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MHWA Principles 

Illustrated from a Consumer LLEW’s practice 
 
Introduction 
These examples were drafted for a staff education program .

They are still in the form of conversation starters for an audience of experienced clinicians.

The preface from that program  follows:
 
“          1)  As you will see, if you are an experienced practitioner, most of these things you already know, they are already part of your practice.
We teach them to ensure everyone practices at the same level.
Some of these principles are so much part of your practice that it’s hard to imagine doing any different, so sometimes the stories attached to a principle are from The Old Days, to show how far we have come.
2) Something many of you also know. As well as being morally right, and legally mandated, these principles are also smart practice, supportive of recovery.”

[bookmark: _Hlk205200149]Text of each principle from the Act that precedes the examples is from Department of Health, Victoria Mental Health and Wellbeing Principles




Dignity and Autonomy 
[bookmark: _Hlk205200005]The rights, dignity and autonomy of a person living with mental illness or psychological distress is to be promoted and protected and the person is to be supported to exercise those rights.    
Mental Health and Wellbeing Principles by Dept of Health
What Helped?
A consumer was asked what helped them most during their admission.
They said they came in to a residential unit feeling like their life, everything, was completely out of their control.
They said that the most helpful thing about their stay here was how the   team involved them in their treatment and gave them real choices, and respected those choices. 
They said that gave them a sense of being in control of one important part of their life.
This enabled them to believe they could have control of their own emotions and thoughts.
And that in turn influenced them to start to exercise control by taking charge of outside events.
And that’s the goal!

 


Diversity of Care 
A person living with mental illness or psychological distress is to be provided with access to a diverse mix of care and support services. This is to be determined, as much as possible, by the needs and preferences of the person living with mental illness or psychological distress including their accessibility requirements, relationships, living situation, any experience of trauma, level of education, financial circumstances and employment status. 
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Can’t move someone out of mental illness? Try working within their beliefs.

As well as adhering to basic values of promoting autonomy and demonstrating relationship-building respect for who people are, there are other reasons for looking at relevant cultural values and practices. They can sometimes bring a certain measure of relief for some people to whom standard pharmacological interventions do not.

The Hearing Voices movement and its offshoot, Beyond Belief aim to assist people in that resistant group by working within the beliefs and experiences not preventing them.

A pastor of my acquaintance has a rule of thumb he offers to people who ask him if the voices that torment them are symptoms of illness, as they are told by clinicians, or as the voices claim, voices from God which they must heed.

He tells them that, according to his professional knowledge and all modern theology, “God’s not going to reach into your life to give you a hard time, so if that’s what the voices are doing, they’re not from God.”
This rule of thumb supports people to seek solutions in psychiatry and is a stronger argument than categorical secular assertions for believers.

A Beyond Belief group in England had a number of people who perceived themselves as being influenced by negative emotions and thoughts transmitted telepathically by malevolent enemies, and who had not been able to get relief from medication.
The group leader engaged a third generation druidic priest who shared the traditional practices he had been taught to protect against such ‘psychic attacks.’
Half the people in the group reported experiencing less symptoms after.

If there’s a clean, effective psychotropic or standard therapeutic practice that gives good relief from distressing symptoms, then that’s wonderful. Do that!
When best clinical and therapeutic practice doesn’t give relief, working within cultural and belief structures can sometimes provide enough relief to allow time for standard long term treatment to occur. 

Least Restrictive 
Mental health and wellbeing services are to be provided to a person living with mental illness or psychological distress with the least possible restriction of their rights, dignity and autonomy with the aim of promoting their recovery and full participation in community life. The views and preferences of the person should be key determinants of the nature of this recovery and participation. 
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The safest way?

Decades ago, there was an acute unit who had an informal policy that the ‘safest’ way to discharge all people from the acute unit was on 1 year CTO routinely. 

This was back in the ‘Old Days’ before even the 2014 Act and only a few years after de-institutionalism .

The logic was that it would be the ‘safest’ way. It gave the service the power to deal with non-compliance when necessary, and wouldn’t make a difference to people who really plan to comply. Only people planning to be noncompliant would object, right?

That was the theory.

In that service I met a young man who was leaving their acute unit and was distressed to be told he would be on a CTO. As he explained it to me, he had been co-operative and compliant, even doing some things he’d rather not, because the hospital was helping him and he trusted his doctors.

When he was told about the CTO his question was “Why? What have I done wrong?” He felt like he’d done his part, but it had not been recognised, as if he was not trusted for no recognisable reason. 

To him, it seemed like the AMHS had decided, for no reason he (or I) could discern to stop being therapeutic and become custodial. 

It disconcerted him, and shook his confidence in getting the help he needed without further unexplained restriction.

Together we wrote to the clinical director, explaining the consumer’s position.

The CTO was cancelled, and for the last 25 years the consumer has been compliant and co-operative and formed some very good relationships.

If ‘compliance’ is important, therefore so are relationships and trust. 


Supported decision making  
Supported decision making practices are to be promoted. Our consumers are to be supported to make decisions and to be involved in decisions about assessment, treatment and recovery. The views and preferences of the person receiving mental health and wellbeing services are to be given priority. 
[bookmark: _Hlk205200387]
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Oh, sure. I can do that!

There was a consumer who just refused to accept the rather dreadful situation they were in, and therefore refused to make decisions necessary to resolve it. 
The more the existential importance of the decisions were emphasised, the more they were told they absolutely right now needed to decide, or terrible things would occur, the more they withdrew.

There’d be times when substitute decision making would be the only and early response to such an impasse.

Something else was tried. They were given time. A trusted advisor was identified, the problem redefined within her worldview, they ‘delusional disorder’ and a more palatable – but still true -description of the same problem was identified.

The pressure off, they were able to look at the decision differently, and to address it.

I have met people who steadfastly refused to consider ‘antipsychotic’ medication not because of side effects, rather because their identity did not include being ‘psychotic.’ This is normally where Compulsory Treatment Orders come in.

More than one of those people happily take such medication without a CTO, once they were told, completely truthfully, that it would also give them better sleep, as insomnia was problem they experienced often.

This isn’t manipulation or trickery, but provision of all the relevant information, understanding the client’s world and priorities and expressing the choice – truthfully, always - in terms with which they are comfortable.

   


Family and Carers 
 Carers and supporters (including children) of a person receiving mental health and wellbeing services are to be supported in their role in decisions about the person ' s assessment, treatment and recovery. 
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Just a note here. I am speaking from the consumer perspective. ‘cause, like, that’s where I live!
LLEW also contains workers with the carer perspective, and we respect each other and our different experiences. Normally we would ensure a carer would be speaking to this Principle, but in their absence, I offer my consumer view. 
But ask a carer LLEW sometime!

A Real Expert
I can say, that in my own life, one of my main supports, who spends a LOT more time with me that any clinicians ever did, even in my early years, is my partner.
Someone who supports and involves her, is also supporting me, and someone who refuses to support and appropriately inform her potentially makes it harder for her to support me.
And this slows my recovery, and potentially to the point where clinical staff start to need to spend their own time on me - which may not have happened if they followed the principle.
So it's very much in consumer's interests, and staff's, to follow this principle.






Lived Experience
 The lived experience of a person with mental illness or psychological distress and their carers, families and supporters is to be recognised and valued as experience that makes them valuable leaders and active partners in the mental health and wellbeing service system. 
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Learned and lived experience. Both needed. 

I say people working in an MHWS have one of two sorts of learning to offer you.

Most staff here have done considerable study and from that study know a great deal about the different ways to help people get better – medication, therapies, direct support. They’ve added to that with years of work and practice.

 That’s learned experience and it’s vital. I am alive because of some good people with learned experience, and that’s a good thing!

But despite all that learning, and the knowledge that these professionals want to help, deep down somewhere was the thought ‘how would you know?’

What I was going through was so personal, so chaotic and so individual that I just couldn’t see that however many years of study, any number of journals or books could let them understand, or that there ever was anyone experiencing what I was.

And when you sit down across from a middle-aged, well-dressed, well-spoken man, in a nicely appointed room, maybe with a brag wall of qualifications behind him, something happens.

He says, “I know what ails you and I can help.” 

Often, despite his sincerity, despite you wanting help, an unspoken thought lands in your mind. 

“How the Dickens would someone like you, someone successful, put-together and so normal have any idea of the chaos in my head?” 

Then, years later, I met people who could say, “I used to feel … And now I don’t.” That opened up possibilities for me that a decade with very nice clinicians did not.

People with learned experienced can show us how to get better.

But people with Lived experience can show us that it is possible to get better!

And unless you believed it is possible, why would you try? 

Health Needs 
The medical and other health needs of people living with mental illness or psychological distress are to be identified and responded to, including any medical or health needs that are related to the use of alcohol or other drugs. In doing so, the ways in which a person ' s physical and mental health needs may intersect should be considered. 
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[bookmark: _Hlk205199608]Content Warning: This example refers to the Passing of a Consumer

The Bad Old Days? 

This is one that any of you whose practice has mainly been here at our service may take for granted. I have been very impressed, in the year I have been here at how well integrated the Inpatient Unit is with the wider hospital, compared to some major Melbourne services in my experience.

It wasn’t always like that.

I was working peer support in a SECU a long way from here, in the ‘90s and spent a fair bit of time with a particular consumer. He was an older guy, spoke English as a second language and was, frankly, a bit of a stereotypical ‘grumpy old man’. But so can I be on occasion 

He had been a patient in a long term locked ward in a large psychiatric hospital under the old system and at the time of this story had been in care for more than a decade to my knowledge.
The SECU was attached to a major general hospital.

One of the numerous things he would grumble about were various pains and aches.

Eventually, he was admitted to the main hospital, and diagnosed as having a tumour. It was one of those “as big as a …” tumours (I forget the comparator) 

I won’t interpret this next bit or critique professionals in a field in which I am totally ignorant.

You are better equipped to do that.

I will just record what I saw and heard. About 8 days after the first scans and diagnosis, he passed away from the cancer.

I can’t imagine that occurring here. 

Rest in Light, M.

Dignity of Risk 
A person receiving mental health and wellbeing services has the right to take reasonable risks in order to achieve personal growth, self-esteem and overall quality of life. Respecting this right in providing mental health and wellbeing services involves balancing the duty of care owed to all people experiencing mental illness or psychological distress with actions to afford each person the dignity of risk Any examples when you 've been able to balance duty of care with dignity of risk? What can we learn from this? 
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It might have worked, and now we know.

There was, once upon a time, in a CCU a long way from here, a young consumer who was the ‘Poster Boy’ for recovery. He’d entered the CCU quite unwell and disconnected with study or work, and was some months later enrolled in a TAFE course, pretty symptom free on the right meds, and about to move into good accommodation in the community. 

All in all, a real CCU success story.

In fact, things were going so well that he told his psychiatrist he didn’t think he needed the pills any more and wanted get off them immediately. The doctor did all the right things, explained the likely result, counselled caution, described what usually happened in his experience when meds are ceased.

The consumer was adamant.

At that point, the consumer did not satisfy the criteria for involuntary treatment, so the doctor agreed, and titrated him off in the community.

And the consumer got crook again, lost his TAFE place and the job promise and was in many ways back where he started.

There were many, many people who blamed the psychiatrist, and quick to say, ‘I told you so’.

None of the consumer workers who heard the story had anything but praise for the doctor.

Yes, it didn’t work. But it might have worked, and now the consumer knows.
He’s tried what he thought might work and now he has experience, can make decisions based on that.

Moreover, each consumer knew exactly what would have happened if the doctor refused. The consumer would have at one time or another, ceased his pills himself, without supervision, and things might have gone worse.

Gender Safety 
People receiving mental health and wellbeing services may have specific safety needs or concerns based on their gender. Consideration is therefore to be given to these needs and concerns and access is to be provided to services that— (a) are safe; and (b) are responsive to any current experience of family violence and trauma or any history of family violence and trauma; and (c) recognise and respond to the ways gender dynamics may affect service delivery, treatment and recovery; and (d) recognise and respond to the ways in which gender intersects with other types of discrimination and disadvantage. 
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Content Warning: This example refers to sexual violence and abuse

“Obviously!”
 
[bookmark: _Hlk205199808]I started working in mental health, a bit over three decades ago. Back then when you asked about the proportion of patients who had experienced sexual violence or abuse, you would get two different answers.

CASA workers would say “At least half and probably many more.”

The answer some Mental Health staff gave in those dark old days was consistent with the community view at the time. 

The answer I heard was ‘almost none’. I won’t ever forget the explanation, “Oh, a lot of patients say it as part of their delusions but they blame people like priests, relatives, doctors, even parents! Obviously, none of those respected men would do that.”

 The past was a different country, and we’re well out of it, in this area for sure. 
















 

Cultural Safety 
(1) Mental health and wellbeing services are to be culturally safe and responsive to people of all racial, ethnic, faith-based and cultural backgrounds. (2) Treatment and care is to be appropriate for, and consistent with, the cultural and spiritual beliefs and practices of a person living with mental illness or psychological distress. Regard is to be given to the views of the person ' s family and, to the extent that it is practicable and appropriate to do so, the views of significant members of the person ' s community. Regard is to be given to Aboriginal and Torres Strait Islander people ' s unique culture and identity, including connections to family and kinship, community, Country and waters. (3) Treatment and care for Aboriginal and Torres Strait Islander peoples is, to the extent that it is practicable and appropriate to do so, to be decided and given having regard to the views of elders, traditional healers and Aboriginal and Torres Strait Islander mental health workers. 
(2) 
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The New Zealand Experience

There’s a clear example of the importance of this principle, and it’s wider benefits.

Despite currently sharing the same challenges as much of the Australian mental health sector, there are areas where New Zealand has stood out. 

Decades ago when we in Australia were just starting the move to a recovery model, New Zealand was an important source of example and good practice – and good practitioners.

They had consumers within clinical meetings when it was unheard of here. One of the most prominent consumer trainers in recovery was from New Zealand. An acute unit there trialled medication free treatment.

Nor necessarily easy to understand why these differences occur– similar demographic, history and resources.

There is one major difference, which I see as significant. One of New Zealand’s founding documents, the Treaty of Waitangi, which has been codified in various laws requires respect for the culture, traditions, community and customs of the First Nations there in health services.

Respect for different paradigms of health and healthcare, seeing patients, even during treatment as inseparable from their wider community and accepting traditional non-medical interventions as part of an admission have at least in theory, have been mandated for decades before similar reforms were considered here in Australia.

This seems to have had ‘ flow-on’ effects for non-indigenous patients.
When you are mandated to consider these things, and by treaty provide ‘Self Determination, Partnership and Protection’ for a portion of your patient population, it seems to generalise into the wider population.


Wellbeing of Young People 
The health, wellbeing and autonomy of children and young people receiving mental health and wellbeing services are to be promoted and supported, including by providing treatment and support in age and developmentally appropriate settings and ways. It is recognised that their lived experience makes them valuable leaders and active partners in the mental health and wellbeing service system. 
Just another note here, the perspective of young consumers is another ‘sub-speciality’ in LLEW, and ordinarily I would no more speak for them than I would for carers. However, as with carers, we don’t have a young consumer here, so I’ll make an observation from my own perspective about a young person I met who ably represented the last couple of lines written above.
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“What am I going to do?”
  
Moving from childhood to being an adult has many challenges and developmental milestones. Balancing the adoption of one new identity as an adult is hard enough, managing a whole new  ‘consumer of mental health services’ at the same time is a daunting task.

But people manage, and can grow stronger through it.

 I was once asked tearfully by a young person in an acute unit, whose daily life and immediate future was going in a way very different from what they had expected and different than the lives of other young people they knew, ‘What am I going to do?” 

They’d heard all about recovery, treatment, peer support, their rights but nothing seemed to help, it seemed like their life just wasn’t theirs anymore. 

All I had left was to explain an American term for people like us. 

They call us ‘Survivors.’ Because that’s what people like us do; survive. 

And this young person, whose life felt completely out of their control, took a breath, composed themself, gave a firm nod and said ‘Yes.’ 

That’s one of the things that makes me proud, to be in the same mob as brave, strong, wild people like that, to count them as my ‘brothers and sisters, even those I’ve never met before’ as a veteran Consumer Consultant put it to me once.



 Diversity
 (1) The diverse needs and experiences of a person receiving mental health and wellbeing services are to be actively considered noting that such diversity may be due to a variety of attributes including any of the following— (a) gender identity; (b) sexual orientation; (c) sex; (d) ethnicity; (e) language; (f) race; (g) religion, faith or spirituality; (h) class; (i) socioeconomic status; (j) age; (k) disability; (l) neurodiversity; (m) culture; (n) residency status; (o) geographic disadvantage. (2) Mental health and wellbeing services are to be provided in a manner that— (a) is safe, sensitive and responsive to the diverse abilities, needs and experiences of the person including any experience of trauma; and (b) considers how those needs and experiences intersect with each other and with the person ' s mental health. 
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Diverse is as diverse does.

This principle is included because it’s something MHS have not always done well, over the decades; in The Old Days personality disorders could lead to automatic exclusion from acute units, a deaf person could struggle to get staff to consistently announce themselves with the appropriate ‘flicking of the light switch’ instead of knocking which couldn’t be heard, spiritual practices outside large familiar churches could be discounted or stigmatised. 

Many important and protective parts of the varied human experience were relegated to ‘they can do that/talk to whomever/express their culture when they are discharged, here they need to concentrate on addressing their psychiatric issues’.

At first sight, following this principle is a daunting task. There are sixteen discrete and complex domains listed above and it’s hard to imagine the most dedicated single clinician being informed in a meaningful way about all of them – every world culture, all disabilities, all spiritual schools, every facet of neurodiversity, every upbringing, every expression of the human need for closeness, and every spirit and life journey!

But that’s why we have multidisciplinary teams, and a purposefully diverse workforce. 

 Neurodiversity is addressed appropriately by more than one specialist allied health discipline, hospital chaplains and external faith leaders are used, cultural sensibilities are identified by specialist workers or team members.






Wellbeing of Dependents 
[bookmark: _Hlk189085154]The needs, wellbeing and safety of children, young people and other dependents of people receiving mental health and wellbeing services are to be protected. 

This is another of the principles that is best addressed by a Family/Carer LLEW, so catch up with one soon for better examples and explanation. As before, in the interim, I’ll speak from my own, consumer viewpoint.
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‘From’ or ‘For’?
Let’s be honest here. Sometimes, when we think of ‘wellbeing and safety of children, young people and other dependents’ we think of protecting those dependents from their consumer family member, or at least from their actions.
That can be necessary; it is the collective duty of any functional society and its citizens – or any village – to protect and empower their young or more vulnerable. 
And as a parent and a consumer, I say thank you for this, when it is needed.  

But I am also grateful when I see the strong efforts clinicians make to protect those dependents for their consumer family member, to support them until – when and if it’s safe and appropriate and all that- the consumer can get their balance back and all involved can begin to knit together the frayed strands of family bonds.
Because one of the strongest motivators for putting in the – hard – work to build a real recovery and reclaim some version of the best life you have been living is when you have something and someone to come back to.
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