, a focus on decision-making capacity has the
potential to bring a significant shift towards giving the
consumer decision-making power in the treatment setting.
To be effective, this shift must be accompanied by genuine
culture change within the mental health system. Requiring the
Mental Health Tribunal to make orders in accordance with a
new set of person-centred principles and objectives will
support culture change.
A new and better mental health system will require good staff
to produce good results. The MHCC ACT is developing a
Community Mental Health Sector Workforce Development
Strategy, the core goal of which is to ensure that the sector
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A new and better mental health system will require
good staff to produce good results. The MHCC ACT
is developing a Community Mental Health Sector Workforce
Development Strategy, the core goal of which is to ensure
that the sector attracts and retains a qualified and highly
skilled workforce in the future. With both the current ACT
Government and opposition committed to growing the
community mental health sector, it is the right time to be
moving ahead on this front.
attracts and retains a qualified and highly skilled workforce in the
future. With both the current ACT Government and opposition
committed to growing the community mental health sector, it is
the right time to be moving ahead on this front.
A workforce survey of community mental health sector
organisations recently carried out by the MHCC ACT
shows that organisations in the sector are already struggling
to recruit and retain skilled staff for their services. The
reasons most frequently listed were: lack of relevant skills,
uncompetitive remuneration, lack of career pathway, and a
negative perception of the sector. Clearly making the sector
a more attractive place to work is vital for sustainable growth.
Given the small size of our sector, greater cooperation and
collaboration between organisations will be particularly
important in the ACT. We need to think in terms of initiatives
and career pathways that retain good staff in the sector, rather

than narrowly focussing on people entering and leaving
our own organisations.
In developing a Workforce Development Strategy we
are again looking to existing work from other jurisdictions.
However we are finding that limited work has been done
in some areas and that we sometimes need to break new
ground. This is the case in the area of peer workforce. There
is broad agreement across Australia about the potential and
need for development of the peer workforce, as evidenced
by Community Mental Health Australia (CMHA) and MHCC
NSW National Peer Work Forum in Sydney in February and
subsequent work by MHCC NSW and others in this area.
This workforce is only in its infancy, however anywhere in
Australia and written documents regarding the development
of this workforce are few and far between.

The MHCC ACT, our government and community partners
see the development of the peer workforce as playing a
central role in the long-term sustainability of the ACT mental
health workforce. Firstly, the unique expertise brought to the
sector by people with lived experience of mental illness will
contribute to enhancing the quality of services and skill levels
within the sector. Secondly, the perspectives peers bring to the
workforce have the potential to support culture change. Thirdly,
developing the peer workforce allows the sector to tap into a
currently under-utilised and underemployed workforce.
The workforce also needs the right skills. Almost as an
extension of the Workforce Development Strategy, the
MHCC ACT is funded to develop a Qualification Framework
for the sector. The recent workforce survey confirmed that
workers in the sector are quite highly qualified with about
67 per cent of staff cited as having a tertiary qualification and
41 per cent having a mental health related qualification. The
challenge is to ensure that all sector staff have a set of core
skills and a qualification that matches their job role. At this
early stage the MHCC ACT is considering a framework
that encompasses a set of core competencies from the
Community Services training package and a requirement for
frontline service staff to have or work towards a Community
Service Certificate IV specialising in one of several fields. In
addition the framework will encourage appropriate
qualifications for staff in other areas.
In the background of these workforce developments is a
recently released Review of the ACT Community Mental Health
Sector. The Review involved a mapping survey of community
mental health programs in the ACT and identified a range of
service gaps and areas for sector development. The Review
also identified a number of recommended actions.
The Review confirms that our sector has grown in an
uncoordinated fashion and consists of a diverse mix of small
and large organisations providing a wide range of different

services. Key findings include that collaboration remains a
key challenge. Collaboration is essential not only to improve
linkages across the sector to improve the client journey and
experience, but also to find innovative ways to address lack
of economies of scale. Recommended actions aim to, among
other things, improve the sense of being one sector, enhance
quality service delivery through better quality improvement
processes and consumer and carer research, and encourage
collaboration by instituting sector-wide communities of practice.
In conclusion it is an interesting time to be involved in mental
health policy and sector development in the ACT. The projects
underway aim to develop the community mental health sector
and prepare it for future growth. The ACT Government has
a commitment to the sector and funds have been allocated
to back up that commitment and to fund important strategic
initiatives, such as developing a Workforce Development
Strategy. The challenges ahead are still substantial, however.
Being a very small jurisdiction has allowed for a high level of
community involvement in policy development, but also
presents particular challenges in terms of economies of scale
and in finding the resources to meet all the challenges ahead.
FIND OUT MORE: Contact Brooke McKail, Executive
Officer, Mental Health Community Coalition ACT for more
information on 02 6249 7756 or email: admin@mhccact.org.au
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South Australia –
in the grip of mental
health reform
Geoff Harris, CEO, Mental Health Council of South Australia

A major step forward has been the consolidation of the role
of non-government services providing psychosocial rehabilitation
support to people in their own homes. A review of the largest
of these programs is being undertaken and early indications
suggest that these services have been effective in supporting
people to lead more socially inclusive lives in the community
and substantially reduce reliance on unplanned admissions
into acute care settings.
South Australia is in the latter stages of implementing some
of the biggest reforms seen in this state to date. In response
to the growing pressure and advocacy to reform the mental
health system, the state government gave the Social Inclusion
Commissioner, Monsignor Cappo, the task of developing a
five-year plan for mental health in South Australia1.
Following much consultation, Stepping Up was released in February
2007 with 41 recommendations and a huge agenda for reform.
The bed-based parts of the system have been reorganised into
‘steps’ and mostly accommodated in purpose-built premises. The
aim of this is to support people earlier in their illness cycle, such
as creating Intermediate Care units, Community Rehabilitation
Units and up to 24-hour supported accommodation.

A major step forward has been the consolidation of the role of
non-government services providing psychosocial rehabilitation
support to people in their own homes. A review of the largest
of these programs is being undertaken and early indications
suggest that these services have been effective in supporting
people to lead more socially inclusive lives in the community
and substantially reduce reliance on unplanned admissions into
acute care settings.
Some aspects of Stepping Up are still being implemented so
the full impacts are difficult to assess at this stage. It is clear in
the table opposite however, that South Australia has increased
its investment in mental health substantially over recent years,
despite a slow start in the early years of the first and second
national mental health strategies.

Table 1: Investment in mental health
Financial
Year

NGO MHS
Expenditure
$000s

Total Mental
Health
Services
Expenditure
$000s

NGO as
a % of
Total MHS
Expenditure

1997–8

2802

125164

2%

1998–9

3519

128514

3%

1999–2000

3810

135990

3%

2000–1

3644

143262

3%

2001–2

3724

158117

2%

2002–3

3426

165010

2%

2003–4

5466

177345

3%

2004–5

9548

202031

5%

2005–6

14686

219894

7%

2006–7

22803

253051

9%

2007–8

24488

276033

9%

2008–9*

24000*

300000*

8%*

2009–10*

30000*

318000*

10%*

* 2008–9 and 2009–10 figures are indicative estimates only2
During the last five years, there has also been increased
investment from the Commonwealth; in the most recent
budget, there was a further increase in a range of programs.
Apart from delivering additional support to individuals, this
Commonwealth investment has also increased the accessibility
to people with mental illness. For example, the Personal
Helpers and Mentors services (PHaMs) are accessible via
self-referral opportunities to psychosocial support and they
are proving to be an effective pathway to a range of supports
that individuals may need to recover.
Recent years have also yielded additional significant benefits from a
more productive relationship between mental health and other
portfolios both within South Australia and with the Commonwealth.
An example of this is the Commonwealth investment in social
housing during the Global Financial Crisis which resulted in 1500
units of social housing in South Australia, 250 of which have been
allocated to people with mental illness.
Many of the people who will benefit from these tenancies
will need additional support and Health SA has developed a
Housing and Support Program to enhance the value of this
‘windfall’ of housing stock.

Another example is the Commonwealth’s announcement on
sub-acute funding, which in South Australia will result in some
new service types that are not purely bed-based and will be
valuable additions to our refurbished service system. The
proportion of this funding that is allocated to mental health in
South Australia and the degree to which it ‘dovetails’ well into
the existing system, is a tribute to the political support for mental
health in this state and the effective working relationships
between South Australia and the Commonwealth.
In summary, the direction and pace of reforms and investment in
mental health in South Australia over recent years has been good.
Unfortunately there remains so much more to do and it is not clear
what process will take us forward as Stepping Up finishes early in
2012. We need to continue to increase the focus on delivering
support services where people live and in ways that effectively
reflect how people with mental illness want to engage with services.
Housing remains problematic with many people with mental
illness still experiencing homelessness or living in vulnerable
accommodation. Other cross-portfolio issues have not
progressed significantly through the recent period, including high
unemployment rates and the overrepresentation of people with
mental illness in justice settings. We need to critically reflect on
whether recent improvements have delivered for people in rural
and regional areas and specific population groups such Aboriginal
and Torres Strait Islander people, people from CALD
backgrounds, younger and older people. We also need to
increase focus on prevention and early intervention and
reduce stigma and discrimination.
The recent Council of Australian Governments’ agreement
to work jointly to develop a ten-year roadmap is exciting.
Through this process we need to set ambitious targets that
will indicate that people with mental illness are achieving
recovery, particularly in areas such as housing, income and
employment. It is an opportunity to look beyond the mental
health portfolios to find solutions to complex social problems.
So despite recent investments and positive changes in policy direction
over recent years, we still have a long way to go. But who knows
what we can achieve with a high level of political will, good policy
directions across jurisdictions and solid investment over ten years?
FIND OUT MORE: Visit the Mental Health Council of South
Australia’s website for more information at: www.mhcsa.org.au
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Strengthening carer peer
support in mental health reform

Warren Jenkins, Executive Officer, Mental Health Carers Arafmi Australia (MHCAA)

Strengthening the inclusion of carer peer support will, of
necessity, require a planned approach to funding specialist
agencies that hold this experience and skills. These services will
provide information, referral, support, education and advocacy
to enable an understanding of mental health services and how
to work in effective partnerships with them. If this is overlooked,
then the next generation of mental health carers will again be
left holding all the pieces of the jigsaw together.
In this article, the word ‘carer’ is used to mean any person who
provides regular unpaid support in a person’s recovery; this may be a
parent, partner, sibling, child, friend or member of a social network.
Ever since the heady days of de-institutionalisation in the
70s and 80s in Australia, which occurred in varying ways in
different states and territories, mental health carers have
played a major part in supporting and enabling people with
a mental illness to live successfully in the community.
The widespread expectation that savings from services closed
down would be transferred to community based clinical and
non-clinical supports did not automatically happen. As a result,
the growth of community mental health programs have been
slow or severely under resourced. The success of community

based mental health services has been a tribute to the vision
and dedication of professional staff and the community
managed mental health sector which has worked in close
partnership with treatment teams.
In many cases where the system has not been able to respond,
responsibility to provide long-term support has been pushed
back on to carers and families, and at one time lead Dr Amgad
Tanaghow, the then Chief Psychiatrist in Victoria, to declare that
carers are the psychiatric nurses of the community.
In this sense, carers have been ‘the glue’ in a mental health
system under siege. This is amply demonstrated in the
Adversity to Advocacy report produced by the Mental Health
Council of Australia1 which details the top 15 key issues

identified by mental health carers. These issues result from
the role played by carers as the individuals who make sure that
all the bits of a ‘jigsaw’ fit together, that their loved one gets
to the doctor, takes medication and is supported in daily living.
It is often carers who will be left to assist the person with a
mental illness in their quest for recovery.
In many cases, the ability of carers to provide support has been
facilitated and underpinned by a group of mental health carer
mutual support and self-help organisations across Australia.
Mutual support and self help (peer support)
The seeds of the modern mental health carer peer support
movement can be found in the lived experience of the families
supporting people with a mental illness.
The impact of mental illness on family life can be devastating.
It can involve personal psychological trauma, grief and pain
associated with not seeing your child, parent, sibling or partner
reach expected levels of independence and self-determination.
It can also place relationships and family finances under
enormous strain and can lead to serious relationship
breakdowns. It can result in a loss of income and derail any
future plans that may be held, as well as experiencing social
stigma in one’s own neighbourhood.
The lived experience described above is not confined to
the person with a mental illness, but may also apply to many
carers who can be swamped in a pattern of surviving on
a day-to-day basis, with little hope for the future.
As a result, mental health carers saw the need to come
together to establish mutual support and self help agencies
which emerged as social structures to enable them to share
their lived experience.
A classic and enduring example is the Associations of Friends
and Relatives of the Mentally Ill (Arafmi) established across
Australia2, with the first group beginning in NSW in 1979.
Families of those living in long-term mental hospitals became
aware of their commonalities and strongly advocated for
their loved one to be provided with community housing
and community based care.

These families and carers realised they had very much in
common with other families in the same situation and that
they were not alone. By sharing their experiences they
realised they could support each other and advocate with
a stronger voice. Because they were peers they were able
to offer understanding and solidarity to each other as families
struggled to maintain or re-establish their relationships.
For many carers across Australia, mutual support and self-help
services and advocacy programs are still the cornerstone for
their daily survival.
Many services and individuals have supported and stood
beside carers and have brought the role and needs of carers
into mainstream policy and service provision. The advocacy
brought about by these people has facilitated many systemic
changes. Hopefully, in the next wave of mental health reforms,
mental health carers will not experience the same disconnect
from service provision.
The future hope of mental health reform
The numerous exciting developments taking place in mental
health service provision at this time are based on the Council
of Australian Governments’ agreements resulting from a
groundswell of national awareness. These agreements
concern the incidence and impact of mental illness on both
individuals and their families.
The development of a mental health roadmap for mental
health reform over the next ten years, and a mental health
commission both provide an opportunity for the government
to consult a broad range of service users, providers and
others as well as including peer support models in service
development. There are also Carer Recognition Acts, both
at a State and Federal level, a National Carer Strategy, and
the National Disability Insurance Scheme (NDIS). It is noted
with interest, the focus of the NDIS is empowering both
families and carers.
Perhaps the most hopeful sign for the future is found in the
recently introduced revised National Standards for Mental Health
Services3. In particular, Standards 3 and 7 which not only include
the right for carers to participate in the care and planning for
their loved ones, but also enshrine the concept of the carer’s
own individual needs which are central to carer wellbeing.
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The employment of carers as carer consultants within
many Area Mental Health Services across the nation
has enabled greater participation by families and carers
in treatment and support planning, as well as policy
development at national and regional levels. However,
carer consultants will be the first to tell you that they
have little time to provide face-to-face peer support
to other carers, many who are experiencing their first
contact with a formal mental health service.
Every carer will loudly acclaim more and better targeted
services as adequate treatment and support, are the
primary interests of mental health carers. However these
developments, as crucial as they are in their own right,
do not guarantee that the needs of mental health carers
will be met, or even understood.
The employment of carers as carer consultants within many
Area Mental Health Services across the nation has enabled
greater participation by families and carers in treatment and
support planning, as well as policy development at national
and regional levels. However, carer consultants will be the
first to tell you that they have little time to provide face-to-face
peer support to other carers, many who are experiencing
their first contact with a formal mental health service.
I recently spent 90 minutes listening to a distressed mother
describing how she has been unable to find support and
assistance in a mental health system which has badly let her
son down. He may be entitled to a range of services such as
meals on wheels, concession transport, assistance with house
cleaning, but she cannot get help from specialist mental health
services with managing her son at home on a day-to-day basis.
This support has become her responsibility by default. If we
add in other needs of carers to be understood and accepted,
it becomes clearer that there is a range of supports carers
need that cannot be met inside clinical mental health services,
but are the domain of peer-run specialist supports.
The development of the Personal Helpers and Mentors
Scheme (PHaMS) funded by the federal Department of

Families, Housing, Community Service and Indigenous Affairs
(FaHCSIA), has highlighted peer support as a future area for
workforce development and growth. This funding not only
recognises the value of peer support, but also enables
it to be established through PHaMS programs.
Strengthening the inclusion of carer peer support will, of
necessity, require a planned approach to funding specialist
agencies that hold this experience and skills. These services
will provide information, referral, support, education and
advocacy to enable an understanding of mental health services
and how to work in effective partnerships with them. If this is
overlooked, then the next generation of mental health carers
will again be left holding all the pieces of the jigsaw together.
Peer support should be accessible to all who need it. ‘Every
person living with or experiencing a mental health issue has
the right to access avenues to share their lived experience
in a confidential, safe environment where they are heard,
respected, honoured and understood’.4  
FIND OUT MORE: For more information, visit
the MHCAA website: www.arafmiaustralia.asn.au
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Christine Thornton-Gaylard, Director Service Development, Ermha Inc

At Ermha we strive to keep mental illness in perspective. It is
just one part of our clients’ lives, even though at times it may be
experienced as overwhelming. Our clients’ strengths get the focus
they deserve and as we assist people to reduce the effects and impacts of
a mental illness, we encourage them to explore new approaches to life.
Ermha (formerly Eastern Regions Mental Health Association)
provides psychosocial support services to the people of
Melbourne’s South East and the Barwon region of Victoria.
Initiated in 1982, the organisation commenced provision of
services targeting people with mental illness who required
assistance to establish and maintain their home in the community
after lengthy hospitalisations.
Since that time Ermha has developed extensive expertise
in the delivery of community based services to people
with disabilities, mental illness and high and complex needs.
Ermha has continued to expand its services based on identified
prevalent need in the community and in response to feedback
and advice from our clients, their families and carers.
Currently Ermha works with over 1000 people each year,
providing a range of case management, linkage and support
programs and in recent years Ermha has designed and
implemented new programs focused on:
• prevocational and employment training opportunities
for people who have reached a point in their recovery
where they are ready to explore vocation
• supporting people experiencing the impact of dual
disabilities with high, complex and multiple needs

• targeting early and first onset psychosis
• facilities to support people in need of a sub-acute support
episode – Prevention and Recovery Care (PARC) services
• people experiencing homelessness and/or at risk of
homelessness who have a disability and/or mental health issue
• people from Culturally and Linguistically Diverse (CALD)
backgrounds who have recently arrived in Australia
• carers and families.
What sets Ermha apart somewhat is that we have developed
a broad range of relationships and partnerships with both
government and private sources in order to meet our charter.
By way of example Ermha has established a working partnership
with the St John of God Health Care Group in piloting the ‘Origins’
program, specifically targeted towards meeting the often unique
needs of people from CALD backgrounds who are recent arrivals
to Australia. Throughout Ermha’s history we have focused
considerable effort on developing our ability to identify unmet or
poorly met needs and on building creative and effective responses.
A substantial part of Ermha’s reputation is based on our specialist
support work. Over the years we have refined the design and
delivery of tailored flexible support packages, negotiated funding
and expanded this area of business with the Victorian Department

What sets Ermha apart somewhat is that we have developed a broad
range of relationships and partnerships with both government and
private sources in order to meet our charter. By way of example Ermha
has established a working partnership with the St John of God Health
Care Group in piloting the ‘Origins’ program, specifically targeted
towards meeting the often unique needs of people from CALD
backgrounds who are recent arrivals to Australia.
of Health and the Department of Human Services. This work,
focused at the so called complex end of the mental health
continuum, has substantially informed much of the work being
undertaken across Ermha. It has also driven reflective practice
and service improvement approaches that are emerging and
subsequently being embedded in our service systems.
Centred around support, these packages combine the funds
and expertise to help people gain or regain a satisfactory level
of independence in their chosen community. Packages may
have several elements but most importantly they are individually
tailored to each client and designed and delivered under a
collaborative model, which draws together a range of services
encouraging a more seamless service delivery experience.
Ermha’s recently formalised Transitional Dependence Model
articulates some of our approaches to support even further.
This model has been used to its greatest effect within our
new dual disability service approaches delivered from bases
in Dandenong and Geelong.
While Ermha’s intensive support clients have benefitted from
this general approach for some time, the elucidation of the
model means it can be applied more widely and effectively
and we are currently exploring how this model can be used
in our broader support work.
As the profile of mental health at both the state and federal level
continues to rise, Ermha’s task is to generate concrete results for
clients. This growth in both profile and services has prompted the
creation of a new service development arm for the organisation.
The Service Development Unit (SDU) is charged with a broad
range of intended outcomes including, perhaps predictably,
fuelling yet more growth and ensuring that Ermha not only
meets but excels in the delivery of services to our communities.
The development of Ermha’s strategic and operational plans
have taken service excellence and client outcomes as their
starting point and are now starting to bear fruit.

With over half the organisation’s personnel involved in
our specialist support work, the SDU has coordinated the
formalisation of Ermha’s Transitional Dependence Model,
which aims to build a much greater capacity for independent
living on the part of dual disability clients. These clients often
have an intellectual disability together with substance use and
behaviour problems as well as a mental illness. They have
typically made little progress despite years of support and
multiple interventions by other clinical and community services.
At its core the Transitional Dependence Model assumes clients’
actions and words, no matter how mal-adaptive or chaotic they
may appear, have a purpose and are designed to achieve a result.
Ermha’s dual disability support workers must understand this
complex knot of action and emotion before applying methods
that can lead to change. Ultimately the model measures client and
worker actions against results, in real or close to real time, so that
successful strategies can be made more effective and unsuccessful
ones can be modified or discarded. A core tool being utilised is an
action/decision matrix that workers can use to build consistency
of response in the client/worker relationship.
At Ermha we strive to keep mental illness in perspective. It is
just one part of our clients’ lives, even though at times it may
be experienced as overwhelming. Our clients’ strengths get
the focus they deserve and as we assist people to reduce the
effects and impacts of a mental illness, we encourage them
to explore new approaches to life.
At the heart of everything Ermha has developed over the
years, is a deep and abiding respect for the people who make
use of our services. It takes hope, courage and commitment
to seek a brighter future.
FIND OUT MORE: If you would like to learn more
about Ermha, please visit their website at: www.ermha.org
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Good Health Matters –
the art of living

Jane Howey, Health Promotion Officer, Neami Ltd

‘Good health is represented... as a balance of listening to your
body, nurturing your soul and indulging your mind’, Splash artist.
What do apples, broccoli and a guitar have in common?
Seemingly nothing...unless you ask Neami Ltd (Neami) Splash
[Art Studio] consumers, who depicted their perceptions of
good health through artwork, which was printed on t-shirts
and displayed at the Banyule Community Health Centre.
The artwork represented a variety of healthy concepts such
as the ‘broccoli tree’, which embraces healthy eating, nature,
climbing a tree and fresh air.
Individuals with severe mental illness have an estimated life
expectancy of 15 to 20 years below the general population1.
(This statistic was explored in depth in the Winter 2011 edition
of newparadigm.) In response to this alarming fact, Neami,
a not-for-profit mental health agency, implemented a health
promotion program. The program focuses on improving
the physical health outcomes of consumers through the
development and implementation of a range of health
promotion initiatives. These initiatives are aimed at resourcing
staff and empowering consumers. To date these have been
a tremendous success.
Early health promotion initiatives with Splash Art Studio have
not been easily transferable given that Splash’s focus is on art
practice and development. Nevertheless, Splash was eager
to engage with this new health promotion program. Together,
staff developed the idea for a themed health promotion
exhibition, which became known as Good Health Matters.
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Splash artists were offered the opportunity to participate in
the Good Health Matters art exhibition. Nine artists worked
with the theme ‘What does good health look like to me?’
A nice part of the process was the dialogue that opened up
around health and wellbeing. In printmaking workshops over
a number of weeks, artists spoke about what good health
meant to them. Their visual representations were then
translated into t-shirt designs. Artist designs included an
apple-shaped heart (that represented the balance of body,
soul and mind) and a guitar (symbolising a life full of passion,
happiness and creativity).
The final part of this initiative involved determining the best
venue to stage the exhibition. Over the years, Neami has
forged a strong relationship with Banyule Community Health
and this exhibition provided an opportunity to showcase the
strength of this partnership. In staging the exhibition at Banyule
Community Health, Neami hoped to accomplish two key

goals. Firstly, to familiarise consumers and families with Banyule
and their services and secondly, to demonstrate what can be
achieved through effective collaboration. The Good Health
Matters exhibition has exceeded all expectations and looks
to become an annual event.
Upon final reflection, one should not forget that good health
means different things to all of us. Recovery is individualistic
and should continue to be reflected in every part of the
health promotion work that we do.
FIND OUT MORE: Please visit Neami’s website
for more information: www.neami.org.au
References
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Book review
Shedding the Black Coat –
Kali Paxinos: A story about
living well with schizophrenia
Jill Parris

Shedding the Black Coat is the story of Kali Paxinos, her family
and son, Perri, who was diagnosed with schizophrenia in his
20s. Written by Jill Parris in an interview style, the book initially
appealed to me as, like the protagonists of the story, I too
am of Greek heritage and have experienced mental illness.
The story is interwoven by the author’s own experiences
of interviewing the Paxinos family as well as first-hand accounts
by Kali, each of her children and Perri’s treatment team.
A good part of Black Coat is dedicated to exploring the
Paxinos family tree and particular tragedies that have beset
the extended family.
Parris’ representation of Kali’s passion and enthusiasm for
providing support to the broader multicultural community
in coming to terms with a loved-one’s mental illness was a
strong point of the book. It details at length Kali’s past and
present achievements including the role of Culturally and
Linguistically Diverse (CALD) Carer Consultant, advocate
and her extensive work in making Ken Alexander’s 14
Principles of Coping accessible and relevant to the CALD
community. I was interested in the two case studies
provided by Kali of mothers whose children had developed
schizophrenia. These case studies articulated the cultural
difficulties in understanding and accepting that a family
member has a mental illness. In particular, they highlighted
the cultural stigma, grief and isolation a family can feel.
The book at times was repetitive and meandering in nature.
The author’s line of questioning could have benefited from
further input from the community-managed mental health
sector particularly in relation to the concept of recovery,

which was not particularly well explored. While the concept
of attribution of blame on either the inflicted or their family
received good coverage, as well as gender expectations,
I think readers could have benefited from more information
about recovery as a concept for both families and the
individual and how this looks within the Greek cultural context.
I would have also liked to read more about the cultural
beliefs and attitudes particularly in relation to the evil eye
and the Greek Orthodox Church’s view on mental illness
that can be a barrier to recovery. Both are grounded in
beliefs that mental illness is a spiritual infliction that can be
cured either by prayer or removal of a curse. Further
explorations of these concepts and the historical treatments
of mental illness within the Greek culture would have been
helpful for people from different cultures.
In a way, Black Coat attempts to do many things at once –
it is part memoir, part ethnograph and part educational tool.
How the author has chosen to present the work is a little
disordered. Even though I wonder that perhaps this was a
deliberate technique, I still found it somewhat frustrating,
yet at the same time interesting, in that it gave the book
a sense an intimacy.
Overall, Black Coat is a delightful book. I commend it to
anyone who works in the mental health sector as well as
to Greek families for whom it would be most enlightening.
Reviewed by
Anthea Tsismetsi
Policy and Research Officer, VICSERV

About us

Our Vision

VICSERV is a membership-based
organisation and the peak body
representing community managed
mental health services in Victoria.
These services include housing
support, home-based outreach,
psychosocial and pre-vocational
day programs, residential
rehabilitation, mutual support
and self-help, respite care and
Prevention and Recovery Care
(PARC) services.

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

Many VICSERV members
also provide Commonwealth
funded mental health programs.

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

Our Mission

Our Values

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

Collaboration (Teamwork)

We support members by:
•
•
•
•
•

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

•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 change and new opportunities
• Stepping up and out from our roles and perspectives
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 of information and resources.
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