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trauma and attachment. Importantly, despite taking all medication as prescribed, | was
still intensely suicidal. Through my own research | identified that | needed talking
therapy urgently, and that this was just as important as medication to address my
ongoing suicidality. If | hadn’t had this awareness, and undertaken my own research to
identify and access the treatment | needed, | wouldn’t be alive. The public health system

was completely ill-equipped to recognise that | had other co-morbid conditions.

Instead of ending my life, | made a spreadsheet. | went to the College of Psychiatrists
database and searched for doctors. | populated the spreadsheet with possible doctors,
using my own criteria of what | wanted in a doctor, and | called through the list, noting
down which doctors | thought would be most suitable for me. That's how | found my
current doctor. | was lucky to find her because she is an experienced psychiatrist who is
skilled in psychodynamic psychotherapy. She had the skills to unravel my complex and
atypical presentation and diagnose the other conditions that were present: PTSD and

borderline personality disorder, as well as severe bipolar disorder.

The main thing that has contributed to my wellness is twice or thrice weekly
psychodynamic psychotherapy sessions with my psychiatrist, which I've been doing for
five years. Psychodynamic psychotherapy is an evidence-based treatment for
borderline personality disorder which focuses on helping a person find patterns in their
feelings, thoughts and beliefs to gain insight into their current self. It requires a strong
relationship between the therapist and the patient. | was familiar with the therapy
because of my Master of Public Health and my capacity to research effective population
level interventions for specific diagnoses. | had tried some dialectical behavioural
therapy (DBT) and it wasn’t effective for me. | identified psychodynamic psychotherapy
as a ftreatment that can improve symptoms of borderline personality disorder
significantly within a five-year period. It's been effective in helping me manage my
behaviours, align my behaviours more with my values, and not act in anger or in

problematic ways.

The therapy is expensive. | am about $8,000 a year out of pocket as a result of
attending this therapy (I recently added up my medical costs the other day and I'm
about $12,000 a year out of pocket after Medicare and private health insurance rebates
for all of my treatment). | could instead do psychodynamic psychotherapy with a
psychologist to get the 10 rebated Medicare sessions and access additional sessions
through my NDIS funding, but | think that would be life threatening for me at the moment
because having a rapport with my practitioner, who knows me, is essential to my health.
But there is no other option to pay for treatment. | have borrowed before from my family
and if | hadn’t been able to do that, | wouldn’t be alive. | currently work enough hours to

carefully balance my budget so that | can manage my health care costs independently.
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Working enough to pay for the medical treatment | need and manage other expenses

such as housing is hard, given my ongoing challenges.

19 In my view it shouldn’t take a masters level qualification to navigate the mental health
system and access effective treatment. | am a highly capable and intelligent person and

| have found the mental health system absurdly difficult.

20 DBT is gaining more awareness as an effective treatment for personality disorders and |
understand there are some options to access it through the public system; however
treatments such as psychodynamic psychotherapy are not accessible. | think that's one
factor that contributes to very high suicide rates among people diagnosed with

personality disorders.

21 It is also important for me to state how debilitating psychiatric medication has been in
terms of my physical health. The medications | take have caused obesity and damaged
my thyroid. | was in a healthy weight range my whole life until my first compulsory
admission, where | gained 7kg in 14 days. | received no follow up care about lifestyle
factors, losing that weight or improving my physical health — this in turn was a major

disincentive to continue taking the medication that was prescribed.

22 A reformed mental health system should integrate medical and social care related to the
physical impacts of psychiatric medications as part of routine care; for example, support
with diet and exercise. The only way | have been able to lose weight — after several
years of attempting to — has been with the assistance of an appetite suppressant
medication. This counteracts the daily impact of the psychiatric medications | take that
increase my appetite. The appetite suppressant medication | am accessing is not
available on the PBS and costs $400 per month for the full dose. Medications to support
physical health should be routinely available for people who are on obesogenic
psychiatric medications, particularly people who are forced to take obesogenic
psychiatric medications. As | gained weight during admissions | felt that the mental
health system was blatantly disregarding my physical health, and as a survivor of rape

feeling that | had no control over my body distressed me significantly.
The dignity of risk

23 For me, personally, the dignity of risk is why | am alive. Simply put, people with mental
health conditions should be able to make informed decisions to take risks, take
responsibility for our choices, and come to terms with the effects of our actions. The
dignity of risk is about both not being prevented from having agency; and being enabled

to exercise agency.
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Recently, | decided to try to come off my medication. | made this decision for various
reasons, including the debilitating side effects my medication has had on me such as
loss of creativity, increased appetite, weight gain and impact on my thyroid health. | was
grappling with the possibility of being on the medication for an indefinite period of time,

so | decided this was something | needed to do for myself.

My doctor and | weighed up the potential consequences including psychosis, debilitating
depression and death, versus long term health deficits, major loss of meaning in life, not

wanting to live and also possible death.

My doctor, who has an understanding of agency and risk, was willing to support my
choice and go through this with me — to support me over a year coming off my
medication. If my doctor had refused to support me in doing this, suicide was a real

possibility for me.

If | had been unable to access private psychiatric care, and wanted to go off my
medication, there’s a real possibility that | would have had a doctor in a public clinic that
said: “No way, we’re going to section you, we’re going to put you on a community

treatment order.”

| spent a year coming off the medication. Initially, it had positive aspects including a
rekindling of creativity and improved physical health, however as the year progressed, |
became increasingly manic and depressed. But what was important was that | had a
supportive manager at work at the time, and that my doctor was there to support me;
who | could call and ask for help. She never said ‘No I’'m refusing treatment because
you wouldn’t follow my instructions, rack off . She would say ‘Okay, let’s talk about your
starting dose. Let’s talk about your blood tests. Do you need other medications while
you're still feeling really impulsive? Let's make a plan and check in every day.” So
having a doctor who respected my choice made it possible for me to live. | think that
sometimes a meaningful life is not possible without agency, and without the dignity of

risk.

The dignity of risk plays out beyond decisions around medication — including around
decisions like sectioning a patient; physically restraining someone or confining them to a

space, or requiring someone to attend a hospital or be detained in a treatment facility.

For example, my experience of being sectioned and having compulsory treatment was a
feeling of being incarcerated. | felt confused because | was pretty sure | hadn’t
committed a crime - so why was | being locked up? Hospital was a distressing place,
where male patients touched me and assaulted me; and there were clinical staff who

were trying to make me do confusing things that | didn’t want to do, and | didnt
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health is a function that needs to be government funded, and | don't think it is covered

by the NDIS in its current form.

I now get an NDIS package and | have been able to have the level of support that |
need to make my life bearable. However, it seems like in part because I'm capable, |
can make the scheme work for me — | once worked as a policy officer on government

NDIS policy and so in a sense | know how it was designed and how it works.

At first, my NDIS plan was plan-managed. This is when the NDIA provides funding to
pay for a Plan Manager, who is a registered provider under the NDIS, to help keep track
of funds and take care of financial reporting. However, the NDIA Price Guide is limiting
when you plan manage. | could only spend about $50 to $52 per hour on a support
worker — and in my experience many of them don’t know what borderline personality
disorder is. And so at that price, I'm not going to be able to get anyone who has a

specialisation like social work training.

| understand the NDIS rate of $50 per hour was designed for carers providing personal
care for physical disability in general. As a participant | have engaged support workers
at this price point to help with household tasks such as cooking, shopping, folding,
washing etc, and some support to access the community such as going to yoga
classes, reminding me to keep in touch with my friends, etc. The support workers I've
engaged have been hit and miss — some are fantastic, others (mostly sent through
agencies rather than me engaging the worker directly) have been less than suitable.
The support workers I've engaged have no training or particular knowledge of mental
health — one support worker I've engaged regularly is a makeup artist between jobs,
another is a silk scarf designer and yoga teacher. I've engaged these people based on
their values and interpersonal skills. | am conscious that the workers I've engaged do

not have access to supervision or training.

It would be beneficial for me if there was structured training available, something like:
Level 1 — mental health first aid, basic overview of common mental health conditions,
suicide prevention training, Level 2 — 1 plus more in depth overview of mental health
conditions, trauma, personality disorders, and training about emotional attunement to
the client, and Level 3 — 1 and 2 plus in depth training about collaborative recovery,
coaching, motivational interviewing. In my view the NDIS pricing is not sufficient to
provide training, support and supervision that would improve the quality of care provided
for NDIS participants with psychosocial disability. Although Neami’'s pricing was
significantly higher than what is provided through the NDIS, it was the supervision and

training that delivered better care.
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The NDIS could be improved by adding a line item specific to psychosocial disability to
fund ‘recovery workers’ or as they were called at Neami, ‘community rehabilitation
support workers’, for a price of approximately $100 per hour. This would enable
organisations and individuals to offer CRM-style recovery and wellbeing coaching
services that are evidence-based and effective. The NDIS could also offer tiered
psychosocial worker price points to reflect levels of training. | realise this is a complex
multijurisdictional space, and that it is market driven. The main thing is at the moment
as a participant | need to be high functioning and proactive to utilise my NDIS plan in an
effective way, and it's a lot of work to recruit and engage suitable support workers —
noting that the people I've engaged are great but have no mental health specific
knowledge or training. And support workers working with someone like me can
sometimes really need that, because dealing with my behaviours can be hard. When I'm

distressed, | can manipulate people.

If I didn’t have my doctor and | was fending for myself with the NDIS with support
workers, | think that could be harmful as | wouldn’t have someone to help me hold those
boundaries with them. So | think that the NDIS could be harmful for many people with
psychosocial disabilities because there aren’t the resources within its structure to get
the level of skill they may need. | am essentially subsidising my NDIS plan by paying
$8,000 out of pocket to pay for a highly skilled doctor who is supporting me in my

interactions with support workers.

In the last couple of weeks, I've started self-managing; that is, | am managing my own
NDIS funding, which is a lot more effective for me, and | have the capacity to do it. I've
budgeted at the moment for about eight hours of support work per week, and I'm
spending my capacity building funds on financial advisers and career coaching. I'm still
working out how to use the funding and looking for providers — for instance | want to find
a specialist mental health occupational therapist with expertise in assistive technology.
This would help me to reduce my mental load through automating things like reminders

to take medication, and even remembering to turn off my heating.

There are some basic things that are working very well at the moment - cleaning and
gardening, and things like meal delivery services and a support worker to help me cook
at home, which means that | can do as much paid work as | currently do. While I'm a
high functioning employed person, | feel contradictory sometimes — my support worker
helps me fold washing, open my hard copy mail and get other basic tasks done. This
support with basic activities frees up my capacity to undertake paid work. Combined
with the support I've received to access community activities, the NDIS is drastically

improving my life.
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The broader impact of NDIS

49 In my view the NDIS has resulted in the Victorian Government stripping funding out of
community mental health. | have observed that for some people with mental illnesses
who don’t qualify for NDIS, there is no other support available to them — particularly if
they have exhausted their Medicare funded psychologist sessions. If you can’t afford
the gap fee for a psychiatrist, and if you can’t afford private health insurance, there is

nothing anymore and nowhere for you to go.

50 I think the NDIS has had a lot of unintended effects on the mental health community
sector. In terms of prevention, de-escalating situations and avoiding the need for acute
admissions, the community mental health system is vital. | know that there are people

out there who are more than capable of stepping up and running services.

51 | can see a way forward where more NDIS participants self-manage and can use the
funding flexibly to employ recovery coaches for psychosocial conditions — or the price
guide could be expanded with additional psychosocial line items. It's not clear to me
though if this would be best funded through community mental health or as a

mainstream service.
Safety and quality of care

52 One thing that | would prioritise, and which is most important to me, is the safety and

quality of care provided in the mental health system.
Safety for women

53 The mental health system is not safe for female patients. There is a lot of sexual
harassment and sexual assault by male patients against women in compulsory
admissions. In all three of my admissions, | have had a male patient come into, or try to

come into, my room.

54 During my second admission, | had a male patient try to come into my room and he was
pulled back by staff members. It triggered nightmares and flashbacks of sexual assault.
I have a history of rape, and that is largely a trigger of my psychosis and a lot of my
delusions are around rape. When a male patient leers at me, makes sexually
inappropriate comments, or touches me, it would feed into delusions that the man was
still in my room, and that | was being assaulted. These nightmares persisted for months
after my admissions. | appreciate that this might seem simple, but | do not want to be in

confined quarters with a male, whether they are psychotic or not.

55 One of the hospitals did have a mental health unit across two storeys, and they were

able to make one of the units a female only unit, and they moved me upstairs to be with
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locked ward, | can be around male patients, even if they are aggressive or violent. But
when | am acutely psychotic, and acutely sick, | don’t have the capacity to be around
male patients, and | don’t have the capacity to remove myself from a situation to make
myself safe. | am self-destructive and non-rational. | often sought to deliberately
provoke the male patients around me as a form of self-harm, and as a way of
expressing anger about being in proximity to men. That's the whole point of being

psychotic and why | am detained; | don’'t have capacity.

62 In terms of staff, generally the inpatient units had female staff. But sometimes overnight
the only nurses on shift were men. During my last admission in an open ward, | had a
male nurse open my door and shine a torch on me, which is what they would do during
their night-time checks. The fact that it was a strange man — | hadn’t met him before —
scared me. | had only just gotten to sleep, and then | was awake for hours and

distressed, finally falling back into more nightmares of rape.

63 Other hospitals have had more capacity to have female staff on and so | would often
ask to be given female staff to look after me. Generally they would give me a female

contact nurse during the day, but not always at night.

Quality of care

64 My experiences with the private hospital system have been variable — | would like to see
much more vigorous safety and quality standards, and standards of duty of care, for
private hospitals. At the moment it seems like they are able to make a lot of money and
then wash their hands of people who they don’t like, or who they think are too hard, or
whose needs are deemed to be too high risk for the private sector. So what we are
paying private health insurance for? In my view the mental health system has
inconsistent quality across its workforce. From my own observations, nurses in private
hospitals appear to have a lower level of skill than nurses in public hospitals — perhaps

because they're dealing with less acute presentations.

65 Before my third psychotic episode, | recognised that | was not well. | admitted myself to
a private hospital for a week and during that week | felt like | received wholly inadequate
care. | was not adequately assessed, and | asked for more medication which | didn’t
get. | met the doctor who admitted me twice. He assessed me over the phone or via the
nurses. He didn’t pick up that | was manic. No-one in the private hospital picked up that
| was becoming ragingly manic, even though | was telling them that | didn’t feel okay,
that | didn’t feel safe, that | needed more medication and was asking them ‘can you

please help me?’.

66 I remember being discharged on a Sunday morning. | was really quite mad. | asked

whether and how | could stay because | didn’t feel safe. The admitting doctor, via
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phone, said ‘no, you've got to get out of here’. So he discharged me into the care of my
parents, when | was 28 or 29 years old, and | had to sign a form saying that | was being
discharged into the care of my parents. | actually crossed out ‘parents’ on the form and
wrote ‘self, because in reality, when I'm manic, my parents can’t do anything except call

the police or the CAT team. And that’s exactly what happened two days later.

After | was discharged that Sunday morning, | was wild — at large, wandering the
community. When I’'m manic | love to get up at 3am and walk like 20km around the
inner city and do various things like go swimming, go to cafes, talk to people, take
people experiencing homelessness out for brunch, all while increasingly under the
impression that time isn’t real and no longer exists. My parents had to follow me,
preventing me from running into the middle of the street, which | was happy to do
because | didn’'t think cars were real. My parents then left me alone because |
threatened to smash glassware if my dad stayed with me — | did this in part to
demonstrate to the doctor who discharged me exactly how effective it was to be under
the care of my parents. Eventually on Monday night two friends asked me if | wanted
them to drive me to hospital, and | reluctantly agreed. | was in an awful position — | knew
| needed help, but | knew that the public hospital wasn’t safe, and | hadn’t been able to
stay at the private hospital. | was admitted and sectioned for two weeks — two days after

I'd been discharged from the private hospital. | again experienced sexual harassment.

This was my third psychotic episode that could have been prevented. | know that
psychotic episodes can have a neuro degenerative effect which could impact my
livelihood. All the resources the public hospital used for my two week admission could

have been prevented.

| reflect on these three compulsory admissions with sadness. | wonder how my mental
health trajectory could have been different if the GP I'd seen in the lead up to my first
episode had organised an urgent psychiatric referral and I'd been supported to sleep; if
the CAT team had come the first time I'd called them and helped prevent my second
episode; if the private hospital had treated me adequately rather than discharging me
and prevented my third episode. Despite my presentation being complex and atypical,
at each turn there were many lost opportunities to intervene early, to prevent my
condition from deteriorating. This could have hugely improved my quality of life,
prevented many life-threatening situations, avoided the massive disruptions and loss of
friendships I've experienced, and used public resources much more effectively. In total
I've been sectioned in public hospitals for close to two months, and had ambulances

and police repeatedly involved.

As another example, | had had a psychotic episode and been sectioned on 29
September for three years in a row. On the fourth year, | went to a private hospital in

Queensland and admitted myself there. | said, ‘Look, I'm really anxious. Every year at
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this time I've had a psychotic episode. It's a heightened time of anxiety for me, and /| just
need to feel safe.’ | picked Queensland because it's warm and there was a pool on the
hospital grounds. While | was adequately treated there, the doctor proposed to treat me
with high doses of a combination of two medications. | told him | wanted to wait and talk
with my doctor when | got back to Melbourne. When | got back, my doctor told me these
recommendations were potentially unsafe and not evidence-based: experimental at best
and irresponsible at worst. | have a Master of Public Health, and | used to be a health
clinician. | pick my doctors carefully. | consider their advice in a measured way before |
consider taking it. And | thought at the time — how on earth could any lay person know
what is evidence based and what isn’t, and what is dangerous and what is not? We are
so vulnerable and we have to trust doctors. But in my experience | have seen many
being less competent, and less than capable and Machiavellian in their practice with no

consequences.

One friend once nearly died after she took an overdose. In the lead-up to her suicide
attempt, she sought extensive medical care in private hospitals. She had had several
courses of electronic convulsive therapy (ECT) and it was impacting on her memory and
on her life, while not improving her depression significantly. When | talked to her, |
asked her how she had ended up with ECT. | asked her how many SSRI's she had
tried, and that | was sorry they hadn’t worked for her, or that the side effects had been
unmanageable. She told me she’d never taken an SSRI, because her doctor had told
her the risk of hypomania was too high. She had never experienced mania and | also
understand she had never experienced any major negative consequences from her
brief hypomania. | had a discussion with her about treatment and she reflected that it
was time to access other options. My friend ended up going to see a new treatment
team who indicated SSRIs would absolutely be a reasonable option and on trying her
first SSRI, my friend’s depression immediately lifted. | wondered: why did my friend not
receive information about all of her options so that she could make her own decision?
How do doctors get away with this? She should have had the dignity of risk; she should
have had the choice and it was inexplicable that she was offered ECT as a frontline

treatment with no exploration of other options.

As another example, a friend has Dissociative Identity Disorder. She had recently had a
prolonged suicidal crisis and was getting picked up by the police or the CAT team, going
to hospital and getting discharged after less than 24 hours. Then the situation would
repeat. She told me that they kept discharging her, telling her that she was acting out;
being childish; and wanting attention. She was profoundly distressed and suicidal, in a
high-risk situation with impulsive and dangerous behaviours. In my view the public
mental health system didn’t have the faintest idea how to respond to her. The public
hospital also did not elicit the source of her distress, which was that she was going

through civil court hearings related to childhood sexual assault. It was obvious to me
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after talking to her for twenty minutes that her suicidality was a trauma response. It
made a huge difference to my friend when | called her to check in and see how she was

doing the day of one of her court hearings.

| supported my friend to look at other options and she decided to get private health
insurance. She had to do a lot of work to research clinicians who might be able to help
her, and to organise an admission. She was admitted into a private hospital and over
three weeks she received an hour of treatment every day with a professor who
specialised in dissociative identity disorder. After that, she was able to keep herself safe

and stop her suicidal behaviour.

As another example, at one stage | was very depressed. | wanted to go to hospital for
respite because | couldn’t get out of bed, make my bed or eat. | had been seeing a
doctor at a private hospital who said she'd be willing to admit me. When | called her
rooms and asked for an admission, | was told she was on leave for a few months. |
asked if they could put me through to her locum and the staff told me that no one was
covering for this doctor and they couldn’t help. | called my GP and said ‘Hey / need a
hospital admission here, I'm really struggling’. My GP asked me to call all the doctors
who admit to that private hospital to see if any would admit me. | thought ‘Are you
kidding me?’ | can’t tie my shoelaces, | can’t open my mail, and | can’'t remember to eat.
It had taken all my functional capability to get to my GP. And my GP is pretty good, but

she’s not funded to call around to private hospitals to organise an admission.

It was my director at work who didn’t want me to come into work until I'd sorted out my
private admission. She supported me to take the time to go onto the hospital's website
and eventually | found a phone number for an intake coordinator whose actual job it was
to organise an urgent admission for me. Reflecting on that experience | feel like the
doctor at the private hospital should have helped me to seek care — at the very least,
her reception staff definitely should have been able to let me know that there was an
intake coordinator for the hospital who could help. | also think my GP should have some
sort of capacity to coordinate an admission — for when I'm at the end of my tether and
need some support, and | can’t organise it myself. Now | have an NDIS support

coordinator who can do that, but the majority of people don’t.

It's also worth noting that respite in a private hospital is a very expensive option, and the
NDIS can offer essentially what | needed while highly depressed at a much lower cost. |
needed someone to cook me healthy food, do the housework, be nice to me, and say
comforting things while | cried. I'm able to access this with my NDIS funding on a
regular basis. It means | don’t get woken up at night every two hours by someone

shining a torch in my eyes, and | can still hang out with my dog.
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77 My experience of public inpatient mental health facilities has been universally bad, and
consistent across two hospitals and three admissions. | have found the quality at private
hospitals with mental health facilities to be variable. Some have quality programs and
caring staff but others don’t. Some seem to have high nurse to patient ratios, which |
would like to see mandated to be lower. Often nurses are running around so much all
they can do is talk to you for two minutes — in other places though, they seemed to have

more time and spend 20 or 30 minutes talking and checking in.
Phone helplines

78 I will briefly mention phone helplines, particularly their effectiveness for people with
personality disorders. Many organisations currently recommend people experiencing
mental distress contact Lifeline or other helplines such as Beyond Blue. There are also
other services such as the suicide call-back service. In general these services are not
suitable for me and | have to manage my distress in other ways. | have called helplines
dozens of times and I've found the quality within services to be variable. | often find | am
talking to minimally trained volunteers who have to follow scripts that aim to assess
acute suicide risk. The frequent suicidal thoughts | experience are generally chronic,

rather than acute, and | am not at immediate risk.

79 What | need is emotional validation and support to regulate my feelings of intense
distress to de-escalate impulses to self-harm. In my experience, most helplines are not
able to provide this — often once ascertaining that | am not at acute risk of suicide they
seek to end the call as soon as possible, which intensifies my distress, and in a catch
22 can lead my thoughts of suicide to become more acute. Beyond Blue is probably the
most helpful phoneline | have found in that it is staffed by qualified clinicians and they

are able to provide brief counselling, which includes validating feelings.

80 I (and many others) would benefit from a helpline that specialises in providing emotional
validation and support for people experiencing significant distress or panic,
accompanied by chronic thoughts of suicide and impulses to self-harm. | am generally
alone with these thoughts and feelings in the small hours of the morning, and
interrupting harmful behaviours can be very challenging. | still experience this regularly
in spite of years of taking medication, undergoing twice weekly therapy, and learning
techniques to tolerate distress. I've looked into whether purchasing phone support like
this with my NDIS funding is possible, but | haven’t found anything suitable. | think it
would be best as a publicly funded service aimed to complement other treatments for

personality disorders.
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The peer workforce

81 As part of my experiences with the mental health system, and due to my previous
experiences as a health professional, | have had a lot of distrust of doctors, medication,
and hospitals. Hospitals are places where | have been assaulted, dehumanised,

physically restrained, secluded, and chemically restrained.

82 Peer support has been a major support in helping me to choose to be alive. Having that
different power dynamic, where someone is a peer, helps me trust that they are not
trying to control me; they're not acting from a duty of care; they’re acting from care and
compassion. Having a knowledgeable peer support worker helps me to appraise
treatment options and understand what | want, and to understand how to advocate for

myself.

83 In my view, peer support needs to feature prominently in any mental health system
reform, because it's an alternative pathway to treatment, and form of intervention in and
of itself. For peer work to be effective, there needs to be supervision, training and
support for peer workers. For example, if peer workers are in a situation where they are
working with clinicians, peer workers need active supervision to maintain a peer

perspective to stop them from being assimilated into a clinical perspective.

Bringing elements of the peer workforce into the clinical workforce

84 To some extent, some of the qualities and values of the peer workforce can be adapted
more broadly by anyone, including clinicians and other mental health workers. The
types of qualities and values of the peer workforce that stand out are basic human
empathy, compassion, open mindedness, a lack of judgment of those they are working
with, relating to people in an informal, kind and human way. Even if someone is
experiencing severe delusions or hallucinations, still just relating to them as a person,
and to some extent, normalising the feelings and emotions behind the person’s
delusions, because very often they are fear based, and the fear is often very valid and

often arises from trauma.

85 One of the stark differences | have experienced between peer workers and clinicians is
the responses | get when | am experiencing delusions. If | say something like ‘/ can read
the future’ or ‘I can control the weather', a response from a clinician may be ‘You're
delusional’; ‘We're putting you in a locked ward’; or ‘We’re increasing your antipsychotic
medication’. But if | say that to a peer worker, a response is more likely to be ‘Wow.
What an interesting thought to have. Tell me a bit more about that. How are you feeling
when you’re thinking that?’. So | think sometimes that clinicians can take a slightly
different approach, adapted from the peer workforce, while still engaging in evidence-

based clinical treatment.
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