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EDITORIAL

Anthea Tsismetsi, Policy and Communications Manager

The theme of this edition, In it Together seemed to develop and shape organically
reflecting very much how fine collaborations often work. Collaborations usually sprout
either by design or by fortuitous accident when two or more people come together
with a common purpose and a sharing of particular values. Whilst by looking at the titles
of some of articles featured in this edition the common thread of In it Together is not
immediately obvious, delve further and you will find more similarities than initially thought.
In recent months (and perhaps years), the focus on collaboration
has been strong. Often this has been from a top down approach
or has been imposed by various opportunities such as the recent
Partners in Recovery bids. The articles contained herein explore
organic rather than forced approaches.

Dawn O’Neil AM explores the concept of a collective impact
framework enabling organisations or groups of individuals to
make a bigger difference together compared to going it alone.
Ms O’Neil presented on this framework at the inaugural
Council of Non-Government Organisations on Mental Health.

This edition leads off with a piece by Cath Roper and Dr
Penelope Weller exploring supported decision-making as a
means for recovery focused practice. I was particularly excited
about this contribution after hearing the authors speak late last
year at the Mind colloquium series on this topic, a regular
series jointly hosted by VICSERV. One of the key messages is
where each person comes to the table from a place of respect
for each other’s right to autonomy and self-determination,
not only does this not exclude collaborative decision making,
it enables it. This is particularly important in the context of
reforms such as the National Disability Insurance Scheme
where collaboration between individual, carers/families
and services is paramount to the success in the process.

Yonas Mihtsntu posits in his article that collaborative service
delivery can be used to assist what he terms ‘hidden carers’ or
those who otherwise would not be accessing services. Similarly,
Sylvia Grant considers collaborative approaches in the context
of homelessness. Damian Hughes explores the Forensic
Clinical Specialist Initiative, a program aimed at building the
capacity of both clinical and community managed mental health
in working with people with a forensic or similar history.

Dr Kathy Landvogt in her piece Mapping service links in search
of ‘No Wrong Door’ details a research project undertaken by
Good Shepherd into the various service access and referral
points of four different financial counselling sites across Australia.
In it, Dr Landvogt explores the continuum of service collaboration
types using a network map methodology to determine what
contributes to effective links and reciprocal ties.

I trust that you will enjoy this edition and share it far and wide
though your on-line networks.

AUTUMN /
winter
2013
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Supported decision making
as a strategy and approach
for recovery focused practice1
Cath Roper, Centre for Psychiatric Nursing and Lecturer, Department of Nursing, School
of Health Sciences, University of Melbourne
Dr Penelope Weller, Deputy Director, Centre for the Advancement of Law and Mental
Health/Senior Lecturer in Law, Graduate School of Business and Law, RMIT University

“Respect… is the starting point of morality… because it
involves recognising that other people matter and so how
they live their lives, and the quality of their lives, matters
as well” (Harris 1985:193)2
The concept of ‘supported decision making’ has gained
special prominence in law reform debates around the world,
following the adoption of the United Nations Convention of
the Rights of Persons with Disabilities (CRPD).3 Describing
supported decision making as ‘the process whereby a person
with a disability is enabled to make and communicate decisions
with respect to personal or legal matters’4 the Office of the
High Commissioner for Human Rights (OHCHR) has
expressed the view that the CRPD requires all ‘substitute
decision making regimes’ to be replaced with ‘supported
decision making’.5 This statement, coupled with the
recognition that the CRPD applies to mental disabilities,
has generated an equivalent debate about supported
decision making in mental health law.6
In teasing out the possibilities for law reform based on
CRPD principles, decision making scholars have recognised
that supported and substitute decision making exist along a
continuum of decision making that includes fully autonomous

decision making at one end and completely substituted
decision making at that other.7 Internationally, the continuum
model has encouraged the adoption of new laws that have
expanded decision making options that include assisted and
supported decision making.
While the CRPD strengthens the argument for support
by placing supported decision making in a human rights
framework, there is a continuing debate about the significance
and effect of this relatively new international treaty. Professor
Gerard Quinn argues the CRPD is best approached by
‘zooming out’ to consider the deeply ingrained philosophical
and moral assumptions that underpin the form and structure
of the law.8 The ‘user /survivor’ movement also adopts a
zoomed out perspective, seeing supported decision making
as an ethically viable application of the recovery approach9
and an expression of critical disability perspectives.

Recovery approaches emphasise autonomy and selfdetermination as fundamental values. Ethically, respect for
persons is the starting point of morality. Demonstrating respect
for a person’s decisions demonstrates respect for them.10
Similarly, the concepts of bodily integrity, personhood and
dignity support the notion that each person should have
authority to make decisions about their body (see Patosalmi’s
reading of Nussbaum).11
Importantly, the right to respect is not diminished by the absence
of capacity. Maschke makes this point in the following passage:
‘(T)he right to bodily integrity, as a fundamental right that speaks
to the notion of privacy, human dignity, and respect, does not
evaporate when individuals lose the capacity to make decisions’.12
Similarly, the right to respect does not exclude collaborative
decision making nor require a person to make decisions on their
own, because recovery perspectives recognize decision making
as a contextual, relational process.
From a recovery perspective, therefore, only those supported
decision making strategies that discover and closely replicate the
person’s own wishes and preferences are considered acceptable.
As Cath Roper argues ‘having control over our lives, through
making our own choices and decisions, and not those choices and
decisions that other people think we should be making, is
fundamental’.13 To achieve this goal, an ethic of respect should
pervade the mental health system. The aspiration is that decision
making tools and strategies, such as mental health advance
directives and peer decision supporters, should be supported
by law and incorporated into day to day practice.
Read from a critical disability perspective, the CRPD supports
recovery principles and a dynamic of institutional and social
change. It does this by adopting the social model of disability as
a conceptual framework, privileging the principle of participation
and specifying the requirement of reasonable accommodation.14
(i) The social model of disability
The social model of disability contributes to the ‘paradigm
shift’ of the CRPD by reframing the very notion of disability.
The social model of disability recognises ‘disability’ as ‘socially
produced’, ‘measuring’ disability in terms of the extent to which
social attitudes and structures either contribute to or hinder a
person’s opportunity to participate in society.15 It displaces the
‘medical model of disability’ as the dominant paradigm in disability
and mental health,16 emphasising the social context in which
disability occurs,17 and recognising the relevance of one’s social
environment. It includes an appreciation of the social determinants
of health and gives special recognition to the perspective
of the person with a disability.18

(ii) The principle of participation
The principle of participation overlaps with social mode of disability
to link the right to ‘individual autonomy’ with ‘the freedom to make
one’s own choices’.19 The principle of participation denotes
a requirement that people with disability be involved in the
development of programs, and participate in decisions that
affect them. It is reflected in the slogan that came into use in
the 1990s in the disability movement and has been adopted
to mobilise the civil society response to the CRPD -‘Nothing
About Us Without Us’.20 A zoomed out perspective permits the
principle of participation to be seen as a requirement to include
people with disabilities in all decision making processes, whether or
not the law has determined that the person lacks legal capacity.
(iii) The principle of reasonable accommodation
The principle of reasonable accommodation refers to the obligation to
provide reasonable assistance to persons with a disability to enable
them to overcome legal, administrative, functional and/or social barriers
that may hinder his or her full and effective participation in society.
Reasonable accommodation is a principle of positive assistance. It is the
most important principle for the adoption of supported decision making
practice because the failure to provide reasonable accommodation
is defined as ‘discrimination on the bias of disability’ (Article 2).
The three principles should inform the interpretation of Article 12
which refers to the obligation to provide ‘support’ in decision
making processes.21 Article 12(1) expresses the basic principle that
people with disability should be recognised as legal persons. This
is followed by the recognition in Article 12(2) that ‘legal capacity’
encompasses the dual concepts of ‘legal standing’ and ‘legal
agency’, and should be unrestricted by domestic laws.22 Article 12
(3) requires positive action-support- to promote and protect legal
capacity. This framework addresses the problems of paternalism
and discrimination, ensuring that whenever individuals with
disabilities require support to exercise their legal capacity they are
entitled to receive it without the validity of a person’s decision
being questioned on the grounds that such support was required.
Article 12(4) is important because is outlines the safeguards and
measures that must be in place if ‘measures that relate to the
exercise of legal capacity’ are implemented. Article 12 (4) aims to
ensure that that measures relating to the exercise of legal capacity:
•
•
•
•
•

respect the rights, will and preferences of the person
are free of conflict of interest and undue influence
are proportional and tailored to the person’s circumstances
apply for the shortest time possible,
and are subject to regular review by a competent,
independent and impartial authority or judicial body.

It provides a framework that protects a person’s legal capacity.
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Gerard Quinn argues that the provision of support to enable
people to exercise their legal capacity ‘is at the heart the paradigm
shift’ and is the key to giving effect to Article 12.23 He also states
that the provision of support to enable people to exercise their
legal capacity ‘goes deeper than just decision-making’.24 For Quinn
it refers to the creation of recovery oriented mental health service
system in which the autonomy of people with mental illness is
respected and supported. If this vision is realised the paradigm shift
in Article 12 may carry the aspirations of the disability movement.
Indeed, perhaps healthcare decision making more broadly with its
traditions of threshold pass/fail capacity tests has something to
learn from a supported, relational approach to decision-making.
Principles underpinning supported decision making
• People are capable of making decisions about most areas
of their lives.
Footnotes
1 This paper is adapted from a presentation to the Mind Colloquium Series which is
convened by the Melbourne School of Population Health, University of Melbourne in
collaboration with VICSERV and The Centre for Health Policy, Programs and Economics
held in Dandenong on 26th October 2012.
2 Harris J The Value of Life (Routledge and Kegan Paul 1985) 193.
3 Adopted 13 December 2006, GA Res 61/106, UN Doc A/Res/61/106, entered into
force 3 May 2008. Australia ratified the CRPD on 17 July 2008.
4 UN General Assembly, OHCHR, Tenth session Agenda item 2, ‘Annual Report Of The
United Nations High Commissioner For Human Rights And Reports Of The Office Of The High
Commissioner And The Secretary-General: Thematic Study By The Office Of The United
Nations High Commissioner For Human Rights On Enhancing Awareness And Understanding
Of The Convention On The Rights Of Persons With Disabilities’ Distr. GENERAL A/
HRC/10/48 26 January 2009.
5 Annual Report of the United Nations High Commissioner for Human Rights and Reports of the
Office of the High Commissioner and the Secretary-General: Thematic Study by the Office of
the United Nations High Commissioner for Human Rights on Enhancing Awareness and
Understanding of the Convention on the Rights of Persons with Disabilities, 10th sess, UN
Doc A/HRC/10/48 (26 January 2009), 21.
6 “Supported decision–making and the achievement of non–discrimination: The promise and paradox
of the Disabilities Convention” in International Trends in Mental Health Laws. Law in Context Special
Issue., (ed) Bernadette McSherry (The Federation Press, Leichardt NSW, 2008), 85–110
7 John Brayley Supported Decision Making in Australia, Presented in Melbourne, December 14, 2009
8 Gerard Quinn. ‘Personhood & Legal Capacity: Perspectives on the Paradigm Shift of Article 12
CRPD.’ HPOD Conference, Harvard Law School, 20 February, 2010. at www.nuigalway.
ie/cdlp access 27/9/2012
9 Tina Minkowitz ‘The United Nations Convention on The Rights of Persons With Disabilities
And The Right To Be Free From Nonconsensual Psychiatric Interventions’ (2007) Syracuse
Journal of International Law & Commerce 34(2): 405-428. See also Minkowitz (2006) Mental
Health Commission NZ at p19: “The recovery perspective is centred on individual strength
and capability and… emphasizes hope and cultivation of the person’s own abilities of
self-reflection and development of skills particularly with experiences that might otherwise
gain power over the individual. Like recovery, supported decision-making is centred in
respect for self-determination and for the inherent human capabilities of each individual.”
10 Buchanan, A. E., & Brock, D. W., Deciding for Others: the ethics of surrogate decision making,
(Cambridge University Press 1989) 21.
11 Patosalmi, M. ‘Bodily Integrity and Conceptions of Subjectivity’ (2009) Hypatia 24(2):125-141,128.
12 Maschke, K. J. ‘Proxy Research Consent and the Decisionally Impaired’ (2003) Journal of
Disability Policy Studies, 13(4), 254.see also Radden J. ‘Forced Medication, Patients’ rights
and values conflicts’ (2003) Psychiatry, Psychology & Law (2003)10:1-11,257
13 Cath Roper ‘Supported decision making: a framework for Self-determination’ paper presented
at the Mind Colloquium, October 2012.

• Everyone has a will and can communicate their will and
preferences. These preferences can be built into valid decisions.
• The person should receive whatever support they need and
wish to receive in order to make decisions.
• Competency can be learned, influenced, enhanced
and suppressed.
• The person makes and retains control over the decisions
made and takes responsibility for them.
• People have the right to take risks in their lives.
• People do not always make good decisions but can learn
from their mistakes and experience.
• The person is encouraged/enabled to draw on their own
networks to help them make decisions (relational).
Derived from Carter, B Supported decision making background
and discussion paper (Office of the Public Advocate, 2009).

14 Penelope Weller (New Law and Ethics in Mental Health Advance Directives: The Convention on the
Rights of Person with Disabilities and the Right to Choose (Routledge 2013)
15 Article 1 contains an inclusive definition: “Persons with disabilities include those who have
long-term physical, mental, intellectual or sensory impairments which in interaction with various
barriers may hinder their full and effective participation in society on an equal basis with others.”
also “Discrimination on the basis of disability” means any distinction, exclusion or restriction on
the basis of disability which has the purpose or effect of impairing or nullifying the recognition,
enjoyment or exercise, on an equal basis with others, of all human rights and fundamental
freedoms in the political, economic, social, cultural, civil or any other field. It includes all forms
of discrimination, including denial of reasonable accommodation; (Article 3).
16 Michael L. Perlin International Human Rights and Mental Disability Law: When the Silenced
are heard, (OUP 2011) see also Quinn, G. and T. Degener Human Rights and Disability:
the Current Use and Future Potential of United Nations Human Rights Instruments in the
Context of Disability (United Nations, 2002).
17 Janet Lord, David Suozzi, and Allyn Taylor ‘Lessons from the Experience of U.N.
Convention on the Rights of Persons with Disabilities: Addressing the Democratic Deficit in
Global Health Governance.’ (2010) Journal of Law Medicine & Ethics 38(3),564-579.
18 Penelope Weller (New Law and Ethics in Mental Health Advance Directives: The Convention
on the Rights of Person with Disabilities and the Right to Choose, (Routledge, 2013)
19 Article 3(a).
20 James Charlton Nothing About Us Without Us: Disability Oppression and Empowerment
(University of California Press, 1998).
21 Article 12 Equal recognition before the law. 1. States Parties reaffirm that persons with
disabilities have the right to recognition everywhere as persons before the law. 2. States Parties
shall recognize that persons with disabilities enjoy legal capacity on an equal basis with others in
all aspects of life. 3. States Parties shall take appropriate measures to provide access by persons
with disabilities to the support they may require in exercising their legal capacity. 4. States Parties
shall ensure that all measures that relate to the exercise of legal capacity provide for appropriate
and effective safeguards to prevent abuse in accordance with international human rights law.
Such safeguards shall ensure that measures relating to the exercise of legal capacity respect the
rights, will and preferences of the person, are free of conflict of interest and undue influence,
are proportional and tailored to the person’s circumstances, apply for the shortest time possible
and are subject to regular review by a competent, independent and impartial authority or
judicial body. The safeguards shall be proportional to the degree to which such measures affect
the person’s rights and interests. 5. Subject to the provisions of this article, States Parties shall
take all appropriate and effective measures to ensure the equal right of persons with disabilities
to own or inherit property, to control their own financial affairs and to have equal access to
bank loans, mortgages and other forms of financial credit, and shall ensure that persons with
disabilities are not arbitrarily deprived of their property.
22 Bernadette McSherry ‘Legal capacity under the Convention on the Rights of Persons with
Disabilities’ (2012) Journal of Law and Medicine 20:22-27.
23 Gerard Quinn, above note 10.
24 Gerard Quinn, above note 10.
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Mapping service links in
search of ‘No Wrong Door’1
Dr Kathy Landvogt, Manager Social Policy Research, Good Shepherd Youth & Family Service

Integrated service systems such as these have received
considerable investment from both government and service
agencies, in response to the severe consequences of system
failure for the families and individuals in need.
The reforms currently underway through the Department of
Human Services (DHS) will change the way social services are
delivered within Victoria. A critical component of successful
outcomes will be effective collaboration to provide seamless,
integrated services to families; this will require strong regional
communication links and partnerships across agencies. Social
network analysis offers important opportunities to document
and quantify the links between services, and to explore which
attributes of service organisations will support flourishing
service networks.
This article describes a study undertaken by Good Shepherd
Youth & Family Service (GSYFS) to map organisational
connections using this unique research process, which could
be employed to assist agencies to prepare for upcoming
reforms. GSYFS was primarily interested in the question
‘How can the services for people who are struggling
financially be more effective?’ This research was supported
by FaHCSIA2 which funds the Financial Management Program:
emergency relief, financial counselling, microfinance and financial
education services.

The context of this problem is multi-faceted. Both the
concentration of disadvantage within certain individuals,
families and communities, and the coexistence of multiple
types of disadvantage are forcing us to re-think service
approaches. At the same time our increasingly complex
social, economic and governmental structures have created
an ever more complex social service system to be navigated.
A person could appear at any service door needing support
and unsure which service within the complex service system
can best help them. We know that at times the referral
system fails and people fall through the gaps.
The ‘no wrong door’ concept is being proposed in a
number of government policy frameworks as a solution to
this constellation of needs, funding constraints, and service
realities. Supporting constructs include cross sector case
practice, area-based integrated service planning, and the
service collaboration and integration continuum. Most recently
the Victorian DHS has articulated this framework in their
response to the Protecting Victoria’s Vulnerable Children
Inquiry, seeking to ensure that ‘the first door is the right door’
through local area-based service connections. Other service
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frameworks promoting collaboration in Victoria include
the Family Violence Integrated Service System, ChildFIRST
integrated family support system, and the ‘Opening Doors’
framework for homeless services. Integrated service systems
such as these have received considerable investment from
both government and service agencies, in response to the
severe consequences of system failure for the families and
individuals in need.
These system design responses can be described as
situated on a continuum of service collaboration types.
One popular framework describes this continuum as starting
with networking at the lower level, and proceeding through
coordination, cooperation, collaboration, and finally to the
highest level, integration (Konrad’s 1996 typology cited
Flatau et al 2010, 113).
Methodology
Behind our research project was the premise that FMP
services, similar to other service sectors, need to be better
‘integrated’ in order to assist their clients. At the same time
the solution needs to be both affordable and feasible. The
research aimed to understand how local FMP service links
are configured, how they maximise wellbeing, and what
assists them to link with each other and with other services.
In addition to the four FMP service types, we also investigated
the role of Centrelink’s local social workers in FMP networks,
as previous Good Shepherd research had told us that they
form a vital part of the service system for vulnerable clients.
We studied five types of links between services: two were
client-focused (referrals and secondary consultations) and
three were organisational (co-location, partnership, and
formal network membership).
We were also interested in understanding how networks
might vary between different types of geographic areas.
Four case study areas were chosen to capture this diversity,
representing inner urban (Yarra area), outer urban (Western
Sydney – Blacktown area), rural/regional (Cairns and
hinterland), and remote area (Thursday Island) geographic
types respectively.
Phone interviews used a 3-part questionnaire to gather
information about the service (descriptive data), its links
(quantitative network data), and the participants’ views
about local networks (qualitative data). The data analysis
combined quantitative network analysis using ‘UCINET’
network analysis software, qualitative analysis using thematic
analysis and case studies, and consultations with participants
about the initial results.

Conducting a social network analysis required some expert
advice but had a number of advantages: quantifying what is
usually qualitative, providing correlations between network
links and service attributes, and representing complexity
effectively. The total numbers within the service networks are
large, and network analysis allows this to be clearly presented.
And while we can look at ‘patterns’ in the network maps and
make visual comparisons of clusters or weaker links, it is very
important to note that we also need contextual qualitative
information to interpret network maps.
Network maps
Network maps can uncover a number of features within the
FMP service system and I will outline a few of these, illustrated
with relevant network maps.
FMP services are more linked to non-FMP services than to
each other. A pattern of greater interaction with a cluster of
non-FMP services than with other FMP services emerged.
This reflects the needs of people accessing financial support
to access to a wide range of other services, and supports the
‘no wrong door’ approach. (In this map the organisations that
were mentioned only once, called ‘pendants’, were removed
from the network.)
Figure 1: Yarra, pendants removed

Blue nodes = survey participants
Black nodes = named services

Lines = links
Numbered nodes = code to identify services

FMP services are strongly linked to their geographic location. In
this map, organisations are clearly clustered on the basis of geographic
location, indicating that FMP services operate within dense
local networks, with weaker links outside the immediate area.

However, network analysis also requires contextual
information to avoid over-simplifying the interpretation.
For example, in this map there are sound program
design reasons for the lack of links from financial
education providers to the other services. Network
maps are best used to ask questions – not to draw conclusions.

Figure 2: Western Sydney – Blacktown, all organisations
and all links; red lines show geographic clusters

Correlations
To help answer the question ‘what increases links and
reciprocal ties?’ the UCINET software can quantitatively
explore the relationship between specific attributes of a
service and its number of links. Below are some examples.
Paid staff are important to networking. Many emergency
relief and microfinance services operate without funding for
paid staff, yet are expected to be effective as referral agencies.
The graph below shows that paid staffing or a mix of paid
and volunteer staffing is associated with more links than
volunteer-only staffing.
Figure 4: Staffing model correlated
with links for each service type

Blue nodes = survey participants
Black nodes = named services

Lines = links
Numbered nodes = code to identify services

25

Reciprocal ties indicate stronger links. ‘Reciprocal ties’
in network mapping are mutual relationships. These are
particularly interesting because the literature on network
analysis suggests reciprocal relationships indicate greater
trust and collaboration. Furthermore, the service literature
emphasises the importance of trust in service collaboration.
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Figure 3: Reciprocal ties, Cairns area (pendants removed)
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The context of this problem is multi-faceted. Both the concentration
of disadvantage within certain individuals, families and communities,
and the coexistence of multiple types of disadvantage are forcing us
to re-think service approaches. At the same time our increasingly
complex social, economic and governmental structures have created
an ever more complex social service system to be navigated.
Formal network membership is strongly correlated
with informal client-focussed networking. The graph
below shows that mutual membership in formal networks
is strongly correlated with the number of FMP referrals
and secondary consultations, that is, ‘client-focussed links’
(financial counselling services are the exception). This
suggests that formal networks and the informal networks
constituted by referral and secondary consultation contacts
are mutually reinforcing. This is also supported by the
qualitative data and case studies.
Figure 5: Formal network memberships
correlated with links for each service type

As the role of formal network memberships appears to be
significant to ‘no wrong door’, the network maps of formal
network membership deserve further scrutiny. There are
dramatic differences across the case study areas: in Yarra there
were no common networks reported by FMP providers; in
Western Sydney there one large inter-agency network based
around Blacktown and largely attended by managers was
dominant, whereas in Cairns several sector-specific networks
attended by the direct service practitioners linked the services
comprehensively. These differences are visible in the network
maps below.

Figure 6: Yarra area formal network membership
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Figure 8: Cairns area formal network membership

Figure 7: Western Sydney Blacktown
area formal network membership
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Co-location is not statistically correlated with informal
client-focused networking. Unlike formal network
membership, there is no clear statistical correlation between
co-location and number of client-focused links in this study.
Although this data is inconclusive, it does indicate the need
to question assumptions about the automatic benefits of
co-location.

Figure 9: Co-location correlated
with links for each service type
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n

The evidence of the graph and the network maps, taken
together, suggest that while formal network membership
is important to referrals and secondary consultations, these
formal networks cannot be assumed to flourish without
adequate policy and practice attention.
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There were many lessons learned in applying social network analysis
to service organisations. Overall we found it a fitting methodology
to study networking as a form of service collaboration.
At the same time, some co-locations can be very effective in
supporting service networks. For example, the Collingwood
Neighbourhood Justice Centre is a ‘one stop shop’ that
appears at the centre of the Yarra network map (the black
node marked ‘legal’), and case study data showed that this
results from an explicit collaboration model.

Microfinance

Financial counselling

Financial education

Conclusion
To sum up what we have learnt about networks in the FMP sector:
• Services deal with considerable complexity and large
numbers of links.
• The effect of distance is noticeable; the Cairns area had the
greatest number of links relative to the number of services
– that is, the densest networks – and this was attributed to
the effects of distance.
• Local organisational factors, such as the staffing model, are
important to networks.
• Co-location is not a necessary or a sufficient prerequisite
for higher referral network links but can promote
better networking.
• Local formal networks appear to support larger referral
networks.
• Effective networks span a broad range of services, increasing
the ability of any one organisation to successfully link clients
to appropriate services.

Figure 10: Yarra (pendants removed),
centrally located non-FMP services

Emergency relief

critical. Links across sectors, as well as between FMP services
themselves, are clearly important. Qualitative data provides
examples of formal networks facilitating both types of links.

Centrelink

This example reinforces the importance of contextual qualitative
data. Overall we conclude that, while co-location can provide a
good basis for developing service networks, it is neither a necessary
nor a sufficient condition for strong client-focused service links.
Selected specialist services are central to client-focused
networks of FMP services. As illustrated in Figure 10, a handful
of service types are typically positioned in the centre of these
maps. These services are: housing, community health,
community legal, alcohol and drug, and family violence. This
demonstrates that FMP services are indeed functioning as a ‘door’
for holistic responses to the complex needs of people seeking
financial support, and informs us about which of these services are

There were many lessons learned in applying social network
analysis to service organisations. Overall we found it a fitting
methodology to study networking as a form of service
collaboration. It allowed us to quantify what is usually
qualitative, as well as to explore correlations between network
links and service attributes. Network analysis also importantly
allowed us to study ourselves, the service systems we are
part of, and how we could do better in ensuring those with
complex needs do not fall through the gaps.
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Reaching ‘hidden’ carers through
an integrated and collaborative
service delivery model
Yonas Mihtsuntu, Family Services Coordinator, Mental Illness Fellowship of Victoria

There is a strong case to be made for the provision of evidence
based services for carers, particularly ‘hidden’ carers. This paper
outlines the case for reaching ‘hidden’ carers through an integrated
and collaborative service delivery model.
Abstract

Introduction

The situation of families caring for a person with mental illness is
poorly understood and inadequately supported. The continued
support provided by carers to their client underwrites treatment
effectiveness. However, this comes at a high cost to the carer’s
psychological and socioeconomic wellbeing. There is a strong case
to be made for the provision of evidence based services for carers,
particularly ‘hidden’ carers. This paper outlines the case for
reaching ‘hidden’ carers through an integrated and collaborative
service delivery model. This case rests first on understanding
hidden carers, the factors that hinder them from accessing
mental health services and the adverse impacts to their
wellbeing. Secondly, it looks at how the MIFV Family Services has
been reaching the ‘hidden’ carers through the aforementioned
model. And thirdly, it explores the outcomes, benefits and
challenges of providing the family service for carers with the
aim to overcome the exclusionary factors and provide informed
and sustainable care for themselves and their loved ones.

Mental Illness Fellowship Victoria (MIFV) is a not-for-profit
organisation that works to create better lives for people living
with mental illness, their family and friends. This paper is
focused on MIFV Family Services which runs a range of
programs across the local government areas of Moonee Valley,
Maribyrnong, Hobsons Bay, Wyndham and Brimbank. MIFV
Family Services started delivering family programs for carers of
people with mental illness in 2009, and this paper covers the
support services provided since then.
MIFV Family Services aims to help carers of people with
mental illness access supportive programs, to create an
opportunity for carers to take a break from their ongoing
caring role and to increase the capacity of families and friends
to care effectively for themselves, other family members and
the person living with mental illness.
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Some of the programs that this service provides include
respite options such as flexible short-term respite, camps, carer
retreats (with and without an education component), planned
group activities, carers forums, information and referrals,
individual family holidays, peer support and other options based
on identified support needs of carers. Additionally, MIFV Family
Services runs a specialist family education program, known as
Well Ways. The Well Ways program has three components:
• Well Ways Duo’: six weekly group sessions and a further
four follow-up sessions over 12 months
• ‘Well Ways Building a Future’: eight weekly sessions and
a further four follow-up sessions over 12 months, and
• Well Ways Snapshot’: two modules delivered over one
full-day or two half-day sessions.
Well Ways also fosters community connections and
education, particularly around the culturally and linguistically
diverse (CALD) communities.
Who are ‘hidden’ carers?
The term ‘hidden’ carers refers to those people who provide
significant support to a person with mental illness but do not
identify themselves as carers or are not recognised as carers
by the community and sometimes by professionals (Carers
NSW, 2001). ‘Hidden’ carers are those people who provide
informal care to their loved one without payment other than
a pension or benefit.
Any carer may be hidden for different reasons, but some carer
groups are more likely to be hidden than others. Some of the
main hidden carer groups include:
•
•
•
•

carers from Indigenous backgrounds
carers from CALD and migrant or refugee backgrounds
young carers
other hidden carer groups such as working carers
and male carers.

Why are ‘hidden’ carers deterred
from accessing services?
Caring for a loved one with mental illness can have beneficial
effects for carers such as emotional satisfaction and a
strengthened relationship with the person they care for.
However, undertaking the entire caring role without additional
support from mental health services can limit them from being
able to study, work, or be involved in social and community
activities that are important to them (ABS 2009). There are
multiple reasons as to why these carer groups are not accessing
mental health services. Some of the main barriers include:
• social, cultural and attitudinal barriers
• fear of stigma and discrimination
• language and literacy barriers, including issues
with interpreters and translators
• limited service awareness including lack of clear, sufficient,
essential, understandable and culturally appropriate
information about support services for carers
• economic barriers
• service availability barriers – limited carer support options,
particularly in some regions where services are fewer and
more fragmented, and where services lack the flexibility to
meet individual carer’s needs
• Eligibility barriers – entry to programs in some services
depends on the carer and/or care recipient meeting certain
criteria like age, location and diagnosis. The latter could be
more detrimental for carers from CALD backgrounds.
Why are family services targeting
the ‘hidden’ carers?
Australasian and international research indicates that family
carers generally have poorer health and wellbeing than
non-carers, especially if they have been providing long-term
care for someone with severe mental illness. This can be
emotionally, physically and economically demanding and
exhausting. Carers can experience distress and trauma
associated with the advent of mental illness, and develop feelings
of guilt, shame, anger, uncertainty, loss and grief due to their
loved one’s mental illness. Carers can also feel frustration on a
regular basis related to behaviors and dilemmas of caring and
experience stigma, discrimination and isolation, including losing
touch with friends, and other social costs as a result of their role.
Researches also indicate that many carers experience
depression due their caring role. For instance, the survey report
of Robert Cummins and Joan Hughes (2007) on carer wellbeing
and health indicates that 56 per cent of the 4,107 carers
surveyed have a rating consistent with depression. According to
the Australian Bureau of Statistics (ABS 2004) carers generally
have a lower income and a lower standard of living than other
population groups in Australia, with a reduced capacity to earn
income and build wealth and superannuation (ABS 2009).

Another ABS survey also indicates that the average income
of carers who work is more than 25 per cent lower than
non-carers (ABS 2003). Therefore, MIFV Family Services
operate with the understanding that many carer groups do not
access mental health support despite the above mentioned
experiences. Such understanding acts as the driving force for the
service to reach out those carers who have not been reached
before and provide them with individually tailored and culturally
sensitive support. Undeniably, it is also part of the funding
requirement for the service to make an effort to reach the
hidden carers.
The integrated and collaborative service
delivery model to reach ‘hidden’ carers
Integrated service delivery

The service also works closely with indigenous, agencies/
support groups and community leaders from specifical ethnic/
cultural communities; and other general health services. The
diagram below illustrates the service’s collaborative relationship
with other services.
Funding body

Indigenous, agencies/
support groups
and community
leaders from specifical
ethnic/cultural
communities

MIFV
Family
Services

Clinical Area
Mental Health
Services

Other primary
& secondary
health services

Non-clinical
community mental
health services

Carer consultants,
Carer support
groups
& networks

MIFV Family Services has different programs that are combined
to form a single point of entry, operating from a single location and
providing seamless services to carers in the region. As part of its
integrated model, the service:

Carers by age group:
As indicated in the chart below, 61 per cent of the carers
who received support from the service were aged above
55 years and 20 per cent were over 65 years (normally
categorised as the ‘older carers’). The largest number of
carers, 41 per cent, were aged between 55 and 64 years.
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As part of the collaborative service delivery MIFV Family Services
also have strong working relationships with the local clinical Area
Mental Health Services (AMHS) that include the South West,
Inner West and Mid West AMHS; community managed mental
health services; carer support groups, carer networks and carer
consults who work within the AMHS. Mental Illness Fellowship
Victoria has recruited and trained carer consultants from each
of the AMHS to facilitate the specialist family education programs.

MIFV Family Services have provided support to a total of 154
carers, 23 per cent male and 77 per cent female.

nd

Collaborative service delivery

Service delivery outcomes

U

• follows a ‘one stop shop’ approach where carers and
care recipients come to one facility and get a range of
service options that suit their needs
• provides carers with relevant information about all programs
during the first point of contact; once they join one program,
they are encouraged to join another without having to
re-enter through other access points
• supports carers to make informed choices as to which
program suits them best to address their key support needs
• designs referral forms to be short and easy to fill out
• makes the referral pathway as easy as possible; carers can
refer themselves or a family member can refer them to
a program or can be referred by other services
• designs and develops program activities through direct
consultations with carers
• focuses more on identifying and meeting a carer’s prioritised
interests and needs
• conducts initial and follow-up consultations, assessments
and program deliveries in a culturally sensitive manner.
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Cultural backgrounds of the carers:
Out of the total carers who accessed the service 31 per cent
have identified themselves as being from CALD backgrounds,
7 per cent of them identified themselves as being from
indigenous backgrounds and the remaining 62 per cent
identified as coming from English speaking backgrounds.
Carer’s access to mental health support services:

Number of carers
who received other
service before

13%
82%

Number of carers
who received MIFV
service before

5%

Number of carers
who haven’t received
any service before

As indicated by pie chart above, a small percentage (13 per
cent) of all carers said that they had received support from
services other than MIFV and 5 per cent had received support
from MIFV services. A large majority of carers (82 per cent)
said they had not received any mental health carer support
before joining the service.
Carers access to the family education (Well Ways) programs:
The Well Ways programs are designed to increase the capacity
of families, carers and friends to care effectively for themselves,
other family members and their relative living with mental
illness or mental illness with substance abuse. The programs
provide broad and sensitive perspectives on the many issues
facing families as they manage the impact of mental illness on
their lives. MIFV Family Services has delivered the 12-week
Well Ways Building a Future course eight times, the 10-week
Well Ways DUO course three times, and the one day/two half
days Well Ways Snapshot course six times, some as part of an
overnight retreat package. The following graph shows carer
participation by Well Ways program type.
1 Day WW Snapshot
10 Week WW DUO
12 Week WW BAF

29%
13%
42%

Additionally, the service delivers ongoing individual and
group-based flexible respite options to carers who need
it most, through ongoing individual family and group holidays
across Victoria and yearly consumer camps across Australia.
An Indigenous-specific retreat was also delivered in
collaboration with a local Indigenous community group.
As well, MIFV Family Services have conducted several
multicultural and multiethnic community educations and
information sessions to local community members from
CALD backgrounds to raise community awareness and
reduce stigma towards mental illness.
Benefits of participating in the programs
There are numerous benefits to be derived for carers through
participation in programs that provide individually tailored
support services. Some of these are detailed in the feedback
below from carers after participating in the programs:
• Carers are able to easily access programs they have not
accessed before and develop a sense of belonging and
connection with the programs, which has gradually helped
them to change their thinking and have more trust in the
mental health support programs.
• Carers are equipped with up-to-date information
and knowledge in a manner that is culturally sensitive.
• Carers are provided opportunities to take ‘time out’
from the ongoing caring role, which can often be
cumbersome and stressful to manage.
• Carers are given an opportunity to engage socially in
the community and meet other carers whom they
would not otherwise have met.
• Carers are able to develop friendships and connections
with other carers in similar circumstances.
• Carers gain a sense of hope in recognising that they are
not alone.
• Carers develop better communication skills and
coping strategies.
• Carers benefit from an increased sense of safety and
certaintly from knowing where to go and who to call
for help when their loved one becomes unwell.

The term ‘hidden’ carers refers to those people who provide
significant support to a person with mental illness but do not
identify themselves as carers or are not recognised as carers by the
community and sometimes by professionals (Carers NSW, 2001).

Concluding remarks
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Why mental health reform needs
a collective impact approach
Dawn O’Neil AM

The framework has identified five elements for effective
cooperation across sectors: a common agenda, common
measurement, mutually reinforcing activities, continuous
communications and, vitally, a backbone organisation.
A heartfelt pledge has been made to transform within a
decade Australia’s mental health landscape. Not to be churlish,
time is ticking.
In October 2012, an impressive 90 groups sent delegates
to Canberra for the first Council of Non-Government
Organisations (CONGO) on mental health. They came from
the mental health, employment, housing and social welfare
sectors and, together, they committed to a mighty task.
They resolved that Australia would lead the world in mental
health by 2022. By then, we would be the acknowledged
frontrunner in services, programs and outcomes.
“If you want to go fast, go alone,” says an African proverb.
“If you want to go far, go together.” Yet, October’s pledge
is demanding in both deadline and distance. Do the stakes
come higher than in mental health? The field poses wicked
complexities, demonstrably intransigent problems and all
involved know battle fatigue. As veterans of the sectors know,
ten years pass swiftly and, even with the best intentions, may
be wasted.

Are 90 organisations capable of making a collective impact?
Can they work together? Can they truly make a difference,
and given the stated goal, can that difference be measured
for the world to see? Not without a plan.
Collective Impact is a highly adaptable framework pioneered
in the United States of America (USA) to help diverse
non-government organisations (NGOs) and communities
cooperate on systemic social challenges. Facing issues as varied
as homelessness, poor school retention and poisoned rivers,
hundreds of groups have used the framework to work together
and make headway on previously intractable problems – with
the data to prove it.
After a visiting several NGOs in the USA last year and seeing
the framework in action, my colleague Kerry Graham and
I with the support of the Centre for Social Impact formed
Collective Impact Australia. With many years combined
experience in the mental health sector, we are convinced the
framework is an accountable way forward. Further, we submit
that such a framework is a crucial game plan to guide the 90
disparate groups toward their goal of world-class best practice
within the decade – and sustain these gains.

The framework came to prominence with the publication of
Mark Kramer and John Kania’s seminal article Collective Impact
in the Winter 2011 edition of the Stanford Social Innovation
Review. Its central thrust, that “large-scale social change
requires broad cross-sector coordination, yet the social sector
remains focused on the isolated intervention of individual
organizations,”1 struck a resounding chord across the US,
in NGO, philanthropic and government circles. The article
analysed the strategies used in three communities, where
many disparate groups had, in each case, combined their
efforts for a common goal.
In a subsequent edition, Fay Hanleybrown joined the original
authors in penning, Channeling Change: making Collective Impact
work2, a closer look at the framework’s implementation in
diverse settings. Use of the framework is gathering momentum
within and outside of the USA, as more communities
acknowledge they must evolve their working relationships to
tackle entrenched and complex social challenges. The hard-won
knowledge that no single policy, government department,
organisation or program was enough has inspired multiple
groups from different sectors to abandon private agendas.
As Kramer et al found: “There is no ‘silver bullet’ solution to
systemic social problems and these problems cannot be solved by
simply scaling or replicating one organization or program.”3
Importantly, Collective Impact is not about disempowering the
many players who cared enough to attend the CONGO and
commit to such an admirable goal. It is not abandoning the past.
“Collective Impact efforts are most effective when they build from
what already exists; honoring current efforts and engaging
established organizations, rather than creating an entirely
new solution from scratch,” Kramer et al found.4

While abandoning “empires” or changing direction could be
painful, they also found “a new sense of optimism”.
“Developing the common agenda alone has produced
remarkable changes in people’s belief that the future can be
different,”5 they found.
Challenging situations are so, because they are complex and
adaptive. They are made of many parts, interacting in
unpredictable and confounding ways. In Australia, our
problems are growing faster than we can develop services.
However Collective Impact is not about starting another
service. It is about working together in a new way.
The framework has identified five elements for effective
cooperation across sectors: a common agenda, common
measurement, mutually reinforcing activities, continuous
communications and, vitally, a backbone organisation. In
mental health, some homegrown work in this direction has
already been done. The past year has seen significant reform.
The National Mental Health Commission was established, the
Council of Australian Governments (COAG) released its
Ten-year Roadmap for Mental Health Reform, the country’s
first ever Report Card on Mental Health and Suicide
Prevention was published, and the Mental Health Council of
Australia and the National Mental Health Commission hosted
the CONGO. Consultations are well underway to develop
some common measures and key indicators. Services are
undergoing substantial reform with the introduction of the
National Disability Insurance Scheme, activity-based funding,
Partners in Recovery, Medicare Locals and the new Hospital
and Health Networks.
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Yet there is concern that the lives of Australians affected
by mental illness may not be significantly improved. Poor
coordination between NGOs, business, governments and
within jurisdictions results in fragmented decision making.
Roles and responsibilities are clouded. Nationwide, service
delivery remains uneven and inequitable. Socioeconomic
exclusion from health and social care prevails.
Australia does not really have a ‘mental health system’. It is
many systems, most of which don’t work well in isolation,
but are even harder to navigate en masse. As anyone who
has experienced a mental illness or suicidal crisis knows, the
stepping stones to getting help can be spaced dangerously
wide apart. They may be hidden, invisible, flimsy or, in many
rural areas, non-existent. Add to this chaotic lives, family
conflict, homelessness, poverty, social isolation and medical
issues and it is obvious no one service can meet all of these
needs. Though the $500,000-plus Partners In Recovery (PIR)
program promises systems change to connect people to
care, it is only just beginning to be rolled out.
The National Mental Health Commission’s report card – A
Contributing Life – shows how disparate housing, employment,
mental health, crisis support and physical health services fail
many Australians. Yet, the report card provides a basis for
common measurement of both shortcomings and successes
– a key rung in the Collective Impact framework.
If the report card provides the basis for shared measurement,
the vision outlined at the CONGO flags a common agenda
– another rung in the Collective Impact framework.
The devil is in the detail. Fleshing out that common agenda
and determining the activities of 90 entities will not occur
overnight. Typically, the early stages of developing a common
agenda and common measures are tough, and may take one,
two or even three years. However overseas experience
proves it is worth being patient. While the early foundational
work can at times be frustrating, it provides real clarity
particularly as the campaign progresses.
To be effective, the other three elements of the framework
cannot be bypassed: mutually reinforcing activities, continuous
communications and, vitally, a backbone organisation. Such a
backbone ensures strategic direction, facilitates effective dialogue
between partners, aligns activities and manages data collection,
analysis and reporting. If Australia is to meet its goal within the
decade we need a backbone organization with sufficient

resources, influence, discipline, systems improvement
and project management skills to align the activities of 90
(and more) groups.
Unlike collaborations or partnerships, a backbone organisation
has dedicated staff to help participating organisations learn to
act in concert and focus on systems change. Lest you shudder
at the thought of another dollar-sucking tier of administration
distracting from core work, the USA experience has shown
the opposite. A group cited in that first influential article was
Strive6, a Cincinnati movement dedicated to increasing the
numbers of children finishing high school, going to college,
graduating and getting work. It has combined hundreds of
groups and individuals in a long-range joint effort, with proven
success. Yet it has simplified the initial staffing requirements
for a backbone organization to three roles: project manager,
data manager, and facilitator. According to Kramer et al, “a
backbone’s funding is typically less than 1 per cent of the
total budgets of the organisations it coordinates, and it can
dramatically increase effectiveness of the other 99 percent
of expenditures”7.
Their research showed “a backbone organization with a modest
annual budget can support a Collective Impact initiative
of several hundred organizations, magnifying the impact
of millions or even billions of dollars in existing funding”8.
Australia is now testing a ‘place-based’ approach in several areas
of high unemployment and disadvantage, targeting jobs, training,
education and local solutions. It is an example of a highly targeted
program, trying to narrow in on the specific problems of a
particular community, and on individuals. A Collective Impact
framework is not a substitute for such local action, but we would
argue systemic social challenges, such as unemployment, would
remain intractable without such scaffolding. If lasting change is our
goal, complex challenges will demand a robust framework,
whether in a small community or when taking on a national
challenge, such as that outlined at the CONGO.
The Collective Impact framework has been applied in
communities both small and large, and those experiences are
still unfolding. In Los Angeles, the Magnolia Place initiative9 is
coordinating the efforts of 70 entities to improve the lives of
35,000 children within five square miles. The Strive initiative is
in around 100 communities of various sizes, and we observe
the journey has made similar demands on all travellers.

“If you want to go fast, go alone,” says an African proverb.
“If you want to go far, go together.”

The framework came to prominence in the US after a body
blow to the social sector and the realisation that the 20 years
of investment in social change hadn’t yielded the hoped-for
results. The sector’s heavy reliance on philanthropy meant
it was particularly vulnerable to the global financial crisis.
Private and public funding reduced overnight and expectations
of what was left increased proportionally. The sector had to
get smarter, fast. Australia has weathered the storm, but
globally the next decade will be challenging. The social sector
is highly dependent on public funding, but all tiers of Australian
governments and philanthropy are likely to demand greater
efficiencies and demonstrable results. It would be wise to be
ahead of the pace.
Australia and the world are confronting a new wave of
dis-ease. Previous public health success stories have relied on
our ability as a society to understand, predict and control. Yet,
we face emerging problems that are not amenable to this
approach – mental illness, alcohol and drug misuse, obesity
and other health inequalities. The World Health Organisation
predicts these problems will only compound. Australia’s
already stretched health budget will be at breaking point by
2020 if we don’t embrace systemic change. Report after
report acknowledges this, yet we have not developed effective
tools or frameworks to do so.
The challenges facing the social sector demand a new mindset
– an evolved mindset – to achieve the mental health reform
we all want. Yes, Australia, with our relative health and wealth,
has a wonderful opportunity to lead the world – but not with
our old ways of working.

Commenting on the report card, Minister for Mental Health
Mark Butler said: “ … there is more road ahead of us than
there is behind us and we all need to take up the challenge
of working together to build a better service system – a
more inclusive society – for people with mental illness …
meaningful and strategic progress will require partnership
between consumers, carers, all governments, NGOs and
mental health professionals.”10
It is time for a systematic approach to complex social reform.
The evidence demonstrates this is the only path to lasting
change. I believe Australia will not meet its goal of being the
world’s leader in mental health without a commitment to
having a Collective Impact.
(For more background about Collective Impact Australia see:
www.collectiveimpactaustralia.com.au)
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Forty-one per cent of respondents report a poor understanding
of pathways between criminal justice and mental health sectors
(unsurprising given the complexities of these systems).
Introduction

What are the responsibilities of the FCS?

The Forensic Clinical Specialist Initiative is one of a suite of adult
mental health initiatives funded in the 2009–10 Victorian State
Budget responding to priorities for mental health reform. It
aims to build capacity in the mental health system (area mental
health services (AMHS) and community-managed mental health
services (CMMHS)) to work with people with high-risk or violent
behaviours. The initiative funds 11 specialist positions, including
a Forensic Clinical Specialist (FCS), in 10 selected AMHS and
one coordinating position located at Forensicare (see Box 1).

FCSs are advanced clinical specialists (RPN 5 or allied health
equivalent). Their key tasks are to undertake primary, secondary
and tertiary clinical consultations to staff and teams (clinical
support and development); provide tailored education and
training to the workforces (workforce development); lead
and develop quality initiatives (service development); and
improve awareness and links between criminal justice and
specialist mental health sectors (system development).

Box 1
AMHS & Catchment Area
Inner South East AMHS (Alfred Health)
Barwon AMHS (Barwon Health)
Dandenong-Casey AMHS (Monash Health)
Gippsland AMHS (La Trobe Regional Hospital)
Inner West AMHS (Melbourne Health)
South West AMHS (Mercy Health)
North West AMHS (Melbourne Health)
Northern AMHS (Melbourne Health)
Outer East AMHS (Eastern Health)
Inner Urban East AMHS (St Vincent’s Health)

The vignette (Box 2) below illustrates the synergies that arise
from having a dual role of advanced clinician and capacity
builder. In this instance, the FCS met the clinical need and
also identified and met a workforce and systemic need.
Box 2
A CMMHS service requested FCS input with a high risk individual,
who was a joint client of the CMMHS and the AMHS. The FCS assisted
the CMMHS service to understand the person’s risk by outlining static
and dynamic risk levels, and also the contexts in which the person’s risk
may elevate. The person’s treatment plan was reviewed and risk
management advice given which focused on practical ways to maintain
the safety of staff and others. The FCS also provided risk assessment
and management training, both on assessing individual risk and how
to identify system level risk within the organisation.

Fundamentally, the initiative aims to deliver better outcomes
for people, staff and the mental health system; both by advising
and assisting in individual cases, and creating change at the
service and system levels.
What does a Forensic Clinical Specialist do?
In 2011–12, the 10 FCSs received 572 referrals (derived
from data collected from eight of the ten FCSs), generating
over 3,700 separate activities. One third of referrals were
triggered by a recent threat or act of violence and 27 per cent
requested a risk assessment and management plan. Nearly
10 per cent of all consumer-related activities involved
face-to-face contacts.
Only 3 per cent of referrals originated from within CMMHS.
This may reflect the early focus of the FCS on developing
their role and capacity within their AMHS. In tandem, a lack
of awareness of the role’s accessibility to the sector and
uncertainty of how it could be utilised may have also impacted
on the referral rate. However, even though referral rates
were low, 38 per cent of the CMMHS survey respondents
reported contact with their FCS.
In 2011–12, 373 separate service and workforce
development activities were carried out by the FCS.
Approximately 75 training sessions were provided in
2011–12, of which 11 per cent were to CMMHS. CMMHS
appear to work more closely with FCS around workforce
development than clinical support and development.

Graph 1: Service Development & Training Activities
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Who is referred to the FCS initiative?
The typical person referred to the FCS initiative in
2011–12 was male (87 per cent of referrals), with a mean age
of 37, of non-indigenous background and born in Australia.
Most people had a diagnosis of a psychotic illness (64 per cent)
with 50 per cent having comorbid problematic polysubstance
use. Assaults and threats were the most frequently recorded
offending behaviours. Thirty-five per cent of people referred
to the initiative were not subject to any mental health or
criminal justice orders. However, these demographics
changed significantly depending on the catchment area.
CMMHS Survey 2013
In 2011 and 2013, online surveys were conducted with
selected CMMHS. The surveys explored staff attitudes and
experiences of working with this group, risk assessment and
management, aggression, training, and satisfaction with the
FCS role. The 2013 survey results are reported below.
Over 280 staff from 23 organisations responded to the
survey. Twenty three per cent of staff reported more than 10
years’ experience in mental health, with most (37 per cent)
reporting 2–5 years’ experience. Over 70 per cent of
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respondents reported that they can effectively assess and
manage risk, although only half reported that risk assessment
and management processes are clearly understood by all staff.
Twenty-two per cent of respondents reported that individuals
should not be referred to their service if they posed a risk of
violence, suggesting that a significant minority of the workforce
may hold adverse stereotypes regarding this group which
might lead to stigmatising and oppressive practices.
Forty-one per cent of respondents report a poor understanding
of pathways between criminal justice and mental health sectors
(unsurprising given the complexities of these systems).
A minority of respondents (10 per cent) believe that violent
incidents have risen in the last year, whilst 24 per cent report
an increase in the number of individuals with a forensic or
violent history. A majority of AMHS respondents reported
a perceived increase in the numbers of such consumers.
The following graphs show the percentage of staff who reported
verbal or physical abuse. It should be noted that these rates
are significantly lower than those reported by AMHS staff.
Graph 2

The survey also explored whether people have received
adequate training and support in violent risk assessment.
Forty per cent responded that they had not, and 85 per
cent responded that a better understanding of clinical risk
assessment and management would be beneficial. The two
most requested training needs relate to risk and offending
behaviour management, and maintaining recovery principles
when working with ‘high risk’ individuals. This suggests a
strong desire as well as need for CMMHS staff to receive
training on risk management and forensic issues.
Approximately 38 per cent of respondents have been in
contact with their FCS, with secondary consultations the
most frequent reason for contact. When asked about their
satisfaction with the FCS input, 75 per cent were either
very satisfied or satisfied, with 5 per cent reporting being
dissatisfied. This indicates a generally high level of satisfaction
with the role. Below are some comments regarding the role
from the survey:
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The two most requested training needs relate to risk and
offending behaviour management, and maintaining recovery
principles when working with ‘high risk’ individuals. This
suggests a strong desire as well as need for CMMHS staff
to receive training on risk management and forensic issues.

Respondent 1: “The Forensic Clinical Specialist has provided
much needed consultation support when required, and also
provided risk training to the entire team. They are also willing to
provide further training.”
Respondent 2: “I’m aware that the forensic specialist is funded
to work with both AMHS & PDRSS. Perhaps more mandated
collaboration with PDRSS partners/scheduled professional
development etc would be more beneficial.”
Respondent 5: “This is a great service that has supported us
with awareness and also consultation on risk management.”
Future Work
The FCS Initiative is now in its third year and is undergoing
an evaluation. The role has much to offer CMMHS – from
telephone consultations and face-to-face assessments to
providing staff training on risk management and working with
people with forensic histories, as well as helping staff navigate
the criminal justice system.
Over the last 12 months, the FCSs have made efforts to
engage CMMHS in their scope of practice. The initiative can
play a key role in supporting staff and organisations in working
with this consumer group, as the survey results indicate. There
are limitations to the role, in that only 10 clinicians are available
across Victoria, and they are limited to working in the AMHS
catchment in which they are located. However, much more

work can be done and FCSs are keen to improve their
engagement with CMMHS over 2013. As the system moves
into a reform environment, your local FCS may be a useful
resource to assist your service in engaging with clients with
complex needs.
Please contact Damian Hughes, Forensic Clinical Specialist
Program Coordinator, on 9947 2583 or damian.hughes@
forensicare.vic.gov.au with any queries.
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WAY 2 HOME –
An Integrated Approach
to Homelessness
Sylvia Grant, New South Wales State Manager, Neami Ltd

This approach delivers a full range of medical, psychosocial, and
rehabilitation services to consumers in situ. The service is highly
coordinated with joint intake and exit procedures, daily consumer
updates and weekly clinical review and care planning meetings.
Neami’s venture into providing homelessness services came quite
by accident. Neami was becoming increasingly aware of and
interested in service delivery models for clients with complex
needs through the organisation’s involvement in the Housing
and Support Initiative (HASI), which provides housing services to
consumers with enduring mental illness and complex support
needs. This was particularly relevant to service models, service
integration and coordination models for rough sleepers and the
chronically homeless. Neami took an active role in the City of
Sydney’s Complex Needs Care Coordination Project which was a
service coordination approach designed to wrap services around
chronically homeless clients with complex needs – much like what
we had been providing through HASI from our Darlinghurst office.
Our experience in providing client-centred support to this
particular cohort in their homes gave Neami a critical
understanding that people can make positive changes in their
lives if they are transitioned to stable housing and provided with
accessible support. On the back of our work in the inner city of
Sydney, Neami took the inevitable next step and won the tender
for the Assertive Outreach and Support Service for people sleeping
rough in the Sydney local government area (LGA), funded through
the National Partnership on Homelessness Agreement (NPHA)
and the City of Sydney.

The Policy Context
Housing New South Wales (NSW) and the City of Sydney
have a long-standing commitment to responding to rough
sleepers in the inner city of Sydney. Rough sleepers are
defined as those people living in a state of primary
homelessness and include all people without conventional
accommodation; for example, people living on the streets,
sleeping in parks, squatting in derelict buildings, or using cars
or railway carriages for temporary shelter. The broader policy
direction by the three tiers of government is to prioritise
assertive outreach programs that assist rough sleepers to
exit homelessness into supported accommodation that is
affordable and sustainable. Rough sleepers were identified
as a priority target group within the National Partnership
on Homelessness Agreement between the Australian
Government and the NSW Government with the aim of
reducing rough sleeping in NSW by 25 per cent by 2013.
This commitment is also reflected in the City of Sydney’s
Homelessness strategy 2007–2012 which aims to end
homelessness in the inner city by 2017.

The service
In April 2010, Neami established Way2Home, the outreach
and support team component of the new Inner City of Sydney
assertive outreach service. In July 2010 the second component
of the service was established; a new assertive outreach clinical
team from St Vincent’s Hospital – the health outreach team.
In collaboration, these two teams sought to deliver targeted,
responsive and effective interventions to contribute to a
reduction of the rough sleeping population of NSW by 25 per
cent by the end of June 2013.
The aim of the service is to transition identified vulnerable
rough sleepers from street to home with tailored individual
support to ensure their tenancy is sustainable. The service is
characterised by an assertive outreach approach that takes
services directly to homeless people sleeping rough in the
inner city of Sydney. A Housing First approach, with targeted
individual care planning and a wrap-around or whole-ofperson approach, is used to achieve positive outcomes and
a permanent exit out of homelessness.
The Housing First approach does not require a person to
be ‘treatment compliant’ or ‘housing ready’ prior to entry into
housing. The person is assisted to access housing first and
then supported to address their mental health, substance
misuse or other issues once they have been stabilised in their
own housing. Evaluations of the Housing First models in the
United States, when implemented with support similar to that
of the Way2Home service, have demonstrated significantly
higher tenancy sustainability rates than ‘housing ready’ models.

Way2Home – two distinct teams
Neami: Way2Home assertive outreach support team
The initial focus of the Way2Home assertive outreach support
team is street-based assertive outreach with the aim of the
same staff transitioning people from the street to home and
remaining with them for the medium-term so that the goals of
community integration and recovery are achieved. The Neami
team is not a housing provider, and does not have access to
groups of housing or other tenancies.
The support team consists of a Service Manager, Senior Practice
Leader, Community Rehabilitation and Support Workers
(CRSW) and Peer Support Workers (PSW) plus an
administrative support person. The staff are recruited based
upon their experience in working with people with multiple and
complex needs and come from a range of clinical and nonclinical backgrounds including Psychiatric Disability Rehabilitation
and Support (PDRS) Services, child protection, social work,
and psychology as well as drug and alcohol and dual disability
areas including acquired brain injury and intellectual disability.
To engage with rough sleepers more effectively, Neami has
recruited an experienced team that includes peer support
workers with lived experience of homelessness. An essential
component of our peer workforce is that they have
experienced recovery from their ordeals and have sustained
their own housing. Peer support workers can effectively assist
the outreach and support team to engage with the client
group and sustain this engagement whilst they wait for housing
outcomes and appropriate clinical interventions.
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The team conducts regular daily patrols across nine routes
covering identified City Of Sydney LGA ‘hot spots’ where the
majority of people are sleeping rough. Hours of operation are
seven days per week from 6am to 10pm. Patrol teams consist
usually of one PSW and one CRSW.
The two main roles of the support team are home-based
outreach using a collaborative recovery model and streetbased outreach support, which includes some early
intervention and prevention work. The team is funded
by the Department of Communities Housing NSW and
the City of Sydney.
St Vincent’s Hospital: Way2Home assertive outreach
health team
The Way2Home health team is a dedicated team from within
existing homeless, health and outreach community health
services at St Vincent’s Hospital. The team is the first
cross-area health district/ health team with coverage of the
City of Sydney LGA taking in the Sydney Local Hospital
District and St Vincent’s Local Hospital Network.
The Way2Home health team takes an assertive community
approach and provides intensive case management, outreach
and home-based support to the Way2Home client group.
It consists of a team leader and case managers from nursing,
drug and alcohol, mental health and other allied and physical
health backgrounds. The team links into other St Vincent’s
teams across drug and alcohol, mental health and physical
health (population health) and will usually take on no more
than ten clients per case manager so that support is available
when required. Case managers participate in street and
home-based outreach support as required with a focus on
client recovery. The team currently operates seven days per
week 8am–5pm with on-call back up provided by the acute
care team or emergency services as required. The role of the
health team is to improve health outcomes for rough sleeping
individuals in the City of Sydney LGA by facilitating access to
mainstream health services and intensive health care case
management with a primary focus on alcohol and drug and
mental health needs and specialist assessment and treatment.
The team is funded by NSW Health through the National
Partnerships on Homelessness Agreement.

Way2Home – an integrated approach to
homelessness
The Way2home service utilises the assertive outreach and
support team (Neami) and assertive outreach health teams
(St Vincent’s) to engage consumers living on the streets, assist
them to find and move into accommodation and then
continue to provide treatment and support until the consumer
exits the program. This particular continuity of care is
recommended for those clients with long histories of frequent
and fragmented interactions with a range of different services
and service systems.
This approach delivers a full range of medical, psychosocial,
and rehabilitation services to consumers in situ. It is essential
that both services operate in synergy, than as than distinct,
separated services. This approach is entirely consumer
directed and goal oriented. The Way2home teams are
committed to working in very close collaboration, allowing
them to be flexible in their approach. The emphasis is on
engagement and maintaining contact. The service is highly
coordinated with joint intake and exit procedures, daily
consumer updates and weekly clinical review and care
planning meetings.
Key elements of our integrated approach include:
• one single entry/exit point
• single assessment form
• daily case reviews where both teams meet to review
each client’s status, work completed to date and plan the
tasks for the day or week ahead.
• focus of both teams on client outcomes
• joint patrols targeting consumers with joint care plans
• coordinated care plans that are agreed to by both teams
and approved by the consumer
• Housing First approach that acknowledges that health and
psychosocial support interventions will achieve greater
efficacy once a person is housed
• team-based approach to care planning, an individual case
management model
• monthly meetings with all team members to review
and, if necessary, revise team process and practice
• joint home-based outreach visits
• joint reporting to funding bodies.

Since the inception of Way2Home we have housed and
supported over 145 people who have sustained their tenancy
with a retention rate of 99 per cent and who have also been
successfully linked into mainstream services.
Agreed criteria for service entry by both teams is essential
in prioritising those people with the highest vulnerability for
housing and support. This involves surveying every rough
sleeper using the Vulnerability Index (VI) Tool to identify the
vulnerability factors of each individual to determine client
prioritisation for the Way2Home teams.
Vulnerability is determined as those factors which are likely
to lead to premature death if you are sleeping rough. The VI
tool developed by Dr Jim O’Connell highlights the following
key factors:
1.
2.
3.
4.
5.
6.
7.
8.

liver disease
end stage renal disease
HIV+/AIDS
age over 60 years
history of cold weather injury
3 or more Emergency Room (ER) visits in the
previous 3 months
3 or more ER/Inpatient episodes in the past year
tri-morbidity.

Outcomes
The Way2Home integrated approach has increased contact
overall with health care providers and decreased the use of
the emergency department and acute mental health services.
Improvements to consumer outcomes can be directly
attributed to continuity of care and support provided by each
service. Outcomes include quality of life gains such as skill
development in activities of daily living, employment and
vocational skills, medication and physical health management.

Since the inception of Way2Home we have housed and
supported over 145 people who have sustained their tenancy
with a retention rate of 99 per cent and who have also been
successfully linked into mainstream services. Way2Home’s
integrated approach has ensured that the clients of the service
receive an individualised and flexible support plan which aims
to improve the health and wellbeing of the person as well as
the ultimate goal of independent living and stable housing.
There have been some challenges along the way, particularly
integrating two very distinct services, but none that could not
be overcome by both teams committing to the overall
purpose of the service, which is providing services that will
facilitate a pathway out of homelessness.

References
O’Connell, J. and Common Ground – Vulnerability Index , accessed 4 April 2013,
http://www.commongroundaustralia.org.au/index.php/other-initiatives.html
Tsemberis, S. Pathways to Housing Model, accessed 4 April 2013, http://www.
pathwaystohousing.org/content/our_model
Salyers, M.P., & Tsemberis, S. (2007). ACT and Recovery: Integrating Evidence Based Practice
and Recovery Orientation on Assertive Community Treatment Teams. Community Mental
Health Journal.
Phllips, S.D., Burns, B.J., Edgar, E.R., Mueser, K.T., Linkins, K.W., Rosenheck, R.A., Drake,
R.E., & McDonel Herr, E.C. (2001). Moving Assertive Community Treatment into Standard
Practice. Psychiatric Services, June, 52(6).

your
say

33

newparadigm Autumn/Winter 2013
Psychiatric Disability Services
of Victoria (VICSERV)

Member Profile
Creative House,
Latrobe Community Health Service

Heidi Losic-Smith, Manager Respite Services, Latrobe Community Health Service

Creative house is a Community Managed Mental Health Service located in Traralgon,
Gippsland. Managed by Latrobe Community Health Service, Creative House provides
day program activities for adults aged between 16 – 64 years of age residing in the
Latrobe Valley who have a serious mental illness and associated psychosocial disability.

Operating within a recovery orientated framework, Creative
House has developed and adopted a social inclusion approach
to delivering social, recreational and pre-vocational activities.
At Creative House, we work with individuals to understand
their needs, aspirations and goals, and establish Individual
Recovery Plans (IRPs). These are then incorporated into a
diverse range of program activities.
Creative House supports individuals to develop a range of skills
by building on their strengths which are captured in their IRPs.
These plans guide the individual’s recovery support process by
establishing achievable staged goals which are then incorporated
into program activities and delivered in a supportive environment.

• health & fitness – gym, bush walking, swimming classes
• craft and daily living skills – bed making, washing, ironing,
folding clothes, sewing – hand and machine, washing dishes
and general home duties
• travel training – reading timetables, purchasing tickets and
learning how to catch the correct bus/train
• basic computer literacy
• communication skills – non-verbal, personal space, pitch,
and etiquette
• trips to museums such as the Krowathunkooloong
Keeping Place museum.
All programs have an educational element whilst offering a fun,
friendly and supportive environment.

The day program includes a range of activities which change
frequently to correlate with clients’ needs and aspirations.

IRPs are reviewed every six months or as required
and adjusted to ensure they are reflective and achievable.

Examples of activities delivered through Creative House are:

Community outreach and integration is a key feature of
Creative House and friendly but competitive activities are
enjoyed on a weekly basis.

• Master Chef – incorporating budgeting, menu planning,
shopping, dining and table etiquette, healthy eating choices
and correct food storage
• low maintenance gardening
• education classes – self-care, personal hygiene and sexual health

For further information regarding the Creative House program,
please contact Chris Howard on 1800 242 696

Expression
session
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ArtAbility®

ArtAbility is an annual art exhibition featuring the works
of artists of all ages from all over Victoria who are living
with a disability from culturally diverse backgrounds.
®

ArtAbility® is the flagship event of ADEC (Action on Disability
within Ethnic Communities Inc) and has been running for 9
years. Held in December at the Atrium at Federation Square,
it is a high profile platform for artists to express themselves in a
way that transcends language, race, age, physical and mental
health challenges. Many up and coming artists have gone on
to host their own exhibitions after taking part in ArtAbility®,
and artworks have been purchased by many high profile
customers and are on display in public and corporate venues
around Melbourne as well as in many private homes.

This issue’s cover of newparadigm features the
work Embossed Dreams by Alex Sarr. Alex Sarr was
the winner of the 2012 ADEC Abstract Award as part
of the ArtAbility® Exhibition.

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
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