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Community Mental Health Australia (CMHA) is a coalition of the eight state and territory peak community mental 
health organisations established to promote leadership and direction promoting the benefits of community mental 
health and recovery services across Australia. The peak groups are the:

•	 Mental Health Community Coalition (ACT)
•	 Mental Health Coordinating Council (NSW)
•	 Mental Health Council of Tasmania
•	 Mental Health Coalition of South Australia
•	 Northern Territory Mental Health Coalition
•	 Psychiatric Disability Support Services of Victoria/VICSERV
•	 Queensland Alliance for Mental Health
•	 Western Australia Association for Mental Health.

CMHA provides a unified voice for over 800 community managed, non-government organisations who work with 
the millions of people affected by mental illness across the nation and who are members of, or affiliated with, the 
various coalition members. 

Social inclusion, good mental health and recovery from mental illness go hand-in-hand with physical health, stable 
accommodation and meaningful engagement (either through regular social and community contact and/or through 
meaningful employment, vocational training and/or education). Supporting people affected by mental illness to 
achieve this is the core focus of the community managed mental health sector.
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The Australian mental health care system has great potential but is currently deficient in 
particular with respect to mental health in the community.1  

(International Journal of Mental Health, 2011)

It is with great pleasure that I commend to you this publication, ‘Taking Our Place — Community Mental Health  
Australia: Working Together to Improve Mental Health in the Community’. I hope that it provides a greater level of  
understanding of the critical role of not-for-profit, non-government community mental health services — which  
are delivered in partnership with people affected by mental illness and public, private and primary health care  
services — to ensure the economic, social and emotional health and well-being of all Australians. 

When most Australians think about mental health services they think of hospital-based care for those few people 
who are extremely unwell and/or experiencing a psychiatric crisis at any given time. The contributions of private 
providers such as psychiatrists and psychologists, and increasingly GPs, might also come to mind. However, sound 
knowledge of community mental health services – both public (i.e. government) and community managed  
(i.e. non-government) — is often quite limited. 

This thinking about Australian mental health services has in part been created by a mental health system that  
continues to be based on a medical model with its focus on illness, symptoms, hospital beds and medication. The 
social determinants of health, the principles of mental health recovery, the importance of social inclusion and  
trauma informed approaches are now well understood. Yet the restructure of mental health services to reflect this 
knowledge base has not been well targeted. National Health and Hospital Reform currently underway in Australia, 
including the important emerging role of Medicare Locals in strengthening primary healthcare responses for people 
with complex and diverse health and social needs, provides another opportunity to strengthen social determinants 
and human rights based approaches to mental health care that better supports prevention of, and recovery from, 
mental illness. However, this will not be achieved without a much greater awareness and knowledge of the  
community managed mental health sector and the services and programs it provides. 

A key challenge relates to the risk of increasing fragmentation in service delivery as new providers enter the scene, 
including Medicare Locals and private health professionals delivering Medicare reimbursable mental health services. 
Health and community service providers are increasingly asked to work as part of interdisciplinary teams and to 
provide integrated services. Unfortunately, the evidence base related to service coordination and achieving integrated 
care is not well understood or established.2  This includes an important gap regarding the views of people affected by 
mental illness and service providers in identifying the knowledge, skills and attitudes (i.e. competencies) required to 
achieve integrated care.

Australia has a rich, complex and diverse non-government community managed mental health sector that has  
been quietly delivering services that keep people well and out of hospital for more than 100 years. Unfortunately,  
the sector is not well understood or recognised beyond the many Australian’s fortunate enough to have received 
services from it. The community managed mental health sector has a critically important but marginalised role in 
ensuring the well-being of the millions of Australians affected by mental illness. Community managed mental health 
services need to be recognised, valued and further developed as a core provider of services to people affected by 
mental health problems.

Paul Senior, Chair
Community Mental Health Australia

1 Pols, H. & Oak, S. (2011). Mental Health Care in Australia: Current State and New Directions (Guest Editors Introduction). International   
 Journal for Mental Health, 40(2), 3-7.
2 Mental Health Coordinating Council (MHCC, 2011). Care Coordination Literature Review and Discussion Paper. Sydney: MHCC.
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The vision for mental health in Australia is a society that values and promotes  
mental health, maximises opportunities to prevent mental health problems and  
supports people with mental illness and their families and carers to live full and  

rewarding lives. A key principle of the ‘Ten Year Roadmap for National Mental  
Health Reform’ states that we must recognise the full range of services needed by people 

living with mental health problems and/or mental illness, and not be  
confined to the health system, as well as recognise in particular the important role of  

community-based services.3 

(Ten Year Roadmap for National Mental Health Reform, 2012) 

3 Commonwealth of Australia (2012, Draft 4). Ten Year Roadmap for National Mental Health Reform. Canberra: Attorney    
 Generals Department.
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The community managed mental health sector is uniquely placed to facilitate recovery and social inclusion  
opportunities for people living with — or at risk to develop — mental health problems, as well as their families  
and carers. 

A number of priority areas relating to mental health and well-being have been identified by the Australian Social 
Inclusion Board. These include:  

•	 Supporting people with a mental illness to find appropriate employment/education
•	 Tackling the social exclusion resulting from homelessness and the lack of affordable housing
•	 Supporting early intervention and prevention for those at greatest risk of long-term disadvantage through 

health education and family relationship services. 4

National Health and Hospital Reform is yet to fully consider the contribution and situation of the community mental 
health sector. For this reason, an increased understanding of who the sector is, the services it provides, the staff and 
volunteers that provide them and the developing evidence base for the effectiveness of community managed mental 
health services is critical. This publication has been developed toward closing that knowledge gap. Its purpose is to  
familiarise the reader with Community Mental Health Australia (CMHA) and the range of services provided to 
people affected by mental illness by community sector organisations.

CMHA is a coalition of community mental health peak bodies in all eight states and territories. CMHA was  
established in 2007 in recognition of the shared activities, challenges and potential to effect change of the state  
and territory community sector mental health peak bodies and their respective memberships of more than 800  
non-government community managed organisations (NGOs/CMOs) nationally. The primary goals of CMHA are to 
build a viable and sustainable community managed mental health sector and to promote the value and outcomes 
delivered by community managed mental health services based on a philosophy of recovery and social inclusion.  
This publication has been developed toward achieving these goals. 

Contact details for CMHA and CMHA coalition members are provided as Appendix 1. 

CMHA is a not-for-profit entity with a focus on improving the quality of and access to community managed  
recovery oriented psychosocial rehabilitation and support services. 5 The four year journey to establish CMHA as  
an incorporated association brought together the various concerns and priorities of eight separately constituted 
organisations, all of whom are funded by and work alongside numerous departments of state, territory and federal 
governments who have diverse perspectives on the appropriate role and function of the community mental  
health sector.

The 2011 edition of ‘Newparadigm’ has been devoted to an overview of the community managed mental health  
sector in six of the states and territories. 6 The journal notes that there is a strong sense of optimism about the 
future of the sector due to increases in funding, particularly from the Commonwealth. Establishment of the  
National Mental Health Commission has been welcomed by CMHA as an important vehicle for mental health  
reform particularly in relation to implementation and evaluation of Australia’s ten year ‘Mental Health Roadmap’ 
which clearly articulates the need for increased development of community-based mental health service options. 

Additional information about the community managed mental health sector can also be found in a recent journal 
publication ‘Taking Our Place: Community Managed Mental Health Services in Australia’.7  This special edition of the  
International Journal of Mental Health is devoted to exploring the current state of, and new directions for, mental 
health services in Australia and the important and growing contributions of the community managed mental health 
sector are recognised. The article provides more detail about the current context, implications, challenges and  
opportunities presenting for the sector. 

4 Australian Government (2011). Overview of the Social Inclusion Agenda. Accessed via: http://www.socialinclusion.gov.au.
5 In stating this CMHA acknowledges that many community organisations also deliver ‘talking therapies’ (e.g. motivational interviewing)  
 or may provide ‘medical’ services (e.g. diagnostic and functional assessments of people’s needs).
6 VICSERV (2011). Around Australia. Newparadigm: The Australian Journal on Psychosocial Rehabilitation.
7 Bateman, J. and Smith, T. (2011). Taking Our Place: Community Managed Mental Health Services in Australia, International Journal of   
 Mental Health, 40(2), 55-71.
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This publication provides important information about CMHA, the community managed mental health sector and  
the services it provides, and explains why they are important for achieving social inclusion and recovery outcomes. 
The positive impacts that community managed mental health services have in the lives of people affected by mental 
illness are described and specific examples of programs and how they help people are given. Future directions for  
the CMHA alliance are also considered.

Key points relevant to community managed mental health services 
‘Taking Our Place’: 

•	 National Health and Hospital Reform provides unique opportunities for  
community managed mental health services to increase their support to people 
living with and/or recovering from mental illness, and their families and carers.

•	 All Australians benefit from a reduction to the social and economic impact  
of mental illness.

•	 Community managed mental health services have led the way in establishing 
recovery oriented service delivery practice and culture change to counter stigma, 
discrimination and social exclusion.

•	 Community Mental Health Australia (CMHA) has been established to promote  
the positive impacts that community managed mental health services have in the 
lives of people affected by mental illness.

•	 CMHA undertakes leadership in increasing the availability of community managed 
psychosocial rehabilitation and support services thus enhancing recovery and social 
inclusion outcomes.

•	 Investment in the development of CMHA and the community managed mental 
health sector will increase timely access to responsive and effective services and 
improve the mental health and well-being of Australia. 
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Australia’s National Mental Health Policy aspires to ‘a mental health  
system that enables recovery, that prevents and detects mental illness 
early and ensures that all Australians with a mental illness can access 

effective and appropriate treatment and community support to enable 
(people) to participate fully in the community’. 8

(National Mental Health Policy, 2008)

8 Commonwealth of Australia (2009a). National Mental Health Policy 2008. Canberra: Department of Health  
 and Ageing.
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It is possible for people to recover from mental illness with access to the right mix of medical, psychosocial  
rehabilitation and support services. Most experts now agree that mental health services are optimally delivered in 
community settings and address more than just symptoms of illness. In light of the above, the Australian community 
managed mental health sector plays a crucial role in achieving the goals of the ‘National Mental Health Policy’,  
‘National Mental Health Plan’ and ‘Ten Year Roadmap for National Mental Health Reform’ and achieving the 
aspirations of the recently established national Mental Health Commission. 9 10

The community managed mental health psychosocial rehabilitation and support service types described in this  
publication are:

•	 Helpline and Counselling Services        
•	 Accommodation Support and Outreach       
•	 Self-help and Peer Support         
•	 Employment and Education         
•	 Family and Carer Support       
•	 Information, Advocacy and Promotion        
•	 Leisure and Recreation.

Figure 1 below illustrates one way of thinking about the ideal mix and location of mental health services. As with 
general health care, optimal service access and health and social outcomes for people affected by mental illness need 
a ‘continuum of care’ — a variety of flexible options that meet diverse needs and make the best use of resources.  
To illustrate this, the World Health Organisation (WHO) has created a ‘Service Organisation Pyramid for an  
Optimal Mix of Services for Mental Health’.  11

Figure 1:  
WHO Service Organisation  
Pyramid for an Optimal Mix of  
Services for Mental Health

9 Commonwealth of Australia. (2009b). Fourth National Mental Health Plan: An Agenda for Collaborative Government Action in Mental   
 Health 2009-2014. Canberra: Department of Health and Ageing.
10 Op cit. Commonwealth of Australia (2012).
11 World Health Organisation and World Organisation of National Colleges, Academies and Academic Associations of General  
 Practitioners/Family Physicians (2008). Integrating Mental Health into Primary Care: A Global Perspective. Geneva: WHO.
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The WHO model works on the premise that no single type of service can meet an entire population’s mental health 
needs. The various levels of care work in partnership — with support, supervision, collaboration, information sharing, 
and education taking place throughout the system. The model also promotes the involvement of people with lived 
experience of mental illness in their own recovery and that self-care continues at all levels, which in turn promotes 
and encourages recovery and better mental health. 

‘Informal community care’ services are typically provided by community organisations and address the social  
determinants of mental ill health including employment, housing and social connectedness. This is done in partnership 
with people affected by mental illness and public, private and primary healthcare service providers.

Mental health related services are provided in Australia in a variety of ways — from hospitals and other residential/
bed-based care to hospital-based outpatient services, consultations with both specialists and general practitioners 
(GPs), through to community managed mental health services, including peer/consumer operated services and  
programs. Australia continues to move away from an historical model of institutional-based mental health care  
toward community-based models. Mental health policy continues to shift from a purely illness-oriented, medical 
model to a more balanced psychosocial and recovery-oriented approach.

Existing data tells us that the availability of community managed mental health services has grown substantially  
over the twenty years of the National Mental Health Strategy. 12 Despite this, the availability of community managed 
psychosocial rehabilitation and support services is limited compared to other countries including the UK, USA and 
New Zealand. Continuing expansion of community managed mental health services is critical to achieving an optimal 
mix of mental health services in Australia.

The COAG ‘National Action Plan for Mental Health 2006-11’ supported a range of programs delivered by the  
community sector. 13 These programs include:

•	 Day to Day Living
•	 Personal Helpers and Mentors (PhaMS)
•	 Mental Health Respite and Carer Support (formerly known as Mental Health Carer Respite)
•	 Family Mental Health Support Services (formerly known as Mental Health Community Based Activities).

In addition, each of the states and territories also funds a range of community managed mental health programs.

While the availability of community sector mental health service types and programs varies in each state and  
territory, they have more commonalities than differences with their consistent focus on achieving recovery outcomes 
through facilitating employment opportunities, stable accommodation and social connections. Differences mostly arise 
due to historical funding approaches and the commitments of respective state and territory governments  
that existed prior to COAG mental health reform. 

The history of the community managed mental health sector in Australia has not been well documented and  
predates the emergence of deinstitutionalisation and advent of psychiatric medication. Appendix 2 provides a brief 
history of the development and contributions of the sector over the past 100 years.

Increased funding for community managed mental health services has led to more recovery oriented services, with an 
increased focus on psychosocial rehabilitation and support service provision. Over the next five years planned funding 
includes: further increases to COAG community managed mental health service programs ($288M); the introduction 
of the new $549M ‘Partners in Recovery’ program to provide increased and improved coordinated support to 24,000 
Australians living with mental illness that also have severe psychosocial disability as a result of mental illness; and the 
rollout of new community-based programs aimed to reduce homelessness and unnecessary hospitalization through 
the ‘National Partnership Agreement Supporting National Mental Health Reform’ ($400M). 14 15 

12 Doessel, D. P. Tommukayakul, U. & Williams, R. F. G. (2011). Quantifying the Economic Structure of the Australian Mental Health Sector  
 Since 1992-93. International Journal of Mental Health, 40(2), 25-54.
13 Council of Australian Governments (2006). National Action Plan for Mental Health 2006-2011. Canberra: COAG.
14 Commonwealth of Australia (2011a). Budget 2011-12: Delivering Better Hospitals, Mental Health and Health Services. Canberra:  
 Australian Government.
15 Commonwealth of Australia (2011b). Budget: National Mental Health Reform – Ministerial Statement. Canberra: Australian  
 Government.

8Community Mental Health Austalia



Mental illness has significant health, social, and economic effects on individuals, families and friends, and Australian  
society. Therefore, Australia’s mental health policy must be more than just words on a page. Community managed  
mental health services are increasingly recognised to demonstrate efficiency, effectiveness, value for money and  
measurable outcomes in supporting people — and communities — in their recovery from the effects of mental  
health problems. CMHA’s leadership has been critical to this growing recognition. 

The Australian government recognises the value of, and is investing in,  
community managed mental health services.  

Important activities and commitments have recently been undertaken at the national level in partnership  
with CMHA to better understand the community managed mental health sector, the services they provide, 
the staff that deliver them and future sector development needs.

The National Mental Health NGO Workforce Scoping Study confirmed the size of the sector to 
be about 800 organisations and its workforce was estimated to range between 15,000 to 26,000 employees 
(CMHA conservatively estimate this to be about 12,000 FTE). 16  By way of comparison, the public mental 
healthservice direct care FTE is about 21,000. 17 42 % of responding organisations have been delivering 
services for more than 20 years. 43% of workers identified as having health qualifications — mostly in social 
work, psychology or nursing — and 34% of workers had a vocational qualification with the majority of 
these being at the Certificate IV and Diploma levels. The Landscape Survey of the Workforce Scoping Study 
struggled to categorise the diversity of services being provided. 

The Mental Health NGO Data Development Project has been undertaken to develop a national  
‘taxonomy’ of community managed mental health service types. 18 The taxonomy will be used to initi-
ate routine data collections from community managed mental health services including: workforce (i.e. 
inputs);service delivery (i.e. outputs); and most importantly, the difference they make in the lives of people 
affected by mental illness (i.e. outcomes). It is broadly based on the service types used in this publication. 

Both of the above projects have gathered a wealth of knowledge about the community managed  
mental health sector.  Another project will soon commence to investigate the current use and potential  
standardisation of outcome measurement tools being used by community sector mental health services.  
The Outcome Measurement Project will be conducted by the Australian Mental Health Outcomes  
and Classification Network (AMHOCN). 

 

16 National Health Workforce Planning and Research Collaboration (2011). Mental Health Non-Government Organisation Workforce  
 Project Final Report. Adelaide: Health Workforce Australia.
17 Australian Institute of Health and Welfare (AIHW, 2010). Mental Health Services in Australia 2007-08. Mental Health Services no. 12.  
 Cat. no. HSE 88. Canberra: AIHW.
18 Australian Institute of Health and Welfare (2011). Mental Health Non-Government Organisation Data Development Project – Version1.   
 Canberra: AIHW.
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CMHA’s leadership is evidenced through the following achievements: 

•	 Outcomes of participation on Mental Health Standing Committee working groups: 
 
CMHA chaired the working group that developed the National Mental Health Standards  
‘Implementation Guidelines for Non-Government Community Services’ (National Safety  
and Quality Partnership Subcommittee/SQPS). 19 
 
CMHA advocated to ensure inclusion of community sector, vocational education and training 
(VET) and peer workforce issues in the National Mental Health Workforce Strategy and Plan 
(Mental Health Workforce Advisory Committee/MHWAC). 20 21 
 
CMHA contracted with the AIHW to negotiate national agreement regarding the taxonomy and  
minimum dataset for the community managed mental health sector (Mental Health Information  
Systems Subcommittee/MHISS). 

•	 The CMHA Day to Day Living (D2DL) Capacity Building Project facilitates the identification and  
dissemination of good practice among D2DL program providers. 95% of the 64 program sites  
attended forums held during 2011 and a web-based learning platform has been established. 

•	 The CMHA Building Capacity in Community Mental Health Family Support and Carer Respite  
Project provided a structure to bring people and organisations together to develop innovative  
support and services for families and carers of people with a mental illness. With the support of 
project coordinators in each state and territory, new partnership groups were formed and a  
number of networks established. Local area planning, identification of gaps and opportunities,  
and the needs of people with lived experience, provided the foundation for the development of  
a range of partnerships and initiatives. 22

19 Commonwealth of Australia (2010a), Implementation Guidelines for Non-government Community Services. Canberra: Australian  
 Government.
20 Mental Health Workforce Advisory Committee (2011a). National Mental Health Workforce Strategy. Melbourne: Department  
 of Health.
21 Mental Health Workforce Advisory Committee (2011b). National Mental Health Workforce Plan. Melbourne: Department of Health.
22 Community Mental Health Australia (2010). Partners in Respite: Building Capacity in Community Mental Health Family Support and   
 Carer Respite. Melbourne: VICSERV.
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People with psychosocial disabilities are amongst some of the most  
marginalised in the Australian community and many live with poverty,  

discrimination and social isolation as a normal part of their lives.  
We know that, due to a lack of community support, people with mental  

health conditions are more likely to become unwell and require acute  
services from the hospital sector. 23 

(National Mental Health Consumer and Carer Forum, 2011)

23 National Mental Health Consumer & Carer Forum (NMHCCF, 2011). Unravelling Psychosocial Disability: A  
 Position Statement by the National Mental Health Consumer & Carer Forum on Psychosocial Disability Associated   
 with Mental Health Conditions. Canberra: NMHCCF.
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Community managed services provide a critical gateway for people affected by mental illness to live valued lives in  
the community. 24 25 They have led the way in establishing a recovery-oriented mental health service delivery culture 
and to counter the stigma and discrimination that results in social exclusion. Social supports that result in safe and  
stable accommodation, meaningful engagement in the form of employment, education and training, and other  
peer based programs are particularly important to allow connection with, and participation in, the wider community. 

Mental illness has enormous health and social impacts in Australia. 26 Every year, one in five Australians experience 
some form of mental illness, which can encompass a wide variety of conditions; this figure is even higher for young 
people. Millions of other people are also affected: families and carers, co-workers and neighbours. Almost half of all 
Australians will experience mental illness at some point in their life. For individuals that experience psychotic illness 
the impacts are often particularly severe. In terms of national disease burden, mental illness ranks third at 13% among 
the major disease groups after cancer and cardiovascular disease.27  Alarmingly, mental illness — especially depression 
and anxiety — rates highest among the major disease groups for non-fatal disability burden (i.e. impacts on activities 
of daily living). 

However, recovery from mental illness — including psychosis — is possible. An important study conducted over  
many years shows that more than half of people diagnosed with schizophrenia recover, with their experiences  
during the first two years of becoming unwell being especially important for good health and well-being outcomes. 28 
More recently, the second Australian survey of people living with psychotic illness shows marked increases in use of 
community managed rehabilitation and support programs with fewer people experiencing homelessness and unstable 
accommodation. 29 However, people living with a psychotic illness still have substantially poorer physical health than 
the general population and remain at considerably greater risk of higher levels of obesity, smoking, alcohol and drug 
use. The results reinforce the Australian government’s investments in early psychosis services and the new ‘Partners  
in Recovery’ program to better access and coordinate services for people with severe disability as a result of mental  
illness — especially as this relates to achieving greater physical health care. 

Social inclusion is not just a lofty philosophical goal or human rights issue; it also makes good economic sense. People 
with well-established social networks and community connections are more likely to deal successfully with personal 
crises and other forms of adversity. This, in turn, helps to maintain housing and steady employment, and to reduce 
costs of health and other social services. Community managed mental health services work actively to improve  
people’s ability to cope in difficult times; and actively combat the stigma and discrimination associated with mental 
illness, helping to foster the kind of social inclusion that is essential to the recovery journey. 

The ‘United Nations Convention on the Rights of People with Disabilities’ and related implementation guide for 
people with psychosocial disability provide guidance on the importance of community managed psychosocial  
rehabilitation and support services in reducing stigma and discrimination and increasing opportunities for social  
inclusion and recovery. 30  31

24 Duff, C, Murray, S., Alic, N., Loo, S & Jacobs, K. (2011). The Role of Informal Community Resources in Supporting Independent Housing   
 for Young People Recovering from Mental Illness. Melbourne: Australian Housing and Urban Research Institute.
25 Tew, J., Ramon, S., Slade, M., Bird, V., Melton, J. & Le Boultillier, C. (2011). Social factors and recovery from mental health difficulties: a   
 review of the evidence. British Journal of Social Work. (on-line article).
26 Australian Bureau of Statistics (ABS, 2008). National Survey of Mental Health and Wellbeing 2007. Canberra: ABS.
27 Australian Institute of Health and Welfare (AIHW, 2010a). Australia’s Health 2010. Australia’s health no. 12. Cat. no. AUS 122. Canberra:   
 AIHW
28 Harrison, G., Hopper, K., Craig, T., et al. (2001). Recovery from psychotic illness: A 15 and 25-year international follow-up study. British  
 Journal of Psychiatry. 178: 506–17.
29 Commonwealth of Australia (2011c). People Living With Psychotic Illness 2010: Report on the second Australian national survey.  
 Canberra: Department of Health and Ageing.
30 United Nations General Assembly (2006). Convention on the Rights of Persons with Disabilities. Sourced at www.un.org/disabilities.
31 World Network of Users and Survivors of Psychiatry (WNUSP, 2008). Implementation Manual for the UN Convention on the Rights of   
 Persons with Disabilities.
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Access to community managed, recovery oriented services that understand the impacts of stigma and discrimination 
and promote social inclusion is very important. This is where people come to understand that they are not alone in 
their experience of disadvantage and also to obtain information about, and support in relation to, their rights and 
related opportunities. 

Recovery oriented service provision emphasises the importance of hope, healing, empowerment, connection, choice, 
responsibility and citizenship. It is based on minimising difficulty while maximising individual potential. This applies 
equally to all ages and ethnicities and to all those involved: the person living with mental illness, their family and  
carers, and service providers. 32 

To help people affected by mental illness live valued lives and participate in society, all aspects of treatment,  
psychosocial rehabilitation, and support service delivery must focus on the goal of recovery. Ensuring sufficient access 
to well-coordinated medical, psychological (i.e. ‘talking therapy’) and psychosocial services is important but will not 
alone promote social inclusion and recovery outcomes. 33 34This requires a community integration and development 
approach — including recognition of the knowledge and skills that constitute psychosocial rehabilitation and support 
competencies —  where all the aspects of ‘community living’ that are valued and enjoyed by most Australians are 
equally available to people living with mental illness.  

A CMHA model for thinking about the social inclusion approach to integrated service delivery that recognises the 
value of psychosocial rehabilitation and support services and makes recovery a reality is illustrated in Figure 2 below 
and elaborated upon throughout this publication.  

Figure 2:  
Social Inclusion Approach to  
Integrated Service Delivery

Many people recover from mental illness and enjoy active, productive lives. However, recovery is not always  
synonymous with cure. The recovery process refers to both internal and external conditions that facilitate  
recovery, including implementation of human rights. 35 36 The value of the services provided by the community sector  
lie in achieving person-centred and integrated approaches to supporting people with mental health problems in  
ways that are chosen by them and that include consideration of social support, employment and housing  
(i.e. mates, jobs and homes). 

32 Op. cit. Commonwealth of Australia. (2009b).
33 Community Services and Health Industry Skills Council. (CS&HISC, 2009) Mental health Articulation Research Project Services and   
 Workforce Project. CS&HISC: Surry Hills.
34 Carling, R. (1995). Return to Community: Building Support Systems for People with Psychiatric Disabilities. New York: The Guildford   
 Press.
35 Jacobson, N. & Greenley, D. (2001). What Is Recovery? A Conceptual Model and Explication. Psychiatric Services. 52:482-485.
36 Op. cit. WNUSP (2008).
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Community managed mental health services are an important and foundational part of the range of services  
responsive to individual need that must be available to achieve social inclusion and recovery outcomes. The lived  
experience of mental illness must drive mental health service reform; including the development of community  
managed mental health services. The experiences of people that have recovered are the best evidence that  
community managed mental health services work. However, community managed mental health services also have  
a strong and growing evidence base in addition to people’s lived experience of recovery. 37 Some of this evidence is  
highlighted throughout this document.  As greater recognition of the positive outcomes for people affected by mental 
illness through involvement with CMOs occurs, there are indications that research into community managed  
practices including program evaluation is emerging as a key area for sector development. 

While funding for biomedical research has been available for mental health treatment interventions, especially as this 
relates to medications, research into psychosocial and recovery oriented approaches has been very inadequate. It is  
important to note that virtually every review or policy paper calls for more research into mental health services,  
particularly those offered outside of the hospital setting and related to improving quality of life, not just reducing  
symptoms and illness. 38 39 40 41 42 
       
The range of important talking therapy and psychosocial rehabilitation and support services provided by community 
managed mental health services are further illustrated next in this ‘Taking Our Place’ publication.

Community managed mental health services promote social inclusion and  
recovery by: 

•	 Providing consistent social, emotional and practical support to help people manage  

problematic areas of their lives better.

•	 Reconnecting people and strengthen relationships with friends and family.

•	 Supporting people to access and stay engaged with education and employment opportunities.

•	 Supporting individuals to maintain stable housing options resulting in reduced need for  

hospital admissions.

•	 Facilitating access to physical healthcare services and providing support to achieve physical 

health.

•	 Contributing to a sense of connection, belongingness and hope for a valued future for people 

living with mental illness.

•	 Promoting relationships between services, people affected by mental illness and the  

community.

 

37 Mental Health Coordinating Council (MHCC, 2007). Working on Strengths … The Evidence So Far: Models of assistance by mental   
 health community organisations and evidence of their effectiveness. Sydney: MHCC.
38 Op. cit. Commonwealth of Australia. (2009b).
39 Productivity Commission. (2010). Contribution of the Not-for-Profit Sector, Research Report, Canberra.
40 Access Economics. (2009). The Economic Impact of Youth Mental Illness and the Cost Effectiveness of Early Intervention.
41 Chilvers, R., Macdonald, G. & Hayes, A. (2006). Supported Housing for People with Severe Mental Disorders (Review), The Cochrane  
 Collaboration.
42 Tungpunkom, P. and M. Nicol. (2008). Life Skills Programmes for Chronic Mental Illnesses. Cochrane Database of Systematic  
 Reviews 2008, Issue 2. Art. No.: CD000381. DOI: 10.1002/14651858.CD000381.pub2.
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Mental illness is not a ‘minority’ issue: up to half of all Australians will  
experience some form of disabling mental distress in their lifetime. 43  

(National Survey of Mental Health and Wellbeing, 2007)

43 Australian Bureau of Statistics (ABS, 2007). National Survey of Mental Health and Wellbeing: Summary of Results. ABS Cat No.  
 4326.0. Canberra: ABS.
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Australian mental health policy increasingly recognises the importance of coordinated, integrated services that are 
delivered by community managed, public, private and primary healthcare service providers, and in partnership with 
people affected by mental illness using person-centred and self-directed care approaches.  

The diverse range of offerings across the community managed mental health sector, and within organisations,  
contributes to the social inclusiveness of care as services more flexibly address individual’s holistic needs across both 
the health and social domains. The social model of health and/or disability takes a broad, ‘whole of person’ approach. 
This social model recognises that people with mental health issues must move beyond being ‘patients’ and become 
people living their life in the community. 

Innovation and consumer-driven development has led to a broad range of practical, relevant community managed 
mental health services being offered. Figure 3 below shows the diversity and availability of the services provided by 
one state’s community managed mental health sector. 44 The following information about the philosophy and evidence 
base underlying the community managed mental health sector is organised against these seven service types. 

Figure 3:  
Community Managed Mental  
Health Sector Service Types

It should be noted that service types may but do not necessarily align with particular programs — especially as this 
relates to the provision of holistic and individualised services. For example, the Personal Helpers and Mentors Service 
(PHAMS) may have service elements that address people’s employment/education, accommodation, and leisure and 
recreational needs. The PHAMS program would also provide support to ensure that people’s physical healthcare 
needs are being identified and responded to. 

44 Mental Health Coordinating Council (2010). The NSW Community Managed Mental Health Sector Mapping Report 2010.  
 Sydney: MHCC.
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In addition, three categories of community organizations were identified as providing mental health services and  
programs:  

•	 Only mental health specific programs (least frequent) — those organisations providing mental health  
programs only

•	 Some mental health specific programs —  those providing mental health programs in addition to other  
programs

•	 No mental health specific programs (most frequent) — those providing considerable mental health support 
services but no specific mental health programs.

The community managed mental health sector is generally agreed to consist of organisations that provide  
mental health specific programs only (i.e. the first two categories above). However, the impacts and corresponding  
infrastructure needs of organisations providing no mental health programs and yet still addressing the needs of 
people affected by mental illness must not be underestimated (e.g. employment, housing, youth, aged substance  
misuse services, etc.).

Importantly, the community managed sector has seen and experienced the advantage of peer-directed models of 
support across all organisational and service types. Consumers of mental health services have consistently highlighted 
the acceptance and benefit they feel with having support from ‘someone who’s walked in their shoes’ with life  
experience of mental illness. The hope and acceptance instilled by the peer-led model is essential in promoting  
a recovery culture and focus.

Examples of services and emerging evidence
 
This next section provides examples of Australian community managed mental health services for each of the  
following service types: 

•	 Helpline and Counselling Services
•	 Accommodation Support and Outreach
•	 Self-help and Peer Support
•	 Employment and Education
•	 Family and Carer Support
•	 Information, Advocacy and Promotion
•	 Leisure and Recreation.

While each of the seven service areas is examined separately, many organisations offer a range of service types and 
programs, allowing them to more flexibly address the holistic health and social needs of consumers, carers and  
communities. The emerging evidence base for each service type is also considered.
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Helpline and Counselling Services 

Letter to Lifeline:
I am suffering from severe post-natal depression and anxiety. I have always benefited so much from  
talking to your volunteers and have always ended the call feeling refreshed and relaxed. I spoke to a 
young man today about my feelings and current situation and he helped me understand why I was 
feeling the way I did and ways to overcome these obstacles. I now feel so much better…I now know 
that I have a place I can turn to for help and not be judged. 45

Community managed organisations provide a wide variety of helpline and counselling services. Services such as 
Lifeline are well known and valued within Australia. While some services respond to people in crisis, others support 
people through life’s difficult times to prevent an emergency from occurring. Helpline and counselling services might 
be provided over the telephone or in-person and are also increasingly internet and other computer/IT application 
based (e.g. mobile phone, e-health, telepsychology).46  The later can be helpful for people in regional or rural areas 
where service access is problematic and are also especially appealing to young people. Services can be offered to 
individuals or groups and are particularly helpful when they include family and/or other social supports. 

A large number of organisations replying to the national Mental Health NGO Workforce Project survey said they 
provide individual and group ‘therapeutic’ services and these were mostly ‘talking therapies’ which include:  

•	 Strengths based approaches
•	 Motivational interviewing
•	 Cognitive behavioural therapy/CBT
•	 Acceptance and commitment therapy/ACT
•	 Interpersonal psychotherapy. 47

These were mostly helpline and counselling services. However, most workers in the community managed mental 
health sector have interpersonal, relationship and counselling skills that are used to deliver a range of community 
managed mental health services. The skills to achieve this are gained both on-the-job and through the attainment of 
educational qualifications mostly at a:

•	 University level (e.g. psychologists, social workers, occupational therapists) or
•	 Vocational education and training/VET level (e.g. Certificate IV in Mental Health, Diploma in Mental Health 

and/or Alcohol and Other Drugs). 48

A number of community managed mental health sector workers and volunteers also have lived experience of  
mental illness as consumers and/or carers and this is valued by their workplaces and contributes to the effectiveness 
of helpline and counselling services. For peer (i.e. consumer and carer) work roles, where lived experience of mental 
illness and recovery is required as an essential criteria for employment, this is the critical part of the effectiveness of 
the support offered and this is further discussed later (see ‘Self-help and Peer Support’). These important and  
emerging roles will soon be nationally recognised through introduction of the Certificate IV in Mental Health  
Peer Work qualification.

In recent years, the Australian Government has increased access to talking therapies through the introduction of 
Medicare reimbursable mental health services provided by GPs and private allied health professionals, most notably 
psychologists (e.g. Better Outcomes in Mental Health Care, Access to Allied Psychological Services, etc.). This has 
resulted in increased opportunities for community organisations to enter partnerships with private providers to 
strengthen client access to talking therapies. However, it is likely that there will never be enough mental health  
workers in the health and community service industry to provide sufficient talking therapies to meet our  
population’s needs, especially given the large number of Australians that experience depression, anxiety and  
substance use issues.  

45 Lifeline (2011). Lifeline Annual Report 2010/11. Deakin ACT: Lifeline.
46 Campos, B. (2009). Telepsychology & Telehealth: Counselling conducted in a technology environment. Counselling, Psychotherapy, and   
 Health, 5(1), The Use of Technology in Mental Health Special Issue, 26-59.
47 Op cit. National Health Workforce Planning and Research Collaboration (2011).
48 Ibid.
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The role that both telehealth and community organisations play in providing talking therapies needs to be  
better understood. 49 50 Alternative approaches to meeting the population’s need for psychological support must be  
considered. One approach is the UK ‘Improving Access to Psychological Therapies’ (also known as the ‘Doncaster 
Model’). 51 52 A similar talking therapies approach is now being implemented in New Zealand and both involve  
consideration of existing and emerging community sector and vocationally qualified work roles for both  
psychological and social support. 53 

Building the evidence base 

Helplines
A large number of organisations (e.g. Lifeline, National Association of Loss and Grief/NALAG, Consumer Action  
Network NSW Inc.) run helplines which can serve a variety of purposes including: information services; service  
locators; telephone counselling and crisis/suicide prevention. Helplines Australia research exploring the effective-
ness of e-health counselling found that the main technology used is the telephone. Workers providing these services 
have the same basic skills as those providing counselling and psychotherapy services and these are based on the 
Egan ‘skilled helper’ model (i.e. supportive relationships). 54 55 56An Australian National University systemic review of 
telephone-based services found them to benefit people with mental illness. However, the study recommends that 
further large scale research is needed to inform about the efficacy of telephone interventions. 

Phone counselling has been established as an effective treatment for diagnoses ranging from depression to  
agoraphobia. 57 58 Studies of helpline services indicate that callers often find them to be beneficial — 68% of callers in  
the case of one new study. 59 A 2002 study found that phone counselling clients rate their counselling relationship  
similarly to in-person counselling clients. 60 In addition, helplines are a cost-effective method of providing support to 
people affected by mental health problems. 61 A crisis hotline is a phone number people can call to get immediate  
over-the-phone emergency counselling, usually by trained volunteers. There is some evidence that peoples’ thoughts 
of suicide decrease during a call to a crisis line and are lessened for several weeks after their call. 62 

Counselling
Counselling is a psychological service that gives individuals an opportunity to explore, discover and clarify ways of 
living more resourcefully, with a greater sense of well-being. Counselling may be concerned with addressing and 
resolving specific problems, making decisions, coping with crises, working through conflict or improving relationships 
with others. Counsellors practise within a variety of approaches which may include psychodynamic counselling, CBT, 
family/systemic counselling, etc. 63

49 Ibid. Campos (2009).
50 Op. cit.  Health Workforce Planning and Research Collaboration (2011).
51 UK Department of Health (2011). Talking Therapies: A Four Year Plan of Action. London: Department of Health.
52 UK Department of Health (2011). No Health Without Mental Health: A cross-government mental health outcomes strategy for people   
 of all ages. London: Department of Health.
53 Te Pou (2009). Action Plan for We Need to Act Talking Therapies 2008-2011. Aukland: Te Pou.
54 Campos, B. & Rosenfield, M. (2008). Helplines Australia – Research (Phases 2-4). Sydney: Helplines Australia.
55 Helplines Australia (2009). Guide to Best Practice, Helplines Australia, 3rd Edition. Sydney. Helplines Australia.
56 Egan, G (1994). The Skilled Helper. Brooks/ Cole: California.
57 Lynch, D. J., Tamburrino, M. B. & Nagel,  R. (1997). Telephone counselling for patients with minor depression: preliminary findings in a   
 family practice setting. Journal of Family Practice; 44(3): 293-8.
58 Tutty S., Simon, G. & Ludman, E. (2000). Telephone counselling as an adjunct to antidepressant treatment in the primary care system:  
 A pilot study. Effective Clinical Practice. 3(4):191-3.
59 Hornblow, A. R. & Sloane H. R. (1980). Evaluating the effectiveness of a telephone counselling service. British Journal of Psychiatry;   
 137:377-8.
60 Reese, R., Conoley, C. & Brossart, D. (2002). Effectiveness of telephone counseling: A field-based investigation. Journal of Counseling   
 Psychology, 49(2), 233-242.
61 Perera, I., Yeo B. K. L., Ko, S. M.  & Kua, E. H. (1998). Telephone counselling in psychiatry. Singapore Medical Journal; Vol 39(11): 488-490.
62 Gould, M.S., Kalafat, J., Harris Munfakh, J.L. & Kleinman, M. (June 2007). An evaluation of crisis hotline outcomes part 2: Suicidal callers.   
 Suicide and Life-Threatening Behavior; 37(3).
63 UK Department of Health. (2001). Treatment Choice in Psychological Therapies and Counselling: Evidence Based Clinical Practice    
 Guideline.

19 Working Together to Improve Mental Health in the Community



There is extensive evidence that CBT is effective for the treatment of a variety of problems including mood, anxiety, 
personality, eating, substance abuse, and psychotic disorders 64 65 CBT has been proven as an effective treatment for  
depression. For some problems, such as anxiety and depression, CBT is as effective as medication and can also  
enhance the effects of medication. 66 

Additionally, there is evidence that counselling is effective for mixed anxiety/depression and that it is most effective 
when used with specified client groups (e.g. post-natal mothers, bereaved groups). 67 

Motivational interviewing is a client-centred, directive method for enhancing intrinsic motivation to change by  
exploring and resolving ambivalence (i.e. lack of motivation). Compared with nondirective counselling, it is more 
focused and goal-directed. The examination and resolution of ambivalence is its central purpose and the counsellor 
is intentionally directive in pursuing this goal. 68 69 Motivational interviewing has been shown to be effective with a 
range of populations and problems including substance abuse, health-promotion, medical adherence and mental health 
issues. It is an important tool for supporting behaviour change in a wide range of service delivery settings toward 
achieving effective person-centred communication and engaging consumers in self-directed care. 70

The Importance of Relationship
A full discussion of the similarities and differences between, evidence base for, and outcomes achieved through use  
of the extensive range of in-person and e-health helpline, counselling and psychotherapy psychological services is  
beyond the scope of this publication. However, we note that it is the relationship — or alliance — between the 
service provider and person needing help that is of central importance to all approaches, along with a focus on what 
the person wants help with and continual review as to whether what is being provided is helping or not. 71 72 73 74 
Recovery oriented and person-centred approaches to working with people with complex health and social problems 
that also facilitate self-care rely on good communication and strong relationships that support service provider/client, 
and also systemic, approaches to integrated and coordinated care. However, the skills needed to achieve this are not 
optimally embedded in Australian education and training.75 This skills gap was also noted to include: knowledge about  
community support services; ability to identify and harness people’s strengths; collaborative care behaviours; and  
the psychosocial skills required to understand, value and utilise lived experience. In addition, recent research  
highlights some of the strengths and the challenges faced by counsellors in emerging e-health relationships,  
particularly relating to the counsellors ability to develop new interpersonal skills when using interactive mediums. 76

Examples of Australian services
 
Lifeline
Lifeline is a community service organisation that has been saving lives and supporting Australians in need for nearly 
50 years. From the beginning, Lifeline has been committed to reaching out to those in crisis — offering an immediate 
response when difficulties seem overwhelming. Lifeline was founded in 1963 by the late Reverend Dr. Sir Alan Walker 
when he took a call from a distressed man who later took his own life. Determined not to let isolation and lack of 
support be the cause of more deaths, Sir Alan launched a 24-hour crisis support line. Lifeline talks to 1,250 callers a

64 Butler, A.C., Chapman, J. E., Forman, E. M. & Beck A. T. (2006). The Empirical Status of Cognitive-Behavioral Therapy: A Review of  
 Meta-analyses. Clinical Psychology Review, 26(1): 17–31.
65 Cooper, M. (2008). Essential Research Findings in Counselling and Psychotherapy: The Facts are Friendly. SAGE Publications.
66 The Australian Association for Cognitive and Behavioural Therapy website. www.aacbt.org
67 Bergin, A. E. and Garfield, E. L. (1994). Handbook of Psychotherapy and Behaviour Change.
68 Rollnick, S. & Miller, W.R. (1995). What is Motivational Interviewing? Behavioural and Cognitive Psychotherapy, 23, 325-334.
69 Miller, W. R and Rollnick, S (2002). Motivational Interviewing: Preparing people to change (2nd ed.), Guilford Press, New York.
70 Lawn, S. (2009). Motivational interviewing. Complementary Medicine, July/August, 20-22.
71 Op. cit. Egan (1994).
72 Davidson, L., Rowe, M., Tondora, J., O’Connel, M. & Lawless, M. (2008). A Practical Guide to Recovery-Oriented Practice: Tools for Trans  
 forming Mental Health Care. New York: Oxford University Press.
73 Wampold, B., Imel, Z., & Miller, S. (2009) Barriers to the Dissemination of Empirically SupportedTreatments: Matching Messages to the   
 Evidence. The Behaviour Therapist, 32(7), 144-155.
74 Miller, S., Hubble, M. & Duncan, B. (2007). Supershrinks: Learning from the fields most effective practitioners. Psychotherapy Networker,   
 November/December, 28 - 35 & 56.
75 Lawn, S., Battersby, M., Lindner, H., Mathews,R., Morris, S. Wells, L., Litt, J. & Reed, R. (2009). What skills do primary healthcare  
 professionals need to provide effective self-management support? Seeking consumer perspectives. Australian Journal of Primary Health,   
 15, 37-44.
76 Bambling, King, Reid and Wegner (2008) Online counselling: the experience of counsellors providing synchronous single-session  
 counselling to young people. Counselling and Psychotherapy Research, Vol 8 (2), 110-116.
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day through their national 13 11 14 service, with around 50 calls from people at imminent risk of suicide. Lifeline  
understands that a person can experience crisis as a result of many events: a relationship breakdown, loss of a job, 
the onset of mental health issues, caring for another, violence and trauma in the home, pressures from work and 
study, an accident or the loss of a loved one. Every day, Lifeline is contacted by people in crisis. Lifeline believes that 
crisis support saves lives — it breaks the onset of suicidality, it prevents unsafe and damaging reactions to difficulties, 
and it builds opportunities for personal growth and change — creating enhanced resilience and coping capabilities  
for future crisis. 

Lifeline’s numerous crisis support and suicide prevention services are made possible through the efforts of around 
1,000 staff and 11,000 volunteers, operating from over 60 locations nationwide. Services and resources are now 
provided through phone, face-to-face and online mediums.

Lifeline also provides national services and campaigns that promote emotional well-being, encourage help seeking, 
and address suicide prevention and awareness. 

NALAG (NSW) Inc. 
The NALAG Centre for Loss and Grief provides loss, grief, trauma support and counselling. NALAG stands for  
the National Association for Loss and Grief. NALAG (NSW) Inc. aims to enhance the capacity of individuals,  
organisations and communities in order to enhance well-being following loss, grief, bereavement and trauma. The  
NALAG Centre in Dubbo offers individual grief support and counselling together with psychoeducation in the area 
of depression, stress and anxiety. The NALAG Centre outreaches to remote areas of NSW including Bourke,  
Brewarrina, Walgett, Lightning Ridge, Goodooga, Parkes and Narromine.  

NALAG (NSW) Inc. is one of the peak providers of education and training in the area of loss, grief and trauma.  
NALAG (NSW) Inc. also provides a Telephone Grief Support Service for rural and remote communities that may  
not have services for face to face support.  Based in Sydney, the Telephone Grief Support service is managed by  
dedicated volunteers.  

One of NALAG’s programs, the Blue Healers Program, is a psychoeducation program designed to teach people  
experiencing depression, stress and anxiety strategies for coping. A 2010 evaluation of the Blue Healers Program 
found that participants who completed the program had a 40% mood improvement from pre to post as measured  
by the Depression Anxiety Stress Scale (DASS). 

Carers ACT
Carers ACT runs the Culturally and Linguistically Diverse (CALD) Carers program to provide support and facilitate 
access to services for carers from non-English speaking backgrounds. CALD carers look after a family member or 
friend who has a chronic illness, disability, mental health issue, a drug or alcohol problem or is frail aged. CALD carers 
share many of the same experiences as other carers, including stress, burnout, isolation and lack of assistance.   
However, cultural issues and conflicts may have an additional influence on this demanding role.

Although some CALD Carers may have very strong English language skills, they may still have very different cultural 
values which could make mainstream support mechanisms incompatible with their needs. The CALD Carers program 
aims to assist CALD carers to break down the barriers and ensure they have access to the services they are  
entitled to.

Support groups are available for 12 ethnic groups and allow CALD carers to meet and talk to other carers who 
share the same language and culture. Groups meet monthly and include: Chinese; Greek; Hungarian; Indian; Italian; 
Japanese; Polish; Samoan; Spanish; Tamil; Tongan; and Vietnamese.

These support groups are facilitated by a bilingual group facilitator who speaks the language of the group,  
understands the culture and can interpret if required. Carers ACT provide training and support for the group  
leaders to assist them in their role. 

CALD Carers also have access to the mainstream one-on-one support facilitated by Carers Act including: counselling 
services; referral to respite services; information and resources; special, individual support as required; and access to 
other Carers ACT groups and events.
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Accommodation Support and Outreach

Raymond’s story:
The starting of my troubles was alcohol abuse. I was living my life to drink alcohol and neglecting  
family responsibilities. It was causing mental breakdown for myself and my family. I knew I had to stop 
but couldn’t. My family tried to help but I couldn’t stop. With living in boarding houses feeling lonely, it 
gave me a long time to think about the way I was going to live my life. Neami helped me choose the 
right path and gave me the skills to keep on this path; gradually it gave me contact with family again, 
which was the start of a new life. 77

A lack of appropriate supported accommodation has long been declared the most significant obstacle to effective 
recovery and rehabilitation for people living with mental illness. 78 Consumers themselves repeatedly identify stable 
housing as critical to their quality of life.  

Safe housing is a basic human right but this is not the reality for far too many people with mental illness. The  
recent survey on adults living with a psychotic illness found that 5% were homeless at the time of interview, 13% had 
experienced homelessness over the past year, 20% were living in a family residence that was not their own (with 10% 
not happy with this arrangement), and 27% had changed accommodation at least once over the past year. 79 While 
improved since the 1997/98 survey, largely due to the increase availability of supported accommodation, these  
statistics do not capture the trauma of transitional homelessness where people cycle through different forms of  
tenuous housing and/or homelessness. 80 
 
A recent survey conducted by the Schizophrenia Fellowships of Australia found that around two-thirds of people 
mentioned housing and housing support as the most important issues in their lives. 81  As the Queensland Office of the 
Public Advocate summarised in their submission to the Senate Select Committee Inquiry into Australian Mental Health 
Services:  

“Housing is one of the critical factors in a person’s recovery process. A wealth of empirical evidence now attests to the fact 
that poor, unsuitable, substandard, and/or unaffordable housing has a direct impact on the emotional and social well-being  
of mental health consumers. Simply put, good mental health requires good housing.”  

Building the evidence base
 
Because of its centrality to recovery and social inclusion, accommodation and housing support is an important  
component of many programs in the community managed mental health sector. There is strong evidence both  
internationally and in Australia demonstrating that where housing needs are addressed people experience improved 
mental health outcomes. The World Health Organization (WHO) has shown clear benefits by comparing supported 
accommodation in the community with institutional care for consumers in recovery. The results are as follows:

•	 73% of studies found significantly better outcomes in functioning and psychosocial adjustment
•	 64% of studies found significant reductions in hospital admissions/re-admissions . 82

77 Neami (2011). Neami Annual Report 2010/11. Melbourne: Neami.
78 Human Rights and Equal Opportunity Commission (1993). Human Rights and Mental Illness. Canberra: Australian Government Publishing   
 Service.
79 Op. cit. Commonwealth of Australia (2011a).
80 Robinson, C. (2003). Understanding Iterative Homelessness: The Case for People with Mental Disorders, Melbourne: Australian Housing   
 and Urban Research Institute.
81 Mental Illness Fellowship Victoria (2008). Mental Illness and Housing: Preliminary Discussion Paper for Schizophrenia Awareness Week.   
 Fairfield: Mental Illness Fellowship Victoria.
82 World Health Organization (WHO, 2003). Organization of Services for Mental Health: Mental health policy and service guidance package.   
 Geneva: WHO.
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Closer to home, the Housing and Accommodation Support Initiative (HASI) is an innovative NSW  
Government funded program that has yielded excellent results from commencement in 2003. It ensures stable  
housing linked to a range of levels of specialist support for people with a mental illness. HASI is based on a three-way 
partnership between Housing NSW, NSW Health (providing clinical services), and the community sector (providing 
rehabilitation and support services). HASI has been a prominent success story for the provision of a stable,  
consistent and integrated hospital-to-community-care system for people with a mental illness and associated  
psychiatric disability. For this group of people, HASI is helping to avert homelessness and to reduce the need  
for hospitalisation.  

HASI won the 2006 NSW Premier’s Public Sector Gold Award and a summary of the program evaluation is below: 

•	 The overwhelming majority of people maintained their secure housing since entering the program (90%) and  
of those ending tenancy most did so for planned reasons (86% of the remaining 10%).

•	 There are statistically significant decreases in hospital use, measured by:
• the average number of hospital admissions each year (24% decrease)
• the average number of days spent in hospital per person per year (60% decrease)
• the average number of days hospitalised per admission after entering the HASI program 
 (68% decrease)
• hospital use continued to decrease the longer the person was supported through HASI

• There are group improvements in mental health across a variety of outcome measures including:
• Kessler Psychological Distress Scale (K-10)
• Health of the Nation Outcome Scale (HONOS)
• Life Skills Profile (LSP-16)
• Activity and Participation Questionnaire (APQ-6)

•	 There are high levels of social inclusion indicators such as:
• a high degree of independence in daily living skills (e.g. personal hygiene, cooking, medication, transport)  
 with over 60% of people being completely independent or needing support less than half the time
• 83% were participating in at least one community social and recreational activity and more than half (54%)  
 were independently participating in community activities
• 86% had regular social contact with family and friends
• 31% were participating in paid or unpaid work
• 19% were involved with education and training
• 96% were engaged with health, mental health and/or allied health services at least once over the past year

•	 More than half were seen to have excellent, very good or good physical health and improved identification and 
management of poor physical health. 83

A final report on the longitudinal evaluation of HASI is nearing completion and will be available in 2012. It will assess 
the cost of HASI against the outcomes experienced by the people receiving support.

Another effective permanent housing partnership model that has been evaluated in Australia is Queensland’s  
Housing and Support Program (HASP). 84 The service model was established in 2006 and is similar to HASI.  
It also demonstrates improved well-being for people with significant disability by showing that clinical, housing and  
disability support services can be brought together to meet the needs of this population. The cost of keeping a  
person in HASP is half the cost of a non-acute hospital setting and one quarter the cost of an acute hospital setting.

In Victoria, Prevention and Recovery Care (PARC) services offer time limited accommodation support in a 
home-like environment that is not a person’s home (i.e. it is a community-based ‘step-up/step-down’ or ‘sub-acute’ 
service and offers an alternative to hospitalisation). 85 PARC is well regarded and provides strong support for people 
either leaving hospital or at risk of experiencing a crisis that may lead to hospitalisation. Among its strengths are the 
collaboration of clinical and community support providers (the ‘blended provider model’) and the fact that, as a  
community service, it can more easily maintain links with family and carers. It also fosters strong peer support 
through educational, social and recreational activities for residents.

83 McDermott, S., Bruce, J., Oprea, I., Fisher, K.R. and Muir, K. (2011). Evaluation of the Whole of Mental Health, Housing and  
 Accommodation Support Initiative (HASI): Second Report. Social Policy Research Centre Report 5/11, prepared for NSW Health and   
 Housing NSW, December 2010. Sydney: SPRC.
84 Meehan, T., Madson, K., Shepard, N. and Siskind, D. (2010). Final Evaluation Report of the Queensland Government’s Housing and  
 Support Program. Wacol: Queensland Government.
85 CMHA acknowledges that PARC services in Victoria are not seen as an accommodation support service type but as a distinct step-up  
 and step-down sub-acute service type (i.e. the stays are far too short to be accommodation).
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Evaluation shows that: 

•	 Consumers have provided feedback that they prefer this service to being in hospital-based care
•	 The ‘step-up’ component of the PARC model is designed as an early intervention strategy. The service  

guidelines for PARC state that PARC “…offers an important alternative for early intervention with those  
consumers in the early phase of relapse”

•	 According to the Manager for Adult Mental Health Services with the Victorian Department of Human  
Services, the cost per person per day in the PARC model is $339. The daily cost per person in hospital is  
$590. 86

There are several community managed organisations involved in the delivery of PARC services and also other 
sub-acute service models including ‘Time Out’ in Queensland which has strong linkages with private clinical service 
providers. The Transition to Recovery Program (TREC) in the ACT is another sub-acute residential service.

Examples of Australian services

Neami
Neami offers specialist rehabilitation and recovery services to people with serious mental illness who require  
assistance with skill development, social contact and housing.  Neami first expanded out of Victoria in 2003 when it 
was successful in tendering for the NSW HASI initiative. Approximately 2500 people in Victoria, NSW, SA, WA and 
Queensland are now supported by Neami each year through a wide range of programs including: PARC; home based 
outreach and care coordination; group programs; the Personal Helpers and Mentors Service; Day to Day Living;  
Complex Care Services; and arts-based practice. Health Promotion Officers in each state support an integrated  
approach to health and well-being. 

In Sydney, Neami collaborates with the St Vincent’s Health Outreach Team in Way2Home, a holistic response to 
people sleeping rough in the inner city area. This program has exceeded expectations in supporting people to move 
from the streets into permanent housing. An Aboriginal Assertive Outreach team works specifically with Aboriginal 
people sleeping rough or at risk of homelessness in the inner urban area of Sydney. Both of these programs employ 
people with lived experience of homelessness to support consumer engagement. All Neami programs use the  
Collaborative Recovery Model, a strengths-based approach to individual service planning, and many sites offer  
the peer facilitated Flourish program.

Central to the success of all of Neami’s programs are partnerships and in particular those with clinical services and 
community housing. Neami establishes formal service level agreements informed by our belief that most people are 
capable of living in the community if they have the right type of housing and coordinated support. These agreements 
clearly identify the roles of the partners and articulate protocols for enacting these roles. The overall aim is to  
support social inclusion, enhance quality of life, and build capacity for independent living and autonomy. 

SOLAS
SOLAS (Supported Options in Lifestyle and Access Services Inc.) is a specialist mental health service providing 
lifestyle support services to adults in the Townsville and North Queensland communities. Their mission is to provide 
collaborative engagement with people in mental health recovery to promote meaningful inclusion in communities. 
Their vision is for communities where belonging, inclusion and engagement create opportunities for life. SOLAS offers 
a range of support services based on the needs of each person. The services focus on hope, choice, motivation and 
inclusive processes using the strengths based perspective to support recovery in communities.

SOLAS provides a wide range of services to people affected by mental illness including the Mental Health Housing 
and Support Program (HASP). HASP is a collaborative interagency project involving Department of Communities 
(Housing and Homeless Services and Disability and Community Care Services) funded non-government service  
providers and Queensland Health. The program provides for comprehensive supports including clinical support,  
non-clinical support and social housing  to assist people with a psychiatric disability to move from Queensland  
Health extended treatment or acute mental health facilities towards sustained community living. 

86 Dench McClean Carlson (2008). Final report for: evaluation of the Prevention and Recovery Care (PARC) Services Project.
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Mind
Mind is a leading provider of a comprehensive range of services for over 5000 people with mental health issues 
and their families and friends across Victoria and South Australia. The organisational focus is on supporting personal 
recovery and promoting well-being. Services are individually tailored, person focused and responsive to the  
changing needs of people over time. Service models and practice are informed by evidence and an understanding  
of social models of health. Evidence includes feedback from people with a lived experience of mental health issues 
and recovery, their families and carers. In partnership with the University of Melbourne, a Director of Research  
has been appointed to develop a research and evaluation program.

Many clients experience significant disadvantage and marginalisation, and have experienced homelessness and  
institutionalisation. Services focus on issues of concern to the individual such as relationships, housing, employment, 
practical skill or self-confidence. Mind seeks to engage proactively and purposefully with clients as trusting and  
respectful relationships are developed.

The organisation has established a wide range of accommodation and support options to meet the needs and  
preferences of individuals. These include short-term crisis support, residential rehabilitation, long-term  
accommodation support and outreach. Services targeting people with particular needs such as women, young  
people and people with a dual disability have also been developed. Mind also works with clients to source stable  
and affordable housing.

Mind services acknowledge the needs of the families and friends of clients, and support is available to meet their 
individual needs. Specialist family services and short term targeted support is provided by the organisation.

All services are provided in the context of partnership and collaboration with other health professionals and  
community organisations. Specialist mental health services are key partners, and where appropriate, Mind works to 
develop an effective partnership with the treatment mental health professional to support access to effective  
treatment.
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Self-Help and Peer Support

Winifred’s story:
My life has been transformed by GROW. I could overcome the fear of embarrassing myself and  
better organise myself and start to go out again. A great sense of freedom comes from being helped 
out of the rut of life. Freedom to be who we are meant to be and realise our own true potential! My 
life continues to present challenges and changes, but I have continued with GROW, working on myself 
and encouraging others. “Each person’s recovery or growth aids the transformation of the world”. 87 

Self-help and peer support is central to recovery oriented service provision. Both the self-help (i.e. mutual aid)  
peer support movement and community managed organisations have grown from a shared history of responding  
to unmet individual, group and/or community needs. The community sector values the benefits of self-help/peer-
directed models of support. The inspiration of hope and feelings of acceptance instilled by the peer-led model is  
essential in promoting recovery. Mental health consumers and carers have consistently highlighted the importance  
of having support from ‘someone who’s walked in their shoes’, that is, someone with lived experience of mental 
illness and/or recovery. 

There are many different self-help movements and each has its own focus, techniques, associated beliefs, advocates 
and in some cases, leaders. Self-help uses publicly available information and/or support groups where people in similar 
situations join together and learn from one another. Self-help groups for mental health often begin as voluntary  
associations of people who share a common desire to overcome mental illness or otherwise increase their level of 
cognitive or emotional well-being. 88 Many have evolved to become mature organisations that may or may not  
be consumer operated and delivered.

Peer support occurs when people provide knowledge, experience, emotional, social or practical help to each other. 
89 It commonly refers to an initiative consisting of trained supporters and can take a number of forms such as peer 
mentoring, listening or counselling. Peer support is also used to refer to initiatives where colleagues, members of  
self-help organisations and others meet as equals to give each other support on a reciprocal basis. Peer, in this case,  
is taken to imply that each person has no more expertise as a supporter than the other and the relationship is one  
of equality. A peer has ‘been there, done that’ and can relate to others who are now in a similar situation.

Australia’s National Mental Health Plan defines peer support as:

Social and emotional support, frequently coupled with practical support, provided by people who have experienced mental 
health problems to others sharing a similar mental health condition. Peer support aims to bring about a desired social or 
personal change and may be provided on a financial or unpaid basis. 90 

Building the evidence base 
 
Self-help
Self-help groups are effective for helping people cope with, and recover from, a wide variety of problems. 91 92 The  
therapeutic effects are often attributed to increased social support, a sense of community, education, and personal 
empowerment. 93 94 95  The benefits for participants can include increased self-esteem, reduced stigma, accelerated

87 GROW website accessed at: http//grow.org.au.
88 Humphreys, K. & Rappaport, J. (1994). Researching Self-help/Mutual Aid Groups and Organizations: Many Roads, One Journey. Applied   
 and Preventative Psychology, 3 (4): 217–231.
89 Mead, S., Hilton, D. & Curtis, L. (2001). Peer Support: A Theoretical Perspective. Psychiatric Rehabilitation Journal. 25, pp.134-141.
90 Op. cit. Commonwealth of Australia. (2009b).
91 Solomon, P. (2004). Peer support/peer provided services underlying processes, benefits, and critical ingredients. Psychiatric Rehabilitation  
 Journal, 27 (4): 392–401.
92 Kyrouz, E. M., Humphreys, K., Loomis, C. (2002). A Review of Research on the Effectiveness of Self-help Mutual Aid Groups in  
 White, B. J. & Madara, E.  Journal of American Self-Help Group Clearinghouse Self-Help Group Sourcebook (7th ed.). American Self-Help   
 Group Clearinghouse, 71–86.
93 Hatzidimitriadou, E. (2002). Political ideology, helping mechanisms and empowerment of mental health self-help/mutual aid groups.  
 Journal of Community and Applied Social Psychology, 12 (4): 271–285.
94 Kurtz, L. (1990). The self-help movement: review of the past decade of research. Social Work with Groups, 13 (3): 101–115.
95 Maton, K.  I. (1988). Social support, organizational characteristics, psychological wellbeing and group appraisal in three self-help  
 populations. American Journal of Community Psychology, 16 (1): 53–77.
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rehabilitation, improved decision-making, decreased tendency to decompensate under stress, and improved social 
functioning. 96 97 98 Participation in self-help groups can result in decreased hospitalisation rates, shorter durations of 
hospitalisation and reduced use of other mental health services. 99

Peer support
Peer support is an important part of a holistic approach to mental health care. The evidence base for the  
effectiveness of a continuum of peer support services — from voluntary self-help through to consumer operated 
services (COS) — has recently been consolidated into an evidence based practice implementation ‘KIT’ (Knowledge 
Informing Transformation) by the US Substance Abuse and Mental Health Services Administration (SAMHSA). 100  
This includes an extensive literature review of the strong evidence base for self-help and peer support services and  
development of a fidelity scale so that services can audit peer support participation against the known evidence  
base for achieving recovery outcomes. 101 102  

The largest and most rigorous study of COS conducted to date is the US Consumer-Operated Services  
Programs (COSP) Multisite Research Initiative (1998–2006) with 1,827 individuals participating from eight sites.  
Their outcomes were compared to those for programs in traditional mental health service organisations. 103 Findings 
are that participation in COS leads to significant increases in both well-being and subjective aspects of empowerment 
when compared with results achieved through participation in traditional mental health services alone. The variations 
in strength of effect across sites were related to levels of consumer participation rather than to types of COS. 

Other examples of the growing evidence base supporting the effectiveness of peer support and COS approaches are:

•	 New Zealand has found that participation in peer support programs reduces psychiatric symptoms and  
hospitalisation, improves psychological and social adjustment and encourages goal advancement 104 

•	 A South Korean study of people with co-occurring mental health and substance abuse problems compared 
hospitalisation rates for consumers participating in a peer support program called ‘The Friends Connection’. 
Compared with a control group, they found that significantly fewer participants in ‘The Friends Connection’ 
were hospitalised within a three-year period 105

•	 A further study showed that, for those re-entering the community under a Transitional Discharge Model,  
re-hospitalisation was reduced. Peer support was one of the discharge program’s core components. 106

Australian evidence regarding the effectiveness of peer support includes a pilot evaluation of the first 3 months  
of a hospital avoidance and early discharge service demonstrating significantly reduced hospital bed days and  
associated cost savings, as well as reduced rates of post-support relapse. 107 The benefits of Peer Support Workers’  
lived experience on influencing recovery culture within acute services were also noted. Australian research also  
demonstrates challenges associated with the introduction of peer work including consumer and service provider 
understanding of these important work roles, with recommendations made for education to overcome this  
evidence based practice implementation barrier. 108

96 Davidson, L., Chinman, M., Kloos, B.,  Weingarten, R., Stayner, D. & Kraemer, J. (1999). Peer support among individuals with severe mental  
 Illness: A review of the evidence. Clinical Psychology: Science and Practice, 6 (2): 165–187.
97 Dean, S. R. (1971). The role of self-conducted group therapy. American Journal of Psychiatry, 127 (7): 934–937.
98 Kaufman, C. L. (1996). The lion’s den: Social identities and self-help groups. The Community Psychologist, 29: 11–13.
99 Ibid. Solomon (2004).
100 SAMHSA (2011a). Consumer Operated Services Evidence Based Practice ToolKIT. DHHS Pub. Rockville, MD: Center for Mental Health   
 Services.
101 SAMHSA (2011b). Consumer Operated Services: The Evidence. DHHS Pub. Rockville, MD: Center for Mental Health Services.
102 SAMHSA (2011c). Consumer Operated Services: Evaluating Your Program. DHHS Pub. Rockville, MD: Center for Mental Health  
 Services.
103 Campbell, J., Lichtenstein, C., Teague, G., Johnsen, M., Yates, B., Sonnefeld, J., et al. (2006) The Consumer-Operated Services Program   
 (COSP) Multisite Research Initiative: Final report. Saint Louis, MO: Coordinating Center at the Missouri Institute of Mental Health.
104 Doughty, C. &Tse, S. (2005). The Effectiveness of Service User Run or Service User Led Mental Health Services for People with Mental   
 Illness: A Systematic Literature Review. Wellington, New Zealand: Mental Health Commission.
105 Min, S., Whitecraft, J., Rothbard, A. & Salzer, M. (2007). Peer support for persons with co-occurring disorders and community tenure: a   
 survival analysis. Psychiatric Rehabilitation Journal, 30(3): 207-13.
106 Forchuk, C., Reynolds, W., Sharkey, S., Martin, M. & Jensen, E. (2007). Transitional discharge based on therapeutic relationships: state of  
 the art. Archives of Psychiatric Nursing, 21(2): 80-6.
107 Lawn, S., Smith, A. & Hunter, K. (2008). Mental health peer support for hospital avoidance and early discharge: An Australian example of  
 consumer driven and operated service. Journal of Mental Health, 17(5), 498-508.
108 Kemp, V & Henderson, A. (2012). Challenges faced by mental health peer support workers: Peer support from the peer supporter’s   
 point of view. Psychiatric Rehabilitation Journal. 35(4), 337-340.
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Peer support and COS approaches also have the added benefit of providing supportive employment opportunities 
and career pathways for people with lived experience of mental illness and recovery, which is in itself an evidence 
based practice that supports recovery.

Examples of Australian services
 
GROW Australia
Grow was founded in Sydney as Recovery Inc. more than 50 years ago and is now an international mental health  
self-help organisation. In 2010/11 around 4,000 people regularly accessed Grow services. 

Grow provides a peer supported program for growth and personal development to people with a mental illness 
and those people experiencing difficulty in coping with life’s challenges. The program is designed for people to take 
back control of their lives, overcome obstacles and start living a life full of meaning, hope and optimism. Grow groups 
offer the opportunity for people to share challenges and solutions for recovery in a supportive and structured way. 
Participants are also able to attend education and training sessions and participate in a range of social activities. Grow 
is free to join and there is no eligibility criteria. There is no need for a referral or diagnosis.

Grow has weekly meetings where small groups of people who have experienced a range of mental health issues 
including depression, anxiety, panic attacks as well as diagnosed mental illness, come together to support each other.  
Groups vary in size from 3 to 10 members and are run by experienced ‘Growers’ who have taken a voluntary  
leadership role with the group.  

A recent nation-wide research of the Grow Program found that “Grow’s major advantage is that it offers a ‘real life’ 
mini-community where people develop new skills. The benefits are concrete in terms of developing communication, social, life 
management and problem solving skills. But there are also improvements in the less tangible ‘quality of life’ arena which come 
via gradual identity transformation in terms of development of a sense of being useful, valuable and belonging.” 109   
The evaluation of GROW also showed that there is a statistically significant link between the length of time of  
Grow membership and reduced hospitalisation, medication usage and sustained recovery.

Red Cross
The Personal Helpers and Mentors Service (PHaMS) is available across Australia through a number of community 
organisations that together support about 7000 people at risk for or recovering from mental illness. 110 The program 
requires the use of Peer Support Workers and 87% of PHaMS programs have at least one and about half employ 
more than one. A Peer Support Worker is a person in a paid staff role who has lived experience of mental illness and 
recovery. In June 2010, PHaMS programs employed about 240 Peer Support Workers making this the largest mental 
health peer workforce in Australia. 111

In Rockhampton, far north Queensland, the service is offered through the Red Cross. The service began in late 2007, 
following a successful submission for funding to the Commonwealth Department of Families, Housing, Community 
Services and Indigenous Affairs (FaHCSIA). Since then, Rockhampton PHaMS Support Workers — both peer and  
non-peer — have helped more than 300 clients to get their lives on track.

The PHaMS team in Rockhampton addresses three priority areas: Aboriginal and Torres Strait Islander  
disadvantage; overcoming social exclusion by providing bridges back into the community; and tackling entrenched 
locational disadvantage. PHaMS is shaped by FaHCSIA guidelines which include requirements for a strengths-based 
recovery approach. 

109 Finn, L., Bishop, B & Sparrow, N. (2009). Capturing dynamic processes of change in GROW mutual help groups for mental health.  
 American Journal of Community Psychology, 44, 302-315.
110 Commonwealth of Australia (2011b). Working with Australians to Promote Mental Health, Prevent Mental Illness and Support Recovery:   
 Evaluation of the FaHCSIA Targeted Community Care Mental Health Initiatives — Final Report.Canberra: Department of Families,   
 Housing, Community Services and Indigenous Affairs.
111 Personal communication with FaHCSIA on 4 February 2011.
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The thriving peer support program helps guide workers and ensures relevant input from consumers. The Peer  
Support Worker’s role involves:  

•	 Advocating on behalf of service users and influencing service delivery 
•	 Influencing policy and protocol development 
•	 Promoting the identification of options and solutions when working with clients 
•	 Providing practical support to other workers under direction of the Team Leader 
•	 Acknowledging the rights and responsibilities of clients 
•	 Helping other workers to develop, put into practice, and evaluate clients’ recovery plans 
•	 Promoting mental health literacy within the program and the broader community
•	 Encouraging a peer support and recovery approach in other projects within the wider Red Cross  

organisation. 

Centre of Excellence in Peer Support
The Centre of Excellence in Peer Support provides a centralised specialist clearinghouse and online resource  
centre for mental health peer support. It has been set up in response to the growing interest in and recognition of 
peer support work, for both consumers and families/carers. A collaborative project, it aims to support a sustainable 
peer support sector by providing linkage, service mapping and information-sharing. It is intended for use by  
consumers, families/carers, peer support workers, community mental health organisations, NGOs and individuals  
who provide or want to provide peer support. 

Individualised information and support are also available by telephone or email. Business planning, in-house  
training and mentoring can be provided to individuals or services wanting to implement new peer support projects 
or enhance existing ones. 

The Centre aims to: reduce the burden on existing peer support agencies of responding to requests; increase the 
capacity of individuals and services to utilise best practice in the development, implementation, ongoing management, 
evaluation and review of peer support services; promote sustainable practice and encourage community participation 
in responding to mental health issues; reduce ad hoc and unsupported service development; increase potential peer 
support network linkages to assist planned service development; and provide practical information and support.
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Employment and Education

Daniel’s story:
The Fellowship has done wonders for me. I came to Pioneer Clubhouse in February 2009, where I 
attended for 2 and half years before I got my first full time job as a Business Support Officer at QBE 
processing applications for builders warranty insurance. I have had the opportunity to attend the 15th 
International Clubhouse Seminar in Florida in 2009. I also attended the 9th Australasian Conference  
in Queensland in September 2010. 112

In 2011, mental illness surpassed physical problems for the first time as the prime reason for receiving the Disability 
Support Pension (DSP). 113  With a steady increase since 2001, this translates to 241,335 Australian’s (i.e. 29.5% of 
DSP recipients with mental illness) — many of whom want work and are unable to access employment and education 
programs to help them get, and keep, jobs. More than half of these are over the age of 45. 

Employment and education are basic human rights and therefore meeting these core needs is central to a person’s 
sense of purpose and fulfilment. 114 Mental illness and psychiatric disability at an individual level disrupt schooling, 
school to work transitions, employment, and pathways to a career — both directly and indirectly. 115 

Activities in the areas of employment and education provide the most compelling evidence linking social inclusiveness 
with improved mental health and the community managed mental health sector is a significant provider of education 
and employment support. This is in line with its overall focus on helping individuals address their life goals and work 
to their strengths, as opposed to only focusing on the symptoms of mental illness alone. 

Whilst employment is not an option for everybody, the evidence still points to strong links between having a vocation 
in life, a sense of purpose, and recovery. 116 Employment can also reduce the stigma associated with mental illness as 
more people with mental illness enter the workforce and interact with society as a whole.

Many people affected by mental illness want to work and with the right individual support can do so. Yet they  
are significantly under-represented in employment statistics in Australia. A 2005 Australian survey of 134 disability  
employment service providers assisting 3,025 jobseekers found that people with mental health conditions  
represented the largest category at 30%, and fared worse than any other category in both getting and keeping  
employment. 117 

Ongoing support for this group is a requirement to achieve successful employment. Barriers to employment include: 

•	 A lack of support to overcome disability/impairments
•	 Systemic barriers resulting from community and workplace stigma
•	 The way health and vocational services are organised in Australia. 

The benefits of employment for people living with severe mental illness are well documented. It is well established 
that unemployment degrades a person’s sense of purpose, structure, social status and sense of identity. 118 It is not  
surprising then, that paid work is associated with reduced psychiatric symptoms, higher functioning, an improved 
sense of self-worth, and significant improvement in social skills.  119

112 Schizohphrenia Fellowship of NSW (2011). Annual Report 2010/11.
113 Commonwealth of Australia (Department of Families, Housing, Community Services and Indigenous Affairs, 2011). Characteristics of   
 Disability Support Pension Recipients.
114 Op. cit. United Nations (2007).
115 Waghorn, G., & Lloyd, C. (2005). The employment of people with mental illness. Australian e-Journal for the Advancement of Mental   
 Health, 4(2) Supplement, 1-43. 
116 Psychiatric Disability Services of Victoria (VICSERV, 2008b). Economic Participation: Employment and Education — Changing Outcomes.   
 Background Paper included in the Pathways to Social Inclusion Proposition Papers.
117 Op. cit. Waghorn, G. & Lloyd. C. (2005).
118 Boardman, J. (2003). Work, employment and psychiatric disability. Advances in Psychiatric Treatment, 9: 327-34.
119 Op. cit. VICSERV, (2008b).
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Building the evidence base
 
There are a many studies linking the benefits of employment support programs with improved outcomes for people 
with mental illness: 120 121  

•	 A USA study found that adults with severe and persistent mental illness who received employment services 
through mental health and/or vocational rehabilitation programs had higher employment rates than individuals 
who did not receive any employment services. Individuals who received services from both programs had  
significantly higher employment rates than individuals who received services from only one program 122  

•	 Another study, looking at the 10-year outcomes of clients who participated in supported employment in the 
early 1990s, found that the benefits of supported employment lasted for the longer term, with participants 
reporting successful competitive employment and substantial improvements in self-esteem, feelings of hope, 
relationships, and control of substance abuse 123  

•	 Research has also found that consumers who retained competitive employment for a sustained period  
demonstrated benefits such as improved self-esteem and control of symptoms. 124 

Current evidence based practice in this area integrates employment job seeking services with mental health services. 
This approach is known as ‘supported employment’ and draws on the Individual Placement and Support (IPS)  
model. 125  The evidence of effectiveness of IPS is strong. A meta-analysis of 11 RCTs found an overall employment 
rate of 61% for those people receiving IPS compared to 23% for controls. 126

The original IPS model was developed around a set of seven core principles with another four operational principles 
added later:

1 The goal of the service is competitive employment
2 Zero-exclusion policy, eligibility is based solely on desire to work
3 Rapid job search, excluding lengthy pre-vocational training
4 Integration of vocational and clinical services
5 Attention to consumer preferences
6 Time-unlimited and individualised support
7 Personalised ‘benefits counselling’, that is, advice regarding income entitlements are their interaction with  
 paid work
8 Continuous availability of intensive onsite workplace support
9 Multidisciplinary teams to coordinate treatment and vocational interventions
10 Alliances between staff and consumers in rehabilitation
11 Strategies to counter workplace stigma.

Other approaches to employment and education that have been recognised as complimentary include:

•	 Clubhouses (perhaps the first integrated employment and mental health service)
•	 Consumer operated services (COS, as previously discussed under ‘Self-help and Peer Support’)
•	 Social enterprises (also known as the ‘fourth sector’). 

120 Ibid, VICSERV (2008b).
121 Munro, I. & Edward, K. L. (2008). The recovery journey: Employment support for people with depression and other mental illnesses.   
 Australian e-Journal for the Advancement of Mental Health, 7(2).
122 Pandiani, J. A., Simon, M. M., Tracy, B. J. & Banks, S. M. (2004). Impact of multi-agency employment services on employment rates.  
 Community Mental Health Journal. 40(4): 333-345.
123 Salyers, M., Becker, D., Drake, R., Torrey, W. & Wyzik, P. (2004). A ten-year follow-up of a supported employment program. Psychiatric   
 Services; 55(3): 302-8.
124 Bond, G. (2004). Supported employment: Evidence for an evidence-based practice. Psychiatric Rehabilitation Journal; 27(4): 345-359.
125 Becker, D. R. & Drake, R. E. (1993). A Working Life: The Individual Placement and Support (IPS) Program. Concord, NH: New        
 Hampshire-Dartmouth Psychiatric Research Center.
126 Bond, G. R., Drake, R. E., & Becker, D. R. (2008). An update on randomized controlled trials of evidence-based supported employment.   
 Psychiatric Rehabilitation Journal, (31), 280–289.
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Social enterprise organisations involve a blend of community sector/NGO and private-for-profit values and legal 
structures. They address economic, social, cultural or environmental issues consistent with a public or community 
benefit, often through employment of socially excluded people such as those that are homeless and/or have mental 
illness. 127 Social enterprise employment cooperatives are a key feature of the hugely successful mental health sector 
in Trieste, Italy, and are now gaining traction in Australia. Part of the strength of social enterprise models lies in their 
commitment to making reasonable accommodations for employees with complex health and/or social problems. 

Examples of Australian services
 
Schizophrenia Fellowship of NSW
The Schizophrenia Fellowship of NSW (SFNSW) Ostara Disability Employment Service (DES) program has a number 
of sites across Sydney which have been rated by the Department of Employment, Education and Workplace Relations 
(DEEWR) as a ‘5 Star’ DES provider. 128 Services are provided in eighteen locations across NSW including one based 
at the Pioneer Clubhouse at Balgowlah, which was established in 1995. Much more than simply a program, or a social 
service, the Clubhouse is most importantly a community of people with a common goal to support individuals living 
with the effects of mental illness. Clubhouse participation gives people opportunities for friendship, family, important 
work, employment, education, and to access the services and supports they may individually need. 

Clubhouses revolve around a work-ordered day and help give meaning and structure to the lives of members.  
The work-ordered day, together with the employment program, provides an invaluable stepping-stone into  
employment and the community. The Clubhouse provides a range of employment and education programs including 
the Transitional Employment Program (open employment) and Supported Employment. The latter uses the evidence 
based ISP approach with its emphasis on integrated service delivery with public and private mental health treatment 
services. Pioneer also provides support to members once they find employment. SFNSW’s inclusive and holistic  
approach has been fundamental to the outstanding success of their Ostara program. 

More recently, an Early School Leavers program has been developed for school leavers (15 to 17 years) who have 
been identified as having mental health issues but may not be diagnosed. This provides employment, training and 
where possible accredited education outcomes including apprenticeships and traineeships and up to two years  
post-employment support. 70% of the young participants have obtained jobs.

Freight Gallery & Studio
The Freight Gallery is auspiced by Disability in the Arts, Disadvantage in the Arts, Australia (DADAA) which is  
based in Fremantle and offers targeted cultural development programs in over 46 Western Australian communities. 
DADAA has been a catalyst for the development of an inclusive approach to the arts and culture for more than 20 
years and creates opportunities and significant beneficial social change for people who have a disability or mental 
illness. Programs cater to the artistic development and social and cultural participation needs of more than 2000 
people annually. The arts programs offer individualised and group arts practices that assist in the development of a 
wide range of artistic, social and functional skills that enhance self-confidence and enable participants to enter into 
activities and roles that are essential to a fulfilling, productive and participative life. Services are a result of partner-
ships encompassing: disability and health; community cultural development; the arts; training and education; and the 
corporate sector. Freight Gallery offers people living with a mental illness the opportunity to develop new skills or 
expand on existing skills in the visual arts. Freight artists work in various mediums: painting, photography, ceramics, 
digital media, sculpture or textiles. Participants also receive professional development and training in arts  
administration, curation and installation. Artists are encouraged to exhibit their work for sale, generating income  
and new employment opportunities for its members and increasing well-being.

127 Barraket, J., Collyer, N., O’Connor, M. & Anderson, H. (2010). Finding Australia’s Social Enterprise Sector (FASES) – Final Report.
128 Ostara Australia is a national consortium of mental health Disability Employment Service providers: www.ostara.org.au.
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Mental Illness Fellowship Victoria
The Mental Illness Fellowship Victoria (MI Fellowship) offers a wide range of community managed rehabilitation and 
support services to people with mental illness, their carers and families — last year working with close to 5,000 
people. MI Fellowship’s focus is to enable people to manage their mental health and pursue personal goals such as 
building a home and supportive relationships and participating in education and work.  

MI Fellowship is a significant provider of disability employment services for people with severe and persistent mental 
illness. They have been delivering international best practice employment services since 2005, applying the Individual 
Placement and Support (IPS) model that:

• Closely integrates mental health treatment and co-located employment services
• Supports jobseekers into employment as quickly as possible
• Provides ongoing support to encourage and train individuals as they participate in paid employment.  

Consistent with the principles that underpin the IPS model, MI Fellowship has established 10 co-located  
employment services in Area Mental Health Service clinics in Melbourne. MI Fellowship’s long term experience is 
that the IPS model works best when there is a close working relationship but clear and agreed separation of roles 
between employment consultants and mental health service providers. In collaborating with public mental health  
services they establish clear protocols detailing the expectations of respective service providers and support these 
with close liaison, information exchange and including the participation of consultants in people’s service review 
meetings. This close integration enables job seeking and placement goals to be integrated with overall treatment  
and recovery plans and facilitates links into other MI Fellowship services.

Another key program is Well Ways, an evidence-based peer-delivered family educational intervention that helps  
families of people with a mental illness better manage the impact of mental illness in their lives. The program is  
delivered nationally through a range of organisations and has been evaluated as being effective in reducing the  
negative care giving consequences frequently experienced by families and caregivers. 129

 

129 Stephens, J., Farhall, J., Farnan, S. & Ratcliff, K. (2011). An evaluation of Well Ways, a family education programme for carers of people with  
 a mental illness. Australian and New Zealand Journal of Psychiatry, 45: 45-53.
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Family and Carer Support

My story:
Mum would just lie in bed and not do anything; she didn’t want to have anything to do with the world. 
She looked sad and I would feel sad too. At this time my little sister was about six years old, I had to 
cook meals for her, I had to wash the dishes and do other chores as well. I also used to cook for Mum 
and take her meals to her in bed.
(Male aged 14)130 

A key component of the social inclusion approach taken by the community managed mental health sector is  
providing support to carers, family and friends. People rarely choose to become carers and are often thrown in at  
the deep end with little or no formal training in dealing with mental illness. Family and carers play a central role in the 
recovery process for many people with a mental illness. While this role can have many fulfilling aspects, it often places 
significant stress on the person providing care and places them at great risk of also developing a mental illness. 

For the first time, Australia has a National Carer Strategy — the second element of the Australian Government’s 
National Carer Recognition Framework. 131 Along with the Carer Recognition Act 2010, the National Carer Strategy 
strengthens our commitment to recognise and respond to the needs of carers so that they have rights, choices,  
opportunities and capabilities to participate in economic, social and community life. 132 133  The National Carer  
Strategy contains six important priority areas for action: recognition and respect; information and access; economic 
security; services for carers; education and training; and health and well-being.  Collectively, these priority areas 
outline how the contribution of Australia’s carers will be better valued, supported and shared and this must include 
increasing availability of family support and carer services. 

Carers are often overlooked by services — both for their contribution to the recovery process and in terms of  
their own personal needs. Carers have been found to contribute, on average, over 100 hours per week caring for 
those with mental illness. 134 They are at risk of both health and mental health problems themselves as they may  
experience anxiety, guilt, helplessness and, in some situations, fear for their own well-being or that of those  
around them. The rates of depression and anxiety disorders amongst carers are particularly high. 135 136  

Support for carers can include providing information and practical assistance, providing respite care (this is a break 
from caring responsibilities) and helping them to feel more confident and satisfied in their caring role. 

Building the evidence base

The evidence on the needs of carers
There is ample evidence both in Australia and internationally which attests to the needs and difficulties experienced 
by carers. The Mental Health Council of Australia (MHCA) conducted a series of workshops with 1,500 carers across 
Australia and they consistently brought up the lack of respect and recognition that others had for their experience 
and significance. They spoke of discrimination not only against those they care for but also against themselves, owing 
to their relationship to a person with mental illness, which is often highly stigmatised. 137

130 Mental Health Council of Tasmania (2009). Climbing Fences.
131 Commonwealth of Australia (2011). National Carer Strategy.
132 Commonwealth of Australia (2010b). Carer Recognition Act 2010.
133 Commonwealth of Australia (2010c). Carer Recognition Act 2010 Guidelines.
134 ARAFMI NSW (2005). Carer Services Mapping Project Final Report.
135 Perlick, D., Hohenstein, J. Clarkin, J., Kaczynski, R. & Rosenbeck, R. (2005). Use of mental health and primary care services by caregivers   
 of patients with bipolar disorder: a preliminary study. Bipolar disorders, 7, 126-135.
136 Baronet, A. (1999). Factors associated with caregiver burden in mental illness: a critical review of the research literature. Clinical  
 Psychology review, 19, 819-841.
137 Mental Health Council of Australia (2009). Adversity to Advocacy: The Lives and Hopes of Mental Health Carers.
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The National Survey of Carer Health and Wellbeing received information from 1,449 carers and found reduced  
physical, mental and emotional health and well-being for most carers because of their caring responsibilities. 138  
As a result of caring: 

•	 Two-thirds of carers felt their mental and emotional health had been affected by providing care
•	 Over half of all carers were experiencing mild to moderate depression
•	 Over half of all carers experienced a decline in physical health
•	 Constant pressure of caring, stress, disturbed or lost sleep, and physical aspects of care such as lifting to  

assist mobility were the most common reasons reported for negative effects on health.139 140

This is compounded by the fact that around one-third of carers reported their caring duties caused difficulties or 
delays in seeking their own health care (including GP visits, hospital treatments, operations, and treatments such as 
physiotherapy).   

Similar figures emerge from the international literature. For example, a 2005 Commonwealth Fund survey of family 
carers aged 19-64 found that 60% reported only fair or poor health, one or more chronic conditions or a disability, 
compared with only one-third of non-caregivers. 141 It is crucial for carers to feel that they can take a break or have 
some respite, that they are not alone and that their social support is effective. Likewise, it is important that other 
aspects of their lives are not completely overshadowed by their caring duties. 142

The evidence on the effectiveness of carer interventions
The benefits of providing support for carers are far-reaching — not just to the carers themselves but to the  
consumer, family and others involved in service delivery. 

A systematic review of carer needs and interventions in Australia found evidence to support the effectiveness  
of many types of support interventions for carers. 143 Caregiver interventions, as a whole, produced a significant 
improvement in carer burden, depression, subjective well-being, satisfaction, ability, knowledge and care receiver 
competence: 

•	 Education and counselling had a significant effect on all outcome variables 
•	 Multi-component interventions had significant effects on burden, well-being and knowledge
•	 Respite was effective for reducing burden and depression and enhancing 
•	 well-being. 
•	 Individual interventions had stronger effects on burden and well-being, while group-based interventions  

had larger effects on care receiver competence. 144 

Although the above studies were not specific to mental health carers, there is no reason to believe there would  
be significant differences in the results. 

In addition to strong evidence supporting respite care and counselling, it has also been found that for carers looking 
after those with dementia, disability or schizophrenia, there is a reasonable evidence base for other interventions 
not usually funded or provided by mainstream health services including carer support groups and the provision of 
information/education.

138 Cummings, R.A., Hughes, J & Tomyn, A. et. al. (2007). The Wellbeing of Australian’s — Carer Health and Wellbeing.
139 Schofield, H., Herrman, H., Bloch, S., Howe, A. & Singh, B. (1997). A profile of Australian family caregivers: diversity of roles and  
 circumstances. Australian and New Zealand Journal of Public Health; 21(1):59–66.
140 Briggs, H. & Fisher, D. (2000). Warning — Caring is a Health Hazard: Results of the 1999 national survey of carer health and wellbeing.   
 Carers Association of Australia. Canberra, 2000.
141 Ho, A., Collins, S., Davis, K. & Doty, M. (2005). A Look at Working-Age Caregivers’ Roles, Health Concerns, and Need for Support. New   
 York: The Commonwealth Fund.
142 Kuipers, E. & Bebbington, P. E. (2005). Research on Burden and Coping strategies in Families of People with Mental Disorders: Problems   
 and Perspectives. In Sartorius, N. et. al. (Eds), Families and Mental Disorders. John Wiley and Sons.
143 Eagar, K., Owen, A., Williams, K., Westera. A., Marosszeky, N., England, R.  &  Morris, D. (2007). Effective Caring: A synthesis of the  
 international evidence on carer needs and interventions. Centre for Health Service Development, University of Wollongong.
144 Sörensen, S., Pinquart, H. M. & Duberstein, P. (2002). How effective are interventions with caregivers? An updated meta-analysis.  
 Gerontologist Vol.42, No.3, pp.356-372.

35 Working Together to Improve Mental Health in the Community



Participants in carer support groups repeatedly commented on how much they appreciated talking to others who 
understood their situation, as they had been unable to get this level of understanding from their own relatives and 
friends. 145 146 It has been suggested that the caring role tends to fall on one individual within a family while the rest 
of the family may distance themselves from the situation. Support groups for primary carers can play a vital role in 
reducing feelings of isolation. 147 

The value of group information/education for families and carers as a brief intervention, evidence based practice has 
been understood for years. 148 However, as is the case with many known evidence based approaches there have been 
considerable challenges in implementing these services in acute care settings. 149 Research now demonstrates the 
many benefits of peer, as a compliment to service provider, delivered family education and support groups — in terms 
of both the focus on carer outcomes, prevention of mental health problems and in overcoming implementation  
barriers. 150 151 152 153 
     
Peer delivered family education programs have been delivered in Australia for more than 20 years and the  
recent large-scale, longitudinal, national evaluation of the Well Ways program demonstrated significant reductions  
in negative care giving consequences including worrying, tension, urging and distress.154  These gains were sustained at  
3 and 6-month follow-up and were also greater for carers of people with a psychotic illness.

Examples of Australian services

COPMI
Children of Parents with Mental Illness (COPMI) is a national service based in Adelaide, South Australia, that provides 
information for family members across Australia where a parent has a mental illness and for the people who care for 
and work with them. It is estimated that there are between 21% and 23% of children living in Australian households 
where at least one parent has a mental illness, equating to just over a million children. 155 These children may face 
many challenges. A range of factors associated with families where a parent experiences mental illness can have a 
negative impact on a child’s development and well-being. In stating this, it is also acknowledged that many parents  
living with mental illness are very capable.

With these families and children in mind, COPMI develops information for parents, their partners, carers, family 
and friends in support of these children. This information complements training resources developed by COPMI for 
professionals to support families either individually or through community services and programs. Their website is 
the primary way that COPMI information is accessed. They also work with health care providers, community support 
groups, educators, service organisations and the media.

COPMI’s resources are designed to foster better mental health outcomes for children of parents with a mental  
illness, reduce stigma associated with parental mental illness and help friends, family and workers in a range of settings 
identify and respond to the needs of the children and their families where parental mental illness exists. Resources 
are developed under the guidance of people who share the experience of living in families where mental illness is a 
part of family life, and of leading researchers and service providers in the mental health field.  

145 Chien, W.T., Chan, S., Morrissey, J., & Thompson, D. (2005). Effectiveness of a mutual support group for families of patients with  
 schizophrenia. Journal of Advanced Nursing; 51(6), 595-608.
146 Shanley C, Roddy M, Cruysmans, B. & Eisenberg, M. (2004). The humble telephone: a medium for running carer support groups.  
 Australasian Journal on Ageing; 23(2), 82-85.
147 Op. cit. Eagar et. al. (2007).
148 McFarlene, W, Lukens, E., Link, B. et al, (1995). Multiple family groups and psycheducation in the treatment of schizophrenia. Archives of   
 General Psychiatry, 52: 679-687.
149 Dixon, L., McFarlane, W., Lefley, H. et al. (2001). Evidence based practices for services to families of people with psychiatric disabilities.   
 Psychiatric Services, 52: 903-910.
150 Dixon, L., Luckstead, A., Medoff, D. et. al. (2011). Outcomes of a randomized study of a peer-taught family-to family education program  
 for mental illness. Psychiatric Services, 62(6), 7.
151 Pickett-Schenk, S., Cook, J., Steigman, P., Lippincott, R. Bennett, C. & Grey, D (2006). Psychological well-being and relationship outcomes  
 in a randomized study of family led education. Archives of General Psychiatry, 63, 1043-1050.
152 Dixon, L., Lucksted, A., stewart, B., Burland, J. et al. (2004). Outcomes of the peer taught 12-week family-to-family education program for  
 severe mental illness. Acta Psychiatrica Scandanavia, 109, 207-215.
153 Chien, W., Norman, I. & Thompson, D. (2004). Randomized controlled trial of a mutual support group for family caregivers of patients   
 with schizophrenia. International journal of Nursing Studies, 41, 637-649.
154 Op. cit. Stephens et. al. (2011).
155 Maybery, D., A. Reupert, et al. (2005). VicHealth Research Report on Children at Risk in Families affected by Parental Mental Illness.   
 Melbourne, Victorian Health Promotion Foundation.
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The COPMI initiative was established in 2002 and is being undertaken by the Australian Infant Child Adolescent  
and Family Mental Health Association (AICAFMHA). 

ARAFEMI 
The ARAFEMI Family Support Program recognises the important role that families, friends and carers play in  
the ongoing recovery from mental illness. As a leader in peer support for carers in Victoria, ARAFEMI listens and  
supports the voice of families towards better mental health through a helpline, support groups and online services. 
Over the past three years ARAFEMI has developed and implemented an independent, service neutral, state-wide 
Carer Advocacy Program in Victoria. 

A new Carer Advocate position has been developed to primarily assist carers in the mental health system with 
complex advocacy issues, the outcome of which will be to improve mental health services provided to carers and 
consumers. The Carer Advocate would provide one-to-one support to carers and services across Victoria including 
individualised face-to-face and telephone support to assist carers with complex advocacy issues and, where  
appropriate, walk with them when needed.

The seeds of this program originated from direct consultation with mental health carers and ARAFEMI continues  
to consult with carers and other key stakeholders in relation to this program to provide a ‘best practice’ service  
to carers, with a view to improving the responsiveness of the mental health system to carers and mental health  
consumers alike. A key finding of the consultation was “…even carers who are trained, experienced and skilled in  
advocacy felt there were times when they could advocate and times when it was just too hard …”. 156

ARAEFMI is a member of Mental Health Carers Arafmi Australia (MHCAA), a federation of the six ARAFMI member 
organisations in each state and territory and the national voice of mental health carers.

Frontier Services 
CMHA’s Building Capacity in Community Mental Health Family Support and Carer Respite Project, funded by the 
Australian Government under the COAG Mental Health Respite Program, provided a structure to bring people and 
organisations together to develop new and innovative support and services for families and carers of people with a 
mental illness and resulted in the establishment of numerous new services across Australia. 157 

For mental health professionals working in larger metropolitan centres, it’s hard to imagine the remoteness of  
Western Australia’s Pilbara and Kimberley regions. Dirt roads, often impassable during the wet season, the sheer  
vastness of space, the travel time from one town to the next. Add to that cross-cultural issues associated with  
working with Aboriginal and Torres Strait Islander (ATSI) communities plus a high incidence of comorbidities such  
as alcohol and drug issues and a picture emerges of life for mental health carers in the Pilbara and Kimberley.  
Frontier Services — the major provider of aged care, health, community services and pastoral support to people  
in outback Australia for the past 100 years — applied for funds for four projects under round two of the National  
Respite Development Fund component of the Mental Health Respite Program and were successful with all  
applications. One of these applications was to develop the Kimberley Mental Health Respite Service.

The region had a clear and significant unmet need for respite for carers of people with mental illness. Where a  
service did exist, carers were often anxious about leaving the care recipient. Due to high staff turnover in the region, 
the staff was rarely familiar to carers or care recipients. Frontier Services engaged a specialist Indigenous consultancy 
to scope the project. Despite many challenges, Frontier Services established a town-based service in Fitzroy  
Crossing which is serving the needs of carers in the Fitzroy Valley. Known locally as the ‘Fitzroy Valley Respite  
Service’, it is available to the 46 communities living in the Fitzroy Valley.
 

156 Cassar-Bartolo, K. and Sanders, F. (2008). Carer Involvement Project: Gathering Lived Experience: Phase 1: Review of Literature &  
 Service Map Concerning Carer Needs, Peer Support & Mentoring Models, ARAFEMI: Hawthorn.
157 Psychiatric Disability Services of Victoria (VICSERV, 2010). Partners in Respite: Building Capacity in Community Mental Health Family   
 Support and Carer Respite.
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Information, Advocacy and Promotion

Our stories:
Our stories are a valuable resource for making meaning out of ‘madness’, for changing perceptions  
and for educating the community and mental health professionals. How and whether you tell your 
story is entirely up to you. It is your story. For example, the idea of ‘mental illness’ is not something that 
all consumers identify with – some will express sophisticated intellectual, political or spiritual critiques 
of this concept. Others find it profoundly useful. 158 

Information, advocacy and promotion are activities towards increasing mental health literacy and self-directed  
care, and reducing stigma and discrimination. Mental health literacy has been defined as ‘knowledge and beliefs  
about mental disorders which aid their recognition, management or prevention’. Poor mental health literacy limits  
the implementation of evidence-based care and the degree of community support for people affected by mental  
disorders. Studies show that although Australians believe mental health is a significant issue, they are not well  
informed about the services available. 159

Poor mental health literacy was first demonstrated in Australia in a large national survey in 1995 with 90% of  
people reporting that they lack a clear understanding of mental illness and the services that are available to address  
it. 160 While recognition of mental health problems has since vastly improved, awareness of the services that are  
available to address it have not. 161 Despite growing mental health literacy, stigma surrounding people with lived  
experience of mental illness continues to be a major problem, both in the general community and amongst mental 
health and other health service providers. 162 

Information and education are the most frequently used approach to reduce the stigma associated with mental illness. 
Australia is leading the world in mental health education through national programs such as beyondblue and Mental 
Health First Aid. 

The overarching goals of public education are to:

•	 Improve the public’s ability to recognise the signs of mental illness
•	 Increase knowledge about treatment supports and services
•	 Increase willingness to proactively seek out professional services, and
•	 Build the capacity of carers to provide support. 163

The National Mental Health Strategy defines advocacy as ‘representing the concerns and interests of consumers  
and carers, speaking on their behalf, and providing training and support so they (people affected by mental illness) can 
represent themselves’. 164 Many others have a view that advocacy should never include speaking on another’s behalf, 
but always supporting people to use their own voice including shared and supported decision-making practices. The 
Fourth National Mental Health Plan states that service development should include support for advocacy and  
self-determination to the greatest extent possible.

158 Our Consumer Place (2011). Speaking Our Minds: A guide to how we use our stories.
159 Reavley, N. &  Jorm, A. (2011). Recognition of mental disorders and beliefs about treatment and outcome: findings from an Australian   
 National Survey of Mental Health Literacy and Stigma. The Royal Australian and New Zealand College of Psychiatrists, 45 (11), 947-956 .
160 Jorm, A. F., Korten, A. E. Jacomb, P. A. Christenson, H. Rodgers, B.  &  Pollitt, P. (1997). Mental health literacy: A survey of the publics’ ability  
 to recognise mental disorders and their beliefs about the effectiveness of treatment. Medical Journal of Australia. 166: 182-186.
161 Op cit.  Reavely & Jorm (2011).
162 Mental Health Council of Australia (2011). Consumer and Carer Experiences of Stigma from Mental Health and Other Health  
 Professionals. Canberra: MHCA.
163 Op. cit. Queensland Alliance (2009).
164 Op. cit. Commonwealth of Australia (2009a, 2009b & 2010).
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Mental health promotion is a multidisciplinary approach to achieving positive mental health and is part of a broader 
health promotion agenda. It looks beyond individual disease prevention and towards the steps that people and  
communities can take to encourage mental health. 165 Mental health promotion encompasses a variety of activities 
that work towards the ultimate outcomes of: 

•	 People having a better understanding and recognition of mental health problems and mental illness 
•	 People being supported to develop resilience and coping skills
•	 People being better prepared to seek help for themselves and to support others to prevent or intervene early 

in the onset or recurrence of mental illness 
•	 Greater recognition and response to co-occurring alcohol and other drug problems, physical health issues, and 

suicidal behaviour. 166

The Australian community managed mental health sector is actively engaged in information, advocacy and  
promotion activities. The continuation and extension of these programs, supported by emerging evidence, is in line 
with the National Mental Health Plan. 

Building the evidence base
There is an emerging evidence base showing that an investment in mental health information, advocacy and  
promotion can positively impact on consumers, carers and society as a whole. Research undertaken by the  
University of Melbourne has demonstrated an increase in awareness of depression and the issues associated with it  
(e.g. discrimination) between 1995 and 2004, which were most pronounced in states and territories that contributed 
funding to beyondblue. 167

The community managed mental health sector is well-placed to offer best practice initiatives in this area due  
to our holistic approach. Research shows that education is particularly effective when it is aimed at a specific  
audience, involves one or more forms of media, and the messages are tailored to the target audience (i.e. police, 
medical students). Information, education and advocacy activities can be especially effective when people with a lived 
experience of recovery share their stories and experiences. Education that is multi-faceted and confronts common 
myths (dangerousness, incompetence, impulsivity) improves public attitudes. 168 169 170 171    

There are also a number of reports that make the economic case for mental health promotion and prevention.172 173  
Early and preventive interventions show promise in reducing the burden of mental illness particularly in young  
people. 174 In one study, mainstream treatments were found to avert only 13% of the burden of mental illness and 
even best practice treatment, if applied to 100% of the population with mental illness, would still only avert an  
estimated 40% of the burden of disease. 175 Therefore, prevention and early intervention — for example, to help  
prevent relapse and reduce severity of mental illness — can significantly reduce costs. 176  

165 Op. cit. Queensland Alliance. (2009).
166 Op. cit. Commonwealth of Australia. (2009b).
167 Op. cit. Commonwealth of Australia. (2009b).
168 Lincoln, T. M., Arens, E., Berger, C. & Rief, W. (2008). Can anti-stigma campaigns be improved? A test of the impact of biogenetic vs  
 psychosocial causal explanations on implicit and explicit attitudes to schizophrenia. Schizophrenia Bulletin, 34(5): 984–994
169 Spagnolo, A. B., Murphy A. A. & Librera L. A. (2008). Reducing stigma by meeting and learning from people with mental illness. Psychiatric  
 Rehabilitation Journal, 31 (3); 186–193.
170 Pinfold, V., Huxley, P., Thornicroft, G., Farmer, P., Toulmin, H., and Graham, T. (2003). Reducing psychiatric stigma and discrimination —   
 evaluating an educational intervention with the police force in England. Social Psychiatry and Psychiatric Epidemiology, 38(6), 337–344.
171 Angermeyer, M. C., and Schulze, B. (2001). Reducing the stigma of schizophrenia: Understanding the process and options for  
 interventions. Epidemiologia e Psichiatria Sociale, 10(1), 1–7.
172 Friedli, L. and Parsonage, M. (2007). Mental health promotion: building an economic case. Belfast: Northern Ireland Association for  
 Mental Health.
173 McDaid, D. (2001). Estimating the costs of informal care for people with Alzheimer’s disease: Methodological and practical challenges.   
 International Journal of Geriatric Psychiatry, 16: 400-405.
174 Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K.R. & Walters E. E. (2005). Lifetime prevalence and age-of-onset distributions  
 of DSM-IV disorders in the National Comorbidity Survey Replication. Archive of General Psychiatry; 62(6):593-602.
175 Andrews, G., Issakidis, C., Sanderson, K., Corry, J. & Lapsley, H. (2004). Utilising survey data to inform public policy: comparison of the   
 cost effectiveness of treatment of ten mental disorders, British Journal of Psychiatry, 184, 526-533.
176 Access Economics (2009). The economic impact of youth mental illness and the cost effectiveness of early intervention.
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Examples of Australian services

Our Consumer Place
Our Consumer Place is a resource centre run by people diagnosed with ‘mental illness’. They provide information, 
training, support and advice to consumer developed initiatives. They also support the ‘consumer perspective’  
recognising that the lived experience of ‘mental illness’ provides a crucial source of insight that is of value and must  
be respected. Our Consumer Place is part of an important cultural shift towards valuing and respecting the lived  
experience of ‘mental illness’ as people diagnosed with mental illness have a unique perspective to offer. Lived  
experience is rich and varied — some people experience madness, psyche-ache, emotional distress, hearing voices, 
mental breakdown or ‘mental illness’ — not all people make meaning from their experiences in the same way. 

Many people have experienced prejudice, exclusion and trauma. Many have used or survived mental health services, 
others have not. Many people have hidden their experiences, and some share their experiences in various ways.  All 
people with lived experience share the ability to reflect on their lives, communities and the ‘mental health system’ 
from the perspective of having been through these experiences. Our Consumer Place is a resource for the voices  
of people with lived experience to come together and become stronger.

Our Consumer Place is based in Melbourne and auspiced by Our Community. Our Community is a world-leading 
for-profit social enterprise that provides advice and tools for Australia’s 600,000 not-for-profit community groups and 
state, private and independent schools, as well as practical linkages between the community sector and the general 
public, business and government. Our Consumer Place is unique in Australia but there are many similar services in 
Europe and the United States.

Mental Health Association of Central Australia
The Mental Health Association of Central Australia (MHACA) is located in Alice Springs. They have a vision to 
enhance mental health and well-being for people living in Central Australia. They offer a diverse range of individual 
psychosocial support that is recovery-oriented including:

•	 A drop-in centre, with a regular program of activities including a peer support program 
•	 Short-term care around relapse to minimise hospitalisation 
•	 Suicide prevention and research 
•	 Training in mental health first aid and suicide intervention 
•	 Independent housing support that is affordable and secure 
•	 Mental health promotion to raise community awareness 
•	 Opportunities for participant collaboration and participation
•	 Advocacy and participation at local, state and national levels.

MHACA first formed in 1992. A small group of carers wanted more than just the medical services available – they 
wanted rehabilitation services and to explore accommodation options. Originally developed as a Clubhouse model, 
MHACA has since evolved into a ‘one stop shop’.

MHACA’s longest running service, the Life Promotion Program, works to develop strategies to reduce suicide  
and suicidal behaviour in Central Australia by applying the principles of the LIFE Framework of the National Suicide 
Prevention Strategy. This includes: delivery of ASIST (Applied Suicide Intervention Skills Training); raising awareness  
and reducing stigma around suicide; supporting communities after a suicide; developing culturally appropriate  
resources; supporting a Mental Health Promotion Officer in Tennant Creek; data collection on completed suicides;  
and organising World Suicide Prevention Day events. 

Current projects include ‘Suicide Story’, an indigenous-specific training tool to help create suicide safer communities 
and families, and the ‘Yarning About Suicide’ audio project.
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beyondblue
beyondblue is a national, independent, not-for-profit organisation working to address issues associated with  
depression, anxiety and related disorders in Australia. Where possible, it draws on evidence-based research, works 
in partnership with health services, schools, workplaces, universities and community organisations, as well as people 
living with depression/anxiety and their carers, to bring together their expertise. beyondblue’s main aims are to raise 
awareness of depression, anxiety and related disorders to help reduce the associated stigma and encourage people 
to seek help in the Australian community.

Underpinning beyondblue’s mission is a series of five priority areas for action:

1  Increasing community awareness of depression, anxiety and related disorders and addressing the  
 associated stigma
2  Providing people living with depression and anxiety and their carers with information on the illness and  
 effective treatment options, and promoting their needs and experiences with policy makers and healthcare  
 service providers
3  Developing depression prevention and early intervention programs 
4  Improving training and support for General Practitioners and other healthcare professionals on  
 depression/anxiety
5  Initiating and supporting depression-related research.

A 2009 independent evaluation of beyondblue concluded that:

•	 It is clear that beyondblue has established itself over the past decade as a major force in shaping public policy 
and in introducing new programs in mental health in Australia

•	 It is likely that beyondblue has, at least partially, increased the capacity of the broader Australian community  
to prevent and respond effectively to depression

•	 The breadth and depth of its activities across its five priority areas is impressive. Its activities are well  
distributed between innovation (funding of new programs), further development of more established  
programs, and preparation for wider dissemination of existing programs through planning and workforce 
development. 177

 

177 Dunt, D., Robinson, J., Selvarajah, S. & Pirkis, J. (2009). beyondblue: the national depression initiative 2005-2010: An independent  
 evaluation report. Centre for Health Policy, Programs and Economics; School of Population Health, The University of Melbourne.
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Leisure and Recreation

Sallyanne’s story:
I’ve lost 60 kilograms! My feet have gone down two shoe sizes. I’ve got a lot more going on socially 
now than I ever did before and I am very happy to be buying new clothes. My financial management 
skills have really come along too. I am more confident and energetic and I am not sitting at home 
alone. I have more of a social life than I had before. I was a borderline diabetic and was going to be 
insulin dependent. I made the choice to change. 178

Leisure and recreation activities are an important component of the social inclusion approach taken by the  
community managed mental health sector. This is not simply a matter of ‘finding something to do’; it is providing 
meaningful engagement with other individuals, and with the broader community, which are very important to  
recovery. 

It is well documented that leisure activities increase one’s physical, social, and mental health as well as being “health- 
sustaining, self-actualising, and re-creative”. 179 Like anyone else, people living with mental illnesses need a sense of  
belonging and a feeling of satisfaction with their lives.  Efforts to help people feel a part of their communities and  
have a good quality of life usually focus on helping them get decent housing, meaningful employment, education and 
health care, as well as fostering self-determination and social support.  However, recreational and leisure activities  
are also central to feeling connected to community life.

Research has consistently indicated that physically and socially active recreation and leisure activities are related to 
a higher quality of life in the general population, as well as in people with various disabilities. This is especially true of 
activities that help people feel a part of neighbourhood life including such simple activities as eating in a restaurant, 
visiting a library or walking in a park.  But research has also found strong relationships between physical activity and 
physical health as well as between physical activity and mental health. Yet individuals with serious mental illnesses are 
significantly less active than the general population and their leisure involvement tends to be much more passive.

Building the evidence base
The negative impacts of mental illness can affect almost everything that is connected to satisfaction and well-being 
in everyday life. In terms of social support and social networks, problems created by inter-personal issues can have a 
large impact on quality of life and are probably more pervasive than the illness itself. 180 

Therefore, programs which seek to increase a person’s self-esteem, self-efficacy and social functioning can significantly 
aid in the recovery process and contribute to a feeling of social inclusion. Consumers and carers value improved 
functioning very highly and one study found that they value this more highly than improvement in symptoms. 181

There is also a link between access to leisure and recreation, and housing. The links between ‘staying housed’ and the 
various forms, levels and sources of support are quite broad. These forms of support can be directly associated with 
housing, such as financial assistance or practical assistance with daily activities and household tasks; or indirectly as in 
the case of more intangible factors that can improve a person’s mental health and emotional well-being, for example:

•	 Social and community connectedness
•	 Stable and supportive environments
•	 Leisure and physical activities
•	 Access to social and supportive relationships
•	 Physical security 

178 Psychiatric Rehabilitation Australia (2011). Annual Report 2011.
179 Neumayer, B. & Hocking, C. (2005). Leisure as Commodity. In G. Whiteford & V. Wright-St Clair. Occupation & practice in context.  
 Marrickville, NSW: Elsevier Australia.
180 Murphy, H. & Murphy, E. K. (2006). Comparing quality of life using the World Health Organization Quality of Life measure (WHO  
 QOL-100) in a clinical and non-clinical sample: Exploring the role of self-esteem, self-efficacy and social functioning. Advances in Mental  
 Health, Vol 15(3). 289-300.
181 Harvey, C., Evert, H., Herrman, H., Pinzone, T. & Gureje, O. (2002). Disability, Homelessness and Social Relationships Among People Living   
 with Psychosis in Australia: Low Prevalence Disorder Component of the National Study of Mental Health and Wellbeing Bulletin 5,    
 Commonwealth Department of Health and Ageing.
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•	 Opportunity for self-determination and control over one’s life
•	 Access to work or meaningful engagement
•	 Access to money. 182

Support indirectly linked to housing such as access to leisure or recreational activities can help someone with a  
mental illness cope with the day-to-day demands of life. In turn, this makes it more likely that people can sustain  
housing.  183 184  

Examples of Australian services

PRA
Psychiatric Rehabilitation Australia (PRA) currently supports 2800 people living with persistent mental illness and 
their families/carers with a range of community-based, work-based and home-based initiatives in 32 locations across 
NSW. PRA is one of four community organisations in NSW delivering the Recovery and Resources Services  
Program (RRSP). RRSP is a service to support people with a mental illness by providing improved access to  
community social, leisure, and recreational opportunities and vocational services. RRSP has focused on establishing 
services in regional and rural areas with a limited existing range of community managed mental health services.  
PRA is currently providing RRSP services in Cootamundra, Tumut/Young, Temora/Junee, West Wyalong, Moree,  
Armidale, Taree/Foster, Maitland/Cessnock and Blacktown.

The RRSP has a recovery approach and is based on principles of psychosocial rehabilitation. This approach and the 
psychosocial principles are the foundations of service delivery for people with a mental illness, which means that  
the practice of psychosocial rehabilitation begins at the first point of contact. The aim of the RRSP is to reduce social 
isolation through access to community-based activities, as well as to promote access to public and private healthcare 
services.

People receiving PRA’s RRSP services also benefit from the opportunity to participate in the Back On Track Health 
(BOTH) program which provides opportunities for clients to address or prevent physical health problems that they 
may be struggling with including poor nutrition, obesity, diabetes, smoking, cardiovascular disease, substance use and 
metabolic syndrome.

Club Haven
Anglicare Tasmania currently provides fourteen mental health programs across the state. Club Haven is one of  
these programs and is based in Devonport in Tasmania’s north-west. It is a social and support network for people 
recovering from mental illness and is quite unique in its history, development and progressiveness. It is a comfortable 
place where people can meet and develop skills through activities like computer training, cooking, art and craft, first 
aid training and exercise. It offers a friendly, supportive environment in which to build self-esteem, independence and 
confidence. Club Haven receives no external funding and is currently funded by Anglicare Tasmania Inc., both through 
its Mental Health Services stream and broader organisational support.

Club Haven is a consumer-led program currently operating two days a week, providing social and recreational  
activities for people with mental illness, as well as opportunities for people to develop skills and participate in the 
community. Club Haven is increasingly being recognised for its contribution to broader developments regarding  
consumer participation and increasing clients’ capacity to cope with everyday life.

This included consumer representation on the recent Department of Health and Human Services (DHHS)  
Consumer and Carer Participation Review Implementation Advisory Committee. Club Haven also has consumer 
representation on a number of other working groups and steering committees and is actively involved in promoting 
the benefits of recovery-based peer support. 

Anglicare reports receiving extremely positive feedback from other NGO service providers and clients about the 
day-to-day difference the program makes in the lives of its members.

182 Op. cit. Mental Health Coordinating Council (2007).
183 Op cit. Duff et.al (2011)
184 O’Brien, A., Ingli, S., Herber, T. & Reynolds, A. (2002). Linkages Between Housing and Support: What is important from the perspective   
 of people living with a mental illness. Australian Housing and Urban Research Institute (AHURI), Swinburne/Monash Research Centre/  
 Ecumenical Housing Inc.
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Aspire
Aspire, A Pathway to Mental Health (Aspire), was established in 1989 and operates across southwest Victoria and 
Tasmania. Aspire provides a range of community managed mental health services for consumers, carers and the wider 
community. These services include rehabilitation and recovery for adults with a serious mental illness and psychiatric 
disability, carer support and advocacy, respite, volunteering and mental health promotion and education. 

Aspire delivers rehabilitation and recovery services within a framework of practice known as the ‘Boston Model 
of Recovery’. The Boston Model is a strengths-based approach that recognises each individual’s skills and interests 
and supports recovery in a holistic way to reflect the person’s occupation, communication and connection. This is 
achieved across life domains including social and recreational activities. 

As an organisation driven by the mission to enhance the mental health and overall quality of life of every individual 
in our community and one that specialises in service delivery in regional and remote regions, Aspire appreciates 
and promotes the importance of community connection and collaboration. In isolated communities it is essential 
to integrate services with normal everyday activities and interests of the community such as sporting associations, 
schools, farming co-ops etc. This integration promotes acceptance and reduces stigma around mental health issues, 
provides an opportunity for mental health promotion and ill health prevention education and increases physical and 
social activity and engagement. The connection between physical and psychological health is well documented and 
now incorporated in to best practice in rehabilitation and recovery.  At Aspire, all activities are considered within the 
context of this connection and ranges from physical activities instead of traditional day programs through to  
healthy eating programs and nutritional advice.
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A key gap is in relation to accountability and Australia’s capacity to  
demonstrate clearly the real impact services have on the lives of people  

with mental illness.  

 (International Journal of Mental Health, 2011)185

185 Rosenberg, S. (2011). True North?: Twenty Years of Australian Mental Health Reform. International Journal of Mental   
 Health, 40(2) 8-24.
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The community managed mental health sector has the necessary experience and expertise to provide real  
recovery and social inclusion opportunities for people affected by mental illness — tailoring or adjusting psychosocial 
rehabilitation and support services where necessary for greater impact.  

Recent policy and funding directions have seen considerable growth of the community managed mental health sector 
but in the main this has not included funding for infrastructure development. A coordinated national sector research 
and development strategy is urgently needed to address:  

•	 Data collection and outcome monitoring
•	 Workforce development and learning
•	 Quality improvement
•	 Coordinated and integrated service delivery.

Both the Commonwealth and state/territory governments have a considerable investment to see that a  
national community managed mental health sector development strategy occurs. Progressing the national Data  
Development Project, including investment in data systems information technology, is seen to be an important first 
priority. Improved data systems and standardised outcomes monitoring will increase the sector’s capacity to  
demonstrate its efficiency and effectiveness, as well as the positive health and social benefits and outcomes for  
people affected by mental illness and their communities. 

The evidence increasingly shows that accommodation, employment and social connection services are central 
components of the mental health recovery journey. And it’s not just about service delivery — it’s also the recovery 
philosophy and relationship skills that mental health workers bring to their roles that helps instil a sense of belonging, 
connection, empowerment, and hope in those experiencing mental illness.  

In order to highlight and build on the effectiveness of this approach, more research must be done. People consulted 
in the development of this publication strongly highlighted this need. Through the use of standardised data reporting 
and recovery-based outcome measures, the contributions of the community managed mental health sector to the 
recovery of people with mental health problems and their families and carers is becoming increasingly evident. 
CMHA obtained legal status as an incorporated association in December 2011. This was preceded by three years of 
intensive relationship development work including the development of a Memorandum of Understanding to formalise 
the alliance. A National Leadership Committee developed strategic directions for CMHA and other management, 
governance and operational functions and processes, including CMHA’s Constitution. Incorporated association status 
provides CMHA with additional opportunities to pursue its role (i.e. goal, purpose and objectives) and to expedite 
future directions.

The role of CMHA
CMHA has been established as the national peak body to provide leadership and direction in promoting the  
benefits of community managed mental health and recovery services across Australia. The journey to establish  
CMHA brought together the various concerns and priorities of eight separately constituted organisations.  All of 
whom work alongside numerous departments of state, territory and federal governments who have diverse  
perspectives on the appropriate role and function of the community mental health sector. 
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The strength of the coalition lies in over 800 community managed non-government organisations who are  
members of, or affiliated with, the coalition members. CMHA draws on the expertise and skills of the state and  
territory member organisations to support and coordinate national level advocacy and representation, research,  
and policy and sector development services.

CMHA Goals
The primary goals of CMHA are to: 

•	 Build a viable and sustainable community managed mental health sector across Australia
•	 Promote the value and outcomes delivered by community managed mental health services based on  

a philosophy of recovery and social inclusion.

CMHA Purpose
The purpose of CMHA is to:

•	 Provide a voice and represent the community managed mental health sector in national initiatives  
related to mental health and social inclusion initiatives

•	 Enhance the capacity of coalition members to represent, support and strengthen the non-government  
community mental health sector

•	 Collaborate to develop joint policy and advocacy papers that promote community mental health at national 
and state/territory levels.

CMHA Objectives
CMHA’s objectives are to work at the national, state and local levels to:

•	 Increase understanding of the value of community mental health programs
•	 Establish a better understanding of community mental health programs, recovery services and  

consumer and carer groups supported by not-for-profit and non-government agencies
•	 Expand recovery options within the community
•	 Expand the range of options available to enable people with a mental illness to recover in their own  

homes and communities
•	 Influence government decision-making 
•	 Influence government decision-making related to mental health and other key social justice and social  

inclusion issues
•	 Improve funding for community-managed mental health services
•	 Increase the ratio of mental health funding allocated to support quality community-managed mental health 

services and recovery programs
•	 Improve capacity of the community mental health sector 
•	 Promote and strengthen the capacity of the community mental health sector across Australia
•	 Foster effective partnerships to achieve shared goals
•	 Establish effective partnerships with stakeholders to achieve shared mental health reform goals
•	 Share knowledge and resources more effectively 
•	 Share the combined knowledge, resources and capacities of the State and Territory community mental  

health services
•	 Drive innovation, based on recovery and inclusion 
•	 Drive innovation and promote new models and programs based on recovery and social inclusion
•	 Work together to provide leadership and advocacy
•	 Work together to build unity and enable coalition members to be effective in their individual and  

collective leadership and advocacy roles.

The future of CMHA
CMHA is committed to working in collaboration with consumers, families and carers, communities, all levels of  
government and other health and community sector service providers and peak bodies to better address the needs 
of people affected by mental illness and to promote  mental — and social and emotional — well-being in Australia.  
With appropriate financial and structural support, CMHA will provide a unified voice representing, supporting and 
developing community managed mental health organisations and services. 
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Four strategic directions have been identified:

1. Sector and coalition capacity development
Support and develop the sector’s growing and innovative workforce as part of the rollout of the National Standards 
for Mental Health Services and achieving the social inclusion objectives of the Fourth National Mental Health Plan. 

2. Build and disseminating of the evidence base
Oversee data consistency and information management, implementation and evaluation of research and – through 
these activities – increase the evidence base for recovery oriented service provision that results in more effective 
outcomes for consumers, carers and communities affected by mental illness. 

3. National leadership and advocacy
Increase understanding of the importance of person-centred and self-directed recovery, rehabilitation and social  
inclusion health and community (i.e. psychosocial) services as necessary and natural adjuncts to medical treatments 
and advise on the best ways to strengthen access to these. 

4. Enhance our capacity and governance
Continue to grow CMHA’s ability to consult and communicate to better respond to people living with and/or  
recovering from mental health problems about the best ways to address their needs. 

An overview of CMHA’s current strategic directions is provided below:  
 

CMHA STRATEGIC DIRECTIONS
Goal 1: Sector and coalition capacity development

Objective	1.1 Promote	diversity	and	innovation,	quality	and	standards
Objective	1.2 Build	a	skilled	and	competent	workforce
Objective	1.3 Support	and	collaborate	on	national	projects

Goal 2: Building and disseminating the evidence base

Objective	2.1 Foster	and	develop	a	national	approach	to	community	mental	health		
recovery	and	outcome	measures

Objective	2.2 Contribute	to	the	evidence	for	community-based	mental		health	recovery,	
rehabilitation	and	social	inclusion	models

Objective	2.3 Disseminate	good	practice	models	nationally	and	through		 	
coalition	members

Goal 3: National leadership and advocacy

Objective	3.1 Promote	a	unified	and	unique	voice	regarding	community		 	 	
based	mental	health,	recovery	and	social	inclusion

Objective	3.2 Contribute	to	national	debate	and	policy	development		 	 	 	
related	to	mental	health	recovery,	rehabilitation	and	social	inclusion

Objective	3.3 Facilitate	collaborative	partnerships	and	relationships		 	 	
across	the	non-government,	business,	private	and	public	mental	health	
and	government	sectors

Goal 4: Enhancing our capacity and governance

Objective	4.1 Develop	on-going	robust	consultation	and	communication		 	 	
mechanisms	

Objective	4.2 Support	governance	and	policy	capacity
Objective	4.3 Pursue	sustainability	in	infrastructure	and	funding
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CMHA’s wide-ranging national network affords opportunity for discussion, consideration and review of good service 
delivery models, leading to improved outcomes and collaborations with our public, private, primary healthcare and 
community sector service delivery partners. CMHA has a record of achieving excellent representation for people 
affected by mental illness, our members and other organisations.  

As a national coalition CMHA also offer the following:

•	 Understanding of the variation in needs, barriers, and reporting requirements across 22 funding bodies  
nationally

•	 A streamlined and independent voice for the community managed sector in national and cross-agency  
policy advice

•	 Deep understanding of the community managed mental health sector through the eight state/territory  
community sector mental health peak bodies 

•	 A mechanism to deliver consistent, high quality organisational support to the community managed  
mental health sector.

CMHA supports its members and their affiliates to continue the vital work of mental health recovery and  
social inclusion. Through supporting the work of CMHA and its affiliates, the ultimate goal of mental health  
recovery, stigma reduction and a more inclusive Australia for individuals, families, and carers will be closer  
to being achieved. 

At a national, state and local level, CMHA aims to:

•	 Build on the evidence base for community mental health programs, recovery services and 
consumer and carer groups supported by not-for-profit and non-government agencies

•	 Expand the options available to enable people with a mental illness to recover in their own 
homes and communities

•	 Influence government decision-making related to mental health and other key social justice 
and social inclusion issues

•	 Increase the ratio of mental health funding allocated to support quality community managed 
mental health services

•	 Promote and strengthen the capacity of the community mental health sector across  
Australia

•	 Establish effective partnerships with stakeholders to achieve shared mental health  
reform goals

•	 Share the knowledge, resources and capacities of state/ territory community mental health 
services

•	 Drive innovation and promote new models and programs based on recovery and social 
inclusion

•	 Work together to build unity and enable coalition members to be effective in their  
individual and collective leadership and advocacy roles.
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Appendix 1  Contact Details for CMHA Coalition Members
    

Region Name Position Organisation

 
ACT

Ian Rentsch CEO Mental Health Community  
Coalition ACT

Phone 02 6249 7756 Email ian.rentsch@mhccact.org.au

NSW
Jenna Bateman CEO Mental Health Coordinating  

Council
Phone 02 9555 8388 – 

Ext 102
Email jenna@mhcc.org.au

NT
Nfanwy Welsh Executive Officer NT Mental Health Coalition

Phone 08 8927 2074 Email nfanwy@ntmhc.org.au

 
QLD

Richard Nelson CEO Queensland Alliance for  
Mental Health

Phone 07 3832 2600 Email                     rnelson@qldalliance.org.au

SA
Geoff Harris Executive Director Mental Health Coalition  

South Australia
Phone 08 8212 8873 Email geoff@mhcsa.org.au

TAS
Darren Carr Executive Officer Mental Health Council of  

Tasmania 
Phone 03 6224 9222 Email eo@mhct.org

VIC
Kim Koop CEO Psychiatric Disability Services  

of  Victoria (VICSERV) 
Phone 03 9519 7000 Email k.koop@vicserv.org.au

WA
Rod Astbury Executive Director WA Association for  

Mental Health 
Phone 08 9420 7277 Email rastbury@waamh.org.au

 

Note:  The CMHA secretariat can be contacted at admin@cmha.org.au. 
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Appendix 2   Brief History of the Community Managed Mental  
   Health Sector
Community managed organisations have extensive expertise and a long history of supporting social inclusion  
and recovery from mental illness for over 100 years. Unfortunately, the history of the sector has not been well  
documented. The following content on the history of the sector is adapted from a presentation made at the 2008 
VICSERV Conference as an important step towards documenting that history. 186

In the early 1900s, the rights of the mentally ill were championed by what was then known as the Lunacy  
Reform League.  The first documented community managed mental health service in Australia was the Aftercare  
Association which was established in 1907 to provide discharged psychiatric patients with residential care. The return 
of traumatised war veterans hastened the call for mental health services in the community and the NSW Association 
for Mental Health was established in 1932 and set about lobbying for a broader range of both treatment and  
support services. Similar associations were established in other states and territories in the latter half of the  
twentieth century. 

In the 1940’s in Victoria, Prahran Mission established a voluntary drop-in centre which was increasingly used  
by people discharged from mental institutions. The 1950’s saw the establishment of what is now known as  
Psychiatric Rehabilitation Australia (PRA) reflecting a shift from charitable to more professional approaches within  
the sector including the use of self-help and peer support approaches. PRA was one of the first community managed  
organisations (CMOs) to receive government funding and did so reluctantly fearing loss of independence and  
ability to speak out and, if necessary, criticise government mental health policy (a realistic fear that continues for  
many government-funded CMOs to this day). 

Many other CMOs and peak bodies emerged during the 1960s, 70s and 80s coinciding with large scale  
deinstitutionalisation including: GROW (originally known as Recovery); the Richmond Fellowship; the Association  
of Relatives and Friends of the Mentally Ill (ARAFMI); and, the Schizophrenia Fellowship. These organizations provided 
an increasingly diverse range of services which characterise the sector to this day. In this era, optimism was growing 
about the capacity for recovery and participation in the community but medical models which focused on diagnosis 
and treatment rather than functional strengths and participation continued to hold sway in both policy and practice. 
Government acknowledgement and support for the developing community mental health sector was severely  
limited in both vision and financial commitment and community organisations were mostly seen to function as a  
complimentary but non-essential and cheaper alternative to professional services. This policy context perhaps  
explains the failure of governments to transfer resources both during the early phases of deinstitutionalisation  
and some might argue, still.

Peak mental health organisations formed in the mid-1980s in NSW and Victoria (with the Mental Health  
Coordinating Council and VICSERV respectively) and now exist in every state and territory and speak collectively 
through the Community Mental Health Australia (CMHA) coalition. 

186 Craze, L. & Plant, D. (2008). Taking Our Place: Community mental health services in Australia. As presented at the VICSERV Joining the   
 Dots … Creating Community, Mental Health Conference, May 8-9, 2008.

52Community Mental Health Austalia



What’s in a name …

A number of terms are used — both historically and currently — to describe the community  
managed mental health sector, including:

•	 Not-for-profit (NFP) sector 
•	 Community sector mental health services 
•	 Mental health non-government organisations (NGOs)
•	 Mental health community managed organisations (CMOs)
•	 In Victoria, Psychiatric Disability Rehabilitation and Support Services (PDRSS)
•	 The Third Sector — as defined by Lyons and as utilised in the National Compact 187

The defining characteristic of these organisations and their services are that they form in response 
to unmet need in communities and are innovative, flexible and responsive in finding person-centred 
solutions to what are often complex and diverse health and social problems.

  

187 Lyons, M. (2001). Third sector: the contribution of nonprofit and cooperative enterprise in Australia. Crows Nest: Allen and Unwin.
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Appendix 3  Glossary 188 

Access  Ability of consumers or potential consumers to obtain required or available services when needed  
  or within an appropriate time.
 
Advocacy Consumers and carers speaking on their own behalf or being represented by others where this   
  support may be required.
 
Advocates People who have been chosen by, and are accountable to, people affected by mental health 
  problems to seek the outcomes preferred by consumers and/or carers.
 
Appropriate Services provided relevant to consumer needs and based on relevant standards.
 
Available Information and services present in the area where a person lives.
 
Care  Services provided to a person with a mental health problem.
 
(Mental Health) Carer 
  A person with lived experience of caring for someone with a mental health problem.  
   This can be a family member, friend or service provider — either in a paid or unpaid role.
 
Consumer Used respectfully in this publication to refer to a person with lived experience of mental illness  
  and/or recovery who uses — or has used — treatment, rehabilitation and/or support services. 
  ‘Person-first’ language is preferred, however, the terms ‘consumer’, ‘client’, etc. are also used. What  
  is most important is that we recognise and express that we are all people — sometimes being 
  helped by, and at other times helping other people. It is not ‘them and us’ — it is ‘all of us’.
 
Coordinate To bring together in a common or harmonious action or effort.
 
Community Based Mental Health Services 
  Mental health services that are based in the community; they may be public, private or community  
  managed.
 
Community Managed Mental Health Service 
  A health or community service provided to people affected by mental illness by a community  
  managed organisation.
 
Community Managed Organisation  
  Private, not-for-profit organisations that flexibly respond to the identified, unmet needs of  
  communities and are managed by a board of representative and elected community members.
 
Community Mental Health Sector  
  Mental health services delivered in a community setting; these may be provided by organisations   
  operating in the public, private and/or non-government community managed sectors.
 

188 The CMHA ‘Taking Our Place’ glossary was derived following a review of terms relevant to this publication used in: the National Mental  
 Health Strategy publication glossaries; the 2011 NMHCCF ‘Unravelling Psychosocial Disability’ publication; and the Our Consumer Place  
 (2011) ‘Psychobabble’ publication.
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Community Managed Mental Health Sector  
  The collective of all community managed organisations delivering programs and services to people  
  affected by mental illness, and their families and friends.

Disability The umbrella term for any or all of an impairment of body structure or function, a limitation in  
  activities or a restriction in participation.
 
Disability Discrimination  
  Any distinction, exclusion or restriction on the basis of a disability that 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.
 
Effective Producing the intended or expected result.
 
Evaluation Judging the value of something by gathering information about it in a systematic way and making a  
  comparison.
 
Evidence Based Practice  
  The term used where a service provider systematically finds, appraises, and uses the most  
  current and valid research/evaluation findings as the basis for service delivery (i.e. practice) while   
  also being mindful of people’s choices and preferences for services.
 
Families and Carers  
  People who have lived experience of caring for people with mental illness; the degree of unpaid  
  support provided can vary and they may or may not be biologically related.
 
Human Rights  
  The basic rights and freedoms to which all humans are entitled, often held to include the right to   
  life and liberty, freedom of thought and expression, and equality before the law.
 
Integration The act of combining or adding parts to make a unified whole — in this case, health and community  
  services to address the complex and diverse health and social needs of people affected by mental   
  health problems.
 
Lived Experience (of mental illness/recovery) 
  The condition of having or having had, a mental health problem and obtaining help and services to  
  address this.
 
Medical Model  
  Focused on the physical and biological aspects of specific diseases and conditions.
 
Mental Health  
  A state of complete physical, mental and social well-being and is not merely the absence of disease  
  (in Aboriginal communities this incorporates community managed approaches to ‘social and  
  emotional’ well-being).
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Mental Health Problem 
  This includes a broad range of health and social features that characterise a ‘mental illness’, whether  
  diagnosed or not

Mental Health Services  
  Provide community support, rehabilitation or treatment for people affected by mental illness/ 
  psychosocial disability, and their families and carers. Mental health services may be provided by   
  organisations operating in the public, private and non-government community managed sector.
 
Mental Illness  
  A diagnosable disorder that significantly interferes with an individual’s cognitive, emotional or  
  social abilities, whether diagnosed or not. 

Mental Health Worker  
  A broad, generic term that encompasses people who work in mental health service delivery,  
  regardless of role, training or qualifications.
 
Non Government Organisation 
  Private organisations that may or may not be not-for-profit.
 
Peer  A person who has equal standing with another or others.
 
Peer Worker A person with lived experience of mental illness that provides services to others affected by  
  mental health problems; lived experience of recovery is an essential criteria of this job role.
 
Peer Support Social and emotional support, frequently coupled with practical support, provided by people who   
  have experienced mental health problems to others sharing a similar mental health condition.
 
Program A structural component of an organisation’s activities, usually managed with specific resources,   
  funding and funding sources.
 
Psychosocial Disability  
  Disability associated with a person’s psychosocial experiences.
 
Psychosocial Rehabilitation 
  The process of restoration of community functioning and well-being of an individual who has a   
  psychosocial disability; it seeks to effect changes in a person’s environment and in a person’s ability  
  to deal with his/her environment. 189

 
Research An original investigation undertaken to gain knowledge, understanding and insight.
 
Recovery A deeply personal, unique process of changing one’s attitudes, values and feelings, goals, skills and/or  
  roles. It is a way of living a satisfying, hopeful and contributing life. Recovery involves the  
  development of new meaning and purpose in one’s life as one grows beyond the catastrophic  
  effects of psychiatric disability. 190

189 This is also sometimes referred to as psychiatric rehabilitation.
190 The terms psychosocial/psychiatric disability are often used interchangeably.
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Recovery Oriented Service Provision  
  Acknowledges that the person with lived experience of mental illness is the expert in their unique  
  recovery journey and this is the organising principle for service delivery.
 
Service/s Work done for others as an occupation or business.

Service Provider 
  A person, usually with professional qualifications, who receives remuneration for providing services.
 
Service Taxonomy 
  A formal classification list of identified and named organisation activities. Taxonomies tend to be 
  formalised lists used for evaluation and planning of services and are usually devised with clear  
  classification principles (e.g. hierarchies, mutual exclusivity, equivalent measurement units, etc.).
 
Service Typology 
  An informal classification list of identified and named organisation activities. Typologies can be any  
  quantitatively or qualitatively constructed set of activities based on declared assumptions.
 
Social Inclusion 
  Having the resources, opportunities and capability to learn, work, engage in the community and   
  have a voice.
 
Social Model Recognises the effect of social, economic, cultural and political factors and conditions on health 
  and well-being.
 
Stigma A distinguishing personal trait that is perceived as or actually is physically, socially, or psychologically  
  disadvantageous (i.e. discriminatory). 

Support  Services provided to reduce disability and promote community participation.
 
Talking Therapies  
  An alternative name used to describe a variety of psychotherapy and counselling approaches.
 
Trauma A distressing emotional experience that can create significant and lasting damage to a person’s   
  mental, physical and emotional growth.
 
Trauma Informed 
  To take into account knowledge about trauma — its impact, interpersonal dynamic, and paths to   
  recovery — and incorporate this knowledge into all aspects of service delivery.
 
Treatment Specific physical, psychological and social interventions provided by health professionals aimed at   
  the reduction of impairment and disability and/or the maintenance of current level of functioning.
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