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EDITORIAL

Kim Koop, Chief Executive Officer, VICSERV

The editorial for the last post-conference edition of newparadigm back in 2010 predicted
that “…the landscape in which the 2012 VICSERV conference will be set is likely to be
considerably changed.” And has it ever. The last two years between conferences have been
characterised by significant change: a new flavour of government at the Victorian state level;
shifts in mental health policy and the effects of the global financial crisis on Australia’s
unique two speed economy. This has resulted in new realities, a reframing if you will of
what is expected of community managed mental health services and how they operate.
Across two days in May this year over 900 delegates congregated
to consider the overarching theme of Reframing Mental Health: a
new state of mind at the biennial VICSERV Conference. Attendees
and presenters came from across the continent and overseas
including England, New Zealand and the United States of America.
With an array of presentations and workshops, the theme was
explored from multiple angles including from consumer, systematic
and operational perspectives.
Conversations over this time highlighted how different this
VICSERV conference has been compared to previous years.
Whilst it is true that there was a deliberate shift in emphasis
looking at organisational and systemic change, the focus
remained the same: how to best meet the needs of people
who interact with mental health services.
The post-conference edition kicks off with an article by Ian
Dixon, Principal of Dixon Partnering Solutions. The beauty
of Ian’s messages around partnering is that they are so simply
distilled yet remarkably profound in their nature. Furthermore,
these teachings can be translated at all levels; building true
partnerships between services, consumers, families and
governments. For those who were unable to see him present,
Ian’s article will give you a bit of a taster as well as provoke
discussions around the true meaning of partnership.
Robyn Shearer, CEO of Te Pou o Te Whakaaro Nui, New
Zealand, considers leading change as a way of informing

effective services. In her contribution, she provides an insight
into how services are being supported through change by
building capacity and leadership.
A focus on consumer leadership at this conference signaled a
departure from outmoded thinking around the role of consumers.
Indigo Daya of Prahran Mission’s consumer lead program, Voices
Vic inspires in her article where she addresses ways in which
consumers are leading change. The role of consumers as change
agents is further explored by Julie Anderson and Cassy Nunan of
Mental Illness Fellowship Victoria within the context of peer support.
Readers may notice that some articles from other keynote
speakers have not been included in this edition. Over the
next six months, newparadigm will be undergoing a process
of change including the exploration of alternative forms of
delivery. So look out for those articles in a different form
in the not too distant future.
With many more thought provoking articles comprising this
edition, please enjoy the read. With elections on the horizon
in 2013 and a major reform agenda laid out, change will be a
continuing theme in the coming years. More than ever it will
be important to hold the key focus in sight. As those in the
business of predictions may have already concluded, the
changed environment in which the next conference is likely
to be set will call for a focus on the fundamentals. That is the
fundamentals of respect, dignity and equality.

REFRAMING
MENTAL HEALTH:
A NEW STATE
OF MIND
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Partnering in
Mental Health
Ian Dixon, Principal of Dixon Partnering Solutions

When we think of change we inevitably think of the negative aspects
and that we may lose something. The other way to look at change
is to embrace it and seek out the opportunities that it can provide,
however, we must first accept that change needs to take place. The
next step is to take a proactive approach and design the changes
rather than wait for them to be imposed by others.
Mental Health is undergoing some major transformation
right around the country. With greater recognition of this area
and significant reforms on the horizon, such as the National
Disability Insurance Scheme, moves towards fully individualised
offerings and significant additional funding from the Federal
Government announced in 2011, it is a sector poised
for change.
The recent conference held by VICSERV, titled ‘Reframing
Mental Health: a new state of mind’ was very appropriate
given the massive changes that are looming and the need for
people operating in the Community Managed Mental Health
sector to embrace change and to look at ways of doing
business differently.
But how can the sector capitalise on these changes and
develop a sustainable delivery model for the future?

that it can provide, however, we must first accept that change
needs to take place. The next step is to take a proactive
approach and design the changes rather than wait for them
to be imposed by others.
Partnering by design
So how does partnering fit into the possible future for the
Community Managed Mental Health Sector?
Well partnering is all about change and a truly ‘integrated
partnering approach’ provides the opportunity to undertake
transformational change if it is undertaken well. It provides
the opportunity to explore different ways of working together
to maximise the impact of projects, initiatives or the delivery
of services.

While there was much discussion at the conference
about ‘collaboration’, ‘working together’, ‘integration’ and
‘partnering’, this can all sound very threatening to organisations
currently delivering services in this sector.

But this type of partnering takes time and needs to follow
a structured process to maximise the benefits. It also needs
those who come together to explore partnering to let go of
preconceived ideas and solutions. The surest way to limit the
potential benefits through partnering is to come to the table
with ‘your’ solution and try and impose it onto others!

When we think of change we inevitably think of the negative
aspects and that we may lose something. The other way to
look at change is to embrace it and seek out the opportunities

One of the greatest benefits of partnering is that it enables
organisations to come together and explore how they could

work together differently and to truly co-create solutions.
It provides a space to innovate and create and to do things
in new ways that may not have been envisaged before.
But partnering is not easy. It takes time and requires an
ongoing commitment and significant buy in both externally
with other partners and internally within our own organisations
if it is to be successful. The other critical aspect is that every
partnering process is very much context specific, as it depends
on the organisations and people involved at any point in time.
While every partnering context is different we believe there
are some simple frameworks and models that can be applied
to partnering that can help people to do it effectively and
maximise the outcomes.

• Process – having a structured process is the third important
component of effective partnering. As mentioned earlier
every partnering context is different hence our approach
is to utilise a 3 stage process as a broad framework. This
framework (shown below) enables us to assess what
activities need to be addressed at any particular time in
the process and most importantly what questions need
to be asked.

Creating

Developing

Sustaining

Partnering Process™

The Critical Components of Partnering
Based on our many years of experience in this field we believe
there are three critical components that need to be addressed
in any partnering process, namely:
• Purpose – being clear about ‘what’ the partnering is about.
What is it intended to achieve and how broad or limited is
the scope of the partnering process? This may seem like a
simple task but what we often find is that people interpret
intent in different ways and getting absolute agreement on
‘what’ is intended to be achieved can often be challenging.
However, it is critical that time is spent to get this very
clear and agreed between the partners, as it has significant
implications for getting buy in from others as you move
through the partnering process.
• People – getting clear on ‘who needs to be involved’ and
what their underlying drivers and interests are is also key.
Ensuring that relationships are developed and maintained
throughout the partnering process is essential. Another
important aspect is whether people who engage at the
partnering table have ‘permission to partner’. Are they fully
empowered to participate and make decisions on behalf
of their organisation?

The initial creating stage is very much about clarifying
the purpose and getting the right people involved, while
the developing stage is about how the partnership will
actually deliver on the ground and sustaining is all about
maximising outcomes.
Getting started
One of the most important issues for anyone considering
working with others is just how to get started. How do you
approach another organisation and get them engaged rather
than being seen as a threat?
Our approach has always been to try and engage in some
exploratory discussions with an individual from the other
organisation(s) first and preferably someone that you have
some personal relationship with as well. In doing so we
believe it is critical not to have a position or solution that
you are taking to the other organisation but rather provide
an opportunity to sit down and have a conversation about
where each organisation is at and what potential you may see
in working more closely together, whatever this may look like.

08

newparadigm

Winter 2012

Psychiatric Disability Services
of Victoria (VICSERV)

Partnering in Mental Health
by Ian Dixon

If there is some positive reaction to this approach then it
would be worthwhile arranging for a small group discussion
between one or more of the organisations to learn more
about each other and start to explore possible opportunities.
In these early stages it can be difficult as people may not be
willing to share information until enough trust is built between
the potential partners. Taking the time to get to know each
other and each of your organisations will start to build the
‘trust bank’ that is so critical as the partnering develops.
Another important aspect at this early stage is developing
an understanding within your own organisation about what
partnering means and why your organisation may want
to venture down this path. Being clear about what your
parameters are when engaging with others will make it easier
to have those early discussions and to progressively build
internal buy in as the partnering moves forward.
Maintaining Momentum
Once discussions have been initiated the next challenge is
to maintain momentum. It can take some time for potential
partners to all come to the same place in terms of
understanding and commitment to any partnering activity,
hence actively facilitating this process is essential.
Clarifying expectations and working through all the various
steps to create a partnering agreement can provide a solid
basis for the partnering to then proceed.
However, while the early creating stage of partnering is all
about getting engagement, action will not take place from
the partners until there is sufficient commitment and shared
ownership between all the partners. The partners have to
see it as their partnership and not just owned by the person
or organisation that initiated it.
As mentioned above, partnering nearly always starts with one
individual approaching another to explore some opportunity.
The challenge is to move from individuals to organisations
partnering – this is essential if the partnering is to withstand
the inevitability of people coming and going.

Keynote speaker Ian Dixon, founder and principal of Dixon Partnering Solutions

Where to from here?
As we look ahead it is clear that the Community Managed
Mental Health sector has many challenges ahead.
How the sector embraces change and seeks to co-create and
co-design its own solutions to meet these challenges will be
critical to the level of services delivered and the wellbeing of
the clients it serves.
Partnering may offer many solutions to meet these challenges
but only if it is done well and used in the right circumstances.
Building partnering skills and knowledge within the sector
is one way of ensuring that if partnering is undertaken it will
achieve results greater than could have been achieved by
working individually.

Ian Dixon is Principal of Dixon Partnering Solutions, the leading
specialist in cross sector partnering within the Australasian
Region. Ian is an internationally accredited partnership broker
through the Partnership Brokers Association based in the UK.
Ian was a keynote speaker at the recent VICSERV Conference,
‘Reframing Mental Health: a new state of mind’.
Further information about Ian and his organisation are available
at www.iandixon.com.au
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I have a dream… consumer
leadership in the community
managed mental health sector
Indigo Daya, Project manager, Voices Vic, Prahran Mission’s consumer-led program for people who hear voices

Anger is a mechanism for alerting us to injustice and motivating us
to make change. We are entitled to feel this anger, and we deserve
spaces in which to express it and a sector that is willing to hear it
and sit with the discomfort. We must also take responsibility for
being respectful and non-violent with our anger.
I HAVE A DREAM. These words swept a whole country into
challenging injustice and bringing about a new chapter in freedom.
For the United States’ civil rights movement, Martin Luther King’s
words were a rallying cry. They are also a reminder that significant
social change is always led by the oppressed. I believe mental
health will be no different, and that the most important reforms will
continue to be led by people with lived experience. But this does
not mean that organisations working in mental health cannot be a
part of the dream.
In this article I examine the need for significant and continuing
change in the mental health sector, and why consumer leadership
must lead the way. I explain what the community managed mental
health sector can and is doing to enable this change and
discuss what we, the consumers, must do ourselves.
I invite you, whatever your role, to take up one or more of the
challenges I pose in this article, and become a part of the dream.
Do we really need more change – aren’t we there yet?
Question: What do the following have in common?
•
•
•
•

Friends
Family
Children
Romance

•
•
•
•

Pets
Health
Education
Respect

•
•
•
•

Safety
Security
A home
A car

•
•
•
•

A computer
Travel
Power of choice
Respect of others

Answer: For mental health consumers, they are all aspects
of life that we are told, in one way or another, that we
cannot have.
The statistics bear this out. Here are just some:
• 85.2 per cent of mental health consumers are on
government pensions (VICSERV, 2008)
• 42 per cent live with unstable or unsafe housing
arrangements (VICSERV, 2008)
• 39 per cent do not have a best friend; 12 per cent have
no friends at all (Jablensky, 1999)
• 64 per cent of those diagnosed with schizophrenia are
single (Access Economics, 2002)
• average life expectancy is 50–59 years (VICSERV, 2008)
• 71 per cent are victims of violence or crime (Mind
UK, 2012)
• 61 per cent of women interviewed in one study had
personally experienced sexual harassment or assault from
other patients and/or staff (VWMHN, 2007).
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I have a dream... consumer leadership
in the community managed mental
health sector
by Indigo Daya

We have heard these statistics about the socio-economic
impacts of mental illness so often that we become numb to
what they really mean. But stop for a moment and imagine
what your life would be like with no likelihood of romance,
marriage, children, or pets; no car, travel, computer or home;
no best friend, prospect of a good retirement, education or
career; poor physical health, obesity and poverty; little respect
or choice, less safety and no security.
How would you really feel about that?
The combined reality is clear: people who experience mental
health issues face extreme socio-economic disadvantage,
widespread stigma and violence, have very little power
and are often under the control of others. That is, they
demonstrate all the characteristics of an oppressed group.
One must then ask: is it possible to be aware of this reality and
not conclude that we still have significant change ahead of us?
Changes in the wind…
While we talk about reforms like the new National Mental
Health Commission, the upcoming National Disability
Insurance Scheme (NDIS), more outcome measures, and
an increasing focus on recovery, we must not forget that
the heart of our mental health system is still founded on
a significant power imbalance (see Figure 1).

Clinical Psychiatry

Clinical Allied Health

Power

Community Services

Policy
Carers & Family

Consumers

Let’s look at the historical paradigm shifts in mental health
(Table 1, opposite). Despite significant changes over time,
it is still ‘others’ who decide who we are, what we need and
where we go. Our choices are of course significantly
improved, but they remain far from equal.
I believe that, as consumer leadership grows within the mental
health sector, the paradigm can shift again (Table 2, opposite).
Eventually we will come to a place where we define for
ourselves who we are and what we need and where mental
health will apply to everyone, not just those with a ‘diagnosis’.
What consumer leadership brings to mental
health services
The strength and perspective of consumer leadership comes
from the power of having lived ‘the nightmare’ as well as
holding the passion for ‘the dream’. And of course, it is actually
our lives that are affected. We bring new ways of working
and new ideas about recovery (indeed, recovery itself was
originally a consumer idea). We also bring challenges, which
can sometimes work against us.

Figure 1: Power balance in mental health

$

When we examine the history of other oppressed social
groups, it has always been a shift in power which has opened
the doors for significant change. Look at Mahatma Gandhi and
India’s independence, the suffragettes and women’s liberation,
Gay Pride and equal rights for the gay, lesbian, bisexual,
trans-sexual and intersex (GLBTI) community, Eddie Mabo
and land rights, and of course, Martin Luther King and the civil
rights movement. Until consumers sit at the heart of mental
health policy and practice and this power balance changes
significantly, the human rights issues and socio-economic
disadvantages we face will not be fully addressed.

Service
Delivery

While consumers are now frequently consulted, our power
in relation to other groups remains minimal, and is often still
tokenistic. I acknowledge the significance of our inclusion in
many mental health arenas, and the increasing number
of excellent consumer-delivered services – but the overall
balance remain far from the disability movement’s ideal of
‘nothing about us without us’.

Many consumers bring substantial anger to their leadership
roles, which can be confronting for services. But this anger
needs to be understood in the context of people’s experience.
It is not uncommon for us, as we find our recovery paths,
to look back on our lost years with anger, to feel the injustice
of involuntary and sometimes ineffective treatments, of stigma,
exclusion and inequality. To mourn for the people who
have abandoned us, and for our friends who have died
in the system.
Over my years of recovery and work, my own anger
has transformed into a different kind of energy. I am still
exceptionally driven, but these days I want constructive,
collaborative change, rather than to blame and tear down
‘the system’. I have come to see that despite all the issues, the
system is made of people, and ultimately we are all working
towards the same end goal. This being the case, I believe that
collaboration is far more helpful than confrontation (well, most
of the time, anyway).

Table 1: Historical paradigms in mental health
Period

Who we are

What’s wrong
with us

Who decides

Where we go

Middle ages

Demons, sinners

Possession

The church

Exile or death

16th – 18th Century

Criminals, lunatics,
idiots

Lunacy

The law

Prison, madhouses

19th Century

Insane, diseased

Insanity

The law & medicine

Asylums

1900 –1980s

Mental patients

Mental illness

The law, medicine & allied health

Hospitals

1990s – today

Disabled

Psychiatric
disability

The law, medicine, allied health
& community services

Supported community

Table 2: A future paradigm for mental health?
Period

Who we are

What’s wrong with us

Who decides

Where we go

Future

People

Nothing. We all have normal
and understandable variations
in mental emotional, social and
spiritual wellbeing

Us… with support from law,
medicine, allied health & community
services, friends and family

Everywhere

On the other hand, this has been my personal journey, and
I always hold a deep respect for those who are still feeling
their anger very strongly. Anger is a mechanism for alerting us
to injustice and motivating us to make change. We are entitled
to feel this anger, and we deserve spaces in which to express
it and a sector that is willing to hear it and sit with the
discomfort. We must also take responsibility for being
respectful and non-violent with our anger.
Our increasing involvement in mental health will not be
comfortable. It will be challenging and discomforting. But
perhaps community leadership and social change has to
be this way:

about functioning; social work about social factors and
inclusion; community workers about goals. Consumer and
peer workers think about the value of the lived experience
and human rights. This perspective can be brought to any
role in the mental health sector.
Enabling consumer leadership – down to ‘brass tacks’
“Leadership is not only an individual characteristic but
a community characteristic, based on the presence of
entrepreneurial social infrastructure.” (Flora, Flora,
Bastian & Manion, 2003)

‘It can be about causing ripples when people want a smooth pond
... It can make people feel uncomfortable. Community leadership
is often about getting back up after being knocked down – about
spreading a message that nobody at the time wants to hear. It’s
often about taking the wider community out of its comfort zone
and forcing it to confront issues that it would rather not.’
Sir Gustav Nossal, OAM

Looking at the history of other social groups which have
experienced significant disadvantages and progress in recent
decades, I have no doubt that consumers will eventually lead
the changes needed in mental health. We will do it. It’s already
happening, but the rate of progress is understandably slow
given our challenges, some of which I have outlined above.
As well-meaning as organisations or people may be, leadership
cannot be ‘given’ to us. It cannot be ‘done’ for us. But the
community managed mental health sector can help enable it.

It is helpful to think of consumer or peer work as a discipline,
rather than a role. The consumer or peer discipline brings
a new way of thinking about mental health, as do other
disciplines. Psychiatry thinks about the brain; psychology about
cognitions, emotions and behaviour; occupational therapy

A willingness to enable consumer leadership will increase the
rate of change in mental health, and those services that do so
will become the leaders in our sector – particularly when the
NDIS allows increasing choice for consumers.
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I have a dream... consumer leadership
in the community managed mental
health sector
by Indigo Daya

I outline below some of the ways in which organisations can
help to enable this change.
a. Where does your organisation stand with
consumer engagement?
Figure 2 illustrates a ladder of consumer engagement, and
where consumer leadership sits on this spectrum. More
than leadership, I consider ownership to be our end goal
(internationally this is an increasing trend, but still in its infancy
in Australia).
Organisations can ask of their programs and services: what
level of consumer engagement exists? How deep is the
engagement and what impact does it have on organisational
values and strategy? How well are they supporting people
in consumer leadership roles? What is stopping staff and
management and the organisation from moving up the
ladder of consumer engagement?
Figure 2: Ladder of consumer engagement
Ownership

Consumer-owned and run services

Leadership

Consumer-directed policy, strategy
& services, consumer-led approaches

Paid core participation

Consumer consultants, peer
workers, mentors, advocacy

Paid ‘non-core’ participation

Interview panels, info
distribution, buddies

Voluntary participation

Committee membership, feedback,
information sharing, small projects

Genuine consultation

Evaluations & program development,
access & equity, policy input

Token consultation

Minor contributions, or input not
acknowledged or utilised

Exclusion

No involvement

b. Shape and embed new organisational values
and philosophies
A key area for enabling greater consumer leadership will come
from reconceptualising organisational values and philosophies
across the sector. This can include:
• external and internal acknowledgement of the need for
significant change
• willingness to relinquish power and be transparent

• acceptance that increasing consumer leadership will be
uncomfortable and messy
• deep respect for the wisdom and diversity of lived experience
• commitment to consumer engagement and leadership at all
levels and in all roles
• genuine support and resources for consumer engagement
Many consumers are cynical about this topic. Sometimes
it feels like the most excluding or ‘non-recovery oriented’
services have the biggest and most colourful posters about
inclusion and recovery. Sadly, a nice poster does not
equal change.
It is therefore imperative that organisations’ philosophies
and values are put into practice by embedding them in
measurable and transparent ways. This is what makes
the changes genuine.
Every statement of vision, mission, philosophy or values
should be accompanied by two actions. The first is to
develop key performance indicators (KPIs) for every level of
management and every program which are clearly linked to
values, vision, mission and philosophy. In other words, how
will we prove that we practise what we preach? The second is
publishing performance against these KPIs in a transparent and
public manner, with real-life examples. This models the
changes, and promotes their continued growth.
c. Human Resources practice
Human Resources (HR) policies and practices can play a
significant role in enabling consumer leadership. A great
starting point is affirmative action for the employment of
consumers, across all levels of the workforce.
Affirmative action employment within mental health can
involve designating positions across the organisation to be
consumer held, or setting ‘stretching’ targets for consumer
representation. These types of employment initiatives must
be supported, however, by other HR practices including:
• Support for disclosure and non-disclosure: the imperative
to increase consumer representation cannot infringe on the
rights of employees to privacy. The decision to disclose
must always be a personal one.
• Ensure consumers have the resources to succeed:
providing realistic budgets for consumer-led programs and
projects; being aware of and avoiding tokenism.
• Training and development budgets: many consumers lack
employment experience and qualifications, or have had a
long break from working. Successful employment outcomes

•

•

•

•

•

•

will depend on organisations being willing to invest in the
development of their consumer workforce, including peer
work training, and often general employability skills.
Reasonable adjustments: disability legislation requires
reasonable adjustments in the workplace but in practice this
does not always happen. Often consumer employees are
not even aware of this option, or may fear that such a
request may endanger their tenure. Employers can assist by
being proactive, offering adjustments like flexible hours or
quiet work areas, and being open to creative solutions.
Don’t put people on islands: being the only consumer
employed by a service can create a sense of isolation and
pressure to be the definitive voice of all consumers. It is
important to employ more than one consumer and provide
opportunities for peer support and mentoring.
Support the emerging peer profession: wherever possible
provide peer supervision to help ensure that peer practice
is not colonised by other disciplines. Provide scope for peer
workers to utilise peer-specific practice and philosophies in
their work, which may differ from other disciplines.
Wellbeing planning and support: many organisations struggle
with what to do when consumer employees become unwell.
Given the emotional impact of mental health work, staff
burn-out rates and the reality that every organisation will have
employees with undisclosed mental health issues, it is good
practice to implement wellbeing planning and support for
all employees, regardless of consumer status. This should
represent a holistic approach to wellbeing, be available for
all staff and be modelled by management. Ideal plans will
include the option for advance directives, giving employees
control over what role or actions they wish employers to take
if they become unwell. Employee Assistance Programs (EAP),
regular supervision and debriefing, and realistic workloads
should be standard practice.
Flexible employment arrangements: consumer positions
should have the option of part-time employment, job share
and flexible work times wherever possible. Ideally this
flexibility should be available to all staff as it creates family
and disability friendly workplaces. In particular, it allows
consumers who are new to the workforce a way of
entering employment gradually, and adapting to workplace
conditions. Consumers will need time to attend health
appointments or to take self-care time, and those taking
medication may struggle with early rising. If the focus is on
the completion of duties rather than time, then flexibility
becomes easy to implement.
Parity of pay: many consumers are still employed at wages
below those of other employees, particularly for casual roles
such as speaking, sitting on interview panels or committees.
Parity of pay and conditions is an essential element for
respect and workplace equality.

• No cotton wool: it may appropriate for consumers to begin
with a lesser workload, to allow time to learn a new role,
and to develop skills and confidence. Once consumers are
established in a role, however, it is not appropriate to give
them smaller workloads than other staff in similar roles. This
becomes dangerously like tokenism, and creates unhelpful
stereotypes about consumer capacity and potential.
• Pathways: if we are serious about increasing consumer
employment, we must provide pathways to enter mental
health employment. Volunteering, casual and part-time
work are good segues into the paid workforce after long
periods of unemployment, and also provide opportunities
for people to assess their training and development needs.
Traineeships can be valuable pathways for working and
training for new starters, while career paths which include
senior positions provide motivation and powerful role
models.
d. Day to day practice
Consumers can take up roles in any part of an organisation.
Our interests vary widely and can include:
•
•
•
•
•
•
•

stigma and awareness, information provision
equal opportunity and human rights activism
advocacy
service delivery (clinical and community)
mutual support and connection
policy development and implementation
training and education

Some general principles can be helpful to adapt across
organisations to nurture and embed the emerging
consumer workforce:
• Policy and practice development which embraces the ideal
of ‘Nothing about us without us’.
• Consumers engaged with development of all policy, strategy
and day-to-day practice.
• Organisations embracing discussion and debate about
change, including creating spaces and opportunities for
discourses to be challenged.
• Never seeking consumer input without having the
processes for utilising it.
But as we promote increasing opportunities, it is important
to remember that only a minority of consumers will want to
work within the sector: most just want to recover and get on
with their lives.
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I have a dream... consumer leadership
in the community managed mental
health sector
by Indigo Daya

Consumers: what is ‘our’ responsibility?
Feminist Gloria Steinem said, ‘Power can be taken, but not
given. The process of the taking is empowerment in itself.’
As much as the mental health sector can help to enable our
leadership, it will have little impact unless consumers step up
and take it. So, how do we do it?
a. Find allies, mentors, supporters: don’t be alone in your
work or your passion for change. Connect with consumer
organisations, groups and individuals.
b. Take, reshape and make opportunities: my position as
project manager was not offered to me. I wrote the job
description then ‘sold’ it to my organisation. Likewise,
Voices Vic started with a relatively small scope and has
grown into a state-wide organisation that reaches hundreds
of people and employs six consumers.
c. Indian spiritual guru Osho said, ‘Be realistic… plan for
a miracle!’: to create sweeping change, it helps to dream
LARGE. There are many of us who share these large
dreams, and the more we talk about them, the closer
they become.
d. Don’t become what we’re trying to change: support
fellow consumers, even if you have different views or
experiences. Exclusion and disunity affect all of us, and is
never really helpful. Be careful with dogmatism and
remember we don’t have all the answers – no-one does.
e. Learn and grow: we are an emerging profession, and
many of us have missed a lot of education and work
experience. Take every opportunity to read, talk, listen
and challenge yourself.
f. Shape our discipline: be active in defining our emerging
profession of peer work.
g. One step at a time: While we may dream LARGE, small
steps will get us there just as well as leaps.

Indigo Daya, Project Manager, Voices Vic, Prahran Mission’s consumer-led program for people
who hear voices

the closer we will come to making this dream a reality.
While the primary responsibility lies with consumers to
take on leadership roles, the sector can make an enormous
contribution by taking on some of the ideas in this article to
create and nurture increasing opportunities for consumers.

Indigo Daya is a recovery expert by experience, and has a
passion for transforming the mental health sector through
collaborative consumer leadership in service delivery, policy and
education. She is the project manager of Voices Vic, Prahran
Mission’s consumer-led program for people who hear voices.
Indigo is also an independent trainer, speaker, consultant and
human rights campaigner who has spoken at conferences across
Australia and internationally. This article is based on her address
at this year’s VICSERV conference.
Further information about Indigo and Voices Vic are available
at www.voicesvic.org.au and indigodaya.com
References
Access Economics, 2002, Schizophrenia Costs: An analysis of the burden of schizophrenia and
related suicide in Australia, Retrieved from: http://www.o2c.com.au/research/SANE-Costs_of_
Schizophrenia.pdf.

h. Stand tall, even when things are getting you down:
Martin Luther King said, ‘A man can’t ride on your back
unless it’s bent.’

Flora, Flora, Bastian & Manion, 2003, ‘Leadership and Community Capacity Building, IOWA
State University’, taken from Consumer Leadership: A Literature Review, 2007, Rural and
Regional Health and Aged Care Services Division, Department of Human Services,
Melbourne, Victoria.

Conclusion

Jablensky, A., McGrath, J., Herrman, H., Castle, D., Gureje, O., Morgan, V., Korten, A, 1999,
‘People Living with Psychotic Illness: An Australian Study 1997-98’, National Mental Health and
Wellbeing Report 4, Commonwealth Department of Health and Aged Care, October 1999.

Change in the community-managed mental health sector
is certainly on the horizon, but some of the biggest changes
remain only a dream, particularly in terms of genuine recovery
and equal rights. Consumer workers hold much of the passion
and perspective that will drive these changes. The more
organisations enable consumer engagement and leadership,

Mind UK, 2012, Dangerousness and mental health: The Facts, Retrieved from:
http://www.mind.org.uk/help/research_and_policy/dangerousness_and_mental_health_the_facts.
Psychiatric Disability Services of Victoria (VICSERV), 2008, Pathways to Social Inclusion
Retrieved from: http://www.vicserv.org.au/uploads/documents/pathways/pathways_full.pdf
Victorian Women and Mental Health Network, 2008, ‘Nowhere to be safe: Women’s
experiences of mixed-sex psychiatric wards’. Retrieved from: http://www.health.gov.au/internet/
nhhrc/publishing.nsf/Content/191-vwmhn/$FILE/Submission%20191%20-%20Victorian%20
Women%20and%20Mental%20Health%20Network%20Attachment%20A%20-%20
Nowhere%20to%20be%20Safe%20Final%20layout.pdf
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Getting acquainted with “YOUR”
National Mental Health Commission
Thinking differently about mental health
and mental illness
Jackie Crowe, National Mental Health Commissioner

What the Commission will do, for the first time, through
collaboration with agencies from all jurisdictions, and other
mental health commissions, advisory bodies and representatives
is see the whole picture of mental health in Australia.
The National Mental Health Commission aims to start a
national conversation to encourage Australians to think
differently about mental health and mental illness. The
Commission is about acknowledging a person centred, family
inclusion approach and looking at mental health not just as a
health issue but more broadly, as an issue, that encompasses
social and emotional wellbeing. To look at mental health as a
whole-of-life view requires action in all aspects of a person’s
life. Quality and timely health care is important, but what is
just as important is creating and maintaining positive social
connections with family and support networks, a safe, secure
and quality home, meaningful activity and elimination of
discrimination through a better understanding of mental
health and wellbeing within the community by enhancing
interconnections between and across the entire sector,
including government and service providers, consumers
and carers.
Introduction
The establishment of the National Mental Health Commission
was the result of public advocacy. During 2010 a significant
groundswell of opinion agreed that ‘more needed to be done’.

There was universal agreement that there was a need for
more transparency about the experiences of those with
a mental illness and more accountability around the systems
that support them so we can better track if we are making
a difference for people. This growing awareness included a
deeper understanding that a lot of people experiencing mental
health difficulties need support with housing, employment,
physical health and other day to day living supports, rather
than just clinical or specialist mental health care.
This sparked a reaction from state and territory governments
drawing their attention to mental health as a key public health
issue that required immediate attention. State and territory
governments have appointed mental health ministers and
several states have established mental health commissions
or have made the commitment to do so in the near future.
In 2011 the Prime Minister and Minister for Mental Health,
Mark Butler, announced the immediate establishment of a
National Mental Health Commission. A first for Australia,
the commission reports independently to the Prime Minister,
giving mental health unprecedented importance and focus
by government.
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Getting acquainted with “YOUR”
National Mental Health Commission
Thinking differently about mental
health and mental illness
by Jackie Crowe

What is the Commission?
The National Mental Health Commission commenced
operation on 1 January 2012.
The Prime Minister, Julia Gillard, established the Commission
as an Executive Agency within her portfolio, recognising the
importance of the issue of mental health in Australia and the
cross-sectoral leadership role the Commission plays in mental
health reform.
This model also ensured the commission was established in
the shortest timeframe, enabling the earliest delivery on the
independent ‘National Report Card on Mental Health and
Suicide Prevention’. The Commission is also located in the
Prime Minister’s portfolio in recognition of the importance
of maintaining independence from the line agencies which
administer various programs for mental health.
The Prime Minister expanded the remit of Minister Butler,
adding responsibility for assisting the Prime Minister on Mental
Health Reform to his portfolio accountabilities and a day to day
relationship with the Commission.
The Commission plays a key role in the Government’s
commitment to long-term reforms in mental health and will:
• manage and administer the annual National Report Card
on Mental Health and Suicide Prevention
• monitor and report on the performance of the mental
health system including ongoing evaluation of the
Ten Year Roadmap for Mental Health Reform which
is currently being developed
• develop, collate and analyse data and reports from other
sources including Commonwealth agencies reporting on
progress – with a particular focus on ensuring a crosssectoral perspective is taken to mental health reform
• provide mental health policy advice to Government in
consultation with relevant agencies; and
• engage consumers and carers in mental health policy
and service improvements.
What the Commission will do, for the first time, through
collaboration with agencies from all jurisdictions, and other
mental health commissions, advisory bodies and representatives
is see the whole picture of mental health in Australia.

Jackie Crowe, National Mental Health Commissioner and Carer Consultant with Ballarat
Health Services Area Mental Health Service

Based on this ‘helicopter view’ of the national system, the
Commission will be able to see where our strengths are,
and where gaps remain and provide advice to government
to inform future policy directions.
In short, the Commission performs an important role in
monitoring the performance of the mental health system
and advising on opportunities for improvement.
As a core function of the Commission is to monitor and
evaluate the mental health system as a whole, it will work
closely with people with lived experience, consumers,
carers, stakeholders and all jurisdictions and seek to share
knowledge and information on program and service
evaluation. Meaningful and ongoing engagement will take
a variety of forms including regular meetings with groups
and representatives, attendance at key events, forums and
conferences and through seeking out the views of stakeholders
and the community as relevant to particular activities.
In providing its advice to government, the Commission will
take into consideration the needs and interests of consumers
and carers. As a first task, consultation has begun with the
sector, consumer and carer representatives and stakeholders
through two forums held by the Mental Health Council of
Australia, and also through the 2011 Mental Health Services
Conference in Adelaide.

Why do we need a Commission?
Never before has Australia had a Commission at the national
level, to report independently on how the mental health and
related systems are performing. The Commission will look
across all states and territories and all sectors not just
government and not just health.
There is a lot of money being spent in mental health at all
levels and a lot of effort and good work happening in the
sector. It is part of the Commission’s role to acknowledge
where those investments are making a difference and where
Australia needs to focus more efforts.

The Commission doesn’t have the authority to intervene in
individual cases or provide any advocacy for individual people
or groups. It is instead an advocate for system change,
improvement, accountability and transparency.
The Commission is conscious of not wanting to ‘reinvent the
wheel’ and it will put its energies into working with partners
and stakeholders on issues or initiatives which can add value,
influence and leverage results, and make a real and genuine
difference.
How will the Commission help me?

As people with a lived experience of mental health issues, their
friends, families and other support people are at the heart of
what it does, the Commission wants to make sure that it is
understanding and reporting on the real outcomes for people
– because that is what tells us the most about how the system
is working and how peoples’ lives are being impacted.

The Commission is an advocate for system change,
improvement, transparency and accountability. It is hoped
that through the Commission’s work and the work of others,
Australia will see a better delivery of services, better outcomes
for people who have mental health issues or mental illness,
their carers and families and less misunderstanding and
discrimination around mental health issues.

What will the Commission do?

Conclusion

The core function of the Commission will be to monitor,
assess and report on how “systems” are performing across
the sector and the impact on consumer family and support
people outcomes.

Every Australian deserves the opportunity to have both good
health and mental health and to know how the mental health
system is performing. The National Mental Health Commission
has been established to help improve the lives of all Australians
touched by mental illness and to look across the sector for
ways of achieving this goal.

Although the Report Card will be the main product for the
Commission, it will also look for opportunities to work with
partners in the sector and contribute to addressing particular
issues more directly.
The Report Card will help the Commission identify new
and emerging priorities which might become part of its
work plan in future years. This could include anything from
working with employment sectors, to sports organisations,
to remote communities.
Through the Commission’s work, it hopes to change the
attitudes of Australians towards mental health and improve
services and support for people experiencing mental health
difficulties and suicide risk and their families.

Through its independent system, wide reporting, advice
and collaborations the Commission will work to create
greater accountability and transparency in the mental health
system and ensure that mental health has prominence at
a national level.

The Commission offers an email subscription
service which you can sign up to on its website at
www.mentalhealthcommission.gov.au to get all the
latest news and updates on the Commission’s work
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Leading change to inform
effective services
Robyn Shearer, Chief Executive, Te Pou, New Zealand

It was obvious that for some the safety net of the hospital was
reassuring, and perhaps a better option than prison. Many could
express what was happening for them with their illness in a way
that would not have been ‘acceptable’ in the community.
How do we make services the best they can be when we are
faced with unpredictability, financial constraints and growing
demand? The positive difference depends on people – you
and me and all those who contribute every day to supporting
someone with mental illness or addiction issues.
I have worked in the mental health sector for more than 20
years. My journey started in training as a comprehensive nurse
in the late 1980s. I took a holiday job at Oakley Hospital in
Auckland, New Zealand. As a student, the pay was the draw
card and, to be honest, I knew very little about a psychiatric
hospital or the people within. It sure was an eye opener.
My first experience was in an all-male forensic ward. There
were large dormitories for sleeping, a large recreation room
with pool tables, and one TV. There would have been up to
20 men – some of whom had been in ‘hospital’ for more than
ten years. All had committed some form of criminal offence
due to their mental ill health (as deemed by the courts at the
time). Their daily routine was fairly simple: some went on
outings, to play golf or take walks, others were confined to
the facility and had to wander the (admittedly quite spacious)
grounds. Other times there were groups to attend or sports
to play.
The startling point for me as a young student was the stories
that surrounded these men. Family visits were rare, if at all;
most had traumatic histories of one sort or another; and many

lived ‘in’ their illness as the only way of connecting with the
world. It was not all bad, but there was never talk of going
‘home’ or living outside of those hospital grounds. It was
obvious that for some the safety net of the hospital was
reassuring, and perhaps a better option than prison. Many
could express what was happening for them with their
illness in a way that would not have been ‘acceptable’
in the community.
So, that was my first ever experience of working in psychiatry,
and I kept going back, because of the people: in part for the
staff (some of whom were wonderful, humorous people),
but it was the service users who were the real magnet. The
richness of their stories, their intelligence, ability to cope, share
their experiences, and trust in fellow human beings under very
trying circumstances – all of this kept me wanting to do more.
Why am I sharing this now? Because 20 years on, while there
is a different façade to the buildings of mental health services,
the people who access them have the same needs, and
passionate and caring staff still do their best to support them.
I worked in front line services for a number of years before
going into management, leadership and government roles and
now have the privilege of being Chief Executive for Te Pou o
Te Whakaaro Nui – the national centre for mental health
research, information and workforce development in New
Zealand. I remain grounded in the reality of people who need
the right support, at the right time, from the right person or

people. The early experiences of working in psychiatry remain
with me and keep me wanting to make a positive difference.
Getting real about policy impact
Te Pou was established to put policy into practice and we are
passionate about enabling the workforce to support effective
practices and service users. We get to work with everyone
involved in mental health: government departments,
non-government organisations, researchers, education
providers, service users and families.
When I came to Te Pou four years ago we had a huge
program of work with more than 70 key performance
indicators and a number of contracts to deliver on. As an
agency we were still establishing ourselves within the New
Zealand sector and defining our core business. So, it was my
role to lead us in developing our credibility, getting runs on
the board, delivering on contracts and also keeping our values
at the core of our activity. Our team is largely comprised of
those who are working in the sector or have a background
in research, evaluation or project management. It is our job to
meet government priorities by translating policy into practice.
We have worked hard to get our programs of information
development, research and workforce coordinated and
streamlined. We rely not only on our own specialist staff,
but also on partners to deliver work to the sector and
to government.
The Let’s get real program (Ministry of Health, 2006) that I
lead development of while working at the Ministry has enabled
a framework for the basis of our workforce development. I
was clear while it was being developed that I did not want to
see a framework that sat on a shelf gathering dust but one that
came to life, and bringing that into being has been the role of
Te Pou. Alongside the framework we have developed tools
that services can use for workforce and team planning, good
human resources practice, training, and education curricula
review. Let’s get real has helped us develop and coordinate
resources for better and promising practice, including
descriptions of the essential skills sets (underpinned by values
and attitudes) that workers need to deliver an effective service
and then how they should go about their work (via tools such
as Knowing the People Planning, or outcome measures). That
allows us to work with services to improve the experiences
of service users, including by assessing how services can put to
use different workforce skill sets to achieve better outcomes.
Over the last year we have tailored our approach in working
with services to better meet local needs. We know that many
mental health service leaders can be overwhelmed by what
they encounter on a day-to-day basis and therefore struggle
with how they will have time to even think about a longer

term strategy for new and different services. Our role is to
support leaders to lift their gaze and see the possibilities for using all
the resources they have to develop maximum capacity and lead to
the best outcomes. We do this by working in partnership whereby
we are able to provide effective support when it is needed but are
not required on a day-to-day basis, and by ensuring we ask
the right questions so services can identify their own issues and
find their own solutions. We need to be clever facilitators and
negotiators and understand deeply what leaders need in order to
support more effective practices. It takes some time to establish
the right relationship in order for this to happen and the right timing
for any interventions we may suggest, whether it is a simple
training workshop or a more detailed assessment of need.
We have developed a number of useful resources, tools and
methods for service improvement, but they only work if the time
to change is right, if the leaders are prepared to jump in ‘boots and
all’, and if they can then also engage their teams and funders.
We take this experience then to also influence future policy
through our feedback to government agencies, informing
them of what works on the ground, trends in communities,
and what methods have worked for bringing about better
outcomes in service change.
We can now apply some ‘measurement’ to inform workforce
planning, access issues and quality improvement. I believe
absolutely in the saying, ‘what doesn’t get measured, doesn’t
get managed’. By assessing need, establishing baseline
measurement and undertaking good planning, services can
demonstrate the ability to address unmet need and ensure
service users are not inadvertently ‘captured’ by services with
the wrong interventions.
Work practices are critical to change. What we have experienced
is that many people think about their own work and that of their
teams, but do not perhaps take into account others in the system
that impact on the service that someone may receive.
The role of our systems and services is to simultaneously
improve access to services and improve health outcomes for
people while also developing mechanisms to more effectively
match service user needs with service delivery and to increase
the overall value of services.
It takes time, rigor and persistence to achieve this and our role
as a national agency is to support this outcome. We continue
to grow in our practice and learning while our experiences
continue to be grounded in reality!
Reference
Ministry of Health, 2006, Let’s get real: A framework of knowledge, skills, values and attitudes for
the mental health and addictions sector, Ministry of Health, Wellington, New Zealand.

20

newparadigm

Winter 2012

Psychiatric Disability Services
of Victoria (VICSERV)

Learning the art
and practice of
collaboration
Sean Hegarty, Regional Manager Southern Metropolitan & Gippsland, Mental Illness Fellowship Victoria
Meg Kenyon, Participant Consultant, Prahran Mission
Karen Elliott, Project Consultant, Karen Elliott Consulting & Coaching

We know that a seamless service system is something
consumers and carers want and something we aspire to.
We also know that working in collaboration with colleagues
from other agencies is fundamental to achieving this goal.
The Inner South East Mental Health Alliance (ISEMHA) initiated
the Collaborative Interagency Culture and Leadership program
to strengthen the culture of collaboration between the various
agencies and to provide a professional development opportunity
for staff in the art and practice of collaborative working.
ISEMHA is a consortium of local agencies that work to ensure
people living with a mental illness in the inner south east of
Melbourne receive appropriate clinical and psychosocial support
services when and where they need them. Participating
organisations included Prahran Mission, St Kilda Drop-In,
Alfred Psychiatry, Inner South Community Health Service,
MIND Australia and Mental Illness Fellowship Victoria.

opportunities for front line leaders and staff were a critical
precursor and enabler in achieving systemic service
improvements. Many front line leaders are highly experienced
clinicians or program workers, but have no, or very limited,
formal preparation or training for their leadership and/or
management roles.
By focusing on improving the skill level and the process of
interagency collaboration the ultimate goal was to ensure
consumers experience quality care, support, and the ability
to meet their recovery goals with the assistance of a wellcoordinated and communicative group of clinical and
community managed mental health services.

Past experience within ISEMHA demonstrated that consumers
and carers can experience a fractured system, which is sometimes
hard to access and navigate. The project was a response to a
shared commitment to improve this experience for consumers
and carers.

The project occurred over 2011/12 and was made possible
through funding from the Victorian Department of Health with
a Health System and Practice Improvement grant.

Consumer focus groups indicated that a highly skilled and
engaged workforce is critically important to the delivery of
quality care. Feedback from other Mental Health Alliances
indicated that professional development and networking

People talk about collaboration, often interchanging the word
with partnership, teamwork, and working together. While we
all have an intellectual understanding of what these words
mean, each of us holds a potentially different view of what
collaboration looks like in action.

What we set out to achieve

The ISEMHA Collaborative Interagency Culture and
Leadership Program was established to:

Several guiding principles underpinned the design of the
project and how issues were addressed as they arose:

• Define collaboration
• Understand what specific behaviours and attitudes support
collaborative working in the mental health sector
• Design a multifaceted learning and leadership development
program to see if people can learn the art and practice
of collaboration

1. Work collaboratively at all levels and at every opportunity
of the project
2. Keep the client as our focus
3. Develop a multifaceted learning experience including
classroom-based learning, on-the-job learning, coaching,
mentoring and self-reflection
4. Create a learning system where everyone associated with
the project, from governance group members through
to learners, coaches, mentors, and the project consultant
was responsible for identifying opportunities for their own
learning about collaboration and creating opportunities for
the system as a whole to learn together
5. Create a high challenge, high support environment

The program was based on the following definition from
Barbara Gray in her book Collaborating: Finding Common
Ground for Multiparty Problems.
‘Collaboration is a process through which parties who see
different aspects of a problem can constructively explore their
differences and search for solutions that go beyond their own
limited vision of what is possible’ (Gray, 1989).

The purpose of collaboration is to help us achieve more
together than we could alone in improving the experience
and outcomes for consumers and carers.
What we designed
Learning happens in many different ways and on many
different levels. Collaboration is both an art form and a skill set.
It is not enough to learn about collaboration in a classroom
setting, people need an opportunity to confront the challenges
and opportunities it offers in real world scenarios.
The Learning Program
The project used a multifaceted approach to learning
that included:
• Six full-day classroom-based workshops
• Group project teams, completing on-the-job work projects
(collaborative work projects)
• Organisational mentors – senior leaders within and outside
of ISEMHA who could provide one hour per month of
mentoring to help teams see the bigger picture, provide
insight on their projects, and help teams to overcome
barriers to their project success
• Team coaches – each team had access to 10.5 hours of
team coaching between September 2011 and March 2012.
The coach’s role was to focus the team on the skills of
collaboration from the framework and help them learn

‘in the moment’ about working effectively by creating an
environment of open communication and trust within
the team
Collaborative Leadership Capability Framework
The Collaborative Leadership Capability Framework
developed by ISEMHA was designed to highlight a core
group of capabilities that help individuals make interagency
collaboration work better. The framework became the
backbone of the learning program, the coaching support,
and the behaviours we asked people to model from the
governance group through to the learners, trainers, coaches,
and mentors.
Collaboration Workbook
The Collaboration Workbook: A support tool for collaborative
work teams was designed to provide each team member with
a common understanding of collaboration and the steps that
contribute to success regardless of his or her experience in
interagency collaboration. The Collaboration Workbook could
be used as a map or guidebook for the collaborative work
project to help the teams see the work to be done at the
beginning of the project, the middle, and at the end.
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and Karen Elliott

The Collaborative Leadership Capability Framework
As the Collaborative Leadership Capability Framework was
designed, leadership became a clear and important set of
capabilities. The learning program was informed by five
leadership themes identified by Alexander et al (2001):
• Systems Thinking: staying focused on the big picture –
the needs and priorities of the community as a whole
• Vision-Based Leadership: there must be a core ideology
that defines what the partnership stands for (core values)
and why the partnership exists (core purpose)
• Collateral Leadership: consists of making room for
a broader base of leadership from various sources to
provide expertise at a given time, provide new information,
energy, and creativity, and to give voice to underrepresented populations
• Power Sharing: consists of sharing power to set priorities,
allocate resources, and evaluate performance to foster a
sense of joint ownership and collective responsibility, from
which collateral leadership emerges
• Process-Based Leadership: cuts across the four
other themes and speaks to how the other aspects
of leadership are translated into action. Leaders possess
skills such as listening, giving access, respect, appreciation,
non-judgmental, genuine respect, forthright and
direct communication
By focusing learners on leadership skills related to collaboration
through the Collaborative Leadership Capability Framework,
many reported increased self-awareness, skill development,
and the translation of their new skills into their day-to-day work.
The Collaborative Leadership Capability Framework identifies
and describes 27 individual skills, grouped into six skill
categories which assist in building strong interagency teams:
• Sees the bigger picture: Sees Broader Picture &
Possibilities, Visionary, Courageous & Creative, Realistic
• Outcome focused: Solution-Focused, Client-focused,
Consultative, Accountable, Organised
• Self-aware: Manages Self, Self-knowledge, Open &
Accountable, Empathic

• Communicator: Listens, Uses Influence Wisely,
Communicates Effectively
• Collaborative Leader: Comfortable with Ambiguity,
Follows Good Process, Facilitator, Challenges Self and
Others, Quiet Authority, Systems Thinker
• Collaborative Team Player: Manages Conflict, Manages
Power, Makes it Fun, Flexible & Fair
The Collaborative Work Projects
The collaborative work projects created the opportunity
for teams to wrestle with the challenge of balancing the
equally important tasks of producing outcomes as well as
tending to their group process (such as communication,
decision-making, trust, conflict, and leadership) and developing
their own personal leadership skills in collaboration. The
multifaceted learning environment created the opportunities
to test both the theory and practice of collaboration, and
learning and participatory experiences were evaluated
throughout the project.
Seeing systems is important to collaborative work.
Collaboration works well when team members have the
ability to see something as a whole instead of breaking it
down into its parts. Collaborative teams find success when
they can find creative solutions to problems that respect the
interconnectedness and relationships that exist between all
parts of the system. An effective collaborator is someone
who can work both for an organisation and for the system as a
whole. The structure of the learning program provided many
‘real life’ challenges to the teams when working collaboratively,
such as attrition from the team, lack of commitment,
confusion, and us-them dynamics. Our exploration of what
makes interagency collaboration work showed us that
collaborative teams can thrive when they spend the time to
find a balance between focusing on their group process and
focusing on the work to be done to achieve outcomes.
What we learned
A before and after survey was used to detect any shift in
the learners’ level of confidence engaging in interagency
collaboration as well as their experience of collaborative

efforts. The results suggest that while learners feel more
confident in their skills and knowledge, they are also more
aware of the challenges of working collaboratively and the
impact they can have on the project. All participants either
strongly agreed or agreed that their understanding of what
other participating organisations do and how they operate
increased as a result of participating in the program. The
program also generated significant gains in building interagency
relationships, understanding, and trust.
Broadly speaking everyone understood that the objective
was collaboration, but what that might look like and how
we could achieve it created far more questions than answers.
Groups immediately identified the need to develop a shared
language in the discussion and understanding of recovery.
Simultaneously, groups had to learn or develop ways of
making decisions and sitting with the lack of clarity. In
many ways the most significant learning has come after
the completion of the formal project as members of
the collaborative teams continue to work together,
often informally.
Where to from here
Creating and sustaining a culture of interagency collaboration
will take more than simply repeating the training program over
again. It requires:
• Leaders within ISEMHA to consistently model collaboration on
a daily basis when working both within their own organisations
and when working across organisational boundaries
• Creating opportunities for collaboration at all levels of an
organisation and between organisations
• Involving others in decision-making, creating time for
staff to collaborate, and recognising and rewarding
collaborative efforts
• Staff from the first learning cohort to step into their
leadership and develop new ways of working with their
peers across the system and with their clients in an effort
to improve the consumer experience and their outcomes

Conclusion
Our exploration of what makes interagency collaboration
work showed us that collaborative teams can thrive when they
spend the time to find a balance between focusing on their
group process and focusing on the work to be done to
achieve outcomes.
Yes, collaborative teams can get work done without reflecting on
group process and examining their levels of trust, communications
processes, and decision-making effectiveness. But when a
team takes the time to wrestle with understanding what each
team member values, how people and organisations are different
and the same, builds agreement on how they want to work
together and communicate amongst each other, they can
transform how they work and what they can achieve.
‘On reflection, we feel that our culture has changed. Individuals
no longer solely represent their home organisations. Rather we
see ourselves as a team, we collaborate and participate in
change together, we see participants and personal recovery
as the centre of what we do and as a result we have a shared
sense of unity and purpose.’
One Client – One Plan Final Report

Copies of the Collaborative Leadership Capability Framework,
the project final report and the Collaboration Workbook are
available on request – shegarty@mifellowship.org or
meg@prahranmission.org.au
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Historically, for people diagnosed with a mental illness, a culture
of disenfranchisement and loss of personal power has pervaded
the service experience.
Lived experience worker (LEW) roles and services have been
proliferating for some time within the psychiatric disability
rehabilitation and support (PDRS) services, community and
clinical mental health settings. Thanks to outcomes research
and the acknowledged value of peer support, governments
have included peer worker roles in a number of funded
mental health programs – the Personal Helpers and Mentors
Service being the most widespread example. Unfortunately,
local and international literature reflects that lived experience
workforces are generally poorly resourced in terms of
recruitment, training and support needs. This insufficient state
of affairs has also been reflected through internal consultations
at the Mental Illness (MI) Fellowship Victoria, and the high
turnover rate of staff in lived experience roles.
Similarly, with the emergence and avid uptake of recovery
practice within services, organisations are increasingly
encouraging consumer leadership roles, whereby program
participants can voice their views regarding to program
directions and development, be representatives on service
design committees and step up to direct and lead programs.
Again, consumer participation and leadership is not yet
thriving, and our observations suggest that program workers
are often not clear about how to activate meaningful
consumer leadership.

In response to these dual dilemmas MI Fellowship has begun
a parallel approach for improving and supporting lived
experience roles and consumer participation.
Why invest in the lived experience workforce
and consumer leadership?
a) Both are powerful embodiments of,
and enablers of, recovery
There’s a growing body of evidence that peer support
significantly enables people in their recovery. A recent review
(Repper & Carter, 2001) of peer support studies reported the
following outcomes:
•
•
•
•
•
•

reduced admission rates and longer community tenure
raised empowerment
social support and social functioning
empathy and acceptance
reduced stigma
hope.

A review of research by the Scottish Recovery Network
highlighted recovery outcomes for people working in lived
experience roles, including enhanced self-esteem and skill

development, identity shift from ‘consumer’ to ‘provider’,
and making a valued contribution to society (Smith &
Bradstreet, 2011).
b) Both give voice to consumer perspectives and improve
responsiveness and quality of service
This is done by:
• expanding opportunities for meaningful involvement
• lessening the structural barriers that exit to exclusion
• ensuring a high quality service.
c) We have an ideological imperative
Historically, for people diagnosed with a mental illness, a
culture of disenfranchisement and loss of personal power has
pervaded the service experience. The dichotomy established
by the traditional medical model diminishes the un-well
person’s locus of control and self-knowledge in relationship
with the treating expert. Logically, the cost of this type of
relationship, for the person with the illness, are feelings of
hopelessness, low self-esteem, low level knowledge about
illness management, dependency on experts and low life
expectations. By stark contrast, a lived experience worker
can offer an optimistic discourse about mental illness and
be a role model for hope and recovery. The intentional
nature of lived experience roles foregrounds the experience
of mental illness recovery as life affirming and educational.
These roles, by virtue of their subjective reference point,
augur a different set of practice approaches from the
mainstream service delivery perspective and, as such,
require a uniquely designed service framework.

Likewise, passivity within the service environment is antithetical
to our commitment to empowerment in recovery, therefore
opportunities and spaces must be created so that participants
can exercise leadership within and in regard to the services
they receive.
MI Fellowship Current Context
a) Lived Experience Workforce
Currently, MI Fellowship employs approximately 45 people
in paid and voluntary lived experience roles, including Peer
Support and Consumer Perspective/Educative roles. In
November 2011, MI Fellowship’s Consumer Participation
team conducted an all staff questionnaire via Survey Monkey
to seek information about the support and training needs of
LEWs, and their challenges. Responses from approximately
90 staff members (including LEW, non-LEW and volunteers)
provided guidance for the exploration and development of
a Lived Experience Workforce Framework.
The key findings are as follows:
Main challenges experienced by LEWs were:
1. lack of support
2. isolation
3. no specific training (lack of practice model clarity)
4. limited workplace skills/knowledge
5. self-care and challenges with own illness
6. role boundaries
7. disclosure and use of lived experience
8. respect and equality in teams
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Recommended improvement themes

Lived Experience Workforce Quality Framework

1. LEW specific training

As the lived experience workforce grows, different role types
are evolving. However, within the health service environment,
whether community based or clinical, the lived experience
role is often unrecognised in its difference and is commonly
incorporated in teams as a mainstream worker role. This, as
well as the identified challenges and deficits, highlights the
need for frameworks that support the quality and integrity of
LEW roles. Understanding of this is building across the sector
(Gates, Mandiberg, & Akabas, 2010).

a. develop competencies
b. support to pursue skills and qualifications
c. boundaries, self-care, working with challenging clients
2. LEW Support from other staff
a.
b.
c.
d.

understanding of the role and acknowledgement
peer mentoring and supervision.
internal peer network
support to regional areas not just central office

Further conversations revealed a more complex
understanding of challenges:
• often lived experience workers have limited opportunity to
develop workplace knowledge, due to constraints such as
part-time/casual employment or working in isolated roles,
• the mandate to employ people with lived experience
sometimes means that LEW have had limited or no experience
working in a PDRS office or community environment.
Similar themes arise in much of the literature about lived
experience workers:
The Scottish Recovery Network (Smith & Bradstreet, 2011)
identified the following additional concerns:
• workers struggle to remain true to the Peer Worker model
and not be ‘co-opted’ into a mainstream staff member role
• workers have a low level of knowledge about the option
of reasonable adjustments and workplace resources
• non-LEW workers have a low level of understanding about
the purpose and benefits of the approach and this leads to
mistrust within teams.

By virtue of evidence and ideological necessity* (The Senate
Standing Committee on Community Affairs, 2008), MI
Fellowship’s Consumer Participation Team has undertaken
the development of a Lived Experience Quality Framework to
guide the establishment, sustenance and expansion of the lived
experience work approach.
Key elements of the framework are:
LEW Training
Lived Experience Worker Training was developed in February
2011, with 15 workers in attendance. Training included
modules about:
• recovery theory and approaches
• reflection on the personal recovery experience
• theory about peer support work: including history of
the Consumer movement, and principles of intentional
peer support
• culture, identity and stigma
• presentation of rights and responsibilities from the
human resources department.
• skill practice opportunities
• ethical responsibilities and boundaries.

b) Consumer Participation
In a parallel process MI Fellowship embarked on a project to
support consumer leadership. Consultations were held with
participants and staff and it was identified that opportunities for
active participation and leadership were limited and unknown
by participants whereas staff felt that participation activities
were held regularly. To support MI Fellowship in a cultural
change process to address the incongruence of views, Flick
Grey from Our Consumer Place was invited to address staff
at MI Fellowship at the all staff forum and research from the
Lemon Tree Learning project and The Essential U & I was
revisited. The process resulted in the establishment of a
consumer and carer participation framework.

* In 2008 the Senate Standing Committee on Community Affairs investigated the role
of lived experience workers within mental health services, acknowledging “the knowledge
and understanding that a lived experience of mental illness can contribute to PHaMs
and other recovery work”. The committee also recognised the value that lived experience
work has in breaking down “the stigma and negative culture around mental illness
that exists in some mental health services.” Moreover, the committee noted that
consumer-run training is an important element to enhancing consumer representation
and involvement in mental health service reform (The Senate Standing Committee
on Community Affairs, 2008)

Peer Hub
The Peer Hub is a space for workers to discuss the highlights and
challenges of their roles, to debrief difficult experiences, share best
practice information, learn about other peer roles, work
collaboratively to solve practice dilemmas, and generally become
more confident and skilled. A reflective practice process will
be utilised to monitor and evaluate practice development.
Online Peer Hub
This will be an electronic social networking dimension of
Peer Hub, providing support that’s accessible beyond the
constraints of location and time.
Training for Managers and Supervisors
The training provides supervisors with a practical
understanding of the lived experience approach, and builds
upon support and supervision skills relating to the roles and
responsibilities of lived experience workers. A lived experience
worker is invited to attend and participate in a Q&A session
about the challenges, experiences and the value of their role.
Consumer and Carer Participation Quality Framework
Participation work has been identified on an individual level,
service level, organisational level and policy and advocacy
level. The Framework involves the following stages
Stage 1
• Review service objective
»» e.g. review organisational training
Stage 2
• Consumer and carer initiative to support the service
objective or does the initiative suggest new service
objectives?
Stage 3
• Access: What forms of participation would facilitate
inclusion?
»» e.g. who is involved, what is the nature of involvement,
what skills do people need to participate?
• Support: What support is required to enable inclusion,
personal skills development, etc?
»» What resources are required? What staff skills need to
be developed?
• Creating dialogue.
»» What is important to consumers and carers?
What would motivate participation?

Stage 4
• What are the outcomes of involvement? Joint reflection
»» Outcomes for consumers and carers, e.g. personal
development, skills development and improved
service quality.
»» Outcomes for staff, e.g. improved working practice,
improved relationships with consumers and carers and
greater work satisfaction.
The result is organisational change and services that are
responsive with improved quality.
Conclusion
Currently the two Quality Frameworks are being
implemented, monitored and evaluated to ensure that a
strategic and cultural change process ensues, and that the
benefits of lived experience and consumer leadership roles are
heightened across all MI Fellowship programs.
Keeping a view of this change process will be difficult due to
the widespread nature of services, across metro and regional
areas. For the LEW Framework, utilising journals, the Ways
of Working Workplace Wellbeing (WOW) tool, and utilising
reflective practice will hopefully assist us with this, and to
notice improvements.
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Regardless of whether we are recipients of a service, workers in a
service or a Board of Directors, LifeJET is a flexible tool that gives
us permission to talk about our values and strengths, our identity
and the things that we strive either individually or collectively.
So what is LifeJET? It’s a metaphor for life as a journey. It
employs three key tools – a Camera, a Compass and a MAP
(My Action Plan) – things that we would take on any journey
and brings the output of these tools together into a ‘Good Life
Album’ (Oades & Crowe, 2008)
The Camera brings into focus values and strengths.
The Compass identifies a life vision and tracks progress
through setting and achieving goals.
The MAP plots out the actions necessary to achieve the goals,
taking into account rough terrain (barriers), what you need
(resources) and who might come along with you on the
journey (social support).
Embedded in the Collaborative Recovery Model, the LifeJET
tools are designed to work with individuals experiencing
enduring mental illness to identify their values, strengths and
goals and work towards achieving them. In this way, LifeJET
assists individuals to re-discover their identity, explore
meaning, engender hope and take responsibility for their
recovery journey.
SNAP Gippsland Inc., a Community Managed Mental Health
Service, has recognised the versatility of LifeJET and has
applied the tools, not only to its work in home-based outreach

support in the context of psychosocial rehabilitation and
recovery, but also to program design, annual staff performance
appraisal processes and to the SNAP Board of Governance
strategic planning.
The methodology of LifeJET was purpose built, not only to
be utilised in a psychosocial rehabilitation and recovery context
in mental health (Oades & Deane 2006), but in areas such
as personal development and life coaching. The tools can
be used individually or as a collection, used routinely or in an
ad hoc fashion and have been designed to have acceptability
to trainers, consumers and clinicians (Crowe et al, 2006).
The value-based approach of the collaborative recovery
model incorporating LifeJET resonates strongly with SNAP
Gippsland. We analysed the process and its applicability across
all aspects of the organisation in an endeavour to introduce
a values platform to our work with clients, in designing
programs and activities, in staff coaching and appraisals and
in the Board of Governance strategic planning and felt that
it was achievable.
We have selected three sample areas, to demonstrate the
applicability of LifeJET.

Activity Context
The LifeJET Tools have been embedded in the SNAP Home
Based Outreach Support program since 2009 and more
recently within the SNAP Intensive Home Based Outreach
Support program. As such, we set about exploring its use
as a set of planning tools for an actual physical journey; when
planning a wilderness camp we took the opportunity to try
the tools in this context.

Upon reviewing the Camera at the end of the four-day
journey, after a seven kilometre bush walk, a seven kilometre
canoe journey and a 36 kilometre bike ride in the rain, their
values and strengths were more in focus.

The camp took place over four days in May 2011, along the
Snowy River. Four Intensive Home Based Outreach Support
(IHBOS) clients and two SNAP staff members participated
in the camp, which was supported by Outdoors Inc. The
journey involved a seven kilometre bush walk, a seven
kilometre canoe journey and a 36 kilometre bike ride on
the East Gippsland Rail Trail.
At the start of the journey the participants put together a group
Camera, identifying the group’s personal values and strengths
required to complete the journey. They identified teamwork,
comradeship, freedom, willingness, maintaining motivation,
primal “getting back to basics” and adventure. In this instance
we chose not to use the Compass given the short-term
nature of the activity.
Each day the participants completed a group MAP and
identified a valued direction (e.g. maintaining motivation)
and set a target goal (e.g. getting up at 6.30 am). They
identified their social supports as being workers waking them
up, providing information about what would be happening
on the day and the emotional support they required.
They identified the barriers to ‘getting up at 6.30 am’ as being
medication and the cold and solved this by taking medication
at the right time and going to bed fully clothed. They were
80% confident of achieving this, and they did.

“Camp was good. I don’t want to do it next week, or the week after, but maybe the week
after that”

Staff Appraisal Context
SNAP’s annual staff appraisal process previously consisted
of the worker completing a self – assessment of their
performance over the past year. The worker and General
Manager would then come together and discuss the worker’s
achievements over the past year compared to the professional
development goals set in the previous year, as well as setting
goals for the coming year.
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In our endeavour to introduce a values and strength based
approach using the LifeJET tools, a process was introduced
in 2010 focusing on the worker’s values and strengths,
allowing for a much more personal conversation and giving
the organisation a greater sense of what is most important
to the individual worker.
The process has two parts. First, the worker completes a
self-assessment and a ‘work related’ Camera, Compass
and MAP. In addition, the worker’s supervisor completes an
assessment of the worker’s performance throughout the year.
Secondly, the worker, supervisor and General Manager then
come together and discuss the assessments and the worker
talks about their values and strengths as documented on the
Camera and sets a life vision, valued direction and goals for
the coming year on the Compass and a MAP. Barriers and
the supports required to achieve the stated goals are
identified. This is then reviewed after one year.
In a Governance Context

The Board members agreed on seven values and strengths
that affirmed the vision of the organisation as “Working
Together for Better Mental Health” – Equity, Honesty, Respect,
Integrity, Quality, Excellence and Transparency. They then
translated these values and strengths into four key goals that
have been inserted into an adapted Compass, with each
action from those goals generating a MAP.
“By focusing on positive concepts such as visions, values,
strengths (Linley & Harrington, 2000), goals (Clarke, Oades
& Crowe, 2007) and actions (Kelly, Deane, Kazantzis,
Crowe, Oades, 2006) the underlying philosophy of growth
and development can be realised in tangible ways.”(Oades
& Crowe, 2008)
LifeJET is a tool, it gives us permission to talk about our values
and strengths, the things that we esteem and that identify who
we are, whether we are recipients of a service, workers in
a service or a Board of Directors.

SNAP has recently undertaken its triennial Strategic Planning
process. The opportunity to review the values and strengths
of the organisation and set its strategic directions using LifeJET
was a natural progression for SNAP.
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No two stories are the same, even if we find ourselves working
with two individuals from the same town, who spent time in the
same detention centre; to engage effectively we have to find a
dialogue that is attentive to the uniqueness of the individual.
Ermha’s Origins Program supports people with a mental illness
who are newly arrived in Australia, prioritising those who are
fleeing war and devastation. Clients of the program often have
traumatic histories and a limited knowledge of English, adding
layers of complexity to support provision. These added layers of
complexity can prevent psychiatric disability rehabilitation and
support (PDRS) services engaging effectively with this client group
and supporting them in their recovery. This article explores the
Origins model of support that was arrived at through many stages
of evaluation and refinement.
Introduction
Responding effectively to the needs of people with a mental
illness who come from refugee, asylum seeker and migrant
backgrounds continues to pose significant challenges to the
current mental health service system (Stolk, et. al 2008).
The service system is under increasing demand with limited
resources and these conditions often prevent the proactive
outreach support that is required to engage effectively with this
client group. These challenges are intensified in Melbourne’s
South East as one-third of people newly arrived in Australia
settle in Dandenong alone.
The Origins Program
In 2007 Ermha and St. John of God entered a partnership that
was created to address the gap in the current service system.

The partnership had two main aims. The first was to be as
creative and flexible as necessary in order to provide high quality
psychosocial rehabilitation to this often traumatised and hidden
client group. The second was to turn the lessons gained from
delivering this support into a refined support model.
The Origins Program delivers home based outreach support
with relatively low client to worker ratios. As well as allowing
for intensive support of up to three contacts per week, the
additional time permits the workers to establish relationships of
trust with clients, their families and often entire communities.
This is achieved by approaching people with transparency,
consistency, honesty, respect and curiosity and by utilising
interpreters for every contact, including brief phone calls.
The support provided through the Origins Program is
comprehensive and dynamic; conducting whole of health
assessments and coordinating whole of health support. The
majority of people supported through the program present
with multiple diagnoses: mood disorders, anxiety disorders
and chronic physical health issues (sometimes somatised pain).
These presentations are common in communities who have
gone through challenging migration journeys and lived through
troubling pasts, such as political and civil war. Workers have to
be adequately skilled and resourced to effectively support
people who have endured such traumatic experiences.
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The Origins program has gone through a rigorous process of
reflection and refinement, informed by its evaluations and the
wealth of experience that exists within its five person team.
Workers regularly reflect on their practice, asking questions
such as: ‘What works and what does not?’ ‘What supports
engagement, intervention and recovery for people who do
not speak English well (or at all) and present with shattered
and traumatic pasts?’
Who are we dealing with?
The Origins program supports people who have spent
most of their lifetime outside of Australia and have cultural
understandings, behaviours and thinking that are unique to
their place of origin. Most of the people supported by the
program have challenges in speaking and understanding
English. When it comes to formal diagnoses of mental illness,
there is some necessary flexibility, as there are many barriers
to receiving diagnoses reliably, including language, stigma and
differing manifestations of mental illness. It is essential for every
practitioner to work to understand the unique internal world
of refugees, asylum seekers and migrants, and to remember
that while the eligibility criteria assist us in providing support
to the right people, they are often superficial characteristics
of a person and their situation.
From our experience, it is common for clients of the program to
come from a culture where mental illness is not acknowledged
or is not considered a treatable condition. In some countries
people living with symptoms of mental illness are kept hidden
from society; in places with poor hygiene, inadequate nutrition
and other threats to their safety and wellbeing. These attitudes
to mental illness make it difficult for people to trust those offering
support and many people are reluctant to discuss anything that
might resemble the symptoms of a mental illness.
While there are common cultural features and shared
circumstances, when working with people from asylum,
refugee and migrant backgrounds, it is important to resist the
urge to make assumptions about their personal stories. No
two stories are the same, even if we find ourselves working
with two individuals from the same town, who spent time
in the same detention centre; to engage effectively we have
to find a dialogue that is attentive to the uniqueness of
the individual.
Often the people who we support have endured
unimaginable experiences of torture and trauma and
practitioners must be mindful that support is gentle and
respectful, allowing people to choose if, when and how they
open up about their past (when people do open up about
their histories, workers must be well supported and provided
with debriefing, regular supervision and opportunities for
self-care, as the risk of vicarious trauma is high).

How do we engage with people from
different backgrounds?
In addition to allowing people the space and time to open up,
workers must have genuine interest, respectful curiosity and
patience. Without these things, the trusting relationship that is
vital to effective support cannot be established.
At the core of the Origins support model are the values:
respect, transparency, honesty and consistency. In order
to achieve successful engagement and intervention with the
clients we support, the Origins model has to take these values
and articulate how they are applied in practice.
Respect: a level of respect which the other person can see
and feel. This is an essential part of practice, especially in
culturally complex situations. Often we are faced with family
members being heavily involved in decision making as a
cultural tradition of family functioning. It is necessary to show
respect to the family members involved, as well as the client
supported. This contributes to the establishment of trust with
the client and also generates a balanced relationship between
the support provider and the requirements of family, rather
than a conflicting one.
This approach can cause internal conflict for some workers
especially when partners or family members appear
domineering or are seen to be limiting the supported person’s
independence. This is where supervision needs to be regular,
proactive and inquisitive in order to support workers as they
reflect and deepen their understanding of their own cultural
values and develop strategies for managing their emotional
responses to differing ones.
Transparency: offering clarity. Through ongoing transparency,
understanding is achieved. Clients of the program have often
been deprived of their ability to make personal choices by
having to flee their home country, endure unexpected attacks
on their villages or prolonged stays in refugee camps with
unsafe conditions. Regaining the ability to make informed
choices is a core ingredient to recovery. Transparency
incorporates explanations of processes, information, and
details of the practices of the worker. This includes careful
explanation of choice, consent and rights and responsibilities.
It also includes explanation of the wider service system
including Centrelink, hospitals, migration agents, tax systems,
and emergency services. Workers must always be empathic
and recognise any knowledge they take for granted, may
be elusive or bewildering for someone who is newly arrived
in Australia.

Transparency is also essential in building trust. Many people
from diverse backgrounds, who have experienced torture and
trauma or a challenging migration history, can start from a
position of suspicion and distrust as this has been necessary
to their survival. By providing information, explanations and
options to people to properly inform their decision making,
suspicion reduces and allows trust to develop.
One example of this careful attention to transparency is the
practice of workers checking in with clients any time they
plan to speak with another professional, even if the client has
already signed a consent form allowing them to do so. Being
so attentive to transparency is a key contributor to successful
engagement and support provision, as each time it is attended
to it helps make a frightening and overwhelming world feel a
little bit more predictable, understood and safe.
Honesty: comes with showing our own human face.
Undoubtedly as good, safe practitioners we must stay within
professional boundaries and learn to leave ‘work at work’.
Nevertheless a worker’s honesty about their own human
identity contributes dramatically to the process of building
trust. The gestures of honesty do not have to be deeply
personal, they can be as simple as admitting an error and
apologising; showing fallibility.
It is also important to be honest about the limitations of the
support worker role. Workers are often asked for help with
matters outside of their professional, organisational or general
abilities. The people who receive support appreciate and
value honest and respectfully delivered information about any
personal and professional limitations and boundaries (which
are followed by support to connect with a service or person
who can help). When working with people who have been
traumatised, it can be difficult to give them bad news out of
fear of burdening them with more grief. However, reflections
and experience in our work have shown us that honesty
about information is appreciated and respected more than
an attempt to shield or protect the person. Our attention must
be on determining how to deliver the information and ensuring
that space, debriefing and support is provided.
Consistency: allows predictability, which allows safety
and trust. For the Origins program, consistency relates to
the development of regular patterns of behaviour. This means
that the worker negotiates a regular time for appointments
and works tirelessly to ensure that they maintain this agreed
time. It also means providing consistent answers to questions,
allowing the client to become familiar with the repetition and
reliability of the worker. Consistency is about ensuring that the
behaviours and responses of the practitioner are predictable,
as this contributes to the person’s feelings of safety and control
of their life and environment.

In conclusion
While many aspects of the Origins model, explored above,
are intuitive and seem quite obvious and unremarkable,
the attention and care of the delivery of the model is crucial.
While every attempt to engage may not be a success, constant
review and evaluation of the model has highlighted that the
four areas described in detail above are a key factor in those
engagements that are successful. Following these four values
and carefully locating opportunities to translate them into
practice, significantly enhances the engagement and
relationship building process, which is vital to any effort
to support recovery.
In addition to the four values, interpreters must be utilised for
every engagement when working with someone for whom
English is not their native language. If services aren’t regularly
using their entire allocated budget and more in interpreter
costs, then we still have a long way to go in adequately
providing support to people from culturally and linguistically
diverse backgrounds. At a minimum, the practice standard
that should be adhered to is that an interpreter is utilised for
anyone who displays any difficulty in understanding English
(Mental Health Act 1986 & Department of Health, 2010).
Specialist programs like Origins are vital to ensuring that there
is a targeted and comprehensive response available to those
from asylum seeker, refugee and migrant backgrounds.
However, living in such a culturally diverse country, in the most
culturally diverse state, it is part of all Victorian PDRS services’
core business to actively and creatively engage those from
other cultures.
Ermha’s Origins Program has undergone its final stages of
evaluation, resulting in a formally articulated service model for
engaging and supporting recovery for people from culturally
and linguistically diverse backgrounds, especially those fleeing
war and persecution.

For more information about Ermha’s Origins Program
or its model of support, please contact us at 1300 ermha
or via reception@ermha.org
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Spirituality lies at the heart of the human experience, and it can be
challenged or dislocated in the face of mental illness. All interviews
commenced with the question, ‘What is your understanding of
spirituality?’ to ascertain how each participant perceived spirituality
and the place it holds in their lived experience.
Introduction
In the past decade researchers from various disciplines have begun
to explore and acknowledge the positive contribution spirituality
can make to mental health (Mental Health Foundation, United
Kingdom 2006). This research has contributed to a growing
body of evidence which suggests that religion and/or spirituality
has a positive impact on physical and mental health (Koenig
2005; Swinton 2001).
In 2010, I conducted a research project with participants who
attend a community psychiatric disability rehabilitation support
service. The purpose of the study was to gain a deeper
understanding of the spiritual experience of the participants and
to explore the role of spirituality, if any, in the recovery process.
While acknowledging the value and place of both religion and
spirituality it must be noted that there is a difference between
the two.
Religion is related to beliefs, doctrines, sacred tradition, and
community-based worship and is focused on the belief in a
deity or higher power. Religious care alone does not meet
the wider spiritual needs of the non- religious person.

In contrast, the universality of spirituality is experienced
uniquely by each individual (Royal College of Psychiatrists
2006). While spirituality is a term we are all familiar with,
arriving at an absolute definition is considerably more difficult.
For the purpose of this study, spirituality was defined as an
experience and a process, as a quest for meaning and purpose, to
be connected through relationships and to encounter hope. The
universality of spirituality extends beyond doctrine and cultural
difference, and at the same time is unique to the individual. Spiritual
care may seek to meet religious need and includes religious care.
As part of this research project, I interviewed five participants
from a community service, using a phenomenological approach,
to gain a deeper understanding of their spiritual experience and
to explore the role of spirituality, if any, in the recovery process.
To protect their privacy, all names of participants have been
changed for the purposes of this article.
Emergent themes
For four of the five participants it was evident that their
spirituality was a life-sustaining phenomenon. Debbie, the fifth
participant, was not really sure what spirituality was, nor did

she believe that she had spirituality, stating that she took part
in the study because ‘nothing else had helped and maybe this
could help me deal with my obsessions.’
Other themes that emerged were: fear of the loss of self; that
spirituality helped participants cope with their mental illness; that
participants were engaged in spiritual practices (meditation, prayer
and reiki); that spiritual support was vital to their recovery; that
relationships and connectedness were important elements of
their spirituality, as well as hope for the future in aiding the
recovery process.
Discussion
Spirituality lies at the heart of the human experience, and it can be
challenged or dislocated in the face of mental illness. All interviews
commenced with the question, ‘What is your understanding of
spirituality?’ to ascertain how each participant perceived spirituality
and the place it holds in their lived experience.
While spirituality is something that all people have in common,
it is also unique and deeply personal, and each person expresses
it in their own way (Lartey 1997). This was certainly true of the
participants. Apart from Debbie, all believed that spirituality was
significant in their life, although each experienced it differently.
Perhaps Debbie’s search for help to cope with her difficulties
and her obsessions was her spiritual journey at this stage in
her life.
For Annie, spirituality was about connection, and placing her
trust in something or someone beyond herself. It was not
connected to any particular religious or faith group.
Annie: Spirituality is about having a connection to something
greater than yourself and trusting in my life that things will
work out.

Betty’s expression and experience of spirituality was a source
of strength and identity.
Betty: My understanding of spirituality is that it is who we
are....It has nothing to do with what we look like. It is our
essence. It is who we are.
In Carly’s experience spirituality offered her something to
believe in and was a source of strength.
Carly: [Spirituality is] something that you believe in, faith
gives you strength and it is all positive. And for me also angels,
I believe in angels.
Effie’s expression and experience of spirituality was grounded
in her Christian beliefs. She saw spirituality as an integral part
of her life:
Effie: My spirituality is important to me; it is a way of life.
I receive strength from my spirituality and it enables me
to live each day.
Recovery
Recovery is a unique personal journey that may involve
creating a new meaning and purpose in life, developing
a stronger sense of self, building caring and supportive
relationships, developing a sense of belonging within the
wider community, learning coping skills and experiencing
hope. It also holds the belief that we all have the capacity
to change and grow (Early & GlenMaye 2000). It is a deeply
personal and unique process of transforming one’s attitudes,
values, feelings, goals, skills and roles. It is a way of living a
satisfying, hopeful, and contributing life, even within the
limitations caused by an illness (Anthony 1993).
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The recovery process is a journey of discovery in which a
person asks anew, ‘Who am I?’, ‘Who can I become?’ and
‘What gives my life meaning or purpose?’. These questions
are at the heart of the spiritual journey. People may experience
the process of self-discovery as a spiritual crisis or emergency.
The crisis presents the person with a dangerous opportunity.
According to Julie Leibrich (2001), the journey of recovery
may be no more than the long walk to recognition of the
meaning in the story of the person’s life.

bring about change. However, for Effie, the connection
in prayer is vitally important and a catalyst for change.

Personal spirituality was acknowledged by the participants
in this study to be an important factor in recovering from
mental illness and a protective factor for achieving a feeling of
wellbeing. However, recovery does not evolve in a vacuum.
Rather, it is created in and through the person’s relationships
with significant others. Being open to expressions of spiritual
beliefs and practices is key to encouraging consumers to tell
and live their recovery stories (Fallot 1998).

Spirituality as connectedness through relatedness

Recovery through relationships
Spirituality as connectedness through religious and spiritual practices
Spirituality entails a yearning for connectedness in life. Perhaps our
most basic human need is to enter into trusting, loving and caring
relationships in order to connect to someone or something
beyond the self. We are persons in relationship and, as such,
our individual identity, our place in the world and our world
view emerge out of our connectedness with others within a
particular social and cultural context. Indeed, we are ‘created’
in and through our connectedness with others (MacMurray 1961).
For most people the experience of relationship with God and
others is the most significant way that they express and fulfil
their spiritual needs (MacKinley 2006).
All participants expressed a deep desire for connectedness
and acknowledged the value and supportive role of relationships.
They also acknowledged the impact that living with depression
had on relationships. All participants expressed a belief in a
god or higher power although each person experienced and
articulated this relationship differently. For some participants
this connectedness was mediated through prayer and
meditation, which provided a source of strength and hope.
Others found this connectedness through reiki healing,
massage, yoga, tarot readings, art, writing and quiet music.
Effie and Betty both have ‘prayer partners’. Effie spoke about
the influence that her prayer partner has had on her life. It is
possible that mere contact with such a person is sufficient to

Effie: I do have a prayer partner who keeps in contact with
me. A lot of people have said that I have changed heaps in
the last year and that’s how long we have been praying together.
Apparently my mind has become more organised and I am
able to think clearer and the only thing that has changed
is praying…my walk with God is important to me.

The most basic of all human needs is to enter into trusting,
loving, and caring relationships. When recovering from mental
illness it is vital for the person to know that someone else is
there for them and believes in them, even during times of
illness. All the participants in this study indicated that they
highly valued their relationships with others. All indicated that
connection with family members was particularly significant.
Annie: I have faith in the goodness of people. People are very
important to me, my family, my friends and my cat. Support
from my family really helps me and support from my friends.
Depression or depressive episodes drain the person of energy
and prevent people from being or feeling connected to others.
Annie and Carly elaborated on the impact of depression on
relationships and connectedness to others.
Annie: I sometimes do feel disconnected from people because
I do have periods of depression. I feel more connected to
people actually when I am not depressed.
All participants agreed that the experience of being connected
to others (or at least one other) provides a sense of meaning
in life. Debbie was the most emphatic on the importance
of her relationship with her family to her life and continued
wellbeing. It is the care and support of her family that keeps
her from further suicide attempts.
Debbie: The most important thing in my life is my mum and
my entire family. I would never want to lose my family. I only
live for my family.
Researcher: Does your life have meaning for your family?
Debbie: Yes, they love me very much.
Other relationships were also significant to the participants,
although not as significant as those with family members.
Effie found her role as a school crossing person to be another
means of contact with others and a source of connectedness

to her community. All participants valued the connectedness
with others that they felt at the day centre. Betty’s sentiment,
‘I have good company here’, was echoed by each participant.

Annie, Carly and Effie all had some form of part-time
employment and each acknowledged the value that
it played within their recovery journey.

Recovery through renewed meaning and purpose

Effie acknowledged that one way of giving her life meaning is
through ‘things I can do and achieve’; providing her not only
with a greater sense of meaning and self-worth, but also a
means of giving rather than the sense of always receiving.

The quest for meaning provides the criteria for what spirituality
is and what the focus of spiritual care should be (Burnard
1999). Meaning is the foundation of the development of
mental health and wellbeing. The primary motivating force
that impels the person towards mental health is the quest for
meaning and purpose (Frank 2004). Meaning provides a sense
of purpose and direction in life and hope for a better future.
Those who have experienced depression or any form of
mental illness need renewed meaning and purpose in order to
live with and combat the effects of their illness as they engage
in their journey of recovery.
Spirituality has to do with ultimate questions, with the meaning
of personhood, and with the search for identity and personal
integrity. It is at the heart of what gives life meaning.
Annie expressed this clearly when speaking about her
understanding of spirituality.
Annie: I have often thought about what is the meaning of life
or if there is any meaning at all and what we are here for.
What my purpose is and that sort of thing.
Betty: For me life is about searching for that meaning. I have
got glimpses of it, many glimpses and I just have to get hold
of it. I am still looking for that meaning and doing spiritual
work helps.
Spirituality as mediated through meaningful activity
For the purpose of this paper, meaningful activity is defined
as that which enables the person to grow in connection,
confidence, contribution to society, education, vocation
and relationships.
Meaningful activity helps promote wellbeing for all people and
in particular for someone living with mental illness. Meaningful
activity benefits the person recovering from mental illness as
it provides a focus beyond themselves and an opportunity
to give. It can break down loneliness or isolation. Activity can
serve to give the person a sense of self-worth and of being a
valued and contributing person in the community. It enhances
the person’s sense of self and identity, as well as holding their
integrity as a person.

Recovery and hope
Spiritual beliefs are a powerful source of hope for many
people. Having a sense of hope is the foundation for ongoing
recovery from mental illness. Hope provides the motivation
that keeps a person moving towards recovery and wellbeing.
During times of illness it may be difficult for the person to hold
and maintain hope, and for that time another person – a carer,
friend or family member – may carry that hope. However, the
aim is always that the person will develop and hold their own
sense of hope, the belief in a positive outcome related to
events and circumstances in life.
All participants held a sense of hope although they
acknowledged that it was more difficult to maintain during
times of illness.
Annie: I suffer from depression, so there were a lot of times
when I haven’t felt much hope. However, hope is believing;
believing that good things can happen, that I can get some joy
out of life. Even when there are some difficult times there are
still simple things that I can enjoy.
Developing a stronger sense of self
The goal of recovery is to become more deeply and more
fully human (Deegan 1996). It is about accepting oneself and
reframing life experiences, while also being accepted for the
person one truly is. All participants spoke of a redeveloped
sense of self that has led to a greater sense of self-acceptance.
As Betty commented, ‘I am happy with who I am.’ However,
within the experience of mental illness the person’s connection
to this sense of self can become quite tenuous at times.
Annie: The thing that I would never want to lose is my sense of
self. Although at times I feel I have lost it in some ways. Like when
I become unwell. I don’t think I would ever lose it completely
but it has been a bit scary when that has happened.
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This last comment of Annie’s, that the core self remains,
is profound. It may be battered, bruised and at times fragile,
yet even within the experience of mental illness the core self
remains. Annie’s sense of her core self is echoed the words
of Patricia Deegan (1996):
You carry within you a precious flame, a spark of the divine. You
were born to love and be loved. That is your birth right. Mental
illness cannot take that away from you. Nobody can take that
from you.
Conclusion
Religion and spirituality are important ingredients in the
recovery process for many who have mental illness (Sullivan
1994). In reflecting on the experience of the participants, it is
evident that spirituality is a vital ingredient in the recovery
process and in continued wellbeing. However, each person’s
expression of spirituality is uniquely individual.
Spirituality as experienced through connectedness with
God or a higher power was vital for Annie, Betty, Carly and
Effie. For some participants spiritual practices provided that
connectedness. However, for each participant spirituality was
a motivator and also the means through which they viewed
the world and their place in life. All participants believed that
life could be different, thus their spirituality provided a source
of hope for the future and for the recovery journey.
It is clear from the participants’ lived experience that spirituality
holds the potential to offer people a source of strength and
courage in coping with mental illness, and a meaning beyond
the experience of mental illness, a deeper and renewed sense
of self and value as a contributing person in society.
Spirituality as mediated through relationships was vital for
all participants. Relationships or connectedness with family
was important to all participants. Family relationships and
connectedness can often become fragmented in the face of
mental illness. However, the participants’ connectedness with
family seems to have withstood the effects of their mental illness.
For Effie, Carly and Betty however, there was an element of guilt
around the impact their mental illness had on their children.

It is evident from the participants’ lived experience that
spirituality – which may or may not be related to any form
of institutional religion – is the vehicle through which they
embark on the personal quest for meaning, hope, value and
connection to a higher power. The participants’ experiences
of spirituality very much parallel the view of Mowat (2005),
who saw spirituality as a process and search for meaning
through the inner journey, mediated through relationship
with self, other and God or a higher power.
At the conclusion of the interview, Carly spontaneously said,
‘I wish there was more opportunity to have conversations like
this and speak about spirituality.’ This statement draws together
the major threads of this paper and is an ideal conclusion.
*The names Debbie, Annie, Betty, Carly and Effie are aliases
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The roots of unresponsiveness and paradox were in almost
every area of human service and beyond, into the institutions
of society and the economy, where they are implicated in
practices of inequality, exclusion and injustice.
Background
For the ten years from 1986-1996, I was a research design
consultant, contracted by the Victorian Mental Illness Awareness
Council (VMIAC) through the Action Research Issues Centre to
assist in path-breaking evaluation research conducted by
consumers collaborating with staff.
These were the radical activist years of the disability movement
and, when I began, the VMIAC was co-housed in the Disability
Resources Centre (DRC). The then-Coordinator of DRC,
Frank Hall-Bentick, evocatively describes the history of this era
as a time of demanding deinstitutionalisation and of the women’s
movement (online document undated). Yet even as institutions
closed and people moved into the community, there was a
continuing consumer concern about iatrogenic treatment – that
is, treatment that itself caused further illness – during acute
hospital admissions.
To ensure consumers could be actively involved in service
improvement, the research had to reach beyond the details
of methods for patient feedback, to dialogue for deeper
understanding between professional staff and service-users.

I spent a further ten years pursuing similar questions in eight
other large-scale health, education, welfare and community
research settings, because the roots of unresponsiveness
and paradox were in almost every area of human service
and beyond, into the institutions of society and the economy,
where they are implicated in practices of inequality, exclusion
and injustice.
In this article, I describe firstly the way the ten year sequence
of evaluative research studies, involving more than 300
consumers and professional staff working together in the
crucible of acute psychiatric services, contributed to a new
way of thinking about individuals and organisations as a large
self-organising living system or ‘social ecology’ and, consumers
as self-determining inquiring individuals.
Secondly, I describe briefly the outcome of the subsequent
ten years in terms of extending these insights into the
psychological and sociological nature of these ‘co-constructing
living systems’, driven by the actions of researching, evaluating
and of all ordinary human inquiring per se.
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Ultimately this all came together in an integral theory, albeit firmly
practice-derived, which – until easier terminology emerges – I am
calling a ‘living systems epistemology’ (or ‘meta-epistemology’) or
more simply ‘living systems inquiring’ (Wadsworth 2008a, 2008b,
2010). It is a way of thinking about how all our ordinary
human inquiry processes provide the dynamic of life.

Fig. 1 a paradox of human services

We may experience this particularly when we are trying to
make changes (individually, as groups, or organisationally to
‘build new life’), but it equally aids us to ‘build in’ and stabilise
the kinds of worlds and cultures we want to retain and
replicate when we have identified the current most life-giving
forms for our purposes.
The trick is to keep doing both; neither getting stuck in current
ways based on earlier conclusions about what used to be best,
nor failing to be open to seeking new and better ways to keep
on stabilising and replicating what we now think is more valuable.
Decade of consumer mental health research
(1986-1996)
The cartoon (Fig. 1) sums up the paradox we found with
many staff wanting to hear from consumers and subsequently
make changes, and at the same time not wanting to hear from
consumers, or thinking they could already see what changes
should be made without checking. On the one hand we work
for the empowerment of consumers. On the other we
professionally pride ourselves on already being able to know
what is best for others – even if this includes presumptions,
Community Treatment Orders or Diagnostic and Statistical
Manual definitions that turn out to be iatrogenic (Brophy
2012), or other forms of coercion we legalise so as not to
constitute assault (Kroschel 2012).

Source: ©Simon Kneebone & Yoland Wadsworth (in Wadsworth 2010 p 156)

cycle’ (see Fig. 2). The project received Australia’s first major
health research grant given to a consumer organisation, later
won two national awards, and led to profound changes in
consumer participation policy. This included the introduction
of service-users working across the state in mental health
services as salaried consumer consultants to keep open the
communication and inquiry channels between inpatients and
the mental health workforce (Wadsworth and Epstein 2001).
Decade of research with other services (1997-2007)

This paradox was deep within the minds of everyone,
consumers and staff alike (as consumers also had their reasons
for both wanting to speak up and not wanting to speak up
(cf. Wadsworth and Epstein 1998). Over time, it felt like
every instance of our connecting to everyone else in the large
complex and changing mental health services field, whether
in a hospital unit, a corridor, a meeting, out in the community,
or in someone’s office, was an opportunity to work with this
paradox by asking and pursuing critical (and appreciative)
action research questions.

A further eight large-system studies (Wadsworth 2010, Ch. 5)
culminated in adding the insights that the cycles of life – from
breakdown and chaos through creative change to new order
and its replication – had corresponding human inquiry
preferences and question-clusters (Wadsworth 2010, Ch. 3)
that achieved each stage of the action evaluation cycle of:
observation, rational felt evaluation (critical or appreciative
inquiry), intuitive reflection and logical new conclusions,
rational planning, and closely observed new ‘experimental’
action following the new logic; as well as other systemic
capabilities for openness and communication. All of this
was taking place at any scale within individuals, pairs,
groups, teams, communities, organisations and societies.

Eventually it felt more like working with a ‘great octopus’ of a
project or a great bear (half ‘care bear’, half ‘scare bear’) and
that positive movement forwards could be achieved in both
the micro and the macro if the inquiry dialogue could go ‘full

This account has provided an all too brief glimpse of living
systems human inquiry theory, a detailed narrative outline
of which (Table of Contents) can be downloaded from
livingSystemsResearch.com – a theory which developed

Fig. 2 Emergent inquiring for living systems
(Phase change 02)
Think through change,calculate consequences of new knowledge
PLAN Movement to new order Push/take energy

Champion, oversee, manage and organ-ise
the new experimental form/ordering/oikos
Continue ACTION Sense/copy what works,
defend, extend, correct/amend/fix, repeat practice
Audit observation fruition/break down
appreciate/bereave. Old form expires

New form inspires new energies, take it forward,
communicate, build new critical mass for viability
REFLECTION Intuit and ‘discover’/create meaning,
innovate, generate identity, trans-form old to
birth the new form
Deeper connections, knit values, purposes,
diversity, and diversity of resources for formative
(morphogenic resonance)

(Phase change 01)
Care-full OBSERVATION Feel movement for change to the unknown/chaos,
Open inquiry/questions, Yield/receive energy
Source: © Yoland Wadsworth (in 2012 Fig 1)

in important part over that exciting and fruitful ten years of first
generation mental health consumer research (Wadsworth and
Epstein 2001). A second generation of VMIAC consumer research
began in 2006 (see: www.vmiac.org.au/research.html).
Conclusion
The theme of the May 2012 Psychiatric Disability Services
of Victoria VICSERV Conference alluded to the most recent
moves towards a paradigm shift that have been unfolding
slowly in community mental health and rehabilitation as well as
in acute psychiatric services, wider fields of disability services,
and health and human services generally, over the past nearly
50 years. The new framing goes to the heart of asking: ‘who
are services for?’
What is emerging is a new capacity by individuals and groups
throughout organisations and communities to continually
engage in cycles of inquiring to come up with better ways of
doing things from the point of view of the primary end-user or
critical reference group/inquirer (Wadsworth 2011 pp. 19-29).

Exciting initiatives include those efforts by consumers to reframe
the meaning of ‘mental illness’, emotional distress and ‘madness’
to alter the cultural DNA of service provision away from
presumptive and experienced-as-disrespectful reasoning.
Instead of seeing ‘mental illness’ and emotional distress and
madness as entirely endogenous and aberrant within a human
organism, unrelated to anything outside, they are coming
to be seen as reflecting the person’s ‘relational field’ or
environment, the person’s co-constituted socio-eco-politicobio-lifeworld. That is, the form of ‘mental illness, emotional
distress or madness’ may be seen as a property of the systemic
field – giving us possibly quite urgent messages about what is
going wrong wider afield.
This can mean, as Mary O’Hagan (2012) describes, not a
journey of passivity and mindlessness, but the ‘journey of the
hero’ who is encountering and responding to repeated such
buffeting, or as Jon Kroschel (2012) identifies it, a ‘journey of
spiritual leadership’. We might also add, the journeys of the
‘freedom-fighters’, the ‘ark builders’, and the ‘holders of the
sacred heart’.
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Here are images of autopoetic, self-determining, selforganising living system-people trying to find an authentic
way to live within these worlds (and commence a different
systemic pattern), rather than tragically being mistaken only
as ‘threats to self and others’. We now need to build services
systems that do not themselves react like an ‘autoimmune
disease’, suppressing or eliminating the sacralising messages
and informative reactions of its own living systems’ members
to a non-normal, unhealthy societal system. Some conclude
that mental illness must be essentially endogenous (that is,
an inner illness) because Australia’s economy is so strong.
Yet this conclusion seems not to observe that Australia is also
one of the world’s most unequal societies in which exclusion
and disempowerment are major issues alongside hunger,
deprivation, homelessness and secondary illness for a
significant minority, as are population-wide levels of anxiety,
depression and rage about an unstable and uncontrollable
present or future for many more. Collaborative co-inquiry
to remove the boundaries that separate, exclude, isolate,
stigmatise and distance the lives of consumers from others
becomes a pathway to empowerment.
Fortunately a majority of mental health professionals have seen
the connection between consumers’ life-empowerment and
mental health, and the reframing is making progress. The
world ‘power’ derives from the word for ‘able’, and ‘having it’
simply means ‘to be able’. Thus the reframing, if successful,
will be touching on all aspects of service provision, policy,
professional training, leadership models, and the language
and methodologies of evaluation, research, evidence, analysis,
and reflexive theory and knowledge-formation, and leading
to power being exercised primarily for forming and sustaining
cultures of enabling – or as I would now put it: inquiring for
more fully living human systems.
The ongoing question for the reframing of mental health
services is: how can that power and enablement be not just
facilitated for those for whom the services essentially are
intended – clients, consumers and patients – but also yielded
without too great a sense of loss by service-providers that
can result in it being taken away again. Perhaps the real test
of ‘inquiring for life’ is how life can be achieved for all, not just

for some, nor at the expense of diminishing that of others.
This thinking led me to dedicate my recent book (2010 p. VI)
with these words:
This book has been guided by a vision of all those
who are constantly building and re-building
more truly living human service systems
in which they are both happy to assist and resource
and from which they would be happy to seek
assistance and resourcing
…And to all others who love life
in all its living processes
and all its living forms

This paper was first presented to the VICSERV conference, 25
May 2012. The author thanks Merinda Epstein for her reading
of it and comments prior to presentation and publication.
*Yoland Wadsworth is an Adjunct Professor at RMIT University in Melbourne,
and Honorary Principal Fellow at the University of Melbourne.
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Overview of Reframing
Mental Health: A New
State of Mind
Michelle Swallow, Director, Leadership and Change Consultants

The VICSERV Mental Health Conference 2012 was held May 24
– 25. This conference provided a timely focus for the community
managed mental health sector on; service development, service
improvement, partnerships and system reform.
Past conferences have had a strong consumer and carer focus,
with truly inspirational speakers, so it was very interesting to
see a departure from this format to more of an organisational
and systems focus.

thought, particularly when considering whether to continue
to run specialised, small not-for-profits or actively pursue
a growth strategy that could ensure sustainability.
Shaun reminded CEOs of the need to recruit on the basis
of values and vision best fit as well as making time to meet
with each new employee irrespective of their position within
the organisation. This currency of leadership ensures focus
and attention.

There has increasingly been a need to focus on efficiencies
and improved methods of service delivery across jurisdictions,
driven by funding bodies and other market forces. Therefore the
Reframing Mental Health: A New State of Mind Conference, while
continuing to provide sessions on consumer leadership, youth,
dual diagnosis, housing, creativity and wellbeing and workforce
development, chose to invite two key note speakers who
challenged us to examine the current landscape from a policy,
maximizing outcomes and quality improvement point of view.

The leaders in any organisation need to not only engage staff on
the values and vision, but also throughout any change processes.
We were also asked to think about change in different ways,
creating visual images of the change being undertaken, and then
moving to the narrative, rather than talking about change first.

It was therefore welcome when keynote speaker for day one
of the conference, Shaun Clee, Chair Mental Health Network
at NHS Confederation Trustee at NHS Confederation and
Chief Executive at 2gether NHS Foundation Trust, provided
a timely call to leadership in the community managed mental
health sector in his presentation, Building sustainable
developments in mental health – the leadership challenge. He
highlighted that developing and delivering quality services,
is as much about the culture of an organisation as is it is
about the technical skills, drawing on his extensive experience
from the United Kingdom to demonstrate his points.

The conversation urged the need to focus not only on policy
reform, but also on the rapidly changing interface between
service users and service providers. Shaun discussed the use
of social media such as Twitter for marketing purposes, such as
engaging service users to talk about the service they received.
Many already do this, tweeting, blogging or updating their
Facebook status with positive or negative statements about
their experience as they are having it. The future challenge
for the community managed mental health sector will be to
be aware of this, and influence this space as soon as possible.

Shaun challenged us to have clear value and purpose definitions.
He gave examples of how ‘size does matter’, with reference to
consolidation in the United Kingdom which increased buying/
purchasing power. The call from governments across Australia
is to examine the possibility of working not only more
collaboratively, but to consider amalgamation to ensure greater
consumer outcomes in a tighter fiscal environment. Therefore
hearing the examples provided by Shaun gave us all pause for

The importance of TRUST was highlighted many times during the
conference. Trust in the organisation by all stakeholders: staff,
consumers, carers, partner and funding bodies is imperative.

Continuing the theme of focusing on the community managed
mental health service system Ian Dixon, Founder and Principal
of Dixon Partnering Solutions, keynote for day two of the
conference, presented on the theme of partnering as a way of
maximising outcomes. His presentation was particularly salient
given the fact that the sector will be very different in the future
due to a number of factors including, the establishment of the
Mental Health Commission and individualised funding enabling
people to choose supports that best assist with their recovery.

Take home messages from Ian’s presentation were that
innovative conversations increase opportunities; defining the
relationship at any given time is important and that negotiations
are person dependent. Furthermore, the right people, at the
right level, need to be open and able to partner – they need
to have permission to partner and the freedom to negotiate.
The presentation highlighted that we must have clarity of
purpose, and ask ourselves ‘what are we trying to do’ before
we enter into any collaboration, partnership or alliance. It must
be a simple and structured process.

Guest Speaker, The Hon. Mary Wooldridge MP, Minister for Mental Health,
Women’s Affairs and Community Services

Ian’s knowledge and skills in partnering were evident in
his presentation ‘Cross Sector Partnering – Unlocking the
Potential’. Delegates heard that no one has the ability to
be sustainable alone, and that we must be involved in
Collaboration, Partnerships, and Alliances.
Ian invited those present to question ‘Why partner? What’s
the value of partnering?’ and outlined the differences between:
• Sponsorship – where a business provides the money in a
donor/recipient vertical relationship,
• Transactions – where there is an exchange of resources,
mostly around contracts, and
• Integration – by which there is a sharing of risk and benefits,
and a co-creating/co-developing of solutions.
Ian highlighted three principles:
• Equity: is not about bringing the same things to the table
but having mutual respect with power distributed equally.
• Transparency: open communication and good faith
discussions manifests trust.
• Mutual benefit: keeping in focus the purpose of the partnership.

The rapidly changing framework within which community
managed mental health organisations operate includes the
commencement of the Mental Health Commission in January
2012, Partners in Recovery Coordinated Care framework,
Not-For-Profit Reform, the National Disability Insurance
Scheme and Activity Based Funding. Adding to the difficulty
is that these changes are taking place within an uncertain
policy environment.
How organisations choose to respond in this environment;
whether these influences are seen as opportunities or threats,
whether an organisation is reactive or strategically positioned
or whether they embrace reform; the learnings from
conferences such as this one will ensure that community
managed mental health services, consumers, families and
carers and those who work across the service system are
ready for the major change that is underway.

Michelle is the former CEO of the Mental Health Council
of Tasmania, the peak body for community mental health
organisations in Tasmania. She is currently the Director of
Leadership and Change Consultants, a consultancy which
offers support with reframing businesses, business planning
and efficiencies, organisational and team development,
as well as governance and change management.
For further information, visit www.lacc.net.au

YOUR SAY…
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Member Profile
Mallee Family Care

Cath Murphy, General Manager, Mental Health Support Service, Mallee Family Care

Mallee Family Care works with individuals, families and carers,
health professionals, education providers, and community
organisations to ensure people accessing our service receive
the support they require to reach their full potential.
Mallee Family Care Inc. is a community service not-for-profit
organisation which services the communities of Northern and
Southern Mallee, including the shires of Ganawara and Buloke
and South-Western New South Wales.
Our geographic area incorporates approximately 75,938
square kilometres, with a population of 98,222. The main
areas of employment include horticulture, dry land farming,
dairy, mining, manufacturing and mining, light industry, health
and human services and education. Our community activities
are strongly linked to the arts, including visual, performing and
literature, as well as sporting and recreational pursuits.
The organisation was established some 32 years ago to support
the needs of families and children of the region who came
under the notice of child protection. The initial aims of the
organisation were to avoid children leaving their geographical
area should they be removed from their families, and support
efforts around reunification. From an initial staff profile of three,
we now have grown to two hundred and fifty staff.

Program funding comes from a mix of State and Commonwealth
funding streams, and also philanthropic trusts. Some of our
programs include; Community Legal Service, Family Services,
Family Relationship and Dispute Resolution Services, Early
Intervention for Children with a disability, and Early Childhood
Education programs, New South Wales Family and Community
Services, and Chances for Children and Disability Services;
including, respite, support, and supported and open employment.
One of the many programs of Mallee Family Care includes the
Community Mental Health Support Service. This incorporates
Psychiatric Disability Rehabilitation Support Services (PDRSS);
namely Home Based Outreach Support, Day Programs,
Age Intensive, Mutual Support and Self-help, Mental Health
Pathways, Personal Helpers and Mentors (PHaMs), and Family
and Carer Mental Health Support Service. The latter involves
sub-contractual arrangements with Bendigo Health and St
Luke’s Anglicare, to deliver both planned and flexible respite
for families and carers.
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Mallee Family Care
by Cath Murphy

We work with individuals, families and carers, health professionals,
education providers, and community organisations to ensure
people accessing our service receive the support they require
to reach their full potential. Mallee Family Care has been
a provider of Community Mental Health Support Services
for seventeen years.
Given the changing landscape of the mental health service
sector in recent years, our organisation has proactively
sought to scan the environment, and as a result we have
taken ourselves on a journey of transformation to prepare
for delivery of mental health support services into the future.
In order to do this we used an international change management
technology known as MINDSETTER to assist us in our journey.
MINDSETTER assisted us to
•
•
•
•
•

identify the ‘sense of urgency’ for change,
create a ‘driving coalition’,
develop a ‘vision’,
communicate ‘the vision’,
empower ‘others’ in identifying and overcoming barriers
which could be hindering change,
• plan and make visible ‘short term gains’,
• consolidate ‘gains’, and
• anchor a ‘culture’ that will drive into the future.
As a consequence, we have been able to implement a plan
which has transformed our service and its capacity to deliver
quality mental health support services across the region.
This transformation has included; organisational and specific
service restructure, an internal audit of our values and
objectives, communication and rebranding exercise,
establishing a database built around our funded programs,
and additional education and training for staff.
The Mallee Family Care Mental Health Support Service’s
mission, objectives and values are as follows, and are very
much aligned with the broader organisational mission of
establishing ‘stronger, more caring communities’.
Mission
Supporting mental health and its recovery in the
Murray-Mallee communities

Objectives
• To work collaboratively with community, families and
individuals to reduce the onset of mental health issues
by intervening as early as possible.
• To assist communities, families and individuals affected
by poor mental health to recover and sustain their best
possible well-being.
• To raise community awareness of mental health issues
and to gather broad support for the work that we do.
Values
• The person is at the centre of our work enabling the use
of their strengths to find their way to recovery.
• We conduct ourselves with appropriate warmth, empathy
and positive regard towards our participants so that they
are treated with dignity and social inclusion is fostered.
• We apply and constantly renew the best known,
evidence-based practice to our work.
• We are always able to prove that we are best at what
we do.
Consumers, carers, key sector stakeholders, including
referring and partner agencies, the funding bodies, staff,
executive and board members of Mallee Family Care have
all been an integral part of the transformation of our service.
To facilitate our understanding of what people thought of our
service, and where we needed to develop, we commissioned
an independent survey. Our consumers and carers have
acknowledged that they have; ‘a broad range of services and
choice of location in which to access these services’; ‘we are in
control’; ‘we are the experts in our own lives’, ‘we are thriving
and we are included’. From staff, their perceptions included
the following; ‘we have clear and shared goals’, ‘we make a
difference and we have a purpose’; ‘we work with people in a
meaningful way’. Stakeholders (referring and partner agencies)
commented that they are confident in our abilities to deliver
a service which minimise remission rates, deliver a model of
recovery that provides a clear picture for consumers. Other
interested parties commented that they were confident in our
ability to deliver a quality service, and held our service up as an
example to others. Challenges for the future were named as
continuing partnership development and establishing effective
protocols in place that govern not only the relationship

between partners, but also about how the partners respond
to managing mental health across the community. Workforce
recruitment and retention is an ongoing identified challenge,
with significant investment needed in professional
development and other human resource strategies.
Some of the changes made as a result of the feedback received
have included; a streamlined intake and assessment process
with the integration of both the PDRSS and PHaMs programs,
introduction of a new assessment tool, known as the Outcome
Star in our consumer service, and Hand of Care in our carer
support service to measure personal achievement. We have
also introduced portfolios such as Dual Diagnosis/Optimal
Health, and established a carer and consumer reference group.
We have been working diligently towards establishing policies
and procedures based on the National Standards for Mental
Health Services. In making a few of these changes along the
way, we have been able to be more responsive in delivering
flexible models of care to individuals, families and carers in the
Northern and Southern Mallee communities.
Some of the challenges we have faced throughout this process
have included; communicating to staff on the ground the sense of
urgency of the external frameworks and policies that governed and
demanded our service to change; honouring the value of the
culture of the past, whilst at the same time naming the practices

that needed to be changed, and stating the reasons. Other
challenges included perception of some carers and consumers that
services would be taken away when in actual fact services were
enhanced through the different opportunities presented as a result
of the changes. The implementation of the National Standards for
Mental Health Services has assisted in the integration of service
provision and at the same time challenged many areas of practice
requiring a refreshed focus.
In summary, our urgency remains, with the anticipated reforms
of the PDRSS sector, and changes at both state and federal level.
In addition we await the impact of the National Disability Insurance
Scheme. What is clear from the work we have conducted over
the last three years is that ‘change is constant’, and managing that
change can often be tricky for a whole host of reasons. However
the option to sit still and wait to be told to change is never a
favourable one. A proactive and inclusive approach is a much
more desirable and necessary action to take.

For further information in regarding Mallee Family Care’s Mental
Health Support Service please contact either Cath Murphy,
General Manager at cmurphy@malleefamilycare.com.au
or John Downie, Program Manager at
jdownie@malleefamilycare.com.au

Expression
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Crying in Public Places
Guler Altunbas

“My pain and experiences makes me who I am. I would not change it, if I had to
do it again. Recovery is not going back to the way one was but it’s to incorporate
the wisdoms learnt into everyday life.”
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Crying in Public Places
by Guler Altunbas

“We mirror each other in our thoughts and actions. Society is made up of
individuals like each and every one of us. We can all make a difference to the
whole. We need to act locally and globally. We all have power whether we
realise it or not.”

“As a new and emerging artist I try to be a reflection of Society. You can observe
spirituality and symbolism throughout my artworks. In the photographs of clouds
I endeavour to demonstrate moods as they are forever changing and evolving and
symbolic in their nature, which is our human condition.”

These works were featured as part of North Yarra Community
Health’s MindPix presentation at the VICSERV conference. Special
thanks to Guler Altunbas for permitting VICSERV to reproduce her

photos as well as providing the statements accompanying the
images. For further information about the artist, Guler Altunbas,
please visit www.guleraltunbas.blogspot.com.au
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Book review
The Boy Who Loved Apples: A mother’s
battle with her son’s anorexia
Amanda Webster, Text Publishing, 2012
Reviewed by Tracey De Poi, Chair of the board of Eating Disorders Victoria, Carer of a daughter with anorexia
Amanda Webster, in her autobiography The boy who loved
apples, has written an honest and powerful account of her
family’s battle with anorexia. Being a wife, mother of three
children and caring for her two parents as well as being a
trained doctor, Amanda leads a very busy life. While doctors
are used to finding a problem and fixing it, she is confronted
with her eldest son developing anorexia at 11 years of age.
She turns to her old medical books looking for answers and
is confronted with statements like, “It is a disorder of previously
healthy adolescent girls as a result of starvation” and “it is the
need to break away from a restrictive family environment in
particular strong mother”.
Still looking for a cause of the illness, Amanda begins to blame
Kevin (her husband) and herself. Amanda gives an account
of her battle to save her son’s life as well as dealing with the
ramifications of the illness on her relationships. This is made
even more difficult in Amanda’s case because the family lives
150 kilometres south of Brisbane requiring separation from
the family unit in order for her son to receive any treatment.
The book highlights the difficulties in finding any kind of
medical and psychological care when someone has anorexia.
It also demonstrates that the family/carer usually has to do
most of the research about finding appropriate professionals
and treatment. It also makes clear that families/carers need
to be involved in that treatment. It makes the reader aware
of the lack of knowledge and training amongst the medical
profession around anorexia and subsequent treatment
options. Unfortunately, it also shows that the treatment
programs that are available can be primarily set up for
females not males.
Amanda’s frankness in this book gives the reader an insight
into the world of anorexia. She demonstrates the complexity
and frustrations of trying to help someone with anorexia. She
also highlights that anorexia is a life threatening illness and
educates the reader about the effects of it. The myths that are
associated with anorexia are broken down; it does happen to

boys, it does happen to children, you are not a bad parent or
have a dysfunctional family, and most importantly that there is
always hope.
In Amanda’s struggle to keep her son alive she comes to
realize that there is no cause of anorexia, and that there is no
one to blame. She doesn’t proclaim that her way of dealing
with her son’s illness is the best method of treatment; she just
tells us her story. In the final chapter she does give a web site
for getting some support. Amanda conveys her amazing insight
into the illness which readers can apply to their own family
member or simply use to better understand the illness.
Through it all she managed to keep her sense of humor which
is beautifully conveyed to the reader throughout the book.
Courageous, witty, humorous, and uplifting The boy who loved
apples is easy to read yet challenging all at once. Thanks should
also go to Amanda’s family for letting their story be added to
the book.
The boy who loved apples is a good read for anyone caring
for someone with an eating disorder or anyone interested
in understanding more about anorexia.

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.

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

