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The VMIAC Declaration

8 VMIAC launched the VMIAC Declaration (Declaration) on 1 November 2019. It was born
from a concern that we were only identifying things that were wrong with the system. The
purpose of the Declaration is to identify what the mental health system would look like if
it was working brilliantly. The Declaration is a collective consumer statement about the
future. It is a living vision. It will keep evolving as long as we all keep articulating what
works, and what can be better. Attached to this statement and marked ‘TS-2’ is a copy of

the Declaration.

9 The process for developing the Declaration occurred over a number of months. VMIAC
consulted with over 200 people and heard of many peoples’ expectations of what the
system would look like if it could be replaced with something wonderful. VMIAC heard
from people through online surveys, face-to-face workshops, conversations and a private
online group for merging ideas, to ensure accessibility and wide scope. It was important
to VMIAC to ensure we obtained geographical, cultural and experiential diversity in

responses. Consumers were asked to dream their biggest dreams.

10 The responses we received were grouped into eight main themes:

(a) Our experiences. Respondents described the diverse ways of understanding the
experiences that are often called ‘mental illness’. For example, less than 20 per
cent of responses thought that the term ‘mental iliness’ was a helpful or accurate
term. The most preferred words included ‘people with lived experience’,
‘emotional distress’, ‘trauma’, ‘mental health challenges’ and ‘neurodiversity’.

This understanding is key to addressing discrimination and marginalisation.

(b) Social change. This looked at how respondents wanted society to change. The
responses focused on housing, real and supportive social security, connection
with others (human rights, equity and respect). Respondents wanted society to
be understanding, to stop pathologising their beliefs, thoughts and emotions.

Respondents wanted to live in a society where they felt safe.

(c) Concepts. This response focused on concepts that would shape a wonderful
mental health system. Responses included compassion and love. They also
focused on the social determinants of health, trauma informed care and a holistic
approach. According to respondents, a wonderful mental health system would
also address climate change, be accessible, and be responsive to traumatic

events and natural disasters.

(d) People and values. Responses focused on the people and values needed for

support. The two disciplines that the Declaration identified as being most valued
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were peer workers and therapists (which | believe happen to be the least funded

in the sector). Occupational therapists were mentioned a lot.

(e) Places and services. The places most people spoke about as safe and
comforting included peer respites, recovery houses, crisis centres, peer support
groups, recovery colleges and retreats. Respondents also wanted nature,
gardens, trees, lawns, flowerbeds, light and windows. Respondents spoke of
respite services including drop-in services, community spaces, learning spaces.
Others only wanted their own home. A minority of responses stated that the
hospital was the best place for them in a crisis, but they wanted nicer, cleaner

environments with more light and unlocked doors.

4] Actions and supports. Respondents told of the things that they needed to do or
receive for support. Respondents noted that large community support programs
with groups and classes had been cancelled due to the National Disability
Insurance Scheme. Respondents wished for support and therapy groups,
creating groups, peer support groups, nature activity groups, life skills and
recovery classes. Some explicitly requested individual supports. Therapy is
inaccessible for many due to cost, yet it is dearly wanted. The ten free sessions
offered with a mental health plan is not nearly enough, and there are too few bulk
billed options. Others stated that they wanted music, art, political action,
consumer activism, and for social issues to be addressed. Conversations and
listening were also strong themes, including the deep need to be heard by

another person. Animals and pet therapy were popular responses.

(9) Access. This focused on the things we need access to. Walk in access was a
dominant theme, as was streamlined support and less bureaucracy.
Respondents said they wanted help, when they asked for it. If they said they were
in crisis, they want to be believed, not assessed and sent away. They wanted

affordable services that were open when they need them.

(h) Our life outcomes. This involved asking respondents how their lives would be
different. Respondents said they would be happier, feel accepted and feel cared
for. They would have employment, justice and human rights. They would feel

connected to others.

11 This consultation process shows that we are a diverse population. In my view, a key
reason why the current mental health system does not work is because it tries to have a
one size fits all approach. When | think of the range of challenges that people face around
mental health, they do not fit easily together. The closest we get to a common name is
‘people with lived experience’. That is something really important that has come out of

the Declaration.
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12 We see different treatment models depending on our experience of what mental health
challenge we are facing. The Declaration reflects this by saying that we need options and
choices. It also says that we know more about what we need than a professional that has
never met us before. Many of the responses showed that people not only dream for more

choice. There is the expectation that there is choice.

13 There are many ways the system should change to meet the aspirations and expectations

of the Declaration. | discuss these throughout my statement.

14 There should be supportive and compassionate communities, with access to counselling,
therapy and peer support. Services should be recovery oriented, trauma informed and
community led. There should be a move away from treatment that is overly focused on

medication with little consideration of broader needs or social determinants.

15 Services should be designed and delivered by people with lived experience. There should
be investment in and support for career development and progression of the lived

experience workforces (including both consumer and carer workforces).

16 Services should create and uphold a truly human rights driven and co-designed mental
health service at all levels, particularly for acute service provision with strong and effective
external oversight. There should be community based alternatives that are affordable,
available, flexible in choice of supports and located throughout Victoria that respect the
self-determination of people with mental health challenges, emotional distress or

neurodiversity.

17 The system should also recognise the social determinants that contribute to people

experiencing acute crises.

Involving people with lived experience

The contribution of people with lived experience in development of policy, practice and

research

18 Listening to people with lived experience of mental health challenges is essential in
considering the many and complex issues of responsive mental health service provision,
and a way to filter and assess the many options for reform. It is also the best way to
uphold and safeguard human rights, prevent serious harms, learn about the social
determinants that led to mental health crisis and further develop community led

responses.

19 The voice of lived experience needs to be embedded in every aspect of the system
including rethinking the system’s main activities and intended outcomes, workforce

composition and skill requirements, accountability and oversight, and service types.
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20 Placing the consumer voice of lived experience at the forefront of policy, practice and
research is the best way to ensure that mental health treatment is no longer in danger of

being cruel, degrading or inhumane.

21 In my experience, and from decades of VMIAC’s advocating with and for the consumer
community, many people live with a lifetime of traumatic memories of seclusion and other
restrictive practices. As a result, some consumers decide that it is not safe to ever ask for

help again, leaving them isolated and at risk during future periods of distress.

22 There is a greater need for peer workers. We would like to see them in the system working
full time. There should be more support and training for peer workers. VMIAC are looking

at how we might play a role in that. | discuss peer workers further below.

Mechanisms and structures required to ensure people with lived experience have a
meaningful and enduring voice in decision-making at all levels of system design, policy

planning and setting, and service delivery

23 VMIAC supports people within the mental health system in three main ways:

(a) Maintaining a register of people with lived experience. VMIAC receives
funding from the Department of Health and Human Services (DHHS) to manage
a register of people with lived experience. VMIAC is often asked to recommend
people to speak at events about their lived experience and there is money in the
register to pay people to do that. Many of the people on our register are

unemployed so it is good that we can pay them.

(b) Assisting people with lived experience to be appointed to meaningful
positions within the system. VMIAC are often asked to nominate people for

governance positions.

(c) Supporting and training people with lived experience. We are increasing our
training work for people with lived experience. We provide training on what it
means to represent lived experience. We also provide training for those people
who want to take up governance positions within the system. We provide training
to make sure that their voice is heard on whatever board or committee they are
appointed to. We know how important it is to have people with lived experience
in decision making positions and we want them to attend those meetings feeling
confident and empowered. These are the mechanisms and structures that are
important to ensure that people with lived experience have a meaningful and

enduring voice in decision making at all levels.

The role of mental health advocacy groups in the future of the mental health system
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24 Advocacy should be individual and systemic as well as independent, like the Independent
Mental Health Advocacy. Individual advocacy will feed through to systemic advocacy and
will identify and address service gaps. Advocacy will be dynamic and responsive to the

population it serves and to workforce delivery improvement.

25 Advocacy should be a blueprint for supporting mental health services as they develop.
However, advocacy currently attempts to “fill the gaps’ missing in mental health service.
In the future advocacy will identify and direct mental health services to address their own

service gaps in a more timely and effective manner.

26 Advocacy should be independent in funding and governance and hold services
accountable. It will continue to be a voice for consumers and help identify what is and
isn’t working, and beyond the mental health system itself to social determinants.

Advocacy will actively engage with and respond to minority groups.

Opportunities for mental health advocacy groups to work with other representative and

peak bodies from across mental health to support mental health reform into the future

27 VMIAC liaises with LEAG (the Lived Experience Advisory Group of the Department of
Health and Human Services Victoria), MAC (the Ministerial Advisory Committee on
Mental Health in Victoria) and other bodies such as the Victorian Council of Social

Services (VCOSS) to address the social determinants of mental health.

28 VMIAC has a critical role in the broad mental health system as our individual advocacy
informs trends and themes which then informs our systemic advocacy. VMIAC can work
with other advocacy and representative groups such as LGBTIQ+, CALD, Women's
Mental Health Victoria and TANDEM.

29 We also collaborate with state government and look forward to liaising with local
government for more community-based mental health services. As a peak body, VMIAC

has formed a national alliance with other peak bodies interstate.
Community-based services: effectiveness and experiences

30 Community can mean a lot of things. It can refer to:

(a) the group of people who may or may not have any knowledge of mental illness
who have felt down for a short amount of time and say /'m depressed and think
that’s what it feels like to have clinical depression, and their attitude may be just

pull yourself out of it or grab your boot straps pull them up;

(b) the community around people with lived experience, the people next door who

have been affected by mental iliness in some way;
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(c) the organisations that identify as community based organisations.

31 When | refer to community based services, | refer to the community health centres as
they existed under the late Victorian Premier John Cain in the late 1980s and 1990s. They
were governed by a mix of people professionally and by people with lived experience who
lived locally who had the best interests of consumers in mind. These organisations were
born out of the social movements from the 1970s and 1980s regarding equality and civil

rights — this influenced a lot of thinking at that time.

32 People in the sector at that time were influenced by the work of psychologists and
sociologists like Ronald David Laing, Erving Goffman and Travis Scott. A number of
places were emerging with these ideas in mind. The key players that were working at this
time now sit on the Mental Health Tribunal. However, the people who are now working in
the system do not have the same experience — they have an experience that is much
more cut and dried. Debates about rights or the social determinants of health are not
going on as they were around that time. This impacts the attitude of service providers and
the quality of services consumers receive. Services are now siloed away from a sense of
community. Mental health clinicians treat a ‘diagnosis’ rather than as a whole person with

a life and a history.
Governance and a trans disciplinary approach to services

33 As stated above, there should be strong consumer representation within the governance
of any community based service. All services should have a flat governance structure,

with people with lived experience in decision making roles.

34 At the core of any service should be a trans disciplinary team of staff which includes
people with lived experience. This core group would acknowledge their own experience
and place the consumer experience at the centre of their work. There should be a
commitment to co-design and co-production at the individual, program and organisational

level.

35 The services should not be hierarchical, and should not be run by psychiatrists. The
hospital based system that psychiatry has developed does not work for many people
living with mental illness. For example, for people in inpatient units, the six month
psychiatry rotation through those units means that they have a new doctor every six
months. This lack of continuity can be damaging to recovery. It also compounds reliance
on the medical model as, in my view, medication is administered in the absence of a

people based approach.

36 A ftrans disciplinary approach to governance would mean that people with lived

experience were involved in the process, which would provide a better service,
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particularly for people in crisis. This is because when you bring people with diverse
backgrounds together, you can solve complex problems, particularly as you are able to

bounce your ideas off one another and you all bring with yourself a different perspective.

37 There should also be a range of treatment or therapeutic interventions offered that are
broader than the current medical model. There should be a range of different therapists
able to provide support including psychologists, occupational therapists, physiotherapy
services, pharmacy and dental services. In my experience, one of the issues for people
living with mental iliness is that they need to feel relaxed and in control, so there needs
to be services that encourage this. Psychiatrists should still work in the service but as

advisors or consultants.

38 If a trans disciplinary approach was taken, it means we would be talking the language
that consumers would understand. It would mean we wouldn’t be asking consumers to fill
out the same form or asking people to answer the same question six times. If you are
unwell, it is stressful to tell the same story over and over again. In a trans disciplinary
model, workers are sharing files, critiquing each other, and sharing their approaches. This

results in better outcomes for consumers.

39 An example of an organisation that used a trans disciplinary approach was a community
health service that existed in Collingwood around thirty years ago. As | recall, there were
two psychiatrists, a couple of psychologists and social workers. There was a flat
governance structure that worked with people across disciplines. The organisation was
run by a multidisciplinary governance group, who were settled in their community and
wanted the service to have an approach that really addressed the public health needs of
the community of Collingwood. It was a model that was looked to as one of the best
approaches. It was extremely powerful. When community health was taken over by the
hospital system in the 1990s, it totally changed the dynamic and meant that the services
were less local and less responsive to local communities. Other examples include the
Response Assessment Discharge (RAD) team of Peninsula Health Allied Health at
Frankston Emergency Department, and The Hunter Brain Injury Service (HBIS)

rehabilitation approach.

40 Community based services need to be set in a place where there is beauty and nature,
where people can sit inside and put their feet in water. If you have a service that is built
with beautiful spaces, has a flat governance structure; people are going to feel safer in
those services; and they will be stronger services. There are some beautiful services in
our current system but, in my view, they do not have the sense that we are part of your

community.
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41 In order to have a different system, we need to train staff as leaders not as managers.
You manage while the system is working well, and you /ead between the paradigms when

it is not working well.

42 The governance of the system needs to change such that it is consumer driven, co-
designed, co-produced and collaborative. Everyone needs to feel that their voice is equal
to others, and people do not feel that at the moment. To achieve a system that is co-
designed, you need to involve people with lived experience at the start. People with lived
experience also need to hold senior positions within organisations. They need to have
effectively the same level as the senior clinician and also with other parts of the system.
Organisations with people with lived experience in the senior levels are able to be

consumer focused because the consumer is at the highest level.

43 Our system is currently based on the medical model around the operation of hospitals.
Changing this governance model is critical if you are to have meaningful change in the
system. The lived experience workforce is mainly within the hospital system, but | do not

know of one hospital that has a chief consumer. This needs to change.

44 One way of addressing complex social issues is through the collaborative approach
known as ‘Collective Impact’. Collective Impactis a framework for engaging with different
sectors and groups who share a vested interest in a common outcome. It works by
bringing all the people vested in the outcome together. For example, one community may
have higher rates of women getting pregnant prior to leaving school than any other town.
A Collective Impact approach to this issue may involve bringing together the school
principal, the school welfare advisor, parents, the lady who runs the local milk bar (as she
would know what is happening with young people more than others), youth workers and
family planners. They would get together and answer the question: ‘what is it that we
specifically want to achieve at the end of the project?’ Once the shared vision is decided
on, in this case young women not getting pregnant until they finish high school, each party
agrees on what they will contribute to reach that outcome. The parties also agree that
what they will do will be measured. All parties are reliant on others doing their part. This
also results in outcomes (not simply inputs or outputs) being measured. In other
jurisdictions that have introduced a Collective Impact approach, there may also be a back
bone organisation that takes responsibility for coordinating the process. The back bone
organisation may meet every few weeks and hold each party to account. This is
collaboration in action. Toronto has two million people and a huge multicultural community

—they are using Collective Impact and getting amazing results.’

! Further information about Collective Impact can be found at:

https://www.homelesshub.ca/toolkit/conditions-collective-impact-success
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45 Another way of obtaining social change is to undertake an appreciative inquiry. This starts
with people within an organisation reflecting on and considering what is going well in the
organisation and in the community rather than what is going wrong. In my view, it is a
great tool for getting everyone on the same page. In every organisation there is something
working well. According to this approach, if you build on things working well, more often
you get a better outcome than if you focus on the problem. This goes back to why we
prepared the Declaration. It is important focus on asking the question of what is being

done well and how do we do more of that.

46 It is also important to consider the social determinants of health and mental health. For
many, obtaining support on how to manage their budget or their anxiety about not having
a job or dealing with family issues, would (for many) prevent them from reaching the acute
phase of any illness. We should be focusing on early intervention. If we had a community
based model, we would need less acute beds and we would be focusing on intervening

early to prevent crisis and hospital admissions.

Best practice governance model — Piri Pono (New Zealand)

47 Piri Pono is led by a lived experience workforce and offers acute residential care. It is
small in scale and responsive to the needs of its community. The leadership of the
Waitemata District Health Board (DHB) decided against replacing the sub-acute beds
with hospital beds and opted to look at alternative, community-based options instead. In

my view, it represents best practice regarding community based mental health services.

48 | believe that when the service was announced, Jacinda Arden said that something like
not a brick should be laid down without consumer input. People with lived experience
were involved from the get go, and this has contributed to the success of that service, in

my view.

49 Piri Pono has a great model of governance which is based on Intentional Peer Support
(IPS). Piri Pono also evaluates its service, and guest experiences, every step of the way

to ensure continuous improvement.

50 In 2019, the Centre for Public Impact published a case study on Piri Pono. According to
an interview with the Centre for Public Impact and Darryl Bishop (Group Chief Executive
Officer at Ember — Korowai Takitini), the formation of Piri Pono was based on “the desire
for more community beds away from hospital, and the desire for more peer services, kind
of crunched together to create Piri Pono”. Mr Bishop is quoted as saying: “to ensure that
Piri Pono’s peer support aspect was understood by all those who managed it, lived
experience was represented throughout the different management structures, such as
staff on the ground, the team managers and the board”. In relation to the IPS model, Mr
Bishop stated: “It’s all about keeping people in the [IPS] model. So, the model's based on
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Technology provided a way of continuing the working relationship when the face to face
contact was not possible. There are obvious benefits to this service. There are also
benefits for people living in remote areas who may not otherwise be able to access

support.

57 Digital services can connect people in groups. For example, if there are a few people
living in a town or living nearby, they may be able to join together to have a group

conversation, and that can be useful too.

58 Digital services should not replace face to face personal contact between consumers and
the system. They should certainly not short change people particularly in rural areas. We
need to value the face to face therapeutic relationship. Telehealth is a good service, but
it is not sufficient. It should not be seen as a substitute for face to face contact and should

not be relied upon to shirk away from workforce investment in rural areas.

59 Itis worth noting that digital services have to some extent been corrupted as the platforms
(including social media) can sometimes be used for abuse. We need to be really careful

about these platforms.
Service safety

60 From a service safety perspective, it is critical that there are women only wards with staff
that are women. This is for a number of reasons. We have received various reports from
women being sexually abused by staff. In this respect it is a safety issue, as described by
the Right to be Safe Sexual Safety Project Report published by the Mental Health
Complaints Commissioner in March 2018. We also know that women’s treatment may
involve addiction treatment and that there may be particular reasons (including a history
of trauma) as to why women may be self-medicating. Once VMIAC identified this, we
started to achieve better treatment outcomes for women. It is also about choice — there
needs to be the choice available to women. | acknowledge that there are challenges and
complexities regarding the LGBTIQ+ community that would come from women only
wards, but in my view there should be the choice available to women to ensure they feel
safe. We also acknowledge the unique and challenging experiences of the LGBTIQ+
people within the mental health system who are often discriminated against by staff and

fellow consumers based on their gender.
Workforce

61 The values, behaviours and practices that should underpin multi-disciplinary, consumer
focused and recovery oriented care are reflected in the Declaration. In terms of
collaboration and co-production, it's not just with other professionals but with the
consumer. It is very important that consumers have choices and options.
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Consumer focused and recovery oriented care are based on person centred care. They
are based on the understanding that the person receiving care is a complex human being,
not just a sum of their symptoms. The therapeutic relationship, human to human is core
for any recovery oriented and consumer focused care to be successful. Compassion and

warmth is also important.

Services should ensure that there is cultural respect and safety for all people, that gender
diversity and sexual identity are appropriately acknowledged as needed, there is
adaptable language, an understanding of how disabilities and health related issues
intersect and impact a person collectively and the ability to listen and give the consumer

agency and space to express their needs and expectations.

There should be a choice of treatment options at every point. We know that when people
feel they have had legitimate control of their care options, recovery is much more likely

and successful.

One of the benefits of the National Disability Insurance Scheme is that it gives individual
consumers choice and control. As | understand it, the worker that does your plan tells you
what your options are, so the starting point for the consumer is ‘oh, | have choices! This

can be very empowering.

Multidisciplinary care needs to place all parties on equal footing in terms of being heard.
There needs to an inclusive array of practitioners that will foster a recovery focus, not just
alleviate particular symptoms. Psychologists, dieticians and exercise physiologists must

be included as needed, and made accessible in the public system.

The current system has lack of services, lack of treatment options and an ever-increasing
rotation of staff. Further, there is an overreliance on the medical model (which | have
described in other parts of my statement) which means that most of the mental health
system is not set up to be recovery oriented and consumer focused. In my view, symptom
management cannot continue to be the gold standard and exit point, as experienced by

many Victorians engaging the mental health system.

The role of consumer workers is critical to consumer focused and recovery oriented care.
The power dynamics are equalised between a consumer worker and a care recipient if
set up properly. Self-empowerment is harnessed through this, as is a space for
connection and understanding by well-trained consumer workers. However, many
consumer workers do not have full time roles which undermines their ability to use their
knowledge base of recovery and consumer focused care. There are many incredible
workers who provide care and support, but the system cannot and does not allow for this

to be the consistent standard of care.
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69 In my view, all staff in the system need to be trained or re trained, particular in the area
of human rights. There are rights you have when you are an inpatient, and there are rights
that are taken away from you when you are an involuntary patient. When staff are unsure
of what rights apply, that can be a really confusing space, and that's when breaches of
human rights can happen. Our seclusion report gives a good picture of how different
services stand. There are some stars but some health services have appalling results.
Attached to this statement and marked ‘TS-3’ is a copy of VMIAC’s seclusion report dated
April 2019.

70 In my view, at the heart of the variation between services is a difference in philosophical
approach; in organisational culture. Our next seclusion report will be prepared in

conjunction with the DHHS. We are hoping to release them on a regular basis.

Helping and enabling people with lived experience to feel supported and empowered

71 Each consumer is the expert of their life and their needs. They need to be listened to.
Service providers and staff should not assume that their truth is the consumer’s truth. As

consumers, we know what we need; we just need to be listened to.

72 Staff need to use critical reflection and question everything they do to ensure itis recovery
oriented and consumer focused. Itis important that staff know the history of their discipline
and work setting. They should not settle for damaging work practices. The best system

needs this.

73 In my view, agency and self-empowerment are key to recovery. Consumers should be
given the right to inform decisions, options and choices. Feeling disempowered is the
opposite of the recovery process. It is important to acknowledge that not all consumers

want the same things.

74 There should be engagement in training. Co-design and co-production can ensure that
meaningful, appropriate training is created and rolled out. All staff should be re trained
where needed in order to shift the culture of mental health care to be recovery oriented

and consumer focused.

Lived experience workforce

75 There are two levels of lived experience in the mental health system, peer workers and

consumer consultants:

(a) peer workers work directly with those who deliver services. They work directly

with consumers to support recovery.
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(b) consumer consultants work at a slightly different level to peer workers as they
work around change. For example, consumers consultants may work within a

health service as an advocate for systemic change.

76 The experience of the consumer and the peer support worker can influence and guide
the consumer consultant, particularly with their work with clinical governance through
participation at meetings regarding system improvement at a health service. We need

both peer workers and consumer consultants.

77 Peer workers bring lived experience. When a peer worker sits down and talks with me,
they know what’s happening to me. They've been through it. The introduction of peer
workers into the system has made a huge difference to people’s experience and in some

cases it has made a difference to the teams of staff.

78 Having someone on the team at a service with lived experience means that clinicians are
reminded that they are dealing with a person when they provide their services. People
with lived experience aren’t necessarily looking at data, treatment or results with a clinical
lens. They are looking at the treatment with person focused lens. It's a reminder of a
different perspective that needs to be taken into account. The sooner you get peer
workers into the service, the better the culture is, and the less ingrained any clinical

attitudes are.

79 The lived experience workforce needs to be valued and elevated to equal footing with
other mental health disciplines within the mental health system. We need to acknowledge
the long history of lived experience work in mental health within Victoria. We should also
assess the current state of working conditions for lived experience workers and develop
and support the lived experience workforce for career progression in line with other

mental health disciplines.

80 There should be a deeper recognition of training programs such as Intentional Peer
Support and Emotional CPR. Emotional CPR (eCPR) is a public health education
program designed to teach people to assist others through an emotional crisis by three
simple steps: C = Connecting, P = emPowering, and R = Revitalizing. People who have
been through the training consistently report that the skills they learned have helped them
communicate better in all their relationships. They tell us that eCPR is a way of life. There
should be the establishment of consumer advisory groups. These groups should be seen

as essential to best practice in mental health.

81 The number of lived experience staff across services needs to be bolstered to prevent
feelings of isolation and ‘peer drift’. Peer Drift occurs when the peer support providers do
not feel comfortable in their recovery-oriented role, and they begin to shift to a more
medical treatment role.
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82 There needs to be suitable working hours for peer workers (as in the consumer lived
experience workforce), with a living wage, appropriate supervision from a lived
experience mentor and pathways for promotion and career progression within the field of
lived experience as a profession and discipline. Such measures would sustain a
workplace culture that values the voice of lived experience in delivering best practice and

upholding human rights for consumers from access, to care and above all, treatment.

Great experiences of professionals or teams providing holistic care and support

83 There are great teams that provide holistic care and support and successfully understand
the importance of therapeutic relationships. They use their wisdom and navigate the
human side of being with someone in crisis. They empower the consumer, listen and are
guided by what the consumer needs. They let go of having to be the expert with all the
answers, all the time. They know to question and critically reflect on their work. They are
open to new ideas and are flexible. They are trauma informed and see the whole person,
not just their symptoms. They understand that their role has an impact and take
responsibility for their behaviour. They work together as a team and listen to each other.

They also understand cultural difference and cultural safety.

84 This work is exemplary when service providers do not assume to be the expert. Where
they can understand that each person is unique, and that agency is the key to recovery.
When they can see strength in each person and empower them through this. They give
time and listen and are well trained in recovery-oriented practice. Prevention and

Recovery Centres offer a good example of this.

Stigma amongst professionals living with mental illness

85 The consumer movement holds incredibly bright, intelligent, thoughtful people including
heads of departments and judges who are afraid to speak out because they feel it may
affect their career. | was a senior executive in the health departmentand | didn’t tell people
about my mental illness for ten years. | felt that if people knew if | had depression and

contemplated suicide | would never have been promoted. There is a real issue of stigma.

86 If we can overcome this and encourage successful people in the industry to speak out,
that would be a very powerful perspective to obtain system change. We have started to

see this in the sporting industry, but it needs to be more widespread.

87 It comes down to bravery and leadership. What we need now are a cohort of leaders, not
just good managers. We need a cohort of strong leaders who are willing to say | know
how to do this, | know how to change things, | know the processes, and I'm willing to say

I have had mental health challenges.
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