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This report has been finalised at an important
stage in the history of the National Mental Health
Strategy and details a wide range of issues ger-
mane to the continuing reform of mental health
services in Australia. Many of these are common
across the whole health and community sectors:
the education and training of the workforce, the
reform of the way services are delivered, the devel-
opment of intersectoral partnerships, and the
increasing role that consumers and their carers
play in all aspects of service delivery.

The mental health education and training work-
shops, details of which are documented in the
report, are an example of the practical application
of this consensus model of collaborative participa-
tion and consultation in health sector reform. The
meetings represented a unique and valuable
opportunity, over time, for many consumers, carers
and mental health professionals to share ideas, val-
ues and goals.

This report outlines over-arching principles devel-
oped during the course of the workshop series; it
also contains a number of chapters consisting of
input from consumers, carers, and representatives of
the five most relevant disciplines. As such, this doc-
ument will be a valuable resource which will assist in
the future planning for mental health sector educa-
tion, training, consumer/carer partnership, work-
force supply and service delivery structure.

One of the many significant challenges still to be
addressed under the National Mental Health

Strategy is to improve the attitudes of mental
health service providers towards consumers and
their carers. Education and training initiatives
under the Second National Mental Health Plan
must therefore aim to assist the workforce to be
more responsive to the rapidly changing service
delivery environment. This consists of more than a
community care-focus for the treatment of mental
illness, it is about accepting that people with these
illnesses themselves have “expert” knowledge,
they have individual needs and expectations.
Furthermore, consumers and their carers can con-
tribute greatly to the recovery and management of
mental illness as well as to the quality of the care
delivered by the professional workforce. 

Fostering a culture which values the opinions of
consumers and carers must be the overarching
goal of continued reform in this area. Changes to
curriculum and education approaches, whether at
the tertiary level or as continuing training, should
build upon this principle - I expect that each train-
ing regime will adapt, in their own way, to this
foundation issue.

I would like to acknowledge the involvement of all
participants to the workshop series as well as to
commend this report to those who have a commit-
ment to improvements to Australia’s mental health
workforce. It is a valuable compendium of the
results of pooled knowledge, expertise and experi-
ence. 

Foreword

Dr Harvey Whiteford
Commonwealth Director of Mental Health
January 1999 
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111.The exception is psychiatry: see chapter 5.3

This report provides guidelines, information and
resources for universities, professional associa-
tions and employers to implement, to update men-
tal health education and training to the require-
ments of meeting consumer and carer need and
the benchmarks on quality and effectiveness pro-
vided by the Second Mental Health Plan. As such,
it will be pertinent to the teaching of mental health
educators, the training plans of workplace trainers
and the day-to-day practice of practitioners in all
mental health services.

The report has two major recommendations. The first
positions this report as the critical document inform-
ing the development of a national education and
training framework under the Second National
Mental Health Plan. The second recommendation
proposes a number of detailed actions for a national
education and training network.

Conclusions

The conclusions of this project are as follows:

� Agreement exists between all representative
participants of the five disciplines and carers
and consumers at the workshops that reform of
current education and training in universities,
and continuing professional education in the
workplace is both necessary and possible.

� All such reforms, (that is, their structures and
processes) need to be assessed against the
Statement of Principle, i.e.

“The relationships between consumers and
service providers and carers and service
providers, should be the primary focus of
practice and research in mental health.
Consumers and carers are therefore major
players in the education, training and devel-
opment of the mental health work force.”

� Future education and training structures and
processes must cohere around the two guiding
principles:

Mental health professionals need to learn
about and value the lived experience of con-
sumers and carers

Mental health professionals should recognise
and value the healing potential in the rela-
tionships between consumers and service
providers and carers and service providers.

� Each discipline needs to develop a new body of
knowledge around the “lived experience” of
consumers and carers.

� Each discipline has developed a framework of
attitudes, knowledge and skills which stem from
the guiding principles 1 which can lead to prac-
tice standards and curriculum at all levels: pro-
fessional entry, senior and advanced levels of
practice.

� The commonalties between each discipline are
greater than the differences.

� A common interdisciplinary framework of atti-
tudes, knowledge and skills based on the com-
monalties has been developed.

� The development of a leadership group (as illus-
trated by the members of this workshop) is a
productive way of developing ‘champions’ of
change.

� Experiential learning processes must parallel
structural policy change.

� Basic university courses in the disciplines are
under resourced with respect to mental health
education.

� Complex, multi faceted workplace learning
experiences through both short and longer
courses should continue beyond basic discipli-
nary education.

� Employers should promote and fund workplace
learning.

� A ‘best practice’ model of curriculum review
needs to be developed in consultation with the
higher education sector, professional associa-
tions, employers and Commonwealth and State
Governments.

Executive summary



Overview

Promoting education and training is central for the
success of the Second National Mental Health
Plan. This project was commissioned to advise on
future directions for education and training. The
central focus became the need for change within
and between the five major disciplines working in
mental health services - occupational therapy, psy-
chiatry, psychiatric nursing, psychology and social
work. The key driver was the needs and rights of
consumers and carers, as they defined them
around their ‘lived experience’.

Part 1 of this document is the report of the work-
shops. In Chapter 1, the project is defined, scoped
and outlined. In Chapter 2, the themes of the pro-
ject are defined: how to ensure that the ‘lived expe-
rience’ of consumers of services, and carers,
becomes central to education and training; how to
advance the five major disciplines and their rela-
tionships with the universities; how to relate edu-
cation and training into indicators of quality and
effectiveness in service delivery through the sec-
ond National Mental Health Plan; how to focus
the matters mentioned into learning for all staff
working in mental health services, through devel-
oping learning organisations by using learning
strategies and learning networks.

Chapter 3 by Epstein and Rechter, acknowledges
that more consumers are involved in education and
training than previously, but views their involve-
ment as sporadic and diffuse. Participation for con-
sumers in mental health services is not an end in
itself; they argue for more participation for all, that
is carers and professionals as well as consumers.
As a method to progress this, the consumers in this
project advocate the practice of ‘deep dialogue’,
that is extended workplace conversations between
consumers, carers and professionals about the
meaning of events, behaviours, practices and sys-
tems. The chapter discusses the importance of
developing consumers’ knowledge base and skills
into a complementary mental health discipline
through a consumer studies centre.

Involving the carers in the treatment of severe
mental illness is becoming a threshold issue, argue
Player and Leggatt in Chapter 4, pointing out that
carers are sidelined or left out of most mental
health decisions. This chapter points out that the
general approach in both literature and practice is
to assume that carers need to be socialised to the

normative assumptions of the professionals. Player
and Leggatt argue the reverse: that it is profes-
sionals who need to be educated, to discover and
incorporate the learning of carers about mental ill-
ness. Carers are aware that conceptualising their
needs, rights and responsibilities may take time
but consider their future contribution to education
and training to be critical through a carers’ forum.

In Chapter 5 the five major disciplines in mental
health outline separate responses to the challenges
of the workshops. In the end, the disciplines
involved acknowledge that their commonalties
were greater than their singularities. All disciplines
acknowledge the need to develop further process-
es and structures in education and training which
place consumer and carer experiences as central
to learning. All disciplines specify a framework of
attitudes, knowledge and skills around the guiding
principles outlined earlier already. (The exception
is psychiatry which had a pre existing curriculum
now needing revision).

This project posed difficulties for all disciplines
and Chapter 6 refers to these. The difficulties
were most evident in the case of psychiatry.
Chapter 6 discusses a template which demon-
strates what the disciplines discovered they had in
common. A common framework of attitudes,
knowledge and skills is specified, which can be
related to curriculum, assessment and practice
standards at entry level, senior and advanced lev-
els of practice of any discipline and within interdis-
ciplinary education and workforce based training.

Chapter 7 discusses the importance of education
within the ‘reflective practitioner’ model and
encourages reflective practice in the workplace.
The complexity of assisting individuals to emerge
from disciplinary based to interdisciplinary prac-
tice is acknowledged. Mental health education and
training is largely about how to develop judgement
for complex decision making on the part of the
practitioner and team. Further education for men-
tal health practice must be developed despite the
cut backs in university funds. Effective partner-
ships with professional bodies and employers are
essential.

Chapter 8 discusses learning in the workplace and
the responsibility of employers to dedicate budget
resources towards education and training as the
basis of developing adequate workplace learning,
both disciplinary and interdisciplinary. Every men-
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tal health practitioner needs an individual learning
plan. But education and training can be a potent
lever for workforce change. The ‘deep dialogue’
process advocated by consumers and successfully
utilised within the project can be expanded into a
process which facilitates organisational as well as
individual learning. But establishing structures and
systems can achieve little change without setting
up appropriate processes; ‘deep dialogue’ coin-
cides with many of the approaches taking within
learning organisations. The usefulness of a ‘learn-
ing organisation’ approach to creating innovation is
outlined.

In Chapter 9 the conclusions and recommenda-
tions of the project are discussed.

Part 2 contains a number of appendices. The most
important one for this project is Appendix 1 enti-
tled a National Audit of Mental Health
Education and Training. It assesses the current
base of mental health education in undergraduate
and postgraduate disciplines in universities. The
inevitable move towards establishing postgraduate
mental health courses (both disciplinary and inter-
disciplinary) is now at risk because of the abolition
or reduction of HECS 2 based postgraduate cours-
es. This leaves all disciplines (aside from psychia-
try) with potential problems of access and partici-
pation in specialist mental health education, even if
such postgraduate education becomes available.

Other appendices can be noted from the Contents
list.

332. Higher Education Contribution scheme



Jan Carter

Introduction

How can the education and training of profession-
als working in the mental health field meet the
needs of service users and their family carers? In
the first phase of the National Mental Health
Strategy in Australia, 1993 to 1998, this issue
emerged as a major challenge facing governments,
professional associations, educators and training
providers. Ultimately, the quality and effectiveness
of mental health services will be judged by their
ability to achieve improved outcomes for the users
of mental health services. To achieve this, educa-
tion and training providers and professional bodies
will face increased scrutiny, and possibly renewed
accountability to the community.

This report will look at a journey of discovery taken
by a group of fifty or so people3 with a common
interest in the improvement of Australian mental
health services through the contribution of educa-
tion and training to the quality and effectiveness of
services. We came from different perspectives: as
former and present users of services (called
consumers throughout this report), as carers,
government officials, practitioners, managers
or academics in psychiatry, as mental health
nurses, occupational therapists, psychologists
and social workers. Initially, our coming together
was not a matter for general enthusiasm. We had
been asked to revive and, if possible, to rehabilitate
a subject which had been examined by a previous
project, the report of which had been comprehen-
sively rejected by most of the constituent groups
mentioned above. The earlier project4 had upset
almost all, by ignoring the roles of universities and
professional associations, the experiences and
views of consumers and carers and the different
roles of the disciplines. So the repair job implied by
the establishment of this project was not greeted
with much optimism.

The original project brief5 was to bring together
key representatives from the disciplines and bod-
ies already outlined above. The aim was to:

� share ‘best practice’ developments in education,
training, continuing education and staff develop-
ment

� promote curriculum for each professional group

� discover and discuss successful innovations for
existing education and training, continuing edu-
cation and staff development.

The project objectives were refined so that they
concentrated on particular targets. These targets
were: improving the education and training in five
major disciplines practising in mental health ser-
vices (rather than improving every group in the
mental health services); meeting the needs of con-
sumers and carers exposed to severe mental ill-
ness, (rather than dealing with every type of emo-
tional or mental condition or disability or their pre-
vention); and outlining the enduring structures
needed, that is, identifying the structural and poli-
cy ‘drivers’ for progress.

The extension of the project into policy and struc-
tural matters allowed thought about how con-
sumers and carers could improve the process of
the project. An early decision was that a critical
mass of consumers and carers needed to be
involved. The Advisory Committee to the Project6

agreed, so there were at least as many consumers
and at least as many carers, as there were repre-
sentatives of any one of the five disciplines. If con-
sumers and carers were to be given a voice in the
project, the size of their delegation needed to be
adequate. So for this reason six consumers and six
carers joined the six psychiatrists, six psychiatric
nurses, six psychologists, six occupational thera-
pists and six social workers invited to the initial
workshop.

Project method

Essentially the method of the project was consul-
tative and oriented to achieving a consensus
through the major activity of workshops.
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3.The participants in each workshop are listed at Appendix 2
4. A report by KPMG Consulting, The National Mental Health

Workforce: was released in December 1994.
Its recommendations are reproduced at Appendix 3

5.The background and aims of the project are described at
Appendix 4

6. Members of the advisory Committee to the project are list-
ed at the beginning of this report.



The project consultant, (Deakin University’s
Deakin Human Services Australia) worked with a
representative Advisory Committee appointed by
the Mental Health Branch of the Commonwealth
Department of Health and Family Services. The
Committee met six times (four meetings and two
teleconferences). The major activities of the
Project were nine workshops which consisted of
the following: three plenary workshops for the pro-
ject group as a whole, two for consumers and car-
ers and four for the major disciplines. The work-
shops were reported separately7. There was an
audit of all mental health education and training
carried out by Australian universities which com-
prises Appendix 1.

At the workshops, provision of information from
outside experts, conference delegates and the con-
sultants was mixed with focus and discussion
groups and feed back sessions. The development
of a working agreement about the nature and
direction of this project was not easy and the first
two plenary workshops, the Advisory Committee
and one of the consultants spent a great deal of
time defining the area of approach.

The priority given to consumer and carer knowl-
edge and opinions was unusual and took some dis-
cussion. Aside from the critical mass, the con-
sumers and carers needed time to meet with the
project staff to discuss their view of the issues.
They developed a ‘statement of principle’.

After some debate the following ‘statement of prin-
ciple’ was adopted by the workshop.

“The relationships between consumers and service
providers and carers and service providers, should
be the primary focus in practice and research in
mental health. Consumers and carers are therefore
major players in the education, training and
development of the mental health workforce”.

This means that consumers and carers are to be:

� actively involved in policy and planning, devel-
opment, decision-making, research and evalua-
tion of all mental health services

� adequately resourced and remunerated for
work, this being reflected in government policy,
mental health budgets, training budgets and any
tender specifications for education and training

� actively involved in all aspects of the education
and training process, including curriculum devel-
opment, teaching and learning programs, and
accreditation

� encouraged to further develop their ‘bodies of
knowledge’ to provide the basis for mental health
disciplines.

Beyond this initial statement of principle, it was
agreed by the workshop participants that con-
sumers and carers should define the guiding prin-
ciples, not only of this project but of future educa-
tion and training in mental health. After an extend-
ed process of discovery it was decided that the
future test for mental health professionals of the
quality and effectiveness of any education and train-
ing process would be based on two guiding princi-
ples. These stress that mental health professionals:

� need to learn about and value the lived experi-
ence of consumers and carers

� recognise and value the healing potential in the
relationships between consumers and service
providers.

What were the implications of these guiding princi-
ples for the workshops? The beginning point of
understanding mental illness needed to be learning
about the experiences of people who are mentally
ill and of their carers. Beyond the workshops, an
appreciation of these experiences is the beginning
point of the processes of assessment, treatment,
rehabilitation, prevention and early intervention
and needs to be understood by all mental health
professionals.

The beginning point then, is not:

� knowledge about the brain and biological views
about mental illness; and/or

� psychodynamic theories of causation of mental
illness; and/or

� behavioural interventions in mental illness;
and/or

� the social factors antecedent to or consequent
on mental illness.

Important as these issues are, they are secondary
to meeting a person who is or has been mentally ill
face to face, in an honest, committed effort to
understand this experience. It was agreed that
inherent in this meeting is a potential ‘healing rela-
tionship’.

55
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Appendix 5. (Membership of the workshops was by 
invitation).



The two guiding principles outlined above will need
to shape the future development of education and
training curricula. They have the potential to chal-
lenge the current structures of imparting mental ill-
ness knowledge, (where knowledge is defined as
that imparted by experts in the field). Until now,
‘experts’ have been defined by their university qual-
ifications and their peers. Relationships between
professionals and mentally ill people have often
been reduced to summarised data or to abstract
generalisations. By contrast, the guiding principles
of this project imply that learning about and valuing
the lived experience of consumers and carers and
recognising and valuing the healing potential of
relationships with professionals may reverse the
conventional hierarchy of teacher and student8.

We looked for other projects which might assist us,
or from which we might develop allied methods,
but were unable to find a direct equivalent. The
origins of this project in the previous KPMG report
have been mentioned. We also noted a report from
the UK: Pulling Together: The Future Roles and
Training of Mental Health Staff, published by The
Sainsbury Centre for Mental Health. No one dis-
agreed with The Sainsbury Centre’s argument for a
strategic approach to the training of the mental
health workforce by developing:

� a common agenda

� a community focus

� collaborative working

� life long learning and sustained performance

� a service user and carer perspective

� re training for institutional staff

� integration of training with the service 
environment

� the skills of managers.

The problem was how to ground these statements
into policy action, organisational reform and pro-
fessional commitment. The Sainsbury report, like
this report, argued for the continuing development
of individual disciplines, and for a set of core skills,
knowledge and attitudes common to all disciplines.
The Sainsbury Report acknowledges the impor-
tance of the contribution of mental health con-
sumers and carers.

Another series of reports by the University of
Queensland published in 1997 for Queensland
Health aimed at developing a professional develop-
ment strategy for mental health services in
Queensland. The consultants produced seven
reports, which, in summary, identified core compe-
tencies, reviewed training programs and needs,
developed a curriculum and a training program,
developed learning objectives and presented a
delivery strategy.

The Sainsbury and the Queensland projects point-
ed to the common disciplinary nature of much
mental health work. The Sainsbury report’s “Core
skills, knowledge and attitudes required in mental
health services”, (reproduced as Appendix 8) and
the Queensland project’s, “Core competencies for
mental health professionals” (reproduced as
Appendix 9) were important references. In partic-
ular the Queensland project dealt with interdisci-
plinary commonalties as well as distinctive profes-
sional attributes. But neither the Sainsbury nor the
Queensland projects were parallel to our purposes.
We had decided that consumer and carer input
should be central to our process and that assisting
the disciplines to map their strengths and examine
their weaknesses was important. We also wished to
consider the role of organisational and structural
variables in professional learning. Whilst we appre-
ciated that the individual professional can make a
difference, workplace learning does not take place
in a vacuum. Organisational structures and
processes impinging on the professional are crucial
factors to consider in individual learning and in
promoting change in mental health services.

Why the focus on 
the five disciplines?

The disciplines of mental health: nursing, occupa-
tional therapy, psychiatry, psychology and social
work, constitute the major professional grouping in
mental health practice. Some may wish to dispute
this choice so it is reasonable to provide the ratio-
nale for the selection of these five disciplines with-
in this project.

The main reason is their size. The five disciplines
were selected for the size of their joint representa-
tion in direct care services of the Australian mental
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8. Professor John Cawte in his 1998 biography The Last of the Lunatics
reports turning up at Hillcrest Hospital, South Australia to look for medical
records from his former receiving house Enfield Hospital which had beed
closed.The records related to his work in the 1950s. Some indicative quo-
tations are:

“ ‘I’ve heard why you’re here”, greeted Dr James, shaking my hand. ‘You’re won-
dering about the fate of the medical records from Enfield Hospital.’

‘Those patients were my teachers’, I replied, a little self-consciously. ... ‘They
were the only teachers’, ... in those days’ (Cawte 1998, p.14).



health workforce. Together these disciplines com-
prise at least three quarters of all direct care staff9

in the mental health workforce and about 60% of
the total workforce.  Second, on grounds of history
and tradition, the disciplinary groups discussed in
this report are assumed to have had a long term
stake in mental health education and training and
the subsequent practice of their members. If this
assumption is correct, the national audit reported
in Appendix 1 suggests that the educational, eco-
nomic and professional processes which have
impelled each discipline towards providing ‘generic’
university undergraduate education, to student
nurses, occupational therapists, psychologists and
social workers, may have produced unintended
losses of specialist mental illness knowledge and
skills. One example is nursing, where generic
undergraduate education has displaced hospital
based specialist training, leaving nurses who wish
to undertake specialist mental health education to
complete ‘user pays’ specialist mental health gradu-
ate courses. Similar but not identical processes
have occurred in psychology and social work. The
combination of user pays university education and
the absence of renumerated, supervised training
posts is clearly a huge handicap for development in
mental health practice10.

There are other groups delivering direct care to
consumers and carers in mental health whose
training needs need to be considered. Some of
these are smaller professional groups (such as
speech pathology in child and family mental health
or physiotherapy in aged mental health). In addi-
tion there are personal care staff who do not have
a disciplinary affiliation, working in the disability
support area who are briefly discussed at
Attachment A1.

Notes:

1. As well as 539 consultant psychiatrists, there were 587
psychiatric registrars and 339 other medical officers
employed in specialist mental health services in Australia.

2. In addition to 8406 registered nurses there are 1373 non
registered nurses employed in mental health services.
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9.This figure could be regarded by some as an under estimate since it does
not contain psychiatric registrars and non psychiatric qualified medical 
officers - see Table 2.1.

10.This report does not propose to discuss whether or not any or all of the
five disciplines can be considered a ‘profession’. It notes the discussion in
Professional Education and Credentialism, the Higher Education Council
(HEC 1996, Chapter 1) which reports the membership criteria of the
Australian Council of Professions Ltd.This recognises as professions 
organisations which:
� represent a single body nationally
� have a specialist knowledge and service orientation
� have a code of ethics
� require life long professional development, and
� differentiated levels of membership.

Table 2.1 Discipline x full time equivalent professional staff x state and 
territory as employed in specialist mental health services, 1996-7

State Consultant Registered Occupational Social Psychologists Total
Territory Psychiatrists Nurses Therapists Workers

NSW 185 2815 138 214 312 3664
Vic 155 2309 133 212 189 2998
Qld 97 1354 86 142 158 1837
ACT 9 114 3 23 14 163
WA 67 957 89 109 88 1310
SA 62 789 43 126 64 1084
Tas 13 244 6 29 26 318
NT 6 84 1 5 13 109
Total 594 8666 499 860 864 11,483

Source: National Mental Health Report 1997. Commonwealth Department of Health and Aged Care (1998, p147,Table A-28)



The largest workforce by far is the nursing work-
force. If psychiatric registrars are amalgamated
with psychiatrists, psychiatry is the second largest
group. Social workers and psychologists have vari-
able employment patterns state by state but are
nationally  similar sized groups. Occupational ther-
apists are the smallest group.

In discussing the position of the five disciplines, it
also needs to be noted that there are two other
important groups of staff in the mental health
workforce, whose training needs are fundamental
to quality in services delivery. These are large
groups of administrative and clerical staff and
domestic and related staff. Other studies (Carter,
1981) have emphasised the importance of training
and support for such groups - the domestic staff
are often the first and most frequent points of con-
tact for consumers and carers, particularly in insti-
tutional or residential settings11.

Overall, in 1995-6 the largest group of staff (8553)
are employed in impatient services, the second
largest group (4923) in ambulatory settings, and
the smallest group in residential settings (949).
The expanding areas of activity are the ambulatory
and residential areas, whilst over the past three
years there has been a small decrease in the num-
bers of staff employed in impatient units. This
gives some indication of the types of work venues
that must be considered in meeting education and
training needs, a matter discussed in Chapter 8.

Project participation

The execution and completion of this project was
only possible because of the substantial commit-
ment of a group of people in the mental health
workforce and universities who were committed to
the changes of direction the report will outline.
Complex changes, especially those involving disci-
plinary traditions and workforce culture, take a
great deal of time and it is easy to forget the con-
siderable amount of change which has taken place
since the project was first mooted.

Change is a continuous process. At one point in
time, the emphasis may be on the need for change
in administration and structure, to assist in the
reform of work practices which will in turn help to
shape attitudes and behaviour.  At another point in
time, the starting point may be attitudes and
behaviour and the need for individuals to take

responsibility in promoting change in work prac-
tices.

Because the starting point of this report was edu-
cation and training and the end point was the ques-
tion of how this might achieve better outcomes for
service delivery for consumers and carers, both
ends of the continuum needed to be considered:
the structures and administration of services and
the attitudes and behaviour of individuals.
Chapters 2 and 8 will discuss the themes which
developed during the project to encompass this
range of matters.

The project participants endorsed this dual
approach to consideration of the issues and as the
project moved on, began to look at these issues as
they applied to individual disciplines.

There was some discussion about the extent of the
brief of this project, as some participants felt that
the brief was too narrow and should encompass
promotion, prevention and early intervention. It
was decided that the remit of this project should be
around education and training for people working
(or intending to work) with people with severe
mental illness, but that the activity of this project
might provide a template to apply to a further pro-
ject on prevention and early intervention.

This project proceeded concurrently with the Joint
Consultative Committee research project on the
education and training needs of general practition-
ers in primary care psychiatry. For this reason,
general practice was not included as one of the key
disciplines, although a general practitioner repre-
sentative was present at Workshops 1 and 2.

Reading this report

Whilst some readers will wish to read this report
from cover to cover most will not. Because the
chapters represent contributions from a dozen or
so people, there is some repetition of facts in chap-
ters which allows chapters 3, 4, 6, 7 and 8 to be
used as stand alone chapters for particular audi-
ences. Attachment A1 will also be useful for this
purpose.

Nevertheless there is a progression within the
report and it is suggested that at the minimum,
readers look at:

88

11.The inverse relationship between the length of education of a
staff member and the amount and frequency of time spent with
patients has been noted, with the most highly qualified staff having
least frequent and fewest contacts and the least qualified staff the
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public services, medicine/psychiatry had the least contacts with
patients least often. For this reason it has been termed a ‘hit and
run’ profession (Bentovim 1974).



� Chapter 2 - about the themes of the project

� Chapter 3 - about the contribution of consumers
to mental health education and training

� Chapter 4 - which outlines the issues and contri-
butions of carers

� Chapter 6 - which discusses what all disciplines
have in common

� Chapter 7 - which outlines the educational per-
spective of the report

� Chapter 9 - which draws the themes of the 
report together.

Beyond that, readers will approach the report for
specialist interests, particularly in relation to the
sections about individual disciplines in chapter 5,
which deals with the issues brought up by the pro-
ject for each of the disciplines as follows:

5.1  Mental Health Nursing

5.2  Occupational Therapy

5.3  Psychiatry

5.4  Psychology

5.5  Social Work.

Because we think that some readers will wish to
make the material about their individual discipline
more widely known, there is a certain amount of
repetition of fact and details about process
between each section in chapter 5 which readers of
the report as a whole will need to tolerate.

Chapter 8 deals with education and training in the
workplace and will be of particular interest to state
governments.

Finally, a note about the use of terms. Most of the
terms used in this project are defined in the glos-
sary, but it needs to be mentioned that in this report
the term ‘education’ is used for the learning process
of the universities while ‘training’ is adopted for
work based activity sponsored by employers, such
as state governments and local health authorities.

The generic term ‘mental health services’ has been
used to describe ‘services for people with mental
illness’, even though some might argue that this is
inexact. In general, this report discusses education
and training for working with severe mental illness,
but the model which has been developed has wider
application.
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Jan Carter

The themes of this project emerged during the
process and at different stages. The order in which
they emerged were, as follows:

� the priority of consumer and carer partnerships

� the advancement of the disciplines and their
relationship with higher education

� the search for quality and effectiveness in ser-
vice delivery in the Second National Mental
Health Plan

� the importance of a learning strategy and learn-
ing organisation in mental health education and
training networks.

All these issues are connected and will be dis-
cussed in turn.

The priority of consumer
and carer partnerships

First, who are the consumers? In this report con-
sumers are persons suffering from severe mental
illness who use services funded by revenue,
whether in the public or private sector. A recent
study provides us with a profile of Australian men-
tal health services consumers. (Mental Health
Classification and Service Costs Project reported in
National Mental Health Report, 1996, p.91). Half
are in the age groups 20-50 years, over half have
never married, and two thirds receive social secu-
rity pensions or allowances, which probably means
that two thirds live beneath the poverty line12.
Schizophrenia and related psychoses, and mood
disorders account for approximately two thirds of
those treated in both community and hospital. The
majority of people with a mental illness now live in
the community most of their time.

Their carers may be parents, partners, children,
siblings, friends or co tenants. Chapter 4 com-
ments that the proportion of people with a mental
illness living with parents is high - unrepresenta-

tive small studies suggest a range from 25 to 63
percent. Unfortunately, there is no national data
base on carers of relatives with mental illness.
Most epidemiological studies deal with caring as a
generic issue, across a range of illnesses, disabilities
and handicaps. The most recent study (Schofield et
al 1998) is a survey of 26,000 Victorian households,
with interviews with 1,000 carers. It found that:
“Carers as a group reported poorer health and
wellbeing than non carers. Yet, most expressed
satisfaction with their life and with the support
and recognition they got from family and
friends ... Parents and spouses tended to be
more positively involved in care giving than
adult offspring ... More parents than spouses or
adult offspring were caring for those with pre-
dominantly mental disabilities and associated
behaviour problems, which was more stressful
than caring for a person who was physically
disabled only” (Schofield et al 1998, p.225).

What was the significance of the consumer and
carer participation in the project? Several issues
coalesced to make this matter one of central
importance. As part of the reconstruction of health
and community services, governments now require
that service providers demonstrate value for
money. Services need to achieve measurable out-
comes which demonstrably assist the clients of ser-
vices. Thus mental health services will be called on
increasingly to demonstrate that they meet client
needs and improve their status, and funding allo-
cations will be based on achieving this outcome.

It can be demonstrated incontrovertibly that in the
past, individuals with mental illness have been
denied voices in the policy planning and operation
of mental health services. Whilst this has applied
across the board to many groups other than the
mentally ill, in their case, the denial of a voice has
been strengthened precisely because of the per-
ceived nature of mental illness as a ‘master’ identi-
ty which has smothered any other individual identi-
ty. The painful and sometimes cruel history of the
treatment of people with mental illness makes it
clear that their exclusion has occurred precisely
because of their mental illness. In far too many
cases, mental illness still constitutes a stigma which
serves to silence those who suffer from it.

A recent book, A Social History of Madness by
the historian Roy Porter (1996) argues that the
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(eg private rental, public rental, home ownership) no assumptions
can be made about housing costs which is an important factor in
measuring economic poverty.



history of psychiatry is frequently written as ‘good’
versus ‘bad’ psychiatrists, but that the real protag-
onists are doctors and patients and the real subject
“the complex range of their encounters” (p.231).
He demonstrates that the system of segregation
served to silence those with mental illness or to
render their voices inaudible to most and unintelli-
gible to others. Given these assumptions, whatever
people with mental illness have said, in particular
about their treatment and services, has been able
to be discounted.

The consequence is that not only have consumers
been silenced on the subject of their mental illness,
but on all other subjects as well. So for all the con-
sumers in this project, there had been the past
experience of the denial of their rights to partici-
pate in treatment decisions and frequently, the
denial of many other human rights (the civil, social
and economic) taken for granted by the population
at large. The deficits in service and the consequent
gaps in meeting needs and betrayal of the human
rights of individuals who are mentally ill have been
documented in the report Human Rights and
Mental Illness by the Human Rights and Equal
Opportunity Commission, (HREOC 1993).

It is not only the uninformed or uninitiated with
negative views of mental illness. It can be demon-
strated by case study and quantitative research
that the groups with the most adverse attitudes to
those with mental illness are not those who are
most ignorant about mental illness, but their treat-
ing staff, those who ‘gatekeep’ the facilities and
services dealing with mental illness (Small et al
1998). Thus those professionals who work with the
mentally ill and those who educate the profession-
als have maintained the social and psychological
‘distance’ between staff and patients as one of the
defining features of the dominance of professionals
(Conrad and Schneider 1992).

Nor can humiliating procedures and adverse stereo-
types on the part of professionals dealing with men-
tal illness be regarded as irrelevant past history
(Goffman 1968). A reader searching for up to date
case studies may like to read the story of 35 year
old Cindy Bennett, admitted to an Australian teach-
ing hospital with bipolar disorder in 1997.  “I need-
ed to go somewhere for a rest ... suffice it to say it
was the most dehumanising experience of my life. I
realised very quickly I had led a rather charmed life
and comparatively I did not have a clue what dis-
crimination was. I do now” (Bennett, 1998, p31).

At the same time it is important to note that stig-
ma is not just restricted to consumers. The socio-
logical literature discusses people with mental ill-

ness as stigmatised and those close to them as suf-
fering from a ‘courtesy’ stigma (Goffman 1961).
This could be applied to the group who are carers
and to professionals in mental health who are also
subjected to stigma from all other areas of the
health sector and the wider community.

The carers and consumers in this project had many
issues and perspectives in common: denial of
access to information, blame for causation of men-
tal illness, and relegation of their views and opin-
ions to the periphery, or to oblivion. It cannot
always be assumed however that consumers and
carers will have the same or even similar stand-
points; chapter 3 (by consumers) and chapter 4
(by carers) discuss some of the legitimate differ-
ences in perspective between these two groups.

All carers in this project considered that their first
hand observation and experience of living with
mental illness had been ignored or undervalued by
professionals and educators. For carers, the re
organisation of services for mentally ill people
away from institutional care and into ‘community’
care has brought with it extreme pressures.
Deinstitutionalisation, the slow or non existent
development of essential community services of
rehabilitation, housing, employment and communi-
ty support have required many relatives and
friends of the mentally ill to volunteer to fill the
service gaps.

There are other reasons for listening to consumer
and carer voices. First is the measurement of equiv-
ocal satisfaction with services received, document-
ed in Australian research in mental health services.
In most general health satisfaction surveys most
consumers and carers say they are satisfied most of
the time, but the expression of ‘satisfaction’ in
Australian mental health satisfaction surveys is
well below the norms for this particular type of
measure. Clearly this is unacceptable.  Examples
are Thomas (1996) and Quadrant Research (1997).
Thomas (1996) says of consumers and carers sur-
veyed in Victoria: “The consumers and carers have
expressed the same sets of concerns about aspects
of the service with which they were provided. A
common theme is dissatisfaction with involvement
in decision making and the scope of information
about the condition, medication and prognosis for
the consumer ... ratings from both consumers and
carers are considerably more negative than those
elicited from consumers of other health services
such as acute hospital or general practitioner ser-
vices. On the other hand, it can still be said that the
clear majority of consumers and carers are satis-
fied with their experiences outside the hospital
services within the public mental health system”
(Thomas 1996, p.19).
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Second, exploration of the human rights of those
who are or have suffered from mental illness,
makes it apparent that in the first place, people
with mental illness are primarily citizens, with full
citizenship and social rights (HREOC 1993).
Acceptance of this tenet means that the disciplines
working in mental health are now obliged to meet
not only the professionally defined needs of a per-
son with mental illness but also to recognise their
inherent civil, political and social rights.

There is a conflict between the achievement of full
human rights for persons who are mentally ill and
their needs for special services. Certainly it is com-
mon to find that both are promoted together: the
right to be treated ‘normally’ as well as the need for
special services and special treatment. The
Declaration of the Rights of Disabled People
(1975) by the United Nations says of disabled peo-
ple: “...whatever the origin, nature and serious-
ness of their handicap and disabilities ... have
the same fundamental rights as their fellow cit-
izens of the same age, which implies first and
foremost the right to enjoy a decent life, as nor-
mal and full as possible” (para 3).

The rights of disabled people to civil and political
liberties, to medical care, to education and train-
ing, to a decent level of living, to a ‘normal’ living
environment, within a family of choice, to partici-
pation in social and recreational facilities, and to
protection from exploitation, abuse or degradation
are specified, and disabled people are to have
access to the rights - ‘general’ rights of every adult.
Yet at the same time, the contradiction is that
those who argue for ‘general’ rights also wish to
promote ‘special’ rights for disabled people, such
as special protection (the rights not to be abused,
degraded or exploited), the claims to special ser-
vices and treatment which enable them to enjoy
access to the general rights listed above. The argu-
ment for ‘rights’ is complex because it involves the
provision of special treatment and protection in
order to be ‘normal’ and thereby to make proper
use of general rights. One of the key difficulties for
those who wish to promote reforms is to achieve a
balance, or ratio between these two aspects of
rights, the general and the special.  Pursuing the
general right of ‘normality’ offers authorities the
opportunity to defer the implementation of ‘spe-
cial’ rights to special services that require extra
levels of spending. The argument then, for human
rights is complex.  It requires ‘special’ rights to go
in tandem with ‘general’ rights. The policy issue is
what balance of either is appropriate at a given
time. The pursuit of general rights is likely to be at
the expense of special rights and vice versa. This
leads either to an over development of special ser-
vices and a lack of political and civil rights, or to a

consensus about political rights, but an absence of
the special services required as means to the end
of achieving full citizenship (Carter, 1988, pages
141-143). But for Australian policy the key issue is
that the Disability Services Act (1986) states that
people with disabilities should receive the services
necessary to achieve their maximum potential as
members in the community.

Third, the future burden of mental illness, espe-
cially depression, suggests that the global, national
and local burden of mental illness is likely to
increase beyond the millennium. According to
Desjarlais, Eisenberg et al:

“In Western Europe and North America, there is a down-
side to the remarkable improvements in the measures of
daily survival and societal function. Along with the
increase in life expectancy has come an increase in depres-
sion, schizophrenia, dementia, and other forms of chronic
mental illness, primarily because more people are living
into the age of risk. Along with economic growth and vari-
ous social transformations have come a marked increase in
rates of alcoholism, drug abuse, and suicide. And while
there has been declining maternal mortality, the incidence
of violence against women, young and old, has increased
sharply. ... Mental, behavioural, and social health problems
are an increasing part of the health burden on all parts of
the globe (Desjarlais, Eisenberg et al 1995)”.

This implies that people with mental illness, espe-
cially depression ,and psychiatric disability will suf-
fer from health morbidity. There are pragmatic
arguments for governments and communities to
seek to foster partnerships with people with men-
tal illness and their carers, that aim to direct pre-
cisely targeted resources to their needs and to
endorse their basic social rights to income, shelter,
employment, education and health.

These three arguments for the centrality of con-
sumer and carer contributions to mental health
services are based on efficiency, equality and the
pragmatics of population epidemiology. They give
rise to the final argument, the political. By their
very nature, established providers, both in educa-
tion and services are slow to change. Universities
and professional associations are by nature and
history, relatively conservative institutions, inward
looking, often rewarding tradition and hierarchy
and resisting change and innovation. In such envi-
ronments, a countervailing influence can be a use-
ful lever by which to support change. In this pro-
ject, it was clear that consumers and carers across
the board had more invested in and were more
supportive of major changes to mental health ser-
vices than all the professional associations and all
the staff of universities. Thus promoting contribu-
tions, activity and reflection from a critical mass of
consumers and carers, and seeking their assistance
as prime movers of change, was a policy response
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indicating a desire for change. Our pacesetters
were consumers and carers13. Our professional
associations and university staff were asked to
respond. At times then during the project con-
sumers and carers became the project educators.

These observations make it clear that the project
sought to move beyond mere tokenism to forms of
involvement that provided a consumer and carer
partnership in shared decision making. Adapting
Arnstein to our task, suggested the following
framework (Arnstein 1969, Carter 1981). We
sought to maximise the ‘degrees of power’ of con-
sumers and carers. We agreed this should be sited
at level 6 on the diagram below.

be ranked on it. Thirty-four percent of providers
have no form of involvement for carers and con-
sumers. There is still a long way to go.

The reform of the 
disciplines and their 
influence in higher education

Second, as well as considering relationships
between consumers and carers, the roles and rela-
tionships of two sets of bodies, the universities and
professional associations need to be considered.

These relationships are elusive and often ignored.
As the KPMG report (KPMG 1994) demonstrates,
employers and governments have not understood
their importance and as a result there has been a
tendency to fail to notice the web of relationships,
structures and symbols that underpin relations
between universities and the professional associa-
tions. This project sought and received the cooper-
ation of the professional associations, but did not
reach the stage of engaging the universities or their
peak bodies in formal negotiations.

The five professional disciplines in mental health
had a part to play in strengthening their commit-
ment to reform. The adoption of the KPMG report
(KPMG 1994) on the vocationally based Training
Reform Agenda and its competency-based perfor-
mance indicators had suggested to senior mental
health professionals that their professional base
was being discounted and that a generic mental
health worker was being favoured as the basis of
the future mental health workforce. The early

The National Survey of Mental Health Services
1995-1996 asked local mental health providers to
describe their arrangements for consumer and
carer involvement in local service planning and
delivery. Nearly two thirds of providers have some
form of formal mechanism in place for participa-
tion. One third of organisations now have con-
sumers and carers with formal roles: for example a
position on a management committee or a specific
consumer/carer group to advise on service deliv-
ery. This form of involvement ranged from all
organisations surveyed in Tasmania in 1996 to fif-
teen percent of organisations surveyed in Victoria.
From the data however, there is no way of ascer-
taining the strength of this representation or judg-
ing whether it is tokenistic (Commonwealth
Department of Health and Family Services and
Australian Institute of Health and Welfare 1998,
p.90).  Whilst this evidence is an advance on
Cawte’s description of the 1950s, when judged
against Arnstein’s ladder we could say that only
sixty-six percent of service providers could even

113313. Consumer and family carers were paid for their 
participation in this project

Figure 2.1 Ladder of participation for consumers and care

Level Type of Participation Meaning

8 � Consumer/carer control

7 � Delegated power to consumer/carer Degrees of power

6 � Professional/consumer/carer partnership

5 � Consumer/carer placation

4 � Consumer/carer consultation Degrees of participation

3 � Consumer/carer provision

2 � Consumer/carer therapy groups Degrees of  non-participation

1 � Consumer/carer manipulation

(Adapted from Arnstein 1969 and Carter 1981)



parts of this project focused on dispensing with
this view and involving each professional discipline
in the exercise. The approach adopted was far
from supplanting the disciplines by introducing a
generic mental health worker. Rather it strength-
ened the disciplines by seeking their cooperation
on the reform of education and training for profes-
sionals. The involvement of each of the profession-
al bodies was enlisted. The focus on the five disci-
plines was controversial. It left gaps, such as the
emerging psychiatric disability sector, which was
represented but not involved in the disciplinary
workshops. But the earlier KPMG report on
Education and Training (1994) ignored the disci-
plines and their professional bodies, their central
roles in accrediting education and training and the
professional development of their members. For
this reason a focus on the five disciplines in this
project was justified and the professions were
asked to consider developments in the emerging
psychiatric disability sector in Training for the
Psychiatric Disability Sector: A Report to the
Social and Community Industry Training
Board (November 1994) and the ANTA sponsored
Mental Health Work Competency Standards
Draft (1 May 1997) produced by the Community
Services and Health Training Board.

The disciplines were asked to reconsider their roles
in the fields of severe mental illness. Underlying the
involvement of the five disciplines was an educa-

tional debate about learning, education and the
meaning of ‘competence’ and ‘competencies’.
Figure 2.2 points to the competing paradigms of
education and training discussed in the workshops.

Neither paradigm above in its pure form seemed to
be entirely relevant and the task of this project
became that of finding a model appropriate for
mental health education and training. For exam-
ple, in general the disciplines, with the possible
exception of nursing, have sought to achieve ‘com-
petence’ in their graduates rather than specific,
measurable ‘competencies’. In general, higher edu-
cation (the universities) have focused on inculcat-
ing ‘attitudes’ and ‘knowledge’ ahead of ‘skills’
training which traditionally have been seen as the
province and responsibility of the employer. But
even within this general formulation, there were
marked differences between disciplines within the
mental health field as to whose responsibility it is
to teach skills. In every case the disciplines accept-
ed some responsibility at least for the skills (com-
petencies) of their members.

In general, we sought to resolve the gulf implied in
Figure 1.2 between the ‘education and training’
dichotomy or the ‘knowledge and skills’ dichotomy
by involving the professional associations as ‘medi-
ating structures’ between the universities and
employers. As will be discussed all the disciplines
(albeit in different modes) have an explicit interest
in the performance of their members. A recent

Figure 1.2  Competing paradigms

Key Issues Education Model Training Model

Orientation Knowledge Skills

Key strengths Thinking, problem solving Action, doing

Key institutions Universities VET,TAFE

Regulatory institutions Professional associations Industry Training Boards

Domains The professions (& semi professions) Sub professional and trade occupations

Key values Autonomy, high levels of discretion Compliance; low or no discretion

Desired attributes Judgement, wisdom Best task performance

Teaching framework Holistic and contextual Mechanistic

Ideal output The ‘reflective practitioner’ Competency standards

Ideal outcome Competence Specific measurable competencies

Educational emphasis Changing the person (beliefs, attitudes) Changing the performance

Key institutional ‘guardians’ Autonomous universities National (Industry) Training Boards

Goals Advancement of society Advancement of the market

Traditional drivers Sense of vocational mission Industrial efficiency

Theories Humanism, theories of Social Capital Management, theories of Human Capital

Targets Clients Customers

Weak points Status, prestige, power drives, Built in obsolescence
social distance from users
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examination of the connections between the pro-
fessional bodies and universities pointed to very
complex and varied patterns (HEC 1996). A recent
report by The Higher Education Council,
Professional Education and Credentialism
(HEC 1996) notes:

“The Council concluded that the relationships between the
universities and the professional bodies are very complex
and vary significantly between professional fields. The
relationships over regulation and accreditation of courses
is influenced by industry requirements, student demands,
government policy, the regulatory environment, and glob-
alisation.

Professional organisations are heavily involved in universi-
ty course approvals and review, teaching and assessment
but in spite of a history of concerns raised by universities
over the intrusiveness of the professions the Council found
little evidence at present of this or of unreasonable
demands which might impact on institutional autonomy.
The Council considers that this change may be related to
the comprehensive adoption of quality assurance process-
es in the sector during the last three years which has
resulted in a greater involvement of all stakeholders in
course design and review. Nevertheless, it appears to the
Council that there should be greater involvement of con-
sumers of the educational services along with the profes-
sional bodies in the processes of approvals, accreditation
and registration of graduates from professional courses.

The Council has also examined the nature of accreditation
processes used in the various professions, and has con-
cluded that the academic quality of professional education
university courses is primarily secured by the internal
quality assurance processes of the universities. However
alignment of outputs from the courses with the require-
ments of professional practice both in Australia and
increasingly overseas is of critical importance and can best
be achieved by external accreditation processes. Such
accreditors should wherever practicable recognise internal
quality assurance processes and should be focussed on
required outputs rather than the detailed manner in which
outputs are achieved” (HEC 1996 pxi).

Within this project, the following complex patterns
of relations between universities and professional
bodies were noted:

�Universities have arrangements with most pro-
fessional associations concerning the accredita-
tion of courses or individuals for entry levels of
practice, but no necessary responsibility for
improved practice outcomes.

�Some disciplines have both professional associa-
tions and state based registration bodies.

�Professional associations accredit courses and/or
individuals entering mental health practice but
may have no mandated responsibility for
improved practice outcomes.

� Professional associations can also act as educa-
tion providers and can encourage or mandate
continuing professional development through a
points accrual system.

� Some former employer bodies (State
Government Health Departments) have become
service purchasers and have outsourced or aban-
doned their former state-wide training capabili-
ties. During the project the professional associa-
tions were asked to focus on the following, using
the guiding principles as driving forces:

� specifying a national curriculum for mental
health education and training for that disci-
pline (A national curriculum should encom-
pass attitudes, knowledge and skills for prac-
tice in a multidisciplinary workforce, within
mainstreamed, integrated, comprehensive,
intersectoral and consumer focused ser-
vices.)

� ways of developing educational preparation of
the ‘competent’ and ‘reflective’ practitioner
(It was agreed that improvement in mental
health education would not be furthered by
competency-based skills training alone.)

� achieving close contact with the mental health
sector

� consideration of the roles of other stakehold-
ers (such as universities and employers).

It was considered that a ‘safe’ practitioner (that is,
one secure in his or her disciplinary identity) in
each profession, must be developed before that
practitioner could contribute to an interdiscipli-
nary team. Introduction too early of interdiscipli-
nary modes of providing care can lead to an identi-
ty confusion in a practitioner who has not formed a
clear view of the science, the mores, contributions
and limitations of his/her chosen discipline.

The future participation of consumers and carers
in the planning, development and delivery of ser-
vices will also require structures and processes for
communication between consumers and carers,
professional associations, universities and employ-
ers. In this project we sought to achieve a common
culture and shared understanding between profes-
sionals and consumers and carers. Each discipline
group had a consumer and a carer as a mentor in
the latter part of the project. It was agreed that this
had a great deal to do with the general agreements
emerging from the project.  A review of the rela-
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tionship between universities and professional
associations was undertaken by the Higher
Education Council (1996). The terms of reference
for this report were confirmed by the then
Minister, the Hon. Senator Amanda Vanstone in
May 1996, and were as follows.

� to examine the role of professional associations
in curriculum design and content and the
accreditation of graduates

� to review the relationship between higher edu-
cation study and entry to the professions, includ-
ing an examination of the equity between the
streams of entry into the various professions and
the extent of public subsidy

� to examine the issue of fees for postgraduate
courses for professional entry and practice.

The report found that:

� There is a considerable amount of contact
between universities and professional associations.

� Both professional associations and universities

see themselves as autonomous bodies, with a

sense of service to the community, (although the

nature and form of this is still not highly speci-

fied).

� Professional associations either have a legislative

mandate or formal practices which protect stan-

dards of entry to the profession. Whether or not

graduates are required to be legally registered

(as in medicine, nursing and psychology) does

not affect the professions’ capacity to regulate

courses (as in social work). Unregulated profes-

sions can still set their own entry criteria and

practice standards.

� Professional associations play a gatekeeper role

to professional practice, by participating in

course accreditation processes. Examples of

these processes are outlined in the following

table.
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Table 2.1 Professional fields by registration and accreditation status14

Professional Fields Registration and Accreditation Status

1. Medicine and Psychology The profession is registered by law.
There is an external accreditation process.

2. Nursing The profession is registered.
There is no external accreditation process.

3. Social Work15 The profession is not registered.
There is an external accreditation process.

4. Occupational Therapy The profession is not registered.
There is no external accreditation process for courses
but a process of accreditation for defining membership
of the association.

(Adapted from HEC 1996)

14.Where there are course accreditation processes (as in medicine
and social work) the professional body gives universities guide-
lines. In medicine these include knowledge and skills which need
to be acquired. In social work these are specifications about cur-
riculum inputs and practicum length and status.

15.The HEC report (1996) makes an error about social work
accreditation of courses.The Australian Association of Social
Workers accredits courses by appointing panels to review courses
every five years according to specified criteria.



� The professional bodies also play a part in many
university course reviews and approvals, on
Advisory Committees and in curriculum design.
Table 2.2 outlines these activities as represented
by the HEC report (1996).

Relationships between universities and professional
associations can be linear, (that is exclusive to the
professional associations and university); triangular
(including employers); or strategic (where all
stakeholders - government, employers, unions and
professional associations - join with universities in
discussion about curriculum and standards of edu-
cation and training). It was not the purpose of this
project to study industry models of collaboration
between the universities and professional bodies,
but in the case of mental health education no strate-
gic relations (where all stakeholders discuss educa-
tional curriculum issues) exist. This is an important
issue which will be discussed in chapter 7.

“Who pays” for professional education and profes-
sional development is also an issue of considerable
importance to this report. Commonwealth support
for course work (although not research) degrees at
postgraduate level is being phased out. If postgrad-
uate study by coursework is ‘user pays’, it remains
to be seen whether this may reduce rather than
expand postgraduate enrolments. It is also likely to
impact adversely on the accessibility of postgradu-
ate courses to persons of financial or other disad-
vantage (such as many consumers and carers). At
present psychology is the only discipline which
mandates a postgraduate course as a qualification.
However, as will be shown, basic (undergraduate)
courses in nursing, social work and occupational
therapy insufficiently prepare entrants for mental
health practice, so the future cost of postgraduate
education is of interest to all disciplines.

It is evident from the discussion in Chapter 7 that
universities face difficulties in providing mental ill-

ness education in undergraduate courses because
of overcrowded curricula and resource shortages.
If such education and professional development is
to be conducted at the postgraduate level, this rais-
es major ‘who pays’ problems.

The National Mental
Health Strategy:
the search for quality and
effectiveness
The third theme of the report relates to the out-
come of education and training - practitioners who
practise with quality and effectiveness. This pro-
ject straddled the First (1992) and Second
National Mental Health Plans (1998) and was inter-
sected by the release of National Standards for
Mental Health Services (1996). It is evident in the
Second National Mental Health Plan (1998) and
the National Standards for Mental Health Services
(1996) that the role of educators and trainers in
mental health will need to be central to future
reform. As discussed, the three key institutions
which affect practice in mental health - the univer-
sities, the professional associations and the major
employers and/or purchasers - needed to be
involved. As already outlined, these bodies in dif-
ferent ways for different disciplines have shaped,
influenced or even controlled the entry to and con-
tinuation of practice.

The Second Mental Health Plan identifies quality
and effectiveness as priority areas in achieving
improved consumer outcomes in mental health
services. Attention to quality and effectiveness
means focussing on education and training.
Strategies for achieving quality in mental health
services will include the following matters, all of
which need to be reflected in the curricula of all
professional disciplines:
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Table 2.2 Nature of involvement of professional organisations in academic
activities for selected professions by type of activity 16

Profession Adv. Approvals Course Curric Tchg Tchg Assessment Exam Influence
Cttee Review Design Lect,Tute, Place- boards on quotas

Prac ments

Medicine � � � � � � � �

Nursing � � � � � �

Psychology � � � � �* �

Social Work � � � � � � � �

16 The HEC study omits occupational therapy.

Source: Adapted from HEC 1996, p.22,Table 3.2



1188

� the accreditation of mental health services 
according to their implementation of national
service standards

� the preparation of clinical standards through
clinical practice guidelines

� the benchmarking of services by the identifica-
tion of models of best practice, including for peo-
ple with special needs and indigenous people

� the use of evidence-based practice techniques

� the development of measures of effectiveness.
(Australian Health Ministers 1998).

If these matters are ‘inputs’ to be reflected in all
disciplinary curricula at all levels, under guidance
from consumers and carers, what processes and
structures are needed to bring stakeholders
together? Traditionally there has been little con-
tact between universities, professional associa-
tions, service providers, government and con-
sumers and carers. Yet all these parties are essen-
tial to considering the future of education and
training. Throughout this report the parties
involved in influencing mental health will be con-
sidered as a network. Figure 2.3 outlines the rela-
tionships between these parties.

Figure 2.3 Education and training in
mental health services

Mental health 
education and training
learning organisations

In commercial organisations, a learning organisa-
tion is being recommended as a way of fostering
innovation. Learning organisations not only
respond to change, but also through reflection on
current processes, actively seek change and inno-
vation. It has been long noted that people in organ-
isations tend to interpret events in a way which
justifies or supports their own ideas, or promotes
their own interests and success (Brewer 1995,
p.88). People react differently for the following
reasons to organisational change:

� fundamental predisposed feelings about change
of any kind

� ambiguity of goals

� feelings of personal insecurity

� prevailing cultural beliefs and behavioural norms
that might conflict with a change

� the extent of trust in management, union or
work group

� historical events relevant to the change

� intensity of threat inherent in the change

� specific apprehensions and expectations about
the change

� the manner in which the change is intro-
duced and implemented. (Brewer 1995,
pp.87-8).

The idea of the learning organisation
illuminates the experiences of this pro-
ject. Learning organisations emphasise
the importance of joint reflection on
activities or events, and developing a
shared understanding and interpreta-
tion of impacts and significance of

events and behaviour. Brewer expresses
this as follows:

Without a process of joint reflection, insights gained
from the action and reflection are not fully realised.

Without joint reflection, management and employees con-
sequently repeat mistakes and fail to perceive the factors
contributing to the changing context (Brewer 1995, p.88).



The question arises: can partnerships between the
parties to mental health education and training be
built and sustained around learning?

Traditionally, as discussed, universities and profes-
sional associations have developed working rela-
tionships, but people with mental illness have had
little to do with government policy until recently
and even less to do with the universities and pro-
fessional associations. We noted earlier that educa-
tion and training projects generally ignored the
universities and professional associations; both
sets of bodies have exhibited a well understood
aversion to interference in their affairs. Then
again, the professional associations and employers
have over the years often had fractious relation-
ships. During the project, we needed a way to bring
all the participants together. The method which
evolved was that of ‘learning groups’ which com-
bined together to become a learning organisation.

Although members of the project had been select-
ed for their capacity to contribute to the project,
the reverse was also true; all contributors became
learners. We became a recognisable group, bound
by a common goal. The ‘symbolic cement’ (Strauss
1966, p.109) which metaphorically held us togeth-
er was, vaguely, ‘reform’ and ‘change’, framed as a
common desire to see improvements in mental
health service delivery. On that point at least we all
agreed. Naturally, this goal disguised a great deal of
disagreement and difference of purpose, so it was
surprising that all were able to agree to the basic
tenet: if consumer and carer needs were to become
central, all disciplines needed to ‘learn’ how to
implement this in their action plans. Some of the
learnings of the project were painful for particular
disciplines. All disciplines were aware of the
encroachment of others on their territory. At other
times, consumers and carers felt undervalued or
ignored. But the common bond created by the
workshops generated reciprocal learning.

As Senge (1992) says:

“Real learning gets to the heart of what it means to be

human. Through learning we re-create ourselves. Through

learning we become able to do something we never were

able to do. Through learning we re-perceive the world and

our relationship to it. Through learning we extend our

capacity to create, to be part of the generative process of

life. There is within each of us a deep hunger for this type

of learning” (Senge 1992, p.10).

The various learning groups of this project com-

bined together eventually to be a learning organi-

sation, albeit a temporary one.

One question to be discussed by this report is how

all parties to the mental health education and

training can become learning organisations. John

Cawte’s autobiographical comment: “Those

patients were my teachers” (Cawte 1998, p14) is

admirable, but an earlier generation of mental

health practitioners did not (or could not) reform

their organisations by changing the culture. (John

Cawte describes the ‘madhouse’ for ‘lunatics’ he

managed in Adelaide in the 1950s, where he treat-

ed individuals in a kindly fashion but never over-

came the inadequacies of ‘the system’. As he says

“As a psychiatrist, I had also to be a jailer” (Cawte

1998, p.16). Recently improved understanding of

organisations and systems and their interlocking

nature gives us an advantage over these early

reformers. First, organisation, systems and action

theory together with ‘reflective practitioner’ mod-

els (see chapter 7) offer tools to affect system

change. Secondly, this project was not in a void, as

it was supported by a clear policy framework. But

the policy framework was not sufficient to improve

the education and training of mental health profes-

sionals. This will require the creation and mainte-

nance of learning organisations by all parties.

Summary

Quality and effectiveness in the future mental

health service providers will be obtained by

responsiveness to consumer and carer needs and

rights. Responsiveness by professionals in the five

disciplines in mental health service delivery to

improved consumer and carer outcomes will only

be achieved with the cooperation of a range of par-

ties: universities, professional associations and

employers. The changes required in professional

practice are legitimised by the second national

mental health plan. To bring the parties together is

the subject of this report, but it is apparent that

individuals are learners as well as contributors and

that learning groups are the basis of learning

organisations.
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Merinda Epstein 
and Daniel Rechter17

Why should service users
be involved?

The founding principle of service user involvement
in all aspects of mental health services is the notion
of participation - the right of people to be agents
within the services which affect their lives. This is
an ideal for society in general and as such this
process represents the democratisation of human
services provision.

The principle of participation can be seen to
encompass not only the service users but also fam-
ily carers and service providers-groups with con-
flicting notions of what is to be done. How should
these various rights of participation be balanced?
Are they equal? Different but equal? Or is one to be
privileged? In this chapter we argue firstly for an
overall increase in participation of all groups. The
subjective (but collective) experiences of each of
these groups are marginalised within the present
mental health system, but in differing ways. Service
providers are seen to possess expert objective (pro-
fessional) knowledge which somehow precludes
subjective experience. Carers’ concerns are dis-
missed as either irrelevant since they are not the
patients, or as a consequence of over involvement
with those they care for. Each of these examples
contains some truth, but taken as a whole they rep-
resent a system seeking refuge in extremes. As
users our experiences are interpreted as part of the
‘illness’ for which we are being ‘treated’. This is
done to silence us. Systemically, the distinction
between our ‘true experience’ and our ‘illness expe-
rience’ is irrelevant.

The ideal to which we subscribe is a system which
can accommodate our experiences whatever
‘cause’ is ascribed to them. Otherwise what justifi-
cation is there for the mental health system, as dis-

tinct from society in general, in claiming itself to be
therapeutic (rather than purely coercive)? A ther-
apeutic system must in the first instance be more
open to the experiences of each group of which it
comprised than the broader social system against
which it is contrasted. While our voices may be
opposed, in all cases the ideal we hope for is a sys-
tem which is more open to hearing them. To this
end, how should we view the practices which con-
stitute our shared system?

Empirically and democratically all voices should be
equal. We would need a greater representation of
user voices throughout the system for this to be a
functional reality. And yet, some individuals
inevitably speak louder than others. Perhaps with a
greater total number of voices included such dif-
ferences would collectively average out between
the opposing groups. But there are also systemic
reasons as to why some voices are heard more
than others. Often we speak of power imbalances
between the different groups but it is not always
clear how this might be pictured. We would like to
use the image of two people balancing on a seesaw.
Most people do this intuitively. How is this
achieved? While the other person’s weight is the
most obvious factor, this is an individual difference
akin to some speaking more loudly than others.
Systemically we must ask why some voices ‘carry
less weight’ than others. On a seesaw this is
because the closer you are to the pivot point, the
harder it is to balance the other person.

Conceptually, users occupy the central or pivotal
location within the mental health system. We are its
focus. In order for the voices of users to be bal-
anced with those of others who make up the sys-
tem, the thoughts, feelings, and actions of all
must be viewed through a lens which privileges
users’ understandings of these practices. If this is
a hierarchy, it is less a ladder with users on the high-
est rung (an image which is the inverse of the stan-
dard picture), than concentric circles with users
(and perhaps in a different way carers) at the cen-
tre. Nor is it an exclusive privilege. The metaphor of
a lens allows for dialogue in the determination of
meaning via the overlay of different lenses.

2211

3. Service users as 
consultants, educators

and trainers

17.This chapter has been written by us as the consumer members of
the project Advisory Committee. It represents our vision of a
process constituted by many people.We would like to acknowl-
edge the contribution of all consumers who participated in the
workshops from where these ideas are drawn - Simon Champ,
Helen Glover,Trish Goddard, Phil Iker, Heather Moore, Julie Shaw
and Meg Smith.Thanks also to all those who participated as car-
ers. Any omissions and representations are ours alone.



Dialogue also requires that the practices of the sys-
tem be viewed as relationships between people. A
personal justification for this is that they are felt to
be this way by users. Furthermore, systemically,
you cannot not relate. Those practices often
viewed as not involving a relationship, such as the
giving of medication, become one end of a contin-
uum within which the human (or felt) part of the
relationship may vary from relatively insignificant
to absolutely crucial. Either way, this is made
explicit, and therefore can be the subject of a dia-
logue as to just which practices are insignificant or
crucial, and why.

The statement 
of principles

Consumers and carers often have an intuitive grasp
of the ideas expressed above precisely because of
our centrality within the system. We have been bal-
ancing on the seesaw to the best of our ability all
along. During the life of this project, consumers
met with carers separately from other professional
groups for a two day workshop. We collectively
developed the following statement of principles:

The relationships between consumers and ser-
vice providers and carers and service
providers, should be the primary focus in prac-
tice and research in mental health. Consumers
and carers are therefore major players in the
education, training and development of the
mental health workforce.

This means that consumers and carers are to be:

� actively involved in policy and planning, devel-
opment, decision-making, research and evalua-
tion of all mental health services

� adequately resourced and remunerated for work
which should be reflected in government policy,
mental health budgets and any tender specifica-
tions for education and training

� actively involved in all aspects of the education
and training process, including curriculum devel-
opment, teaching and learning programs, and
accreditation

� encouraged to further develop their ‘bodies of
knowledge’  to provide the basis for mental
health workforce curricula.

Users as consumers,
survivors and patients

The statement of principle’s emphasis upon rela-
tionships attempts to bring user experiences into
view. There are three main frames within which to
understand these experiences, those of consumer,
survivor or (ex)patient (often abbreviated C/S/X).
The language we use to describe ourselves reflects
our speaking from one of these positions (and
often a mixture). These experiences sit within the
context of a dominant model of relationship
between user and provider. In the past this was the
doctor / patient relationship (for psychiatry, one
model was the psychotherapeutic one). More
recently a market model of consumer / provider /
purchaser has partially supplanted this model.
These two professional models produce two of the
dominant frames for understanding user experi-
ences, those of ‘patient’ and ‘consumer’. The only
frame which is user driven is that of the ‘survivor’,
which emerged from the liberation movements of
the 1960’s, in Western societies. The social context
of mental illness and of the mental health system is
crucial here to understanding the nesting of expe-
riences within relationships, whether one posits
such relationships as causal of illness or not. Hence
at one end of the continuum, even dispensing med-
ication to someone ‘suffering’ from a ‘biological ill-
ness’ remains a ‘felt’ relationship - especially for
the user. Even (or especially) if we see such med-
ication as the sole therapeutic agent here, we
would want this relationship at worst to be felt by
the user to be ‘neutral’, allowing the medications
their full efficacy.

Disciplines such as sociology and anthropology
produce critiques of existing models of social rela-
tionships (including the two dominant within men-
tal health services) as well as providing new mod-
els through their own research practices (broadly,
the use of qualitative research). They can help us
to question our taken for granted assumptions. The
systemic issues which need to be considered
include: What services are available and who
pays? and Who is eligible to be a user of such
(public) services? Within any service provision,
the seeking of consent for treatment and disclo-
sure of information to family carers (or any third
party) are primary day-to-day concerns for users.

The model of service user as patient relies on the
professional skill and humanity of the service
provider to resolve these issues. To this end, the
doctor is given considerable autonomy. Although
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this leaves the power with the service provider and
not the user, it allows the provider to make assess-
ments on the basis of individual patients rather
than patient populations. This is appropriate to sit-
uations where users do not know what they want.
In fact, it potentially allows great space for the user
to work this out within the relationship (especially
psychotherapy). But the power imbalance means
that a key concern for patients on an individual
basis is their rights while being treated according
to a regime of the doctor’s devising. The systemic
issue is the incorporation of service user under-
standings into the notions of professional skill and
humanity which guide the model.

The user as survivor is the only user-driven iden-
tity. It emphasises the coercive nature of mental
health services (especially the use of civil mental
health legislation). It seeks user controlled alterna-
tives such as self-help groups, for people ‘on a jour-
ney’. This allows space for non-medical under-
standings of this journey (especially spiritual
understandings), which in turn form the base from
which to get a clear perspective on medical
approaches. This perspective is an oppositional
one not only because of the injustices it perceives
in the system but also because it feels itself as a
distinct space to be under threat from this system.
The medicalisation of self-help groups is a common
example of this distinct space being threatened.
Conversely the threat comes via lack of institution-
al support. While a charity set up to help service
users qualifies for tax exemption status, a self-help
group organised by those same service users would
be ineligible for this status.

The user as consumer is the model which posits
the service user as having clear knowledge of what
they want. While this nominally transfers power
from the provider to the user, in practice it is prob-
lematic if mental illness is viewed in part as not
knowing what you want (whether as cause or
effect). Within this model users have not become
genuine consumers with purchasing power.
Purchasing is done in our name. Our needs are rep-
resented for us and the issue of who is a legitimate
consumer then becomes crucial. That is, the right
of access to the care we feel we need, and the pro-
vision of a diverse range of services in the first
place would be required for a genuine con-
sumerism. In the major restructuring of the mental
health system, this frame is the dominant one. We
have found ourselves lapsing into its use while
writing this chapter, even when we were actually
thinking of a more generic notion such as that of
‘user’.

Relations between 
professional groups

How do service providers view their own position
within the system? While some are also users or
carers, we will focus on their experience as profes-
sionals. There is a traditional picture of distinct
professions arranged in a hierarchy with psychiatry
at the top. Foregrounded is the expert knowledge
one wields as a result of professional education and
training. To some extent this picture has been dis-
rupted ‘from the outside’ by the introduction of
management expertise into the system. In the col-
lective workshops held for this project, we became
aware of a separate change coming from within
mental health practice. In this view, a notion of
commonality overlays each professions’ expert
knowledge. This is not to render expert knowledge
as generally less important, or as interchangeable
between specific professional groups. Nor is it to
suggest that they work with users in identical
ways. It seeks to make explicit a body of common
sense knowledge which is the province of the pro-
fessions collectively. (See Chapter 2)

Such a view sits well with the image of concentric
circles suggested earlier from a user perspective.
Mental health practices, viewed as relationships
between providers and users, are placed in the
centre. To some extent the notion of common
sense knowledge makes professional groups more
functionally equal. But there is a danger of creating
a space into which a generic mental health worker
could be ‘poured’. This would background expert
knowledge not because it can be taken for granted
as a shared vision of knowledge and skills, but
because it is cheaper to employ staff who have less
extensive training. The commonality that grounds
this vision for each of the disciplines is an empiri-
cal one. It is actual users that the disparate pro-
fessional disciplines have in common. The impetus
to develop a generic worker is the result of a con-
flation of this empirical commonality with the con-
ceptual lenses through which we view shared prac-
tices. The expert bodies of knowledge of each pro-
fession are a concrete representation of that pro-
fession’s perspective and should remain distinct.
Only if these are reified as having a fixed and stat-
ic content can they be taught to a generic worker.
What should be made generic is not the disparate
lenses themselves, but the way in which they are
overlaid to give a common (but continually devel-
oping) vision for mental health practice.

In the traditional model, change to services uses
only the expert knowledge of the professions. The
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consumer body of knowledge is not considered
expert, although we may individually be consulted
and involved via focus groups and so on. This is
also true of carers, and indeed of service providers
themselves, who may be representatives of their
profession’s expert knowledge, but whose individ-
ual experiences of service provision are often
undervalued. We have argued earlier for the
increased participation of all groups. Users create
a practical space we call common sense (filled with
knowledge common to all professionals) as well as
providing a perspective on its content. This per-
spective should be valued as expert. Then the real
ground for change becomes the mixing via dia-
logue of the various perspectives. Such change is a
cyclical process. We are always between twin hori-
zons of how services are now and how we want
them to be. It is the horizons themselves which
shift. This is perhaps analogous to a process of con-
tinuous quality improvement.

Service users as 
consultants, educators 
and trainers

If we can guarantee the valuing of consumer per-
spectives, then we can begin to differentiate vari-
ous roles users might have as representatives of
our body of expert knowledge: as consultants, edu-
cators and trainers. It is the former which has been
most clearly articulated in Victoria (where the
authors live). As consultant to services our role is
one of change agent. Where individual users are
unable to articulate what they want, either because
such services cannot be imagined in the present, or
more commonly because they are not being lis-
tened to, consumer consultants can function as a
kind of ‘litmus test’ for systems change. The work
of the Understanding and Involvement project
in Melbourne represented the first rigorous
attempt to follow such a model. (Wadsworth and
Epstein 1996). Some of the material it produced is
listed in the references at the end of the chapter. A
flow on from this work was the employment of con-
sumer consultants to all regions within our State.

But on the whole the involvement of consumers in
these other roles has been accomplished in an ad
hoc way. Most commonly consumers or consumer
organisations have been invited to give one-off pre-
sentations for students. The quality of these inter-

actions varies according to the experience and skill
of the particular consumers and the commitment
to participation of the academics or service
providers involved. There can be particular prob-
lems when the professionals involved do not per-
sonally have an interest in, or knowledge of, con-
sumer issues and their political ramifications. It has
been the case that the group discussion after the
consumers have left is used to discount the con-
sumer position and undermine the authority of the
consumer presenters. Often a ‘consumer session’
would be timetabled in the last week of a many
week course with the implication that it occurred
as an afterthought and is less important than other
content areas. In such situations there has often
been lack of understanding around the different
speaking positions of ‘carer’ and ‘consumer’ with
members of either group being asked to represent
both perspectives.

There has been no formal training in most parts of
Australia for consumers in basic skills of presenta-
tion18 or facilitation of workshops. Mostly con-
sumers are simply invited to ‘talk’ to students.
Often this has involved them ‘telling their story’.
This has tended to cast the consumer into the role
of a performer with staff or students as a passive
audience. Although this represents a change in
role for providers from instructing consumers to
learning from them, there is no evidence that one-
off presentations impact on their attitudes and val-
ues in the longer term. The systematic evaluation
of consumer education initiatives remains undevel-
oped.

Consumers are starting to insist that their exper-
tise be recognised and remunerated accordingly.
As the budgets of academic departments and other
training bodies are being made more flexible by the
increased use of sessional staff it should be easier
for such institutions to pay consumers in this way.
But difficulties continue with academics often
inadequately understanding either the bureaucrat-
ic process required or the urgency of payment. It is
very difficult for people living on minimal incomes
to cover the expenses necessary in preparing for
such sessions, even though they will be reimbursed
via payment at a later date. This goes unrecognised
because it poses less difficulty for professionals
who more often work in this way, and individual
consumers are often loathe to press for special
consideration. A similar problem arises from
requests for consumer contributions to academic
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18. Note the exception of the National Mental Health Strategy fund-
ed Community Development Project which resulted in the pro-
duction of ‘the kit. A Guide To The Advocacy We Choose To Do’.
This project also culminated in a one week residential course in
Melbourne where 32 consumers and carers from around
Australia qualified as Work Place Trainer Category 1.The course
was developed by Swinburne University of Technology (TAFE
Division) Department of Family and Community Studies.



texts. There is an assumption by publishers that
contributors will hold academic positions from
which they are in a position to write. Payment is
solely via royalties.

Examples of explorative, interactive workshops
run by consumers have been rare in an Australian
context.19 But every Australian mental health pro-
fessional needs the opportunity to be part of one.
These educational packages are seen as expensive
because they need and insist on a paid critical mass
of consumers being involved. In a culture where
the payment of consumers is a novel concept and
where there are no salaried consumers within aca-
demic institutions such costs appear prohibitive.
This is especially likely to be the explanation of
managers who have only a rhetorical commitment
to consumer participation.

Throughout the education and training workshops
of this project there was a constant theme of the
need to focus on the attitudes, beliefs and values of
staff. It was suggested that these form a web of
practices which become encrusted as they are
passed down through the generations within each
professional group. Consumer-driven projects
which are informed by the literature on organisa-
tional change and reflective practice can help pro-
fessionals to think differently about the meaning of
their traditional beliefs. An example of this is the
Deep Dialogue Project which was designed in
partnership with the Western Healthcare Network
and the Victorian Mental Illness Awareness
Council, in Melbourne. This pilot project identified
the need for an interactive process, occurring over
time (resourced and structured to give consumers
a voice equal with that of staff), if change to this
web of practices is to occur.

Consumer initiatives tend to be isolated. It is par-
ticularly difficult to get information to or from
those in other States. There are several reasons
why this persists despite the information ‘revolu-
tion’. There is at this time no formal network
through which educational ideas, resources and lit-
erature can be shared. The embryonic Australian
Consumer Network is not yet able or sufficiently
well resourced to provide support, funding or flow-
on resources for more specialised networks. There
are no sponsored consumer positions within
Australian academic institutions as exists in Great
Britain. Those few consumer educators in
Australia are on the whole not salaried. Therefore

there is greater pressure upon individuals to pro-
vide themselves with the resources needed to cri-
tique projects, programs and literature from a con-
sumer perspective. We are asked to take part in
lengthy collaborative exercises, writing, editing,
peer review etc. without the necessary institution-
al support of libraries, computer technology and
administrative support. Although consumers
around Australia have contributed because they
are politically committed, the pressure on those
who have now obtained reputations is significant
and stressful.

At the present stage there is little involvement of
consumers in curriculum review boards, course
approval committees or ethics committees.
Similarly, consumer expertise in student assess-
ment has not been widely used or well document-
ed20. Consumers must begin to articulate and doc-
ument what we think is ‘competence’ in profes-
sional practice. There is also a need for formal sup-
port for consumers wishing to undertake postgrad-
uate study in mental health or education related
disciplines.

What can be done?

There is a need for an Australian network for all
consumers working as consultants, educators and
trainers. This needs to be coordinated at a nation-
al level by a national  consumer studies centre
(NCSC) which could be based within an academic
institution (but not restricted to it), with the long
term goal of growing into a clearing house for con-
sumer produced material on education and train-
ing from here and overseas. The centre would be
consumer run and would focus its activities around
education and learning, research and services to
the consumer community.

Central to the operating of this centre would be the
development of a consumer body of knowledge and
the pursuit of activities around learning, research
and community services. Thus encouragement and
financial support for consumers to undertake post-
graduate education would be essential. Second,
consumer based research which attempts to evalu-
ate the effects of evidence based practice from a
consumer perspective would be another goal.
Third, there would also need to be available ser-
vices to the Australian consumer community.
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19. Examples of these are the interactive board game ‘Lemon Looning’
which was devised by the peak consumer organisation in Victoria,
the Victorian Mental Illness Awareness Council, and the ‘Voices’
workshop which was developed by Patricia Deegan and the
National Empowerment Centre in Boston, U.S.A.

20.The known exception being Swinburne University of Technology
(TAFE Sector) Department of Family & Community Studies’
Psychiatric Disability course, where assessment of student presenta-
tions by consumers is now established.



This would include:

� disseminating information to State and regional
consumer organisations responsible for supporting
consumer educators, trainers and consultants at a
local level

� enhancing the capacity for networking between
educational initiatives in different States and
Territories

� linking up with overseas education and training
projects and programs via the Internet

� developing model consumer curricula for univer-
sities nationally

� reviewing courses for their implementation of
the guiding principles

� working with professional bodies on preparing
competency and practice standards

� resources to enable the dissemination of con-
sumer-driven materials which are considered
best (or for the moment, good enough) practice
in the area of staff education21

� creating resources to facilitate individual con-
sumers and consumer organisations in applying
for government and other grants to fund con-
sumer driven presentations, research projects
and to produce consumer literature

� liaising with academic institutions to provide
accredited courses22 to this end

� facilitating individual consumers and consumer
organisations in gaining skills as presenters and
educators

� giving technical and financial support to con-
sumers working as consultants, educators or
trainers

� auditing and evaluating Australian education
and training initiatives in an ongoing way.

Academic institutions and professional bodies
should be given every encouragement to invite
consumers to sit on academic boards, course
accreditation committees and curriculum develop-
ment committees. A definite statement about the
desirability of consumer input into both graduate
and undergraduate courses in the five key profes-
sions should be distributed to the coordinator of
every relevant course within Australia.

The Mental Health Education and Training
Network should undertake a regular audit of acad-
emic institutions collecting figures on the num-
bers of consumers involved as sessional staff, the
frequency of this involvement, the consumer com-
ponent of the course structure, as well as con-
sumer involvement in the evaluation of student
progress, accreditation committees, course devel-
opment committees, academic boards and other
such bodies.23

Resources need to be allocated to pilot, document
and evaluate projects designed to bring about work
place culture change and reflective practice so that
all mental health practitioners have the opportuni-
ty to work and learn over an extended period with
consumers - in roles of consultant, educator or
trainer. Local examples24 need to be further trialled
and disseminated and all such initiatives should be
informed by the consumer body of knowledge.
Some emphasis should be given to trialling innova-
tive student work placements in consumer organi-
sations or to the use of consumers as joint supervi-
sors25.

All professional bodies representing the five key
professional groups working in the area of mental
health should be encouraged to develop on-going
liaison structures with the Network of Australian
Community Advisory Groups (NOAC26) and the
proposed National Consumer Studies Centre.
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21. For example the $50,000 obtained by the Victorian Mental Illness
Awareness Council to promote the Lemon Looning board game
and to educate consumers in every capital city to work with the
game and to educate others in how to use it as an educational
tool.

22. See the Swinburne University of Technology accredited Train the
Trainer (Category 1) course as part of the Community
Development Project funded by the First National Mental Health
Strategy.

23.This, of course needs to be adequately resourced. Also suggested
are accommodation bursaries to enable comprehensive consumer
presentations of staff education initiatives at national and interna-
tional conferences including The Mental Health Services
Conference (THEMHS) and the National Mental Health Education
Conference

24. Such as the Deep Dialogue Project sponsored by the Western
Healthcare Network in Melbourne

25. See the Report of the Deep Dialogue Project where a third year
social work student was jointly supervised by a consumer from the
participating consumer organisation and a social worker from the
sponsoring Healthcare network.

26.The NOAC will replace NCAG (National Community Advisory
Group) from November 1998.
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Introduction

Although not all carers are family members, those
involved in this project were close relatives who
tended or who had tended on a daily basis a rela-
tive with a severe mental illness. Recent research
findings from ‘family intervention’ studies show
many positive results for consumers when their
families are involved in their treatment and care
(Falloon 1998). There is now a substantial
research base for the efficacy of these interven-
tions, making it clear that there are no valid rea-
sons for not involving families in the treatment and
care process. ‘Best practice’ based on existing
research evidence can only happen when families
of people with major mental illnesses are included.
Mental health professionals must now be educated
and trained to work with families, who are usually
carers. This chapter describes how this can be
tackled in future policies for the education and
training of the disciplines.

The role of families as carers for people with a
mental illness has altered over the last three
decades, with the rate of change accelerating over
the last ten years. Periods of impatient hospitalisa-
tion have been decreasing as medication has
become more effective and service providers have
developed an awareness of the negative effects of
extended periods of hospitalisation as well as the
cost of hospitalisation. Increases in the co-location
of acute psychiatric beds within general hospitals
and the provision of ambulatory services (CDHFS
and AIHW 1998) means that people experiencing
acute episodes of mental illness are being treated
in their home and those who live with them or care
for them will be involved.

Most people with a mental illness live in the com-
munity most of the time. Their informal carers may
be parents, partners, children, siblings, friends or

co-tenants. A survey of public and non-government
psychiatric services clients in the Inner East of
metropolitan Melbourne in 1989-90 showed around
25 percent to be living at home with parents
(Gallois 1990). The Association of Relatives and
Friends of the Emotionally and Mentally Ill
(ARAFEMI) minimum data statistics showed that
63 percent of consumers attending a self help
group were living with family - either partners, par-
ents or their own children. Family members may
be the major and continuing social and emotional
support for some consumers, even if they are not
residing together. “The movement towards deinsti-
tutionalization has in general imposed on families a
caregiving role for which they are unprepared,
untrained and from which they have been system-
atically excluded in the past” (Lefley 1997).

The National Mental Health Policy 1992 recognised
that many people with mental disorders are cared
for by ‘unpaid’ carers and included objectives to
develop and expand assistance to carers and to
expand community based support for carers. The
National Mental Health Report 1996 (CDHFS
and AIHW 1998) indicates an increase in consumer
and carer participation in public sector mental
health service organisations but does not separate
carers from consumers. Carer and consumer inter-
ests do not always coincide and carers have needs
in their own right. Further, anecdotal evidence
suggests that many carers of people with mental
illness have health problems of their own.

State of play at 
beginning of the 
workshops

The literature relating to carers of the mentally ill
emphasises their need for education, rather than
the needs of mental health service providers to be
educated and trained to work with families (Lefley
and Wasow, 1994). A few mental health services
directed towards carers aim to improve carers’
knowledge and skills. Mutual support groups allow
carers to share their experiences and learn from
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each other, while some non-government organisa-
tions offer courses directed at meeting the carers’
own needs. Generally speaking though, carer rep-
resentatives have been more adept and practiced
in advocating for better services for consumers
than for services for themselves as carers.

Family carers have long considered that mental
health professionals were under-informed about
carers and their needs but have had difficulty con-
veying this message to the professionals delivering
services to their family member. That professional
may be pressed for time, and at best may have con-
cerns about the professional/consumer relation-
ship being disrupted by any involvement with the
family. At worst the professional may be antagonis-
tic to the family.

A carer perspective 
on the project

Initially the program supported consumer and
carer contributions to the discussion.  It was appar-
ent that attitude changes were necessary if educa-
tion and training of mental health professionals
were to include elements considered essential by
consumers and carers. The new paradigm of men-
tal health services had to include recognition of the
lived experience of consumers and carers and an
acceptance of measures of consumer and carer
participation in and satisfaction with the service. 

How could we convey this message to the very
senior academics and mental health bureaucrats at
the workshops? How much did those people know
about the realities of life at the local community
mental health centre and in the home? Were we to
contribute actively to the discussion or to maintain
an observer role? How were we to communicate
with professionals in a way that would allow them
to recognise that they needed to learn from us?

The initial statement of principle ‘that consumers
and carers are to be central to mental health ser-
vices’ articulated the legitimacy of consumers and
carers in the process. This statement was further
developed at the consumer and carer two-day
workshop33. This workshop marked a turning point
for carers in the workshop process. A small number
of consumers and carers were able to confront their
differences openly away from the whole project
group. Carers acknowledged that their needs did
not necessarily coincide with those of consumers
and that they had a right to acknowledge their own
needs for service. Carers spoke of the range of

responses to the caring role, from that of willing
participant to unwilling conscript. The group
agreed that, for some, the large ‘institution on the
hill’ had been replaced by the ‘domestic institution’
where both consumer and carer were locked into
conflict which was not healthy for either.

A number of ideas which had been developed by
the consumer representatives were reviewed and
began to be incorporated by the carer representa-
tives. The thinking and capacity of the consumer
representatives to articulate and conceptualise
their issues was significantly more advanced than
that of the carers. Perhaps reflecting their own
realities, carers listened to the consumers and con-
tributed to the discussion rather than initiating
their own points of difference and of need.

Carers were introduced by the consumers to the
concept of ‘deep dialogue’, where practitioners
could reflect on any relevant issues that arise with
consumers and carers. We explored the notion that
psychiatry, as a branch of medicine, has permeated
the whole mental health system, leading to a med-
ical model of practice. While many carers may be
comfortable with and comforted by a medical
approach to mental illness, we had all experienced
a lack of respect on the part of the professionals,
for the knowledge of mental illness held by our
family member and by ourselves. We recognised
that consumers were now concerned to explore
issues which underlie practice such as the lan-
guage used between mental health professionals
and consumers, whereas carers to this point had
seen their role as advocacy for access to and
improvement of services for consumers. As well,
carers stressed the point that they were often
speaking for and on behalf of mentally ill relatives
who were less able to publicly articulate their
needs. We found agreement with consumers when
we explored notions of what is considered a men-
tal illness at a particular point in time, since this
will influence access to services. 

During the workshops the group reviewed compe-
tencies, including those of the consumer and the
carer as well as of the professional. We agreed on
the need to identify and challenge bad practice
which had become locked into the mental health
service delivery system. Attitudes and values were
at the heart of change. The vision of the ‘new men-
tal health worker’ and the ‘traditional’ mental
health practitioner were deftly illustrated, bringing
together much of the discussion. Values and atti-
tudes which the practitioner should bring to the
task were outlined. Recognising that some already
possessed the attitudes and values seen as desir-

229933.This workshop was held in Melbourne on 15th and 16th June 1997



able, we questioned how these were developed and
how these could be imparted to co-practitioners.
When new graduates entered the mental health sys-
tem with desirable values and attitudes, could they
be nurtured to retain the values rather than adopt a
workplace culture which might be rejecting of such
values? Skills and knowledge should incorporate
consumer and carer perspectives but could be
learned. These were the province of the academics
within the education institutions and supervising
professionals in the workplace so these groups
should be targets for change.

The original statement of principle was changed to:
‘the relationships between consumers and ser-
vice providers and carers and service providers
should be the primary focus in practice and
research in mental health. Consumers and car-
ers are therefore major players in the education,
training and development of the mental health
workforce’. The accompanying process issues, con-
tent issues and teaching techniques which had
been agreed at the consumer-carer workshop were
discussed with all the disciplines.

Whilst the onus was on the disciplines to change,
consumers and carers were reminded that their
involvement at all levels of education and training
would only continue if positive outcomes for con-
sumers and carers were able to be clearly demon-
strated. These notes of caution were accepted but
the concepts sustained the remainder of the
process, as did the solidarity amongst the con-
sumers and carers.

Attitudes, knowledge and skills were explored fur-
ther in the discipline specific focus group work-
shops for occupational therapy, psychiatric nursing,
psychology and social work. Initially three guiding
principles were included in a template to explore
factors which enable and hinder the development
of these principles. These statements were:

1. Mental health professionals need to

learn about and value the lived experi-

ence of consumers and carers.

2. Mental health professionals should

recognise and value the healing poten-

tial in the relationships between con-

sumers and service providers and carers

and service providers.

3. Mental health professionals should

recognise and value the ongoing poten-

tial for recovery of people within the

mental health system.

The four disciplines then explored attitudes,
knowledge, skills and performance indicators for
these three principles in a second template. Across
the board, the discipline workshops came to agree-
ment on the first two statements of principle, with
less consensus regarding the third. The templates
ensured that each discipline had to consider the
attitudes and values which the consumer and carer
representatives had put forward as most impor-
tant.

The review of the standards of practice and com-
petencies for each of the five disciplines and other
professional documentation presented at the focus
group workshops reinforced carers’ perception
that there was no formal awareness of their exis-
tence and roles, let alone of their needs34.

By the end of the process, it seemed that there was
agreement on the attitudes which should underpin
the practice of mental health professionals. The
disciplines developed profiles of sets of knowledge
and skills which showed that the principles put for-
ward by the consumers and carers had been
absorbed and were being utilised. The professions
appeared ready to acknowledge the consumers as
legitimate partners in mental health services. Carer
needs for service in their own right were not con-
sidered but their involvement in the care of the
consumer was sanctioned.

Where to from here?

The framework of attitudes, knowledge and skills
presented at the final workshop reflected the
direction which would meet the expressed beliefs
of carer representatives. The Second National
Mental Health Plan identifies priority areas for
reform within three key themes:

� promotion/prevention

� the development of partnerships in service
reform

� the quality and effectiveness of service delivery.

The second and third themes fit with the future
direction of education and training. By developing
partnerships with consumers and carers, as well as
with other health practitioners, mental health ser-
vices will be able to confront many of the attitude
changes which consumers and carers seek. By
evaluating the quality and effectiveness of their
services against consumer and carer benchmarks
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of service, providers will learn more effective ways
to ensure that their service meets the needs of the
consumers and their carers.

There is an increasing body of research studies
relating to the effects of living with mental illness.
Most of the work is from the USA and research in
the 1980s has mainly relied on families affiliated
with the National Alliance for the Mentally Ill. We
do not have reliable Australian data on the number
of people living with or caring for a family member
with a mental illness35.

While appreciating the ponderous nature of change
at the level of tertiary institutions, their graduates
will have to operate in the community and attitudi-
nal and value changes should permeate all facets of
all courses and not necessarily require additional
classroom hours. The introduction of consumer
and carer consultants to curriculum committees is
already occurring in some institutions. Costs of
payment for consumer and carer consultants were
seen as creating a barrier to their participation in
course presentation.

In Victoria there has been a significantly increased
awareness of carers over the last 12 months, as the
impact of the Victorian Government’s Carers’
Strategy filters through. Area mental health ser-
vices have appointed and paid carer representa-
tives to assist in their administration of Carer Crisis
Support Funds. Carers and consumers attended
the Get Together FaST (Family Sensitive Training)
program with clinical and psychiatric disability
support service providers and were included in the
process of the training, rather than being onlook-
ers. ARAFEMI has had an increase in requests
from service providers to locate carers to join cur-
riculum and consultation committees.

Carers now need to develop their specific ‘body of
knowledge’ so that professionals hear about and
learn from the carers’ ‘lived experiences.’ Once
mental health professionals have a true apprecia-
tion of the experiences of family members, they
will better understand what families need to enable
them to become effective caregivers.

Carers then need to define what it is that they want
from professional workers. The attitudinal changes
were well defined and described in the carer and
consumer workshop, but how these attitudes are
to be translated into relevant and appropriate
knowledge and skills, needs substantial develop-
ment.

There needs to be a recommendation for a nation-
al process which enables carers to work closely
with a national body representative of all disci-
plines. This would be a way of ensuring that the
attitudinal change of professionals was implement-
ed and maintained. It could also be the means for
carers to be able to develop the knowledge and
skills base that they believe professional workers
should have in order to be able to work in collabo-
ration with them. A National Mental Health Carers’
Education and Training Forum which reviews
carer issues, prepares model curriculum, and
trains carers to take part in education and training
would be a major step forward.

Obstacles to progress

It was salutary that towards the end of the project
everybody realised (as a result of one exercise in
the final workshop) that the gains were perhaps
more shallow than we had hoped. Professionals
had been exposed to significant consumer and
carer knowledge and had appeared to be sympa-
thetic to the guiding principles. If they could revert
so quickly to the stereotypes of the old paradigm,
the task of re-orienting the existing mental health
workforce and ensuring that students learned and
practiced these principles from the outset was
daunting.  

The old paradigm of professional dominance is
entrenched and many professionals have consider-
able investment in persisting with existing prac-
tices. The dyad of health professional and patient
does not readily become a triad of professional,
consumer and carer. As people spend significantly
less time in hospital in all treatment areas includ-
ing mental health the triad will become the signifi-
cant treating group in years to come.

Consumer opposition to the inclusion of carers in
the partnership with mental health practitioners
may be an issue for some. When mental health pro-
fessionals are able to begin with a presumption of
inclusion and recognise that boundaries of confi-
dentiality should be set by the consumer, not by
the professional, many of the present fraught con-
fidentiality issues will disappear. Mental health
practitioners must begin to realise that, when they
enter the consumer’s home, they are often entering
the family home. Extramural ambulatory care will
assist to drive change in practice.
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35. Although it is possible that information will be derived from the
‘low prevalence disorder’ study, an Australian national study which
took place in 1997 in Brisbane, Melbourne and Perth as yet unpub-
lished.The published report of the ABS Mental Health and
Wellbeing Profile of Adults does not include information relating to
carers (ABS 1997).



When mental health practitioners are working with
large case loads, it is unrealistic to expect that they
will find additional time to work with the family, and
families will not be assertive about their needs for
service. Their focus will remain on obtaining the
best service for the consumer. When there is little
or no opportunity to choose the mental health ser-
vice provider, the family will be reluctant to antag-
onise that service.  But as already noted, unless the
families of people with mental illness are included,
there will be no ‘best practice’.

By the nature of their roles, most carers are task
focused and at present lack the structures to con-
tribute to education and training more broadly.
Thus it is important to develop a way for carers to
contribute to education and training on a broad
level. The establishment of regional, state and
national workshops which meet annually to assess
the major issues for carers, and thence to plan for
the incorporation of these issues into curricula and
practice standards would be worthwhile. In addi-
tion carers need to be represented on interdiscipli-
nary and disciplinary structures set up following
this project.

Carers are some distance from regarding them-
selves as a discipline, with a unique body of knowl-
edge. During this project they have begun to artic-
ulate their needs and requirements for the
demands made on them by the person with mental
illness, the professional workforce and the commu-
nity as a whole. Articulating their needs and
requirements is the beginning of their contribution
to higher education, the disciplines and the work-
force.
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Mike Hazelton

Introduction

Mental health nursing (sometimes referred to as
psychiatric nursing or mental health-psychiatric
nursing) can be thought of as a specialised branch
of nursing which focuses on meeting the mental
health needs of the consumer, in partnership with
family, significant others and the community, in
any setting. While there are many definitions of
mental health nursing, most are based on some
notion of helping consumers to manage mental
health problems within the reality of their life situ-
ation. Once closely linked to the custodial mindsets
and practices of the asylums, mental health nurs-
ing is now more concerned with encouraging con-
sumers to make decisions about their health care;
to involve family and/or significant others and com-
munities in the care and support of consumers; and
to assist consumers to exercise the rights and
responsibilities expected of fully participating citi-
zens. This, at least, is the theory.  The extent to
which the theory is carried over in to practice
through educational preparation for mental health
nursing (and the other mental health disciplines)
was a key theme of the National Mental Health
Education and Training Project.

While mental health nurses certainly employ a
range of performance capabilities that would be
considered basic to any branch of nursing, it is
important to note that these are augmented by a
range of skills, attitudes and forms of knowledge
that are specific to the mental health area. In
Australia (and New Zealand), it is the Australian &
New Zealand College of Mental Health Nurses
which has taken the leading role in developing
standards of practice, incorporating the specialised
skills, attitudes and forms of knowledge required
for mental health nursing.

Prior to considering the outcomes of the project
workshops in respect of mental health nursing, it is
necessary to provide some outline of the educa-
tional, professional, workforce, and policy contexts
within which the profession currently finds itself.
At the outset it is important to acknowledge that
the majority of mental health nurses would cer-

tainly see the discipline as being at somewhat of a
cross-roads at present, with multiple challenges
being posed both from within and outside the pro-
fession.

The mental health policy reforms of the last
decade have seen a shift in the locus of care from
an institutional focus to a community focus.
Moreover, The National Mental Health Policy
(Australian Health Ministers, 1992) has also con-
centrated on bringing mental health services into
mainstream health services, and on safeguarding
and enhancing the citizenship and human rights of
persons with mental health disorders and prob-
lems. Henceforth mental health professionals,
including mental health nurses, can undoubtedly
expect much more assertive consumer and carer
involvement at all levels of mental health service
planning and provision (Hazelton, 1995). A partic-
ular concern raised within the context of the
recent reforms has been the need to ensure the
development and maintenance of a highly skilled
specialist mental health workforce, capable of
delivering high quality outcomes in terms of both
treatment and consumer satisfaction outcomes
(Andrews, Peters and Teesson, 1994). Mental
health nursing is obviously fundamental to the skill
mix of any mental health professional workforce,
with mental health nurses comprising up to 70 per-
cent of the mental health workforce.

There is no doubt that the recent reforms imply
significant changes for the mental health profes-
sions, and none more so than in the case of mental
health nursing. While the development of mental
health nursing has been closely linked to the histo-
ry of asylums (later renamed psychiatric hospi-
tals), the reforms of recent decades have seen
more and more nurses working in a variety of
smaller scale settings, in the community, with con-
sumers who are more knowledgeable and assertive
regarding their rights, and who are supported by
increasingly assertive consumer and carer repre-
sentative organisations. These changes deserve the
full support of mental health nurses, and have cer-
tainly been fully endorsed by the Australian and
New Zealand College of Mental Health Nurses and
other peak nursing organisations in Australia.

Without doubt these developments pose significant
challenges for mental health nurses specifically,
and for the nursing profession in general. A signif-
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icant number of mental health nurses face sub-
stantial retraining in making the shift from the
working culture of the old institutional settings to
that found in community based services. New skills
and knowledge and different therapeutic attitudes
are required at a time in which the field of mental
health care is opening up to new service delivery
approaches, improved forms of treatment, and
greater levels of professional accountability.
Moreover, there is a concern among many mental
health nurses that changes to nurse education over
the last few decades, especially the discontinuance
of direct entry mental health nursing courses, have
resulted in a significant reduction of interest in
mental health nursing as a career option for new
graduate nurses. Many mental health nurses feel
the learning content specific to mental health nurs-
ing has been significantly reduced and devalued in
comprehensive (i.e. ‘generalist’) undergraduate
nursing curricula throughout the country (Farrell
and Carr, 1996; Happell, 1998). Concern has also
been expressed that the statutory regulation of
mental health nursing in Australia has effectively
dissolved under the Mutual Recognition Act, 1992,
and the Trans-Tasman Mutual Recognition Act,
1997 (Australian & New Zealand College of Mental
Health Nurses, 1997). Nurse registration boards
throughout Australia are moving increasingly to
establish single registers for nursing, while profes-
sional nursing organisations, such as the Australian
& New Zealand College of Mental Health Nurses
are beginning to explore options for self-regula-
tion, accreditation and credentialling (Hazelton
and Farrell, 1998).

The changing nature of the health workforce in the
face of public sector funding difficulties, techno-
logical developments and population health trends
has also been central to recent debates surround-
ing the need to rethink the education and training
of the mental health professions On one hand,
these changes have seen the acceleration of pro-
fessionalisation and a proliferation of specialisa-
tions in nursing. On the other hand, the occupa-
tional space being vacated by nursing is being filled
by new categories of health worker. The organisa-
tion and skill mix of the current nursing workforce
in Australia varies greatly from that of twenty years
ago, and will be very different again twenty years
from now.

These same developments in the nature of health
care service delivery have also contributed sub-
stantially to changes in the educational prepara-
tion for work as a health professional, including
nursing. Indeed, it is probably in the area of nurse
education - with the recent transfer from hospital-

based to university-based nurse education - that
we see the greatest change of the last few decades.
While the shift to a broad comprehensive prepara-
tion for beginning level practice as a registered
nurse had many opponents (and some of these
remain), it is nevertheless now well established
throughout Australia. However, it is important to
recognise that undergraduate nursing courses in
Australia prepare a graduate for beginning level
practice and are thus focused on what are consid-
ered to be the minimal performance capabilities
required to achieve this purpose. What is still being
worked out is the means of educating and creden-
tialling nurses for advanced and specialised work
in areas such as mental health nursing. While it can
be argued that the transfer of nurse education is
now complete at the undergraduate level, this is by
no means the case at the postgraduate level.
Indeed, the recent introduction of fees for post-
graduate coursework programs such as graduate
diplomas, has further compounded recruitment
difficulties by imposing an up-front financial bur-
den on nurses wishing to undertake further studies
leading to a qualification in mental health nursing.
Many of these are recent graduates who are still
paying off a HECS debt from their undergraduate
studies

The question of who should credential nurses for
advanced and specialist practice (such as mental
health nursing) is another key issue at present.
Should this be the responsibility of the nursing
boards, or should the professional nursing organi-
sations now move into this area? There is certainly
a feeling among many mental health nurses that
mental health nursing, which had long been regu-
lated through the nursing boards in Australia, has
been left vulnerable and at risk of dissolution by
the recent changes in nurse education, especially
the cessation of direct entry mental health nursing
education courses (Australian & New Zealand
College of Mental Health Nurses, 1997). The
urgency of finding a way through these issues has
been further intensified recently, by a number of
recent Administrative Appeals Tribunal decisions
which in summary, found that it is no longer valid
under Mutual Recognition legislation, to regulate
nursing beyond the point of initial registration. Put
another way, these outcomes imply that a regis-
tered nurse has the legal authority to practise
nursing in any area of practice, including mental
health. The only exception to this seems to be mid-
wifery. These decisions clearly have serious impli-
cations for integrity and viability of mental health
nursing as a specialist branch of the nursing pro-
fession (Australian & New Zealand College of
Mental Health Nurses, 1997).
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The preceding discussion was intended to provide
a broad contextualising overview of the recent his-
tory and cultural traditions of mental health nurs-
ing in Australia, as these have implications for the
outcomes of the National Mental Health
Education and Training Project. In particular,
these implications need to be read in respect of
current and future directions for education and
training for mental health nursing, and ongoing
developments in the scope of practice of the disci-
pline.

As indicated above, mental health nursing is cur-
rently at somewhat of a cross-roads. Many mental
health nurses feel the very integrity of the disci-
pline is threatened by recent developments in
nurse education, and especially by changes to the
statutory regulation of mental health nursing.
There is probably no clear consensus on how men-
tal health nurses should be educated at present,
and arrangements for regulating mental health
nursing now differ between various states and ter-
ritories. On the other hand, the discipline contin-
ues to professionalise, and there is little doubt that
the Australian & New Zealand College of Mental
Health Nurses has emerged as one of the more
effective, energetic and influential of the various
professional nursing colleges in Australia.

Given the aforementioned developments and chal-
lenges facing mental health nursing, the National
Mental Health Education and Training Project
should undoubtedly be seen as a most timely ini-
tiative. While a process which brought mental
health professionals, consumers and carers togeth-
er in roughly equal numbers, and asked them to
work collectively towards developing a national
curriculum for mental health education and train-
ing, will no doubt attract some scepticism, the
workshops nevertheless provided both an opportu-
nity and (increasingly) a climate in which old
assumptions could be challenged and new
approaches could be tested. If participants (includ-
ing the author) approached the initial workshops
with an attitude of attempted (but cautious) open-
mindedness, the realisation that this was a serious
attempt to build a cooperative project around iden-
tifying key principles that might inform mental
health education and training came as somewhat of
a relief. That the workshops also included much
stronger (and more numerous) representation by
consumers and carers than most health profession-
als would previously have experienced was chal-
lenging, insight-producing, and very welcome.

The details regarding the skills, attitudes and
knowledge considered to be common to all the dis-

ciplines are outlined elsewhere in this report, and
will not be repeated here. What is surprising, and
can be expected to result in ongoing debate, is the
extent to which the workshops produced a (frag-
ile) consensus regarding the differentiation of
common (across all disciplines) and specific (to
certain disciplines) attitudes, skills and knowledge.
We are discussing the division of labor in what in
recent decades has been one of the more strife-
torn segments of the Australian workforce - health
care. Achieving agreement that all the disciplines
have a legitimate stake in a broad range of atti-
tudes, skills and forms of knowledge was an impor-
tant outcome of the workshops, which will require
sensitive negotiations within and between the pro-
fessional organisations.

Agreement that the future test of any education
and training process should be that mental health
professionals: need to learn about and value the
lived experience of consumers and carers; and
need to recognise and value the healing poten-
tial in the relationships between consumers
and service providers and carers and service
providers, if carried over into course content
would very likely revolutionise education and
training in the mental health professions, eventual-
ly flowing on into improved outcomes for con-
sumers and carers. While most undergraduate
comprehensive nursing courses and postgraduate
mental health nursing courses in Australia current-
ly include learning content which addresses the
intention of these principles, it has to be acknowl-
edged that these often take the form of a session,
or sessions given by consumers and/or carers with-
in the context of a course structure which remains
heavily focused on the clinical knowledge and skills
considered important for mental health nursing. It
is valid to suspect that in many instances, view-
points and experiences of consumers and carers
remain an after-thought, or worse, a token within a
curriculum typically overloaded with procedural,
pharmacological, psychodynamic and diagnostic
information.

In its most insidious form this kind of learning
within mental health nursing education is very
much geared towards the needs of the nurse who
must deal constantly with the ‘difficult’ patient,
rather than the needs of the consumer who must
contend with a frightening, inflexible, and indiffer-
ent ‘therapeutic’ environment, while experiencing
a mental disorder. Indeed, a recurring theme
throughout the workshops was the extent to which
relationships between providers and consumers
and providers and carers continued to be charac-
terised largely in terms of ‘doing for’, rather than
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‘doing with’. Consumers and carers participating in
the workshops argued strongly that collaborative
approaches often referred to in policy documents
and text books, even when they were translated
into practice, rarely amounted to equal collabora-
tion; an ongoing structural inequality remains
painfully evident to even the most assertive of con-
sumers and carers. In the experience of consumers
and carers the human rights aspects of recent
mental health policy have had little impact at the
level of everyday relationships between providers
and consumers, remaining little more than empty
rhetoric. If the aforementioned principles could be
placed at the core of nursing undergraduate com-
prehensive and mental health nursing postgradu-
ate curricula, it seems likely that a fundamental
paradigm shift would eventuate.

The experience of the workshops certainly suggest-
ed that discussions regarding the rights and respon-
sibilities of consumers, cares and providers certain-
ly take a much harder edge when the consumer and
carer voices are strongly represented in the discus-
sions. Indeed, the strong presence of consumers
and carers in the workshops certainly served to
ensure that the principles referred to throughout
this report remained a constant reference point
within discussions during the workshops.

As with the other disciplinary groups, the nursing
group was asked to identify the attitudes, skills and
forms of knowledge required for effective mental
health nursing, and in doing so generated the fol-
lowing:

Attitudes

Mental health nurses, along with all other health
professionals, should:

Value the lived experience of 
consumers and carers

In demonstrating this they will:

� have respect for the dignity of the individual

� be willing to listen to consumers and carers and
examine their professional practices in the light
of the experiences of consumers and carers

� acknowledge the importance of the stories,
worlds and knowledge of consumers and carers,
and be prepared to use these in collaborative
planning of treatments and support

� work to achieve ‘deep dialogue’ with consumers,
and learn by reflection on this

� be non-judgmental of consumers and carers and
avoid attributing blame

� consider the social, cultural and spiritual needs
of consumers and carers in the planning for non-
discriminatory treatment and support strategies

Value the healing potential in the relation-
ships between consumers and service
providers and carers and service providers

In demonstrating this they will:

� uphold the rights of consumers and carers as
stated in relevant legislation, regulations and
charters

� maintain commitment to their relationships with
consumers and with carers

� be open, honest and ‘fair dinkum’

� accept and learn from criticism and acknowl-
edge when a relationship is not maintaining heal-
ing potential

� recognise the capacity of people to develop and
change

� give information to consumers and carers about
treatment options

� allow consumers and carers to make choices

� acknowledge their own fallibility and be willing
to change and learn

These statements of value and attitude were iden-
tified as being common to each discipline.

Knowledge

Mental health nurses should have knowledge of:

� the lived experience of consumers and carers

� self (models of, theoretical perspectives on)

� models of clinical supervision (e.g. reflective
practice)
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� the requirements of practice (treatment and
care and evaluation of outcomes of care)

� therapeutic relationships (and effects of chang-
ing contexts on this)

� historical, cultural and political contexts of nurs-
ing

� legal and ethical frameworks for practice

� professional context of practice (accountability)

These statements were generated by the nursing
group (which included consumers and carers).

Skills

Mental health nurses need to be able to:

� create a welcoming and safe environment

� promote and maintain physical well-being

� listen to, and use the experience of consumers
and carers as a key focus in care

� establish and sustain therapeutic partnerships

� engage in reflective practice

� evaluate the outcomes of care, in partnership
with others

� network

� plan and manage care

� use knowledge bases to inform practice

� work effectively in teams

� practise within an ethical framework

� practise within a legal framework

� assess risk

� use skills of observation and assessment to iden-
tify needs

� teach and facilitate groups

� communicate effectively in a wide variety of sit-
uations

These statements were generated by the nursing
group (which included consumers and carers).

These statements regarding the knowledge, skills
and attitudes required for nursing are offered as a
possible template against which courses of educa-
tion and training for mental health nursing (under-
graduate, postgraduate and professional continu-
ing), might be evaluated. As such they warrant
careful consideration by university schools of nurs-
ing and other education and training providers,
nurse regulatory bodies and the Australian & New
Zealand College of Mental Health Nurses.

In conclusion, it is appropriate to comment on the
process of the workshops. It was certainly note-
worthy, and possibly remarkable, that the scepti-
cism and rivalry of the early workshops, had by the
end of the process given way to a cooperative and
optimistic attitude in which it was felt that work-
force reform, and education and training initiatives
designed to improve the outcomes of mental health
care, are entirely feasible.

Nevertheless, it is realistic to anticipate the recom-
mendations of the project (e.g. identifying atti-
tudes, skills and forms of knowledge common to all
disciplines; identifying attitudes, skills and forms of
knowledge that are specific to certain disciplines;
developing a national curriculum, or at least
national curriculum principles) will be controver-
sial. We are, it must be remembered, considering a
workforce in which occupational boundaries have
been jealously defended for decades. Nevertheless,
if the spirit of good will and cooperation which
characterised the workshops is any kind of indica-
tor, the recommendations of the project are
achievable. What will be required for this to hap-
pen will be an open-mindedness on the part of all
stakeholders, an unqualified acknowledgement of
the legitimacy of consumer and carer experiences
and viewpoints, and a willingness by all parties to
view mental health education and training as a
shared responsibility of considerable importance.
The recommendations of the National Mental
Health Education and Training Project deserve
the complete support of stakeholders within men-
tal health nursing.
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Dagmar Ciolek

Background

Broad guidelines for entry level education and
training of occupational therapists are set by the
World Federation of Occupational Therapists
(WFOT). Each member country (Australia includ-
ed) has the opportunity to contribute to the estab-
lishment and review of these guidelines. Although
WFOT guidelines state “approximately the same
time should be given to experience with psychi-
atric patients and patients receiving treatment for
physical conditions”36 in education and training of
undergraduates, the prevailing economic climate
and other political issues have led to loose inter-
pretation of these guidelines by the Australian uni-
versities. As a result, there are as many different
undergraduate curricula for education and training
in mental health as there are universities.

For OT Australia, the Australian Association of
Occupational Therapists, the national audit of edu-
cation and training outlined in Appendix 1, con-
firmed the number of undergraduate courses in
Australia. Compared with the education available
to other mental health professionals, occupational
therapy has the fewest undergraduate and post
graduate courses available. It also confirmed that
each undergraduate course followed a different
curriculum.

In view of the WFOT requirements, the audit’s
claim that “Mental health practice was not, howev-
er, included in all ... occupational therapy cours-
es.”37 is alarming. This reiterates the issue of non-
uniformity in curriculum and consequent varying
entry level competencies of therapists. In NSW
alone, two new courses in occupational therapy
have commenced in the last five years. Practically,
this means that in order to honour the WFOT min-
imum standards guidelines, a greatly increased
number of mental health placements are required.
However, as alluded to in the audit, the reality is
that there are fewer occupational therapists work-
ing in mental health, hence fewer placements are
available. “Universities are being cut for money.

Any proposal for a curriculum has got to address
funding issues and not demand great additional
resources.”38 Universities need to take more stu-
dents, they need them to graduate, hence WFOT
minimum graduation requirements are in some
cases being distorted, to the detriment of the qual-
ity of undergraduate education and training, and
ultimately, the detriment of service provision by
the profession and service delivery to the con-
sumer.

This chapter emphasises the expectations that
developed for occupational therapists throughout
this process. First there is the expectation that it is
the attitude with which each staff member con-
ducts his or her business that the consumer and
carer thought to be most important. That is, it is
consumer focused practice that counts. Second,
there is the expectation that each discipline needs
its own national curriculum. Third, there is the
expectation that each discipline will come to a bet-
ter understanding of each other and their roles.

Consumer focused practice

In these workshops, participants agreed that it was
the way in which the various disciplines went
about their business that made the difference; the
method was the glue which held a mental health
team together. David Prideaux asked whether we
needed a ‘social work glue’, or an ‘OT glue’, or
whether a universal adhesive would do the job39.
And this was an appropriate question since each
discipline found only a handful of unique activities
which they could call their own; and the attitude
with which each staff member conducted his or her
business was what the consumer and carer thought
to be most important.

Working together in workshop format with the con-
sumers and carers was a rich and rewarding expe-
rience. “Accepting the lived experience of the con-
sumer or carer” took on renewed meaning. For
example, much was shared about different cultures
and their expectations and limitations of the mental
health team; how their communities support their
sick relatives, and the respect that was required of
the professional to the community elders. The rich-
ness of the extended family was apparent.
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It seemed that the workshops were raising a dilem-
ma that could make or break future mental health
service delivery. Dr Harvey Whiteford defined it for
us: “Put aside personal idiosyncrasies, put aside
discipline specific ideologies ... and think about the
patient and the consumer. Think about the systems
in which you work and how they can be better.
Think about what sort of ways, if the workforce was
better trained, ... we could actually do better.” 40 Is
this the same as a ‘universal adhesive’? Will the
medical model continue to meet the changing need
of the future? The challenge was to don a more
narrative approach, one which embraces the guid-
ing principles. Naturally, any change can be seen as
a threat, but the opportunity is there, and the
rewards are great.

Thankfully, the practice of occupational therapy in
mental health is not steeped in jargon or compli-
cated testing procedures. Rather, as one consumer
put it, occupational therapists ‘talk our language’
and are task oriented. Central to occupational ther-
apy practice and philosophy is that we work with
people, at their level of ability to achieve their max-
imum functional potential in the areas of their
choice. This need for change was specified at the
consumers’ and carers’ focus group41, in this way:
“The language [of current documents] is patriar-
chal in tone, and couched in terms of ‘doing to’
rather than ‘doing with’.”

Occupational therapists (as did participants from
the other disciplines) believed they were already
demonstrating the attitudes identified by the con-
sumers and carers as being essential to good prac-
tice; but consumer and carer representatives could
not support this from OT or from any of the disci-
plines42. Nor were these attitudes reflected in cur-
rent OT professional guidelines. To have obviated
this discrepancy between what we think we’re
doing and what consumers would like us to be
doing reflected success from the workshop
process. I believe that every occupational therapist
was challenged by this.

The OT participants were left thinking seriously
about their skills and knowledge. Some were famil-
iar with a narrative approach to their work, valuing
the lived experience of consumers and carers;

some thought they were doing this, yet expressed
threat to their professional power and traditional
models of working; whilst others admitted to not
knowing a different way to practise. How reflective
is this of the general practising population? What
tough road lies ahead?

Whilst it was heartening to see the commitment
and enthusiasm of Australian OTs in mental health,
it was disappointing that our current documenta-
tion did not reflect the attitude recognised as
being essential to customer focused practice.
Occupational therapists were challenged by the
power shifts which would be necessary if they
adopted consumers and carers as equal partners in
both practice and in education and training. To
truly accept and work with the lived experience of
the consumers and carers demands a paradigm
shift from the medical model in which so many
have been trained.

To reflect occupational therapy philosophy, the OT’s
core attitude to service provision needs to be one of
respect and genuine recognition of the person’s per-
ceived need, not what the therapist thinks is best for
that person. Newer guidelines for practice such as
the Canadian Occupational Performance Measure
(COPM)43, hospital accreditation standards44, and
the standards for mental health services45 recognise
the need for partnerships between service provider
and consumer. For many therapists, this will require
an attitudinal change and may be perceived as a
threat. But if it is addressed in undergraduate edu-
cation and training, eventually any such threat will
become non-existent.

These are the principles upon which our future
education, training and practice need to be built.
In order to practically and genuinely recognise that
a person has knowledge about their own life and
has goals that they want and need to achieve, it will
require a paradigm shift for some more traditional-
ly trained occupational therapists. The profession
has already started to make this change46, but
much more work is needed.

Our practice as a whole will lend itself easily to
these attitudinal changes, providing our educators
and trainers are given sufficient support and
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encouragement to do so. (Who will train them into
thinking differently?) And our consumers and car-
ers will be the best judge of how we are going, and
in many instances will also be the best trainers.

Of greatest benefit was meeting and learning a dif-
ferent way of working with consumers and carers
who were articulate in their experiences of ‘the
system’ and their own personal stories, and were
good advocates for others. Consumers and carers
raised some thought provoking and challenging
issues, and were a constant sentinel, ensuring that
the language used in the workshops was consistent
with the concepts being endorsed. In this way, they
were excellent teachers whilst fostering breadth of
understanding of their experiences.

Disciplinary 
curriculum

The variation in entry-level competencies and
skills within and across disciplines was expressed
by consumers and carers at the workshops as con-
fusion about which professional will best meet
their need. It was generally clear that their general
practitioner or psychiatrist prescribed medication
regardless of the consumer’s geographical location,
but it was often unclear to consumers and carers
which profession would best meet their other
needs. A national curriculum for each discipline
would, in part, overcome this problem.

The Commonwealth Government has requested a
strong commitment to and ownership of the
national curriculum concept by the disciplines,47

and OT Australia has embarked on this process.
Already the national association has been actively
working on the first steps of developing national
standards for undergraduate curricula. It has
received funding (July 1998) from the
Commonwealth Department of Health and Family
Services, Mental Health Branch, to develop entry-
level mental health competency standards for
occupational therapists. This will provide a base-
line standard for occupational therapy curriculum
designers nationally to ensure uniformity in knowl-
edge and skill base for entry-level therapists. The
series of workshops and in particular the disci-
pline-specific focus groups held in November 1997
have laid the foundations required for developing
consistency across curricula nationally, within each
discipline.

The fact that OT Australia has already commenced
a subsequent project documenting entry-level
mental health competencies for occupational ther-
apists indicates the profession’s practical commit-
ment to change. At completion, the competency
standards document can be used by curriculum
designers in the arduous task of creating national
uniformity in under-graduate courses which will
include consumer and carer participation at all lev-
els of education, training, assessment, and prac-
tice. Clearly though, competencies do not auto-
matically create competence. Monitoring must
occur. OT Australia is currently improving the
process of accreditation of individuals and the
school curricula.

Further evidence of OT Australia’s active commit-
ment to change in service delivery is their develop-
ment of a method of accreditation48 for occupation-
al therapists. To be accredited practitioners, thera-
pists will have to demonstrate their involvement in
ongoing relevant professional education and train-
ing. In the future to maintain consistency with the
statement of principle, a component of this accred-
itation for mental health workers could be con-
ducted by consumers and carers through a work-
place-based performance appraisal process.

From the second workshop49, it was determined
that attitudes, knowledge and skills were the
essential elements of practice. Psychiatrists’ learn-
ing objectives50 are already written against this
framework, which was broadly adopted by the
workshops; and occupational therapy accreditation
may well incorporate the same framework.

For occupational therapy, attitudinal attributes
relating to the principles espoused by consumers
and carers were acknowledged as being:

� openness to new ideas and different perspec-
tives

� willingness to seek out information about the
lived experience of consumers and carers

� acceptance and respect for information about
lived experience

� non-blaming, non-judgmental

� willingness to engage in dialogue (sharing expe-
rience)
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� willingness to relinquish power in relationships

� willingness to see the consumer as a whole per-
son (not as a category)

� willingness to change self

� optimistic, acceptance of hope

� willingness to inform consumers and carers of
their rights, treatment options, how to access
information (e.g. case notes)

� courtesy (as it applies in all other social con-
texts).

The final workshop51 allowed significant time for
each discipline to identify and refine what they
thought were knowledges and skills required for
entry-level mental health work. When these were
pooled, the diffuse boundaries of mental health
work became evident in that each discipline could
identify only a small handful of skills and knowl-
edges which were distinctively theirs.

Knowledge distinctive to occupational therapy
was:

� knowledge of human occupation52

� knowledge of creative problem-solving

� knowledge of program development through to
activity analysis

� knowledge of specific resources for OT.

The occupational therapy emphasis was on cre-
ativity, tasks, and task analysis and the model of
human occupation; the ways in which occupation-
al therapists do things through a practical
approach were seen to be unique.

The distinctive occupational therapy skills
required in mental health work were seen as being:

� the ability to share occupational therapy
resources in a mutual educational process with
consumers and carers and other disciplines

� the ability to implement assessment and treat-
ment skills - activity analysis (living skills, pre-
vocational training, application of the model of
human occupation)

� the ability to provide occupational therapy ser-
vice plans and implementation at the levels of
individuals (leisure, self-care and work) and of
service systems

� the ability to modify the social and physical envi-
ronment

� the ability to facilitate creativity.

The mental health knowledges and skills common
to the disciplines will be covered in Chapter 6.

These attitudes, knowledges and skills for occupa-
tional therapists in mental health practice need to
be taught in education and training and incorpo-
rated into the entry-level competencies project
currently in progress by OT Australia. They are to
be assumed as being fundamental to all levels of
practice, from undergraduate through to continu-
ing professional development, and specified in the
national accreditation process of practising occu-
pational therapists.

The process of the workshops constituting the
National Mental Health Education and
Training Project has had a positive outcome for
occupational therapy. It has recognised the profes-
sion as an integral discipline in the delivery of men-
tal health care, raising its profile amongst other
workers through their exposure to our unique con-
tribution in the area. Learning what each discipline
does, their philosophies, how they go about their
business and the strengths and weaknesses of each
has also been rewarding.

Interdisciplinary 
cooperation

Working closely with the five disciplines over the
two year period of the project fostered another
expectation: that each discipline would come to a
better understanding of other disciplines and of
consumers and carers and their various roles in
mental health service delivery teams. As Chapter 6
points out there is significant sharing of roles
between the various mental health professionals.
Each discipline has few uniquely discipline-specif-
ic skills.
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Networking with individuals across a variety of
work areas has been invaluable.  Because of the
structure of the OT Australia National Advisory
Group on Mental Health, this networking has
enriched the profession’s resource bank.

The reverse side of working more closely with
other disciplines is of course coming to agreement
on points of contention when each discipline
believes strongly in their own mission, with good
reason. Another disbenefit was that of excess
information coming from so many ‘experts’ in a
confined area. It was however imperative to recog-
nise and actively acknowledge that the consumers
and carers were the true experts among us, and
essential that their voice be heard and the essence
of their experiences embraced and worked with.
Some disciplines found this notion more difficult to
grasp than others.

The future

Although only a handful of OTs were actually able
to attend the discipline specific focus groups, ther-
apists from across Australia contributed local
knowledge and experience. This involvement of all
levels of workers is seen to be critical to the accep-
tance, both in principal and in practice of the type
of behaviours and attitudes we need to engender.

The task remains to progress the attitude of a pro-
fession, nationally. The workshops and their out-
comes, the guiding principles, the networking and
energy expended will lie dormant until a national
approach is adopted to breath life into this frame-
work. The way ahead is clear; the opportunity lies
before us to change the face of mental health prac-
tice for occupational therapists towards better out-
comes for our consumers. This is a challenge to do
things differently to effect a change towards best
practice. It’s a challenge to think differently, to
practise differently, to relate differently to our
consumers, and reap the rewards of richer and
more effective outcomes of therapeutic relation-
ships.

OT Australia, the Australian Association of
Occupational Therapists endorses the principles
agreed to by the workshop process. As a national
organisation, it has been proactive in embarking
upon the first stage in the development of a nation-
al curriculum which could be used for uniform edu-
cation and training of occupational therapists in the
field of mental health. There is opportunity for the
national accreditation project to ensure that the

guiding principles are incorporated into courses
which are submitted for accreditation by the
Association. Both the accreditation process and
workplace performance appraisal have the poten-
tial to require the practising professional to demon-
strate change in the areas of attitudes, knowledge
and skills honed through further education and
training. In this way, the essence of the workshops
will pervade the present and future workforce.

Universities and education and training bodies will
need to allocate adequate funding to allow for the
guiding principles to become active in their cur-
riculum. There is also a need for these bodies to
negotiate with industrial unions to allow con-
sumers and carers to take an active role in educa-
tion and training.

All three projects currently being undertaken by
the National Advisory Group on Mental Health53 for
OT Australia have the capacity to influence change
in the practice of occupational therapists in mental
health by incorporating the guiding principles and
the outcomes of the workshop process.

To change the practice of a discipline is a difficult
but not impossible task and OT Australia is active-
ly assisting its members in the process.  Therapists
attending the workshops, those involved across
Australia in the projects and discussions, and the
state and territory representatives of the OT
Australia National Advisory Group on Mental
Health will champion the change into the future.
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Introduction

Although this chapter discusses both undergradu-
ate medical and postgraduate psychiatric educa-
tion and training for mental health and psychiatry,
the main focus will be postgraduate psychiatry.
Mental health in undergraduate and postgraduate
curriculum will be discussed and followed by a dis-
cussion of those aspects of the process of the edu-
cation and training project which posed challenges
for psychiatrists. The specific learning - formal and
informal - from the project will be outlined and rec-
ommendations are addressed to the National
Mental Health Strategy and the Royal Australian
and New Zealand College of Psychiatrists.

In particular, discussion will centre around the
future of the present Royal Australian and New
Zealand College of Psychiatrists’ curriculum, for
education and training (1995). In 1995 the Royal
Australian and New Zealand College of
Psychiatrists completed a major revision of its cur-
riculum54, which was based on principles rather
than on detail. It was a progressive document for
the time. But psychiatrists now have to recognise
that the world in 2005 will be vastly different from
the world today. It will be a world in keeping with
the vision of the renewed National Mental Health
Strategy, with consumers at the centre of it all. The
curriculum will need to embrace the requirements
of consumers and carers and best science.

In addition, a curriculum will need to break down
the barriers between undergraduate medical edu-
cation, the postgraduate training of psychiatrists
and the continuing professional education of expe-
rienced psychiatrist practitioners. It will need to
enable the collaboration of psychiatrists with other
mental health disciplines.

Undergraduate 
medical education

Issues of mental health and illness now run
through the whole of Australian undergraduate
medical syllabi. The binary mind-body split is giv-
ing way again to the ancient tradition that has held
a unitary view of mind and body. As a result, in
medicine, increasingly, the way people think about
and construct their experience of the world, is
again being considered to influence their health.
How this holistic view has been expressed in acad-
emic teaching programs for undergraduates has
varied from time to time, and from place to place.
It is fair to say that the degree of emphasis on men-
tal health issues has varied, also.

In most modern medical schools in Australia and
New Zealand, there is now a focus on mental health
issues. Teachers see these to be of importance in
the contemporary world in which the graduates
will practise. Modern medical schools generally
integrate mental health issues into the various
strands of the teaching programs. Thus at
Newcastle University these aspects of health are
intimately involved in the clinical problem-solving
teaching method that characterises that medical
course. In a more traditional school like Adelaide,
mental health issues are emphasised in preclinical
years in the teaching stream that is devoted to the
relations between the doctor, the patient and soci-
ety. There are clinicians, anthropologists, psychol-
ogists, philosophers, and others teaching in this
stream - the aim being to give a well-rounded med-
ical educational experience.

Medical courses are generally of six years duration.
In the new post-graduate schools, such as Flinders
and Sydney, medicine follows a first degree and
may be shorter. Clinical education is still primarily
a hands-on learning experience and the most
important source of knowledge - albeit knowledge
for diagnostic classification - is the person who is
seeking help. It is from such people that the bud-
ding doctor learns lessons that will stick.
Consequently, most medical schools try to facili-
tate comfortable interactions between the student
and the patient, and this is a matter of ongoing
concern and interest to teachers who plan the clin-
ical courses.
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One of the challenges facing medical schools is to
keep pace with consumers’ increasing sense of
rights, needs and responsibilities. These require
reflecting in teaching and practice. Several medical
schools now encourage consumer input at various
levels - in classes, in curriculum planning and in
the selection of medical students.

In most modern medical schools, students are
offered electives as they move towards their final
year. They are encouraged to choose to work in
areas where they can broaden their own personal
experience. Many students work in deprived areas
of Australasia or overseas. Some take on scientific
projects, including in areas of mental health. (For
instance, a recent student at Adelaide investigated
the health conditions of children in a remote north-
west Aboriginal community).

The formal teaching of mental illnesses - their
nature, aetiology, course, treatment, diagnosis,
prognosis, etc. usually occurs as a separate teach-
ing program in the clinical years. This subject, psy-
chiatry, is taught as a specialty of clinical medicine,
like surgery or obstetrics. In this sense, the main
focus of this clinical study is psychopathology and
the main object of study is the individual experi-
ence of mental illness. About a quarter of the clin-
ical experience in the under-graduate medical
course at our medical school, is devoted to the
study of psychiatry. One of the issues for teachers
is how to integrate this study with the more gener-
al one of mental health. The danger is that if this
integration is not successful, transfer of knowledge
between the fields will not occur. Each medical
school tackles this issue in its own way.

Efforts are made to place psychiatry within the
context of the earlier studies of mental health
issues. In some medical schools, clear distinctions
between clinical psychiatry and mental health are
not made. In these schools, aspects of mental ill-
ness are inter-twined with studies of problems of
general health, mental health and patient care.
Nevertheless, it is expected that all graduating
doctors, from any medical school in Australia and
New Zealand, will be able to care adequately for
someone suffering from a mental illness.

The role of medical schools in affecting change in
how doctors think about mental illnesses and
about those who suffer from them, was largely
overlooked (except in Workshop 3, see Table 5.4.1,
Column 1) in the education and training project
because of the focus on severe mental illness. In
the long run, the way medical students are taught
about mental health and illness may be of more sig-

nificance to the community than an updated cur-
riculum for specialists in psychiatry. The attitudes
of all doctors of the future will be shaped by this
undergraduate teaching experience. Input to the
development of medical school curricula is some-
thing that consumer and carer groups may need to
consider more seriously in the action that results
from this project, particularly as the second nation-
al mental health plan stresses prevention and
intervention.

Postgraduate 
medicine - Psychiatry

Psychiatry is the study of mental illnesses - their
origin, their nature, their treatment and their prog-
nosis. Although this aspect of medicine has an
ancient history, psychiatry as a specific specialty
has only existed for about 200 years, since Phillipe
Pinel’s textbook appeared. Even so, most psychia-
trists regard themselves as physicians first.

In Australia and New Zealand, standards of prac-
tice in psychiatry are set by the Royal Australian
and New Zealand College of Psychiatrists. Entry to
the College as a Fellow determines the right to be
registered as a specialist in psychiatry with the
Medical Boards and the Federal Government. In
order to regulate standards, the College conducts
an entrance examination for the Fellowship. The
Royal Australian and New Zealand College of
Psychiatrists has branches in New Zealand, the
Australian states and the ACT. The branches
supervise postgraduate training in psychiatry.
They determine who enters the training programs,
the clinical placements available to training psychi-
atrists, and maintains scrutiny of training programs
via a system of accreditation of the programs. The
minimum training period is five years, following
medical training and hospital rotational house jobs.

In 1995, General Council of the College, for the
first time, approved a formal curriculum, setting
out the objectives of the training (Appendix 6).
This curriculum was the result of consultation with
a wide range of people who had a stake in the train-
ing of psychiatrists. Those consulted in the process
included representatives of consumers and carers.
As already mentioned, this document was not
meant to be definitive. It was a formal expression
of what was intended to be an on-going discussion
with interested parties. The curriculum is comple-
mented by other documents of Council, such as the
RANZCP Code of Ethics.
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The objectives of training are defined in the cur-
riculum in three domains. The first of these
domains relates to attitudes and expresses the eth-
ical basis that the College expects for the practice
of psychiatry. The second domain relates to knowl-
edge and defines the boundaries of the subject.
The third domain indicates the skills that the
College expects psychiatrists to possess in order
that they can practise effectively. Each domain has
sub-sections which contain statements about the
standards expected by the College (see Appendix
6).

The advantage of the curriculum is that it outlines
what intending psychiatrists need to know and
how they are expected to behave. In doing this, the
curriculum makes this information available to the
public as well. The disadvantage of the curriculum
is that there will always be those who disagree with
it. Indeed, the curriculum specifically invites dis-
agreement, by its claim to be a first attempt to
define training and the implication contained in it
that further, modified, editions will follow. How to
keep the curriculum as a living document and how
to channel dissenting views usefully, will be chal-
lenges for the College in the future.

Another challenge for the College is to determine
its relationship with the universities with respect
to postgraduate training. The Dougherty Report
(1988) recommended that most post-graduate
training in medicine be devolved to universities as
higher degrees. This has not occurred, not least
because no substitute is obvious for the important
ethical functions of the medical colleges.

However, the role of the Australian and New
Zealand College of Psychiatrists in training psychi-
atrists is a unique one. In North America and in
Continental Europe, universities play a much more
prominent role. All other professions in the mental
health area, such as psychology and nursing, have
developed their tertiary education bases in univer-
sities. In this environment, psychiatry training in
Australia and New Zealand is in danger of being
seen as unusual. Some arrangements with univer-
sities about post-graduate education will certainly
be necessary in the future.

The education and 
training project

The psychiatrists present could not recall any pre-
vious meetings like those held at the workshops.
First, it was of great value for the psychiatrists to

meet with other professionals in other disciplines.
Second, from the point of view of psychiatry, it was
a most timely test of how others responded to the
RANZCP curriculum and whether they found that
it conveyed useful information to them. It was seen
as a useful model and a point of departure for the
other disciplines. Third, at the discussions of the
Advisory Committee of the project, some major
bridges were made between senior representatives
of consumers, educationists and practitioners
which will bear fruit in time. Fourth, the work-
shops confirmed the formal principle, (which the
RANZCP pioneered), that consumers should be
involved in the development of education and
training curricula. The workshops illustrated, once
more, how useful it is to discuss training issues
with representatives of consumers and carers.

For psychiatrists, the process of the workshops
presented them with some considerable chal-
lenges. Since the 1960s at least, psychiatry has
been in the forefront of the reforms that have
swept through mental health services. In Europe,
for instance, there was the powerful influence of
Professor Franco Basaglia and the movement
called Democratic Psychiatry. In the United
Kingdom, change began in the late 1950s with the
actions of successive brave superintendents, who
opened the closed wards of the old asylums to
develop a more humane, community-based
approach. Their work was underpinned by the
writings of several psychiatrists, such as Russell
Barton and R.D. Laing, who tried to re-think the
approach to the challenges of mental illness from
the point of view of the person with mental illness.
In Australia, a similar history could be written.

The process of this project exposed psychiatrists to
the realities of the consequences of the ‘democrat-
ic’ approach which some had for so long advocated.
The workshops meant having to defend the basis of
the profession to colleagues from other disciplines
and to the consumer representatives. Psychiatrists
were asked to explain what psychiatry could offer
and to signal its limitations. This meant that the
psychiatrists who attended the workshops had to
define those aspects of their profession on which
they agreed among themselves and to identify
other aspects where they held significantly differ-
ent opinions. This was an uncomfortable process,
especially as the psychiatrists who were at the
workshops were aware that they were far from a
representative group of the profession.

This discourse among the psychiatrists was an
extension of a wider debate going on in psychiatry
about the profession’s changing role in contempo-
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rary mental health. It is clear that these issues will
take some time to work through. This is not only a
challenge for psychiatry; the role of all the disci-
plines and the way they are structured to meet the
needs of the future in mental health, is an issue
that will, in due course, face the wider group of
professions with an interest in mental health.

Psychiatry and 
the workshops

Aside from the National Audit, the main common
activity within the project involving psychiatrists
was the series of plenary workshops. Process
issues existed between psychiatrists and other
mental health professionals, consumer and carer
groups. Understanding the reasons for these are
important. It may have been a matter of needing to
acknowledge as a profession that psychiatry has
different and complementary (rather than superi-
or) areas of expertise and knowledge, as well as
areas of inexperience and ignorance. Additionally
to some extent psychiatrists may need to improve
skills in working cooperatively and democratically
with fellow professionals, or with consumer and
carer groups. The issues that emerged and out-
lined here are an attempt to learn from the
process.

Some issues that arose in the first two workshops
were not resolved and appeared to pose obstacles
both to further participation of psychiatrists and
their collaboration with other groups. These fac-
tors required some attention at the beginning of
the third workshop. Such factors appeared to
include the following:

First, the RANZCP representative on the Advisory
Committee changed several times during the edu-
cation and training project and the lack of continu-
ity was unfortunate.

Second, psychiatrists were less willing to engage in
workshop exercises than other groups. [For exam-
ple, the psychiatrists did not feel that a disciplinary
based workshop on a new curriculum was
required. In the second workshop the psychiatrists’
group were reluctant to do a SWOT analysis of
their profession in the context of developing a
national curriculum, on the basis that the College
had already produced a curriculum, which should
be used by other professions as a benchmark.
There is an evaluative issue here, as to whether the
workshop organisers could have used more appro-
priate methods to engage the psychiatrists. A prob-

lem in facilitation could partially explain why the
psychiatrists were not well engaged in the work-
shop tasks].

Third, even though the psychiatrists had strong
feelings about the subject matter of the workshops,
there was the appearance that they kept their feel-
ings to themselves regarding their interactions
with other professions and interest groups, which
left the public impression amongst the other disci-
plines that psychiatrists were unwilling to partici-
pate. This was not the case but psychiatrists were
unable to share their sense of vulnerability with the
other professions and consumers and carers or
perhaps felt that it was unsafe to do so within the
wider workshop process. This may have left the
perception among psychiatrists that the wider
group were not particularly responsive to the psy-
chiatrists’ dilemmas.

Fourth, another problem was a fluctuating and
decreasing number of psychiatrists at the work-
shops, which posed problems of continuity and
connection with the other disciplines. This plus the
absence of a mini discipline specific workshop for
psychiatry evoked a general impression that they
had “left themselves out of the loop”55, as one work-
shop member described it. The mini workshop was
apparently a positive experience for other disci-
plines. This means that many of the contentious
issues raised by psychiatrists initially and some of
which required extended discussion had no oppor-
tunity to be reflected on or worked into a frame-
work.

Fifth, a number of content issues were raised in
plenary sessions by speakers who were psychia-
trists. At times members of other disciplines were
not particularly responsive to adopting their rec-
ommendations. In fact, these content issues were
useful in generating debate and reflection even if
they were not acceptable to the workshop mem-
bers generally. Because speakers who were psychi-
atrists often came, spoke and left there was little
opportunity for working through these issues in a
more informal and extended fashion. This com-
pared to the increased investment by others in
time in the workshop by other disciplines. Some of
the issues raised in the workshop concerned with
psychiatry were the following propositions:

� Mental health services require expert clinicians
(psychiatrists) and a few other core profession-
als, but most mental health professionals could
be replaced by more generic mental health work-
ers who acted as patient advocates.
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� For the non psychiatry disciplines, competency-
based training was required.

� Psychiatrists’ training is more comprehensive
and longer than the other disciplines56.

� The psychiatrists’ work in producing (in 1995) a
curriculum, (through the Royal Australian and
New Zealand College of Psychiatrists) suggested
it was for other professions to catch up.

All these issues meant that when it came to the
final workshop, the new framework developed by
the disciplines stemming from the guiding princi-
ples did not exist for psychiatry. The task for this
workshop became to review and make recommen-
dations concerning the 1995 RANZCP Fellowship
Curriculum, from the viewpoint of consumer, carer
and other professional stakeholders needs of psy-
chiatrists. As already stated (RANZCP 1995) the
curriculum was developed as a document which
would invite ongoing discussion and development.
(The curriculum was viewed by its authors as a
pilot, contained a three year sunset clause, and was
due for extensive revision). Thus, the advice of the
workshop was seen as timely. As already discussed,
the psychiatrists’ initiative in constructing and
applying such a curriculum had been generally
admired by other participants in the previous
workshops. However, it was widely felt that it was
far from perfect, and that it did not relieve psychi-
atrists of the responsibility to keep working with
others towards improvement of their curriculum
and progress towards an interdisciplinary frame-
work. (As one consumer stated “Much of the cur-
riculum is good. I just wish it was true”)57.

Findings from the
Psychiatrists Task Group:
Workshop 3

The task group had consumer and carer represen-
tatives. It considered the RANZCP Fellowship
Curriculum 1995, which is reproduced as
Appendix 6. The participants agreed that the cur-
riculum was:

� well organised, consistent with established prin-
ciples of setting palpable educational objectives

� ahead of its field in its recognition of the need for
some consultation with consumers

� worthy of its time incorporating more humane
objectives and making them explicit

� a set of learning objectives, rather than a cur-
riculum, (as it offers no plan, no time sequence,
no ‘chunking’ of modules, no term by term or
year by year separation of tasks, no criteria, and
no evaluation mechanism)

� lacking in differentiation of core attitudes,
knowledge and skills common to all mental
health professionals and those specific to this
profession

� lacking in guidance of ‘level of detail’ of the
knowledge, skills and experience required. (For
example, it was felt that the organic knowledge
and skills of trainees were fairly thorough; that
psycho-cultural knowledge covered a lot of terri-
tory superficially; but that practical skills - both
range and depth - were patchy or shallow.)

� requiring revision as its 3 year trial expired in
September 98.  The RANZCP should now be
working on a version which fits with the national
curriculum.

This task group made specific and detailed com-
ments and recommendations for updating of many
sections of the 1995 RANZCP curriculum. These
recommendations are specified in Appendix 7. The
general conclusions regarding the 1995 curricu-
lum, as specified by consumers and carers were:

� The curriculum should express more clearly its
ethical and human rights basis by grounding
these in the internationally occupied articles of
human rights and the national policies regarding
consumer rights and responsibilities. (For exam-
ple, the curriculum needs to support a consumer
right to choose registrar or case manager; and
the right to question doctor and negotiate treat-
ment even (or especially) if unwell.)

� More emphasis should be placed on psychia-
trists’ understanding of ethical and legal respon-
sibilities both to consumers and carers and the
community as a whole. The curriculum appeared
to support the training of psychiatrists to
become ‘monomodal gurus’. The curriculum did
not teach limits of psychiatrists’ legal powers and
skills. Also, it was questioned whether it imposed
a sole psychiatric ideology, one which dismissed
other viewpoints and approaches).

� Recognition should be provided of the role of oth-
ers in the care of those with mental disorders. (It
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was considered that there is insufficient emphasis
in the curriculum on collaboration, on knowing
when to seek advice, when to refer, when it would
be appropriate to bring someone else in, recognis-
ing the contribution of others, including all other
health disciplines, consumers, families and sup-
port groups, welfare and emergency services.)

� Theoretical models of mental illness need more
articulation. (There was thought to be insuffi-
cient emphasis on multimodal approaches, with
bio/psycho/socio-cultural models being insuffi-
ciently developed and specified). 

A major issue was the question of what was specif-
ic to psychiatry and what attitudes, knowledge and
skills were held in common with other disciplines.
These points were noted:

� Psychiatrists and other doctors in training share
many competencies in common with other pro-
fessions (see chapter 6). But specific competen-
cies for doctors and medicine are discrete and
these discrete competencies are very important
and essential to interdisciplinary teams, and
amount to more than the sum of their parts.

� The distinction between psychiatry-specific and
common skills is mostly blurred but often is a
matter of emphasis and detail. The biophysical
knowledge of a psychiatrist is very important,
that is, it is necessary but not sufficient. It was
also contended that the bio/psycho/social/cultur-
al perspectives of psychiatry should be substan-
tive not just gestural. Psychiatrists need to
acquire attitudes, knowledge, skills and real
experience of psychological, social and cultural
interventions at a sufficient academic level to
make a well informed, appropriate referral, or to
make a basic level appropriate intervention.
Doctors particularly need to know when not to
work alone, and how to work in teams.

� Both ‘top down’ and ‘bottom up’ approaches to
updating the present curriculum should be
employed. The bottom up approach should
include a survey of what all stakeholders, includ-
ing consumers and carers, require of doctors in
relation to psychiatric assessments and interven-
tions. A pilot example of such an approach - ask-
ing consumers and carers what they require of
doctors at different levels regarding their psychi-
atric training - is appended in Table 5.4.1.

� Learning objectives of the RANZCP Curriculum
need to be linked to: the National Mental
Health Standards; the National Disability

Standards; internationally accepted WHO clas-
sification distinguishing disease, impairment,
disability, handicap and knowing appropriate
interventions for each; and the United Nations
Principles on the Protection (and Rights) of
People with Mental Illness (1991).

� It was considered that psychiatrists-in-training
and their supervisors should receive more explic-
it training in how to sustain themselves sensibly
regarding their professional lives and workloads.

Other issues nominated for consideration for a future
RANZCP curriculum were: a greater and more
explicit emphasis upon, concepts of therapeutic
optimism; resilience enhancing strategies; strengths-
based interventions; power sharing in working part-
nerships with consumers and carers; the potential
for recovery; ‘quality of life’ as well as clinical vari-
ables; and qualitative as well as quantitative research
paradigms. A rigorous examination of the available
evidence on these issues would better inform their
inclusion and emphasis in the curriculum.

What was learned 
from the Education 
and Training Project?

There are valuable lessons for psychiatrists. First,
while attendance by academics was substantial,
the workshops would have benefited from the
presence of more clinicians. This would have pro-
vided a firmer footing to deliberations about the
skills required from each profession in everyday
practice. This would also have provided greater
awareness and experience of the possible high
standards of interdisciplinary practice and rela-
tions with consumers and carers, including their
participation in service provision.

Second, as noted, the workshops could be viewed
as a crucible for the psychiatrists, in which we
could become aware, under closely observed con-
ditions, of the type of reactions which our stances
evoked. It could be argued that for whatever rea-
son there is a question of a ‘problem of image’ for
the psychiatric profession, with a gap of percep-
tions and priorities between the psychiatric profes-
sion, other mental health professionals and major
stakeholders58.

One important question for psychiatrists to consid-
er is whether psychiatrists evoke negative respons-
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es stereotypically from other professions and
stakeholders, that is, responses which may be
quite independent of psychiatrists’ actual interac-
tions and real behaviours. If this is the case, are
psychiatrists helpless to prevent these?
Alternatively, do psychiatrists contribute directly
to such responses? If so, how can we act construc-
tively to prevent them? This issue needs further
consideration. It is well worth acknowledging and
trying to resolve such issues between psychiatrists
and other disciplines, consumers and carers, if psy-
chiatrists are to contribute constructively to inter-
disciplinary workforce education and training, and
if such collaboration is to be a fundamental plank
of mental health services delivery.

Conclusions
First, the education and training project needs to
propose to the RANZCP that it rebuild its training
curriculum around consumer and carer needs and
rights and takes into account the common discipli-
nary attitudes, knowledge and skills outlined in
Chapter 6. Updating of the curriculum should sup-
port the training needs and requirements of trainee
psychiatrists with specified elective interests and
those of established psychiatrists. All graduate
medical practitioners should be able to participate.
Additionally psychiatrist participation should be
encouraged and supported by the RANZCP and
university departments of psychiatry, in collabora-
tion with the other professions, in the development
of some common or shared training modules in any
interdisciplinary curriculum. Such participation
should include many more practitioners, as well as
academics from all the mental health professions,
who would have greater experience of optimal stan-
dards of interdisciplinary practice and of consumer
and carer participation in service provision.

The relationship between the RANZCP and the uni-
versities needs to be resolved around the common
needs of postgraduate psychiatry. The knowledge
needed by psychiatrists lies in several domains: bio-
logical, psychological, social and cultural and politi-
cal. Psychiatrists need to be in contact with the aca-
demic disciplines generating knowledge and
research in these areas. Thus partnerships between
the College and universities need to be considered.
For the Fellowship of the RANZCP, a two part train-
ing program should be considered. The new
Fellowship would consist of basic training in psy-
chiatry leading to a primary examination. The sec-
ond part would be a series of learning units (some
compulsory and others elective). While all practis-
ing psychiatrists would have certain knowledge of
skills in common, they may specialise in different
areas. The curriculum must allow for some degree
of individuality and specialisation.

Additionally, and importantly, the learning modules
could be made available to experienced practitioners.
Experienced practitioners using them for purposes of
professional development would use the material dif-
ferently compared with the younger peers seeking
postgraduate qualification. The assessment of experi-
enced practitioners might differ accordingly.

In addition to providing learning modules for expe-
rienced practitioners, other disciplines may also
access learning modules through the universities or
the Colleges.  It is envisaged that the range of knowl-
edge and the educational expertise of the universi-
ties could also be accessed by the College for post-
graduate training. This might offer the added value
of increasing the number of psychiatric researches.

Second, the Commonwealth Department of Health,
via the National Mental Health Strategy should pro-
mote and support, as soon as possible, a study of:

� the roles and tasks of psychiatrists, whether in
the private or public sectors, in a mental health
service, in the health and the wider communities

� the elements required of a training curriculum in
psychiatry for graduate doctors, trainee psychia-
trists, established psychiatrists, and accredited
trainer psychiatrist/supervisors

� the reasonable needs, requirements and expec-
tations of a psychiatrist by psychiatric con-
sumers and carers, by other doctors, by other
mental health professionals, other stakeholders
and agencies, and representatives of both urban
and rural communities

� the implications of the compatibility of such
roles and elements of training with the National
Mental Health Strategy and Standards (1997,
1998), with National Disability Standards, the
WHO International Classification of Disease,
Impairment, Disability and Handicap, and the UN
Principles on the Protection (and Rights) of
People with Mental Illness (1991).

This study design should take the opportunity to
build the process of collaboration and involvement
commenced in the education and training project
and thus contain a significant qualitative and
action research dimension.

Finally, there is an urgent need to bring issues rel-
evant to the historical, social, political, health and
mental health position of indigenous Australians
into the curriculum at all levels. This certainly
applies to psychiatry and needs to be considered
by the other disciplines as well. Whilst individuals
have written on this matter59, the College and the
universities have yet to act. In New Zealand there
is now a Professor of Psychiatry in the School of
Maori Studies, Massey University and this provides
a benchmark for Australian psychiatry60.
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Table 5.4.1 Knowledge specific to doctors and psychiatrists:
consumer and carer perspectives61

Entry level doctors Psychiatric Registrar in Training Postgraduate continuing education
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Psycho ❖ Understanding 
psychology of presc
and misuse of 
compliance; impa
having to
medication and h
to live with side effects.

� Broad knowledge of psycho-social
interventions for individuals,
groups and families.

� Deepening understanding of practi-
tioner’s own needs, the impact of
practice on the patient, the practi-
tioner, the practitioner’s family.

� Elective refresher modules.

Socio ❖ Uses and misuse of 
medical power.

❖ Lived experience of 
being subject to external 
power of the Mental 
Health Act.

� Understanding and promoting use
of positive and negative feedback
mechanisms particularly com-
plaints process.

❖ Understanding least restrictive
treatment and balance with least
intrusive care.

� Elective refresher modules.

Cultural � Learning how and when
to work with interpreters
and bilingual/bicultural 
counsellors.

� Learning how to work with con-
sumer and family self-help groups.

� Approaches to Indigenous and
Transcultural mental health 
services.

� Elective refresher modules.

Notes:
❖ Interdisciplinary knowledge
� Doctor specific knowledge

Bio ❖ Detailed up-to-date open minded
non-doctrinaire understanding of 
clinical psychiatric conditions and 
their contemporary treatments.

❖ Detailed understanding of 
multifactorial etiology 
and Multi-modal approaches.

� Relativistic viewpoint of psychiatric 
knowledge and how it is con-
structed,
and relativist view of psychiatric
history.

❖ Elective refresher modules.

❖ Interactions between 
all bodily systems.

❖ Pharmacology: Drug 
Interactions and side effects;
working knowledge of 
contemporary range of 
psychiatric drugs.

❖ Accurate Mental State 
Exam and Physical Exam 
of all psychiatric presenta-
tions - both are equally
important.



Alison Garton

Brief history

Psychologists invited to attend the National Mental
Health Education and Training Workshops were
drawn from universities and academia, private
practice, the professional association and a private
education provider. Each invitee had also had
extensive experience in working in public service
mental health services as well as experience teach-
ing on postgraduate programs. Thus a wealth of
experience was represented and while not all psy-
chologists attended every workshop, there was suf-
ficient knowledge available for considerable
progress to be made throughout the workshops.
There were also psychologists amongst the con-
sumers and carers, so the profession was well rep-
resented. 

It was established during the first workshop that
psychologists’ specialised professional training, par-
ticularly for working in mental health services, was
at the postgraduate level. Psychologists firstly com-
plete an undergraduate degree, which provides the
scientific and research underpinnings to profes-
sional practice. An Honours degree is the typical
route towards postgraduate study, and in the fourth
year, a substantial piece of independent research
must be completed by students. Entry to postgrad-
uate coursework degrees is extremely competitive,
despite the introduction of fees in recent years.
These degrees are currently mainly at Masters level
but increasingly universities are offering DPsychs
as doctoral level training programs.

The psychologist participants needed to focus
attention on postgraduate psychological training
programs and to acknowledge that undergraduate
degrees, while providing useful entry-level educa-
tion and training, did not provide adequate training
in skills relevant for a mental health workforce. In
psychology three year degrees, education in abnor-
mal psychology is required, and occasionally there
are units (often optional) on psychopathology and
counselling. Ethics and professional practice issues
are also required components of the curriculum
and are taught at 3rd or 4th year level, usually
without any practical component.

Once it was agreed that the primary focus for psy-
chology would be on postgraduate training pro-
grams for psychologists, it was then necessary to
justify the further focus on clinical psychology.
Psychology has a number of specialisations and
each is catered for by university training programs.
Clinical psychology has by far the largest number
of training programs and possibly the longest her-
itage as a separate area of advanced specialisation
and study. Clinical psychology was selected
because of its explicit emphasis on training psy-
chologists to work in the mental health sector,
specifically with people with mental health prob-
lems and with mental disorders. As well as provid-
ing education in working with people with serious
mental illness, clinical psychology programs typi-
cally require that at least one placement (out of
three or four) be completed in an institutional set-
ting. Furthermore, clinical psychologists are
trained in assessment, diagnosis, and treatment of
people with mental illness, as well as in research
and evaluation of the efficacy of the interventions.

Psychologists are proponents of the scientist-prac-
titioner model which emphasises the value of the
scientific basis to professional work. This is most
clearly seen in the 1990s by the trend towards evi-
dence-based (medical) practice, which psycholo-
gists have been advocating for many years. All clin-
ical psychology training programs must demon-
strate that this model underpins the teaching of
applied psychology, and that all approaches taught
and demonstrated are grounded in scientific
research. This does not prevent critical appraisal of
other approaches, often those preferred by con-
sumers, but psychologists must understand both
how and why a particular approach or technique
achieves results and change.

Present situation 

The audit of postgraduate clinical psychology
training programs revealed 31 such courses dis-
tributed across Australia (Appendix 1). This is
actually an underestimate as new courses devel-
oped since the audit are already running and some
more are anticipated. It is expected that most if not
all Australian universities will offer a clinical psy-
chology training program. These training programs
all have to be accredited by the Australian
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Psychological Society (APS) as meeting the
requirements for membership of the Society by
demonstrating they meet the guidelines for 5th
and 6th year training programs. Furthermore, they
have to meet the Course Approval Guidelines for
the APS College of Clinical Psychologists, eligibili-
ty for associate membership of which is obtained
by psychologists who complete an approved
course.  Accreditation and approval are rigorous
and involve both the submission of extensive doc-
umentation plus the undertaking of a site visit
(usually of a minimum of two days’ duration) from
an appointed site visit team composed of psychol-
ogist peers. Full accreditation and approval is
granted only when both sets of guidelines have
been met; conditional accreditation is granted
when there are areas of deficiency that require
improvement, for example, extra resources are
required or additional areas of psychological con-
tent need to be covered in the curriculum.
Accreditation can of course be withheld or even
withdrawn.  Accreditation and approval are con-
ducted on a five year review cycle. The psycholo-
gists were very pleased with the compliments
about the way the accreditation system operates
and how we were able to assist with the audit in a
comprehensive manner.

The inclusion of consumers and carers in the train-
ing programs for psychologists is not, and has not
been, extensive. Informally, the experiences of
those who had involved consumers and carers in
teaching classes varied from the exultant “Yes, this
is incredibly valuable for everyone concerned”, to
the “No, there is no way I’d ever do this again. The
consumer was so anxious that he got drunk before
the class and unfortunately fulfiled all the negative
stereotypes about people with mental illness”.  It
was noted that curriculum and financial constraints
prevented greater opportunities for external
involvement in clinical psychology teaching (this is
true also for outside experts as well as consumers
and carers). Furthermore, although all clinical
training programs are required to have Advisory
Committees, few if any, have consumers or carers
on these. Again, university regulations and financial
constraints limited who is eligible for invitation onto
such Committees in many cases. External repre-
sentation is mainly confined to other psychologists
working in the field. This restriction is also true for
those involved in the selection of students for entry
to the programs (if and where external participants
are involved) and also for selection of staff to teach
and train psychologists.

Thus we aimed at developing strategies for the
inclusion of consumers and carers in mental health

education and training. This enabled the psycholo-
gists to begin to discuss some of these issues and
identify the barriers to the involvement of con-
sumers and carers. This aspect, along with the
need to identify core competencies as well as com-
mon interdisciplinary competencies, permitted
psychologists to think about what it is we are try-
ing to teach and how we are achieving this.
Inevitably, this resulted in the development of
some broad overarching themes, rather than spe-
cific competencies. Indeed, psychologists have
already developed competencies, both for entry
into the profession, and for entry into the different
areas of specialisation, including clinical psycholo-
gy. It became apparent that what we were being
required to do was to characterise the curriculum
(be it national or profession specific) so that it
reflects the needs and expectations of the con-
sumers and carers as well as fulfiling university and
professional association requirements. These
include, for psychologists, APS accreditation and
approval requirements and competencies (which
themselves were linked during their development
so that they reflect one another, the former repre-
senting inputs or resources, the latter outcomes or
skills derived from training).

Attitudes,
knowledge and 
expertise framework

The workshop held specifically for psychologists
enabled the development of some core attitudes in
relation to practising as a mental health profes-
sional. The sorts of attitudes identified had consid-
erable overlap with those identified by the other
professional groups. Examples included the follow-
ing, that mental health professionals:

� treat consumers and carers with respect and 
dignity

� recognise consumers as individuals, apart from
their illness

� understand the value systems of their own cul-
ture and those of consumers and carers

� expect consumers to get well, that is, have hope

� know their own limitations.

Attitudes that were identified as essential and
unique to psychologists were that mental health
professionals:
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� treat consumers, carers and others with due
humility

� understand the issues and tensions related to
confidentiality and exercise judgement in shar-
ing information

� engage in participatory decision-making in
regard to intervention and service provision

� are willing to acknowledge their own fears, ambi-
tions, dependencies, attractions, aversions, prej-
udices, inadequacies and inexperiences (sic)

� are willing to keep learning and to remain open
to ideas

� have patience and perseverance

� demonstrate empathy

� are open to recreate

� acknowledge the immediacy of the ‘I/thou’ 
relationship.

These attitudes reflect the psychologist’s training
in the scientist-practitioner model while acknowl-
edging the importance of the client, patient or con-
sumer and his or her feelings, reactions and emo-
tions. They also reflect the respect for the con-
sumer and his or her support network while recog-
nising the sensitivities associated with dealing with
fragile emotional and behavioural states. It was
noted that many of these attitudes cannot be
‘taught’ in the traditional sense but are essential to
the establishment of empathy, understanding and
rapport in a therapeutic relationship.

The psychologists were then asked to develop com-
petencies in relation to the attitudes identified by
the consumers and carers. The resultant lists are
not of competencies as traditionally defined; rather
they reflect how the psychologists interpreted each
guiding principle and translated them into actions
that would demonstrate their commitment and
adherence to them. In many cases it was felt that
these represented good professional practice as
they were fundamental to working with people.62

As discussed earlier, the guiding principles govern-
ing the knowledge and skills to be taught in educa-
tion and training programs are: 

� Mental health professionals need to learn
about and value the lived experience of con-
sumers and carers.

� Mental health professionals should recognise
and value the healing potential in relation-
ships between consumers and service
providers and carers and service providers.

At a general level the workshops highlighted the
many ways in which these principles are not cur-
rently expressed through the work of mental
health professionals, and explored mechanisms for
change.

In demonstrating behaviour for the first guiding
principle, psychologists identified the following:

� respect for the individual

� willingness to listen

� acknowledgment of the importance of the sto-
ries, worlds and knowledge of consumers and
carers

� preparedness to acknowledge their own experi-
ence, including personal resistance to the lived
experience of consumers and carers

� willingness to achieve ‘deep dialogue’ with con-
sumers and to learn by reflection on this

� avoidance of laying blame (on self or on others).

In demonstrating the second principle, psycholo-
gists identified the following:

� acknowledgment of the immediacy in relation-
ships

� maintenance of commitment to relationships
with consumers and carers

� acknowledgment of when a relationship is not
maintaining healing potential
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� openness and honesty, being ‘fair dinkum’

� valuing gentleness, compassion, humour

� acceptance of criticism and learning from it

� recognition of the capacity of people to develop
and change.

Again, these sets of attitudes reflect both psychol-
ogists’ training and experience as well as personal
characteristics that are valued in the establishment
and maintenance of any therapeutic relationship.

Psychologists also identified a further over-arching
guiding principle that was not worked on by the
workshop generally, namely: Mental health pro-
fessionals should have a commitment to the
extension of knowledge and to innovative prac-
tice. The core knowledge for practice as clinical
psychologists was identified as being specified pre-
viously in the APS College of Clinical Psychologists
competency document. Nonetheless, some 100
areas of knowledge were identified at the third
workshop; these included knowledge originating
from other disciplines as well as knowledge com-
mon to all disciplines. These were in addition to
the specific areas of psychological knowledge
essential to professional mental health work.
Among the areas of psychological knowledge iden-
tified were:

� theories of human development and behaviour

� psychological theories and models, and the
major methods of psychological inquiry

� theories and data that underlie the main areas of
psychological intervention

� theories of the bases of behaviour, cognition and
emotion

� major methods of psychological investigation
and techniques of measurement

� application of psychological knowledge through
understanding of the interplay between science
and practice.

It was concluded however, that with reference to
the two guiding principles, there was no specific
knowledge base. It must be recognised that
advanced knowledge is often the domain of psy-
chology, the teaching, research and practice of
which requires extensive knowledge and skills.

Furthermore, much psychological knowledge has
been absorbed into the knowledge base of other
disciplines and professions. The fundamental
importance of the scientific and research base to
the practice of psychology was reaffirmed in this
workshop.

Finally, the skills required to meet the guiding prin-
ciples were identified. The list is too long to repro-
duce here in its entirety, but includes:

� negotiation and advocacy

� effective communication

� a variety of problem solving techniques

� evaluations

� assessment of needs

� assessment of risk

� effective working in terms of using the knowl-
edge and skills of others

� establishing partnership for providing care

� reflection on own practice

� establishing and sustaining therapeutic relation-
ships

� practising within an ethical and legal framework

� working effectively with culturally diverse
groups

� establishing and maintaining networks.63

Desired situation

The strategies identified by psychologists for achiev-
ing and maintaining the guiding principles include:

� the provision of programs and funding to enable
participation of consumers and cares in educa-
tion and training

� assurance that any proposed curriculum
requires professionals to provide evidence of
engagement in the lived experience of con-
sumers and carers
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� the establishment of networks of consumers and
carers by practitioners and educators

� inclusion of structured ways during education,
training and supervision of encouraging profes-
sionals to secure insights into their own experi-
ences

� planned exposure to a range of bodies of knowl-
edge, including first person accounts, in the edu-
cation and training of mental health professionals.

It is vital that, in meeting the needs of consumers
and carers for involvement in the education and
training of mental health professionals, govern-
ment support is provided. For the training of psy-
chologists, for example, there are competing
demands on the training programs at the masters
and doctoral levels and if any serious attempt is to
be made to involve consumers and carers, then
there must be some incentive. For example, the
programs are being pressured to include a far
greater component of education, training and
working with indigenous people. An extension of
this may be to include specific training for working
with migrant populations. At present, there is
insufficient time and space in the curriculum to
incorporate anything but fundamental training in
evidence-based approaches to clinical work.

The psychologists expressed a preference for a tar-
geted approach whereby only certain training pro-
grams, in clinical psychology say, are funded to
train psychologists to work with people with mental
illness. Consumer and carer involvement would be
a central component in all aspects of these particu-
lar training programs, from student selection to
teaching and assessment. Such a proposal would
not exclude consumers and carers from other train-
ing programs which may have a different focus (for
example, on training to work with people with intel-
lectual or physical disabilities). Given the plethora
of clinical training programs across Australia, such
an approach would not in any way limit the poten-
tial involvement of consumers and carers; instead it
would be more focused, with a better outcome in
terms of training and satisfaction for the trainees
and for the consumers and carers.

For both of the above arguments, government
funding would assist in accommodating the train-
ing for psychologists to work with people with
mental illness and in involving  consumers and car-
ers in such training. A targeted approach would
allow for psychology programs to provide both
general and specialised training which the trend to
doctoral training would permit. It would make
sense to capitalise on the current moves to doctor-
al level training and identify mental illness as one

of the areas of specialisation. Furthermore, those
involved in the implementation and monitoring of
the APS Accreditation Guidelines are already con-
sidering how best to deal with the doctoral pro-
grams and increasing professional specialisation.
This proposal is in line with current professional
expectations and trends.

The aforementioned strategies are also mirrored in
the more general proposal for the implementation
of a national framework for the education and
training of mental health professionals, including
the development of a national curriculum,
approved university courses, participation by car-
ers and consumers in education and training (as
teachers, expert advisers, student learners, as
appropriate), and continuation of high standard
clinical psychology training programs (with suit-
ably qualified and experienced staff) that encour-
age working with people with mental disorders and
mental health problems. It goes without saying that
all the above need to be adequately resourced.

While this project focused on the postgraduate
training programs, it is essential that for our profes-
sion, equal attention is given to practitioners requir-
ing on-going professional development or to those
wishing to commence or move from other fields into
working with people with serious mental illness. The
APS has a system of mandatory professional devel-
opment (PD) for College members and ways need to
be found to build the guiding principles into this on-
going aspect of education and training.

The practical outcomes sought by these workshops
all rely upon greater involvement of consumers and
carers in planning and delivery of professional
training and continuing education. It is essential
that the innovative directions of the workshops are
followed up by a commitment by government to
funds that will enable participation of consumers
and carers in education and training. The profes-
sions also require funding to develop further the
knowledge and skills in relation to the attitudes
and values espoused at the workshops. Such
processes are likely to be both challenging and
rewarding for psychologists.
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Maria Harries

Introduction

The Australian Association of Social Workers
(AASW) welcomed the opportunity to contribute
to The National Mental Health Education and
Training Project64. The consumer and carer focus
for the project was a significant reason for the pro-
ject achieving unqualified support. As well, the
instigation of the project was timely for the
Association because it coincided with our recogni-
tion of the need to develop a formal system for
developing and monitoring standards of practice in
a range of specialist areas including mental
health65.

However, none of us could have predicted the sig-
nificance of the impact of this project on the way
we came to revisit the core of the mental health
social work. The powerful consumer and carer
input at every step of the project plus the often
provocative information sessions and the opportu-
nity to continually debate issues with other disci-
pline members, provided challenges that have per-
manently altered the way we will conceptualise the
practice of social work in mental health service
delivery. Testimony to the impact of the education
and training project has been the fact that the
momentum to review practices and to develop a
clear framework of competencies for social work
did not dissipate when the project finished66.
Earlier this year67, the Board of the AASW
endorsed with enthusiasm the proposal to estab-
lish a Steering Committee to build on the outcomes
of the project to develop a national framework for
standards in mental health social work and signed
off on a national consultancy project, funded under
the National Mental Health Strategy to achieve this
objective68. 

Brief history

The need for the education and training project
had become apparent in the very persuasive evi-
dence from consumers and carers to the National
Mental Health Strategy. These people identified
consistent negative experiences and poor out-
comes for people with a mental health problem and
their carers who entered the mental health net-
work of care. As well as this, it had become clear
that there was a need to engage social work at a
grassroots level if the changes required by con-
sumers and carers were to be incorporated in what
was evidently required, that is, a fundamental
reorientation of education and training which
could achieve satisfactory outcomes for people
with a mental illness or mental health problem and
for their carers.

The Advisory Committee, representing consumers,
carers, and representatives from each discipline
provided a thoughtful and progressive forum for
the project. The task of the social work represen-
tative was to bring perspectives from mental health
service delivery, from education, policy develop-
ment, research, clinical practice and management
roles as well as representing the AASW. The
Committee met regularly.  Consumer and carer
members gave a rich depth to the planning for, and
conducting of, the consultative process in social
work. The consumer and carer workshops ensured
that subsequent multi-disciplinary and discipline
specific workshops were informed by strong con-
sumer and carer perspectives. An audit established
the baseline of the current educational structures
for social work in Australia (Appendix 1).

As already discussed, the guiding principles repre-
sented a new paradigm for generating a framework
for competencies in social work.  This means that
the following principles, rephrased for social work,
must at all times be at the forefront of thinking and
practice:
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5.5 Social work

64.The AASW placed its full support behind it by nominating an
Association member to the Advisory Committee for the
project and facilitating the attendance at workshops of the
Chief Executive Officer.

65.The debate about implementing Boards of Practice had been
going for some time and resulted in a discussion paper –
Quality Practice Options: Discussion Paper being circulated in
Feb 98. As well as this, the Continuing Professional Education
policy (CPE) had been finalised and had started focusing the
minds of members on the opportunities for continued edu-
cation in specialist areas including mental health.

66.The last workshop was held in Canberra on 12th and 13th
February 1998

67.This was finalised at the AASW Board of Directors meeting
in June 1998

68.The Project is due to report to the AASW Board of
Directors in March 1999.



� Social workers need to learn about and value the
lived experience of consumers and carers.

� Social workers should recognise and value the
healing potential in the relationship between
consumers and service providers and carers and
service providers.

� Social workers should recognise and value the
ongoing potential for recovery of people within
the mental health system.

Whilst these affirmations appear pivotal intuitively
to good social work practice, the challenge they
present is an ability to work constantly at the inter-
face between the lived experience of the people
social workers serve and knowledge that is
informed by multiple lived experiences as well as
research. This in turn requires a humility on the
part of social workers to be constantly vigilant
about their values and attitudes. Consumers and
carers advised us that, in their experience, this vig-
ilance was often absent.

Social work 
and mental health 
service delivery

There were a number of serious questions posed
for the discipline of social work at the project
workshops. The first multi-disciplinary workshop69

raised the key question: how does social work iden-
tify its core contribution to the delivery of services
to people with a mental illness or a mental health
problem and their carers? A second, and equally
important question emerged: how do we educate
social workers to prepare them for this complex
domain of mental health service delivery? And
thirdly, how do we foster the development of com-
petencies in mental health service delivery for
social work practitioners who are working in a
broad range of organisations, only some of which
are dedicated mental health services?

The challenges and opportunities confronting
social work in this project were evident at the out-
set and were expanded upon in the first workshop70

at which seven social workers from across
Australia were present alongside an equivalent
number of colleagues from other disciplines and a
large number of consumers and carers. Social
workers have a tradition of assuming that practice
is grounded in the needs of the people it serves;
they purport to have an empowering role with peo-

ple who experience disadvantage in society; they
argue that they have an important role in the
development of services to meet emerging commu-
nity and individual needs. As well as this, social
workers have a long history of involvement with
people with mental illness and with their carers.
This project offered us the opportunity to reflect
on and operationalise core principles on which
social work is based and review their meaning for
practice.

Social work education in Australian universities is
generic. Its aim is to produce graduates with a
broad range of skills in a considerable range of
practice settings. Social work is self regulating and
it is not a registered profession (see Appendix 1).
It requires that its practitioners are self-motivated
to continue learning and to achieve outcomes
rather than being driven by legal requirements and
sanctions. Although Social Work Schools in univer-
sities have to meet certain standards to achieve
‘approval’ by the Australian Association of Social
Workers (AASW), these standards have, until
recently, been focused on input requirements (e.g.
information and learning) rather than outputs or
outcomes (e.g. performance and demonstrable
skill). Although competency standards for entry
level social workers in general - not for mental
health - have been developed by the AASW, these
are not necessarily incorporated into teaching in
each of the Schools of Social Work71. Also, the com-
petency standards for social work in general were
not developed with consumers or carers as pivotal
to the process of standards development.

In the light of this brief description, the challenges
provided for social workers by this project were
considerable. Social workers work with people who
experience a range of mental health problems in
practice settings that do not fall within the narrow
definition of specialist mental health services.
Many work in non government agencies with broad
mandates. Some work with the severely mentally ill
under other labels, such as homelessness, sub-
stance abusers or social security. How could we
conceptualise social work to be inclusive enough to
encompass the generic nature of the tasks and
roles that are undertaken, and at the same time,
honour the specialised nature of the roles and
tasks in dedicated mental health services?

Social workers develop their expertise in mental
health by working ‘in the job’, undertaking in-ser-
vice training and self-initiated postgraduate stud-
ies. There are no paid training posts, as there are in
psychiatry. There are no baselines for skills
required in different settings. How could social
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69. February 11th and 12th 1997, Canberra
70. February 11th and 12th 1997, Canberra
71. Although The Australian Social Work Competency Standards

for Entry Level Social Work, AASW were finalised in
September 1994, these have never received the full endorse-
ment of the AASW Board of Directors.



work competencies be conceptualised in a way
that would foster a recognition of the specific role
of social work? And as social workers have not
incorporated the views of consumers and carers in
any formal way in the development of competency
standards, how could we understand and integrate
the consumer and carer perspectives before
assuming that any ‘practice wisdom’ within the
profession about its core competencies was the
point at which to start?

A number of principles, in addition to the con-
sumer and carer focus, were adopted during the
course of the workshops.  One of the critical ones
was that discipline strands should remain
intact, in order to enable us to value and build on
the traditions and expertise of each discipline. The
acceptance of a discipline base to the development
of competencies enabled all professional groups to
avoid the time consuming distraction of dealing
with the threat of the ‘generic mental health work-
er’. For social work this was an important starting
point because of the perception that the threat of
not being able to capitalise on a significant history,
commitment and tradition in mental health was
very real to us.

A significant factor that made the project an excit-
ing one for social workers involved in it was the
range of practice knowledge amongst the social
work representatives in the project. Clinical,
research, education, policy and management posi-
tions were held by social work participants. Whilst
this created a robust environment for debate,
numerous practice arenas were not represented.
Debate would need to be even more robust before
the final standards were developed.

Present situation

The national education and training audit conduct-
ed as part of the project provided concrete evi-
dence to support some of the observations made
by social workers in the workshops. Most social
work courses in Australia are four year undergrad-
uate degrees. Some universities run postgraduate
two year degrees alongside of, or instead of, a ded-
icated four year degree. All courses assume some
considerable overlap between generic social work
competencies and specific mental health ones.
Very few courses have a dedicated mental health
unit. Postgraduate courses in social work may, in
some instances, address the needs for competency
development in mental health, however, the num-
ber of these has reduced as HECS fees for post-
graduate study have reduced the financial viability

of applied courses. All courses are struggling with
‘crowded pre-qualification curricula’ and demands
for more input in specialist areas. Some students
undertake their fieldwork in mental health agen-
cies. Some courses include input from carers and
consumers but this input is not central to course
structure and design. Most courses provide knowl-
edge, information and skills in preparing graduates
for working with people with a mental health prob-
lem. To meet these challenges, there is a strong
sense that the specialised area of knowledge and
skills in social work and mental health needs to be
undertaken at a postgraduate level, and that at
least some of this should be studied through multi-
disciplinary training modules.

As already mentioned, there have been no national
mental health competency standards for social
workers in Australia72. On a more positive note, in
1996, two state branches of the Australian
Association of Social Workers (NSW & Victoria)
developed models for standards of practice and
roles and responsibilities for social workers in men-
tal health care. Additionally, there is now a hearty
enthusiasm on the part of the AASW to develop
national competencies in a range of specialist
areas. There is little doubt that social work practi-
tioners in mental health are committed to: improv-
ing their practice in the light of the input of con-
sumers and carers; critical reflection of their prac-
tice; new research evidence; and organisational
recognition of the need for quality improvement
through in-service training and postgraduate edu-
cation.

One further element of the current situation of
which account needed to be taken was that the
AASW, the professional association for social work-
ers in Australia, is a not-for-profit organisation
which relies entirely on membership funds and an
honourary board of directors to address a very
complex set of needs for social workers in diverse
fields of practice. It does not have the funds to con-
duct the type of comprehensive national consulta-
tions required to effect the type of changes sig-
nalled by this project.

Achievements 
during the project

It is not easy to define all of the outputs for social
work during the course of the workshops because
much of the value emerged in an organic way from
the networking, exchange of ideas and the encour-
aging confrontation of values and attitudes
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72. As earlier discussed there are national generic competency
standards that have not achieved total endorsement by the
AASW or professionals.



amongst the participants. A personal challenge for
the writer was how to utilise the learning from the
workshops to carry the momentum for change
from the workshops to the profession across
Australia. This challenge became clear in the open-
ing address at the first workshop by The Hon.
Michael Wooldridge, Minister for Health and
Family Services, when he stated that all partici-
pants carried a responsibility for generating a new
work-force culture that values the contribution of
consumers and carers. The Director of the Mental
Health Branch in the Department of Health and
Family Services, Dr Harvey Whiteford said that
“there was no going back”, nor was there an option
of retaining the status quo. The advice of con-
sumers and carers about their troubled experi-
ences at the receiving end of mental health service
delivery was too persuasive to counter any option
other than a new direction driven by evidence of
effectiveness in interventions and quality of out-
comes for consumers and carers.

The following describes briefly some of the key
outputs for social work from the workshop process.

In the first workshop73, social work representatives:

� validated the vital role of consumers and carers
in education, service planning and delivery and
argued for award rates for any such work

� recognised the limited scope for extending men-
tal health input into graduate courses and
acknowledged the need to vigorously pursue
postgraduate educational options at a uni-disci-
plinary and inter-disciplinary level

� asserted the important role of this project in
enabling the professional association to support
good practice and practitioners by developing
standards for social work practice in mental
health settings

� acknowledged the contribution that consumers
and carers could make to the maintenance of
such standards by being involved in supervision,
evaluation and review of workers and programs

� requested that an audit of social work programs
in Australia be undertaken to establish a baseline
for our knowledge about current courses

� presented a number of initiatives that would
facilitate the implementation of changes beyond
the workshop.

One of the important outcomes of this workshop
was the realisation of the need for an ongoing for-
mal dialogue with the AASW and the formal
acknowledgment that the commitment we had
already made would require ongoing work by the
AASW as well as the discipline group. From this
time the Executive Officer of the AASW became a
member of the social work disciplinary group on
the project.

At the second workshop74, social workers focused
on core competencies for mental health in relation
to a national curriculum for the postgraduate edu-
cation of social workers and other mental health
disciplines. At this workshop, anxieties were
expressed about whether there were many dis-
crete competencies for disciplines in general and
for social work in particular. Consumers and carers
were pivotal to the ensuing discussions; they kept
us all grounded in a basic reality for them, that is,
that while the specialist nature of each discipline
was important and evident to them, at the same
time consumer and carer outcomes were predicat-
ed on disciplines working effectively together
(holistic care). Consumers and carers in the disci-
pline specific group during this workshop assisted
social workers to start to build on their strengths,
identify their weaknesses, engage with some
opportunities and address the threats to social
work in mental health service delivery.

The primary outcome from this session was the
reminder to social workers that one  contribution
to mental health services could reside in assisting
to interpret the social world of consumers and car-
ers for other disciplines and to value and assist
consumers and carers to validate and strengthen
their ‘lived reality’ outside the mental health ser-
vice system. Social workers were encouraged to
acknowledge the central place in their competen-
cies of their knowledge of resources, their role in
developing resources and of their skill in thinking
systemically about the consumer and carer in their
social environment.

During this workshop, social workers acknowl-
edged the importance of contributing to the devel-
opment of a national interdisciplinary curriculum
to foster postgraduate competencies in social work
mental health practice. However, it was also
acknowledged that some of this continuing educa-
tion needed to be discipline-based.

In the social work disciplinary workshop75 the
social workers, informed by consumers and carers,
utilised the principles for the workshops and the
draft standards of the AASW Branches in NSW and
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73. 11th and 12th February 1997
74. 22nd - 24th June 1997, Canberra
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Victoria, plus a curriculum model from the
University of Queensland (see Chapter 1) and
started the process of developing a framework for
national social work mental health standards.

An extensive list of values, attitudes, knowledge
and skills was developed during the course of the
project. It was developed with consumers and car-
ers who started the process by drawing up with us
a list of core competencies for all professionals76.
The following picks out the essential items that
were then listed for social workers:

Desired situation

The desired situation for social work is that it has a
recognised and valued place in the delivery of ser-
vices to people with a mental illness and their car-
ers and that it can make a difference to the lives of
these people in a way that they report to be bene-
ficial. Most importantly, the process to date has
been one that has simultaneously validated the
social work role and confronted the need for the
profession to be more explicit about its contribu-
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❚ Openness to the 
experience of others

❚ Willingness to tolerate
‘not yet knowing’ and to
suspend judgment

❚ Valuing difference 
in people

❚ Willingness to learn,
to explore, be curious

❚ Respect for the stories
of consumers and carers

❚ Willingness to enter 
relationships on an 
equal basis

❚ Willingness to contribute
to the healing process,
and be willing to make 
changes

❚ Willingness to negotiate
an outcome

❚ A focus on strengths

❚ Acceptance of ‘connect-
edness’ in relationships

❚ Acknowledgment of the
boundaries in relationships

❚ Management of own 
authority

❚ Optimism and the 
belief in recovery

❚ Of self

❚ Consumer and carer
experiences and wisdom

❚ Person in environment

❚ The uniqueness of every
experience

❚ Organisational resources

❚ Sociology of oppression
and alienation

❚ Organisational theories
such as power and 
influence, structures

❚ Social research

❚ Philosophy

❚ Economic and 
sociopolitical theory

❚ Social justice principles

❚ The history of mental 
illness and institutional care

❚ The impact of 
disadvantage on people

❚ Mental health research

❚ Community and family 
systems

❚ Mental illness - 
classification, causes,
epidemiology and 
personal meaning

❚ Ability to enter a 
meaningful dialogue

❚ Interpreting and 
promoting the importance
of the social world of the
consumer

❚ Ability to balance carer 
and consumer needs

❚ Community 
development

❚ Resource development

❚ Research and evaluation

❚ Advocacy

❚ Empowerment

❚ Application of social 
justice principles at 
all times

❚ Relationship building

❚ Networking

❚ Counselling

❚ Ethical thinking and 
practice

❚ Priority setting

❚ Resource identification
and development

❚ Self evaluation

Attitudes Knowledge Skills

76. Consumers are treated with respect and dignity; recognition of the
rights of consumers and carers; active listening; a non patronising
approach; taking responsibility for own behaviours and agendas;
acknowledgement of what is not known; collaborative working rela-
tionships with consumers and carers; accountability for decision mak-
ing; responsibility for maintaining knowledge and skill base; justice in
dealing with consumers, carers and other professionals; honest deal-
ings with consumers; a sense of privilege to be working in the field.



tion and to advocate for itself as it claims to advo-
cate for others. The goals set for the profession at
the end of this project were that social work:

� develops a set of core ‘entry level’ competency
standards for graduating social workers entering
mental health practice that:

� is driven by the strong involvement of con-
sumers and carers 

� makes attitudes and values central

� involves a comprehensive national consulta-
tion that takes account of different models of,
and locations for, service delivery

� is supported by educators

� obtains the full endorsement of the Australian
Association of Social Workers

� develops a set of secondary level competency
standards for specialist social work areas

� assists in the development of opportunities for
practitioners to maintain and increase their
skills in providing services for people with a
mental health problem and their carers

� achieves recognition for the contribution that
social workers can make to the development
of the highest quality of mental health ser-
vices in Australia.

Following the completion of the project, it was
agreed that social work would commit itself to the
advancement of the principles that were enunciat-
ed in the workshops, capitalise on the framework
developed to date, and seek a national opportunity
to build on the work undertaken in the workshops
to develop entry level and secondary level compe-
tency standards for social workers in consultation
with all branches of the AASW, and with con-
sumers, carers and university social work schools
and departments.

It was agreed that the framework to be used to
develop the competency standards and post quali-

fying curriculum design for social work will be
modelled on that developed by the Royal
Australian and New Zealand College of
Psychiatrists77 which involves the identification of
core values, attitudes, knowledge and skills - the
framework that was endorsed by consumers and
carers and discipline representatives in the work-
shops and that was utilised in the social work dis-
cipline-based discussions. There was a consensus
that attitudes and values had to be the pivot for
the effective application of any knowledge and
skills.

Crucial to the development of any standards will be
the direction and wisdom to be provided by con-
sumers and carers. Also a strategy is needed that
will lead to the ‘ownership’ of the standards by all
mental health social workers in Australia.  Funding
for a national consultation was sought to advance
the progress made during the project. The AASW
is conducting a national consultation, funded by
the Commonwealth Government which is being
undertaken by the University of Tasmania School
of Social Work78.

These national consultations have been welcomed
by social workers in mental health with enthusi-
asm. This is the first time that social workers in
mental health have had a potent opportunity to
contribute to the development of improved stan-
dards of care in mental health. It is certainly the
first time that they have done so in a collegial effort
with consumers, carers and other disciplines. The
questions asked by social workers in the first
stages of the project are all being answered. The
specific role of social work does honour its generic
base, consumers’ and carers’ perspectives must be
at the core of the practice wisdom, competencies
can honour the diverse practice base of social work
outside of formal mental health services. And
social work will have a valued place in mental
health, as long as it keeps its focus on what con-
sumers and carers have identified as its most val-
ued contributions. The challenge is to develop our
framework in a way that continues to honour the
integrity of the process to date with the continuing
contribution of consumers and carers as the ulti-
mate beneficiaries of refined, articulated and test-
ed social work standards.

6622
77. Appendix 6.
78. Professor Robert Bland, an active participant throughout

the Project is leader of this project.



Lesley Hardcastle 
and Jan Carter

Introduction

Throughout the project, the interplay between dis-
ciplinary and interdisciplinary issues ebbed and
flowed. As the project progressed and the disci-
plines became more confident about their identity
and their mission, it became possible to contem-
plate interdisciplinary collaboration.

We noted that many mental health staff have
worked together productively in teams, developed
new service frameworks, and have a common mis-
sion. Developments to postgraduate education
were apparent through the recent interdisciplinary
postgraduate courses established at Wollongong
University, the University of Queensland, the
University of Melbourne and Monash University
and Flinders University of South Australia79.

However, it was not interdisciplinary collaboration
which was to the fore at the commencement of the
project. The atmosphere of the first and second
workshops was tense (and sometimes angry).
What kept the disciplines apart was more evident
than what brought them together. But as the
process developed, the question was raised of the

possibility of a common national curriculum and it
was decided that at the very least a framework for
a national curriculum should be developed. Thus
this chapter attempts to see first, what the disci-
plines had in common, and second, what educa-
tional and training outcomes this might presage.

As has been discussed in chapter 5 the disciplines
have very different histories, outlooks, of education
and training paradigms and practices, and separate
organisation and accreditation procedures. At the
beginning of the workshops, all groups wished to
stress their differences and this led to tensions. By
the end, all disciplinary participants were pre-
pared to acknowledge that the similarities
between them were more marked than the dif-
ferences. This chapter will discuss this process.

In addition this chapter suggests that the outcome
achieved by this process, offers a paradigm which
has relevance for the future education and training
needs not only of the five disciplines, but for mem-
bers of the mental health workforce who are not
members of the five disciplines. Some of these may
be the staff who will seek specialist mental health
education in interdisciplinary postgraduate mental
health university courses. Thus this chapter raises
issues for the five disciplines, for members of the
mental health workforce who belong to smaller dis-
ciplinary groups, such as speech pathology, physio-
therapy, teaching and for those personal care staff
in mental health services who have no disciplinary
membership at all.
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6. What the disciplines
have in common

79.Wollongong University (NSW) is a multi-disciplinary postgraduate
course work program commenced in 1992 which equips graduates
with clinical and research skills for comprehensive, community-based
treatment and rehabilitation. Graduates’ satisfaction has been tem-
pered by reports of frustration at their inability to put this learning
into practice because of inflexible management structures and a lack
of support from colleagues.
The University of Queensland offers a postgraduate Diploma in
Community Mental Health using the Wollongong curricula with some
different emphases and consumer and carer participation. This
course had initial support from Queensland Health.
The University of Melbourne and Monash University. A Graduate
Diploma in Community Mental Health is a joint venture between the
two universities and involves medicine, social work and nursing staff.
This was initially assisted by the Department of Human Services,
Victoria.
The Flinders University of South Australia. A Graduate Certificate in
Community Mental Health commenced in 1994, at masters level.
This course focuses on best practice in mental health promotion, pre-
vention and early intervention within contextual, community-based,
community and consumer responsive services. It provides training in
brief, effective therapies. It is available nationally and internationally.



Outcomes

One of the goals of the workshop had become the
exploration of the possibility of a common curricu-
lum. At the same time, the disciplines were unclear
about their own curriculum.  Could a common cur-
riculum be achieved?

By the end of the second workshop it was apparent
that the disciplines needed more time to discuss and
reflect on the principles of the project as defined by
the consumers and carers and to examine the impli-
cation of these for their own curriculum80.

The mini workshops81 identified those attitudes,
knowledge and skills, governed by the principles,
which each of the disciplines groups could embrace.
As viewed from the perspective of Arnstein’s ladder
of participation (see chapter 2) these small group
meetings moved the relationship between the pro-
fessional groups and the consumers and carers from
‘degrees of participation’ to the beginnings of
‘degrees of power’. Because the mini workshops
were held consecutively and the timing of the work-
shops staggered, this encouraged acceptance and
take-up of the views of other groups. Recognition of
other disciplines’ perspectives by each discipline
noticeably moved from antagonism to acknowledg-
ment and then to acceptance.

The general principles have been fully discussed in
the earlier chapters.  But it needs to be noted that
a third was proposed but was not acceptable to all:

Mental health professionals should recognise
and value the ongoing potential for recovery of
people within the mental health system82.

It had been pointed out clearly by the consumers
that attitudes were of key interest to them in the
conduct of mental health professionals (see
Chapter 3). The project successfully expressed
common attitudes of mental health professionals.
For practical purposes these have been reduced to
three statements, sufficiently general to allow per-
formance to be further identified and described,
regardless of discipline.

Attitude 1.Treat consumers 
and carers with 
respect and dignity.

In demonstrating this attitude, all mental health
professionals will:

1.1Acknowledge the knowledge and the lived expe-
rience that consumers have about their own
mental health and the mental health system.

1.2Acknowledge the knowledge and the lived
experience that carers have of [the consumer’s]
mental illness and the mental health system.

1.3Be willing to use the knowledge of consumers
and carers in collaborative planning of treat-
ments and support.

1.4Pay attention to the priorities, wishes, social
and spiritual cultures of consumers and carers.

Attitude 2.Recognise the rights 
of consumers and carers.

In demonstrating this attitude, all mental health
professionals will:

2.1Comply with the relevant regulations and leg-
islation protecting the rights of people affected
by mental health problems, including:

• United Nations Principles on the Protection of People
with Mental Illness and the Improvement of Mental
Health Care (Geneva, 1992)

• Australian Health Ministers’ Mental Health
Statement of Rights and Responsibilities (1991).

2.2Demonstrate respect for the dignity of the
individual.

2.3Recognise and treat consumers as individuals
apart from their illness and carers apart from
their role as carer.

2.4Be non-judgmental of consumers and carers
and not attribute blame.

2.5Maintain optimism in their work and allow
consumers and carers to have hope.
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80. Chapters 1 - 4 discuss the principles underpinning the common atti-
tudes, knowledge and skills that were established early in the process,
were articulated by the consumers and by the carers at all stages of
the project, and were accepted as the basis for further work in identi-
fying common attitudes, knowledge and skills.These principles are
consistent with the guiding principles of the National Standards for
Mental Health Services (Commonwealth of Australia, 1997).

81. At workshop 2 the psychiatry members suggested that other disci-
plines needed to catch up and define their learning objectives through
a similar process adopted by the RANZCP (see chapter 5.3) and
were thus not part of the mini workshop process, a matter discussed
in chapter 5.3.

82.This principle was controversial; there were just as many strongly sup-
porting it as were troubled by it.The problem was the assumption
that recovery was desired (or even desirable).The connotation of the
work ‘recovery’ suggested to some that people who did not recover
were less acceptable. In a future process, replacing the word ‘recovery’
with ‘healing’ may assist further discussion.



Attitude 3.Take responsibility 
for their own attitudes 
and behaviour.

In demonstrating this attitude, all mental health
professionals will:

3.1Acknowledge their prejudices, their difficulties,
their mistakes, their limitations and their lack of
knowledge.

3.2Value the maintenance of their professional
knowledge and skills, be open to new ideas
and committed to keeping abreast of research
in their own and related fields.

3.3Apply reflective learning practices.

3.4  Examine their professional practices in the
light of the knowledge and experiences of
consumers and carers.

Knowledge

The work on knowledge began in the mini work-
shops where groups familiarised themselves with
documentation from the professional associations,
including standards of practice, competencies and
curriculum statements, and was concluded in the
final workshop. In the synthesis of the core knowl-
edge identified by each group, it became obvious
that the distinction between specialist core knowl-
edge and common knowledge was a matter of
emphasis and detail. Thus Social Work might put
the history and effects of social justice policies
high on its list of core knowledge areas, while
another discipline might reflect that area of
knowledge as part of the study of the effects of
mental illness on the individual and the family. All
disciplines agreed that the attitudes and knowl-
edge that they shared were more important than
those that they did not share. The recognition of
common areas of knowledge is an important con-
firmation of the principles. It allows the disciplines
to bring their own pattern of attitudes and knowl-
edge to their work. Each profession affirms its
specific knowledge in its curriculum and its stan-
dards of practice. The common attitudes and
knowledge will help to ensure that the common
elements are addressed in the curriculum at all
levels, undergraduate, graduate, postgraduate and
in continuing professional education.

There was one particular area of ‘knowledge’ reit-
erated by all groups, although it may be described
as attitudinal rather than knowledge as such. All

groups acknowledged the importance of knowing
what they do not know. This suggests a respect
for and acknowledgement of another person’s
knowledge and lived experience, an acceptance of
a range of theoretical positions and humility in the
face of their own lack of the lived experience.

The professionals synthesis of core knowledge
identified that all working in mental health will
have, and demonstrate, knowledge of:

� the lived experience of consumers and carers

� mental illness: its causes, epidemiology,
approaches to treatment

� historical, cultural, social and political contexts
for mental health and the treatment of mental ill-
ness, and attitudes of groups to mental illness, to
family relationships, and to the nature of inter-
ventions

� qualitative and quantitative research methodolo-
gies

� evaluation methodologies

� relevant regulations and legislation protecting
the rights of people affected by mental health
problems, including: 

� United Nations Principles on the Protection
of People with Mental Illness and the
Improvement of Mental Health Care
(Geneva, 1992)

� The National Standards for Mental Health
Services (Commonwealth of Australia 1997)

� Australian Health Ministers’ Mental Health
Statement of Rights and Responsibilities
(Commonwealth of Australia1991)

� Model Mental Health Legislation: Volume 1,
(Mental Health Branch, Department of Health
and Family Services, 1995)

� policies affecting the assessment, treatment and
welfare of people with mental health problems

� strategies for integrating health care services.

6655



Skills

The distinction between knowledge and skills is
blurred, moving as it does from knowledge of or
about, to knowledge how to. Knowing how to does
not ensure skill. Here the eventual development of
competencies will help to describe the manner in
which the skills are demonstrated and in what con-
ditions. Again, identification of common skills and
performance outcomes will help to ensure that the
common elements are addressed in all curricula at
all levels.

The skills listed below are dependent on the prin-
ciples, their related attitudes and a knowledge
base. They require specific attention in education
and training because they cannot be learned or
practiced in isolation or without reflection (see
Chapter 5). Furthermore the skills are complex
and multifaceted and single performance measures
will be insufficient to measure them. It was agreed
that all mental health professions in all disciplines,
must be able to:

� actively listen to consumers and carers

� establish and maintain therapeutic partnerships
with consumers and carers

� reflect on their own practice and use knowledge
of self

� communicate effectively with individuals,
groups and organisations, and in educational
contexts

� demonstrate negotiation skills

� demonstrate advocacy skills

� plan, manage and evaluate care programs, with
individuals and within the mental health system

� manage resources, human and material

� use a variety of problem-solving strategies

� use a variety of decision-making strategies

� evaluate outcomes of care and services within
the system

� establish and maintain networks

� recognise the skills of other professionals and
apply the principles of team work in working
with colleagues, with consumers and with carers

� specify outcomes which focus on consumers and
carers

� take measures to give power to consumers in the
management of their treatment and care

� take account of the culture and belief systems of
consumers and carers and ensure that attitudes of
groups to mental illness, to family relationships,
and to the nature of interventions are considered

� prioritise actions according to immediate needs
and special circumstances

� assess needs

� assess risk

� practise within an ethical framework

� practise within a legal framework.

Mechanisms

The mechanisms involved were thought to be
essential in producing the common frameworks of
attitudes, knowledge and skills. There were two
stages, although of course the ground for this had
been prepared much earlier in the project. The two
stages which produced common attitudes, knowl-
edge and skills as outcomes were the discipline
specific workshops (the mini workshops) and the
third and final workshop83. These have already
been discussed from the perspective of disciplinary
groups in chapter 5. This section outlines the
process for those who wish to have a succinct
overview of the method.

� Workshops of a day and a half were held for the
consumers and carers, followed by similar work-
shops for each of the professional groups,
(excluding the psychiatrists).

� The workshop for consumers and carers identi-
fied a number of principles and established the
agenda for the subsequent discipline workshops.
In this way the consumers and carers formed the
front end of the process, and ensured that the
long term intention of the recommendations
were met.
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� At each discipline workshop there were two car-
ers and/or consumers present.  Thus the ‘lived
experience’ of consumers and carers was kept to
the forefront of the deliberations and there was
some consistency in the ways these were inter-
preted.

� The findings from each mini workshop were pre-
sented to each subsequent workshop. The facili-
tator and those who had been part of the project
from the beginning observed the willingness of
each group to listen and learn from the other
groups. A powerful narrative about consumers’
and carers’ experiences of mental health services
developed through the mini workshops.

� Each mini workshop included the following
activities:

� The playing of the game Lemon Looning, facil-
itated by a consumer or a carer84.

� The use of a focus group technique to identify
the attitudes and values consumers and carers
expect from mental heath professionals.

� A review of the statements of standards of prac-
tice and competencies of each of the disciplines,
and other available documentation of principles
and practice was reviewed.

� The use of a template developed by consumers
and carers to begin the process of developing
core values and attitudes and related skills and
bodies of knowledge.

� The values each profession believed were core to
their profession were thus identified. They were
then synthesised and those common to all
groups were identified.

The third and 
final workshop

At the final workshop a similar process to the
above was used to identify the areas of knowledge
and skills that were seen as core to each discipline.
As each discipline group reported on its core
knowledge and skills to the plenary meeting, com-
mon areas of knowledge and skills were synthe-
sised and fed back to a plenary session of all pro-
fessionals, consumers and carers and state govern-
ment observers for endorsement.

The significance of this process is that there now
exists a common framework of principles, atti-
tudes, knowledge and skills for mental health edu-
cation and training in Australia. This can be
endorsed: 

� by all five disciplines as their own minimal
framework for disciplinary curriculum develop-
ment, delivery and assessment and accreditation

� by interdisciplinary education and training pro-
grams as a common template for curriculum
development, delivery, assessment and course
accreditation

� by training programs aimed at members of the
mental health workforce not included in this
process, such as general practitioners, speech
pathologists.

Should the project have developed a national cur-
riculum? Several examples of ready made curricu-
la which had the potential to be translated into a
national curriculum were discussed at the work-
shops but not widely supported. Certainly a nation-
al curriculum would provide a benchmark against
which all disciplines could be rated. Alternatively,
could the project have developed a set of core
components for inclusion into curriculum for all
disciplines? The answer is probably not. A national
curriculum is unlikely to be well received by all the
disciplines or the universities for reasons to do
with both the mental health and educational view-
points.

It would be difficult to implement from a mental
health point of view for the following reasons:

� The universities as corporate entities may well
ignore the curriculum if they had no part in
developing it.

� University teachers of mental health are
opposed to taking instructions from outsiders; at
least some would ignore a national curriculum.

� Overall the rights of any professional association
specifying ‘input’ into any curriculum is weak
and not to be relied on (although this may be
changing).

� The principle reform interests of the consumers
and carers, lies in changing the values and atti-
tudes of professionals and building a stronger
relationship between practice which is evidence
based, and professional performance.
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There are also arguments against a national cur-
riculum from an educational viewpoint:

� Curriculums go out of date very quickly.  Any
national curriculum set now would be out of date
by the end of the Second National Mental Health
Strategy.

� It would be a massive cost exercise to keep
updating a national curriculum every three years
or so.

� The universities may be uncomfortable with the
concept of a national curriculum without major
consultation. Some may interpret a national cur-
riculum as interference in their core activity.

� There is an argument in favour of more diversity
(not less) in the higher education sector, i.e. that
there should be many curricula, offering choice
to intending students.

� The universities (and university teachers) are
divided about the role of competency standards.
At one extreme, they are rejected totally, as hav-
ing no role in the research university, but being
more appropriate for the TAFE sector. In the
recent past, the imposition of competency stan-
dards on the universities has been an invitation
to educational battle.

Hence this chapter concludes that the Government
should support a set of processes which ‘buy in’ the
future involvement of the higher education sector
in curriculum change. The policy question is:
under what circumstances will the universities
welcome this report? This can be achieved if the
recommendations of the report concentrate on set-
ting up the processes for collaboration between
higher education sector, the Commonwealth and
State Governments and the professional associa-
tions.

Chapter 2 referred to a model of curriculum devel-
opment proposed by the Higher Education Council
(1996). The strategic model was seen to be a
model where all stakeholders - government,
employer, unions and professional associations -
join with universities in discussion about curricu-
lum and standards of education and training.
Bearing the strategic model in mind, The Higher
Education Council (1996) suggested a ‘model of
good practice’ in course review and accreditation
processes which can apply to the individual disci-
plines and to the development of interdisciplinary
education. This model:

� includes all stakeholders (including consumers)

� is open, consultative and consensus building
about future developments

� is transparent to all parties

� meshes the external registration requirements
and public safety issues with internal academic
requirements

� monitors implementation of changes after
accreditation of the course is approved

� involves an ongoing cycle of review

� focuses on the achievement of objectives, main-
tenance of academic standards, public safety
requirements, good outputs and outcomes rather
than detailed specifications of curriculum.

The frameworks involved in this chapter then pro-
vide a basis for a continuing process about which
all present and future stakeholders might be in
agreement. It assumes that a national curriculum
may impose a burden on universal acceptance of
the report. Therefore implementation of the frame-
work presented in this chapter will need ‘drivers’
who will also champion its implementation.
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David Prideaux 
and Jan Carter

The complexity 
of education and 
training for mental health
professionals

The provision of education and training for mental
health professionals is a complex task. There are at
least four elements that define this complexity.

The first and most important element of complexi-
ty arises from the commitment in this project to
ensure that the needs and interests of consumers
and carers form the very basis of education and
training and are represented throughout all
aspects of the process. This is a task of some sig-
nificance.

The second element concerns the characteristics
and context of those who participate in education
and training. Mental health professionals are adult
learners in busy work environments. Resources are
limited and potential sources of stress are high.
Education and training programs must accommo-
date this context. Similarly they must be available
all over Australia. Mental health professionals are
not restricted to capital cities. Their work also
takes place in regional centres and in smaller rural
hospitals and communities.

The third element derives from the diversity of
existing provisions as demonstrated in the nation-
al audit conducted as a part of this project. The ini-
tial training of mental health professionals differs.
Psychiatrists have an extensive apprenticeship
based program with a comprehensive examination.
Social workers, on the other hand, require an
undergraduate degree only although few work in
mental health care immediately upon graduation. If
these examples were to be regarded as two ends of
a spectrum then, in between, there is a variety of

graduate certificate, diploma and masters courses
as well as provisions for mental health studies in
undergraduate courses. In addition there are short
non-award courses and workshops offered by
employers, agencies and other groups. The
approach undertaken within each of the five disci-
plines is quite different. Bringing the five groups
together for common provisions in education and
training is not an easy task.

The fourth element is associated with the ongoing
debate about common and discipline specific
knowledge, skills and understandings in mental
health education and training. This is clearly a cen-
tral issue in this project. Each group has its own
particular skills and knowledge to bring to the
mental health context. This provides for a strong
professional identity. However, if there are to be
significant reforms in education and training for
mental health, the disciplinary groups will need to
continue to work very closely together and to iden-
tify the shared and common knowledge and skills
that all mental health professionals require.
Chapter 6 has provided a framework for this and a
model of good practice for the universities, the
basis of which is a strategic relationship between
universities, professional associations and
Commonwealth and State Governments.

Responding to these four elements demands a dif-
ferent type of curriculum organisation and educa-
tional approach than currently exists. Defining,
developing and implementing such a program is a
challenging task but one that is worthwhile.

The organisation 
of education and 
training for mental health
professionals

The second and third elements outlined in the pre-
vious section have clear implications for the organ-
isation of education and training for mental health
professionals. Programs must be flexible and
soundly based in the principles of adult learning
and them take into account the work environments
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of practitioners and their diversity. In achieving the
latter the programs should:

� be based on participants’ needs and interests

� be relevant to the goals, aspirations and actions
of learners

� enable self-learning and self-direction in learning

� enable learners to actively participate in the
learning process.

As the next chapter will make clear, in developing
education and training programs for mental health
professionals there must be concerted attempts to
seek, define and clarify the needs of the learners.
In addition courses must relate to professional
practice and learners should be able to determine
and direct their own learning within established
guidelines and frameworks. Most importantly,
learning tasks must be designed so that mental
health professionals can engage in practical prob-
lem-solving and considered reflection on their
practice.

The geographic spread of mental health profes-
sionals provides a further organisational challenge.
Universities and other training programs must be
available to all mental health professionals irre-
spective of where they live or work. Contemporary
approaches to flexible delivery of learning are
needed. A combination of print, audio-visual and
information technology media should be used. This
will not only provide for learning at a distance, but
will have the added advantage of enabling health
professionals to organise their own learning, with-
in their own time and around their essential work
commitments.

The structure of education and training must also
be flexible so that any new programs can readily be
articulated with undergraduate and initial educa-
tion and the diversity of existing provisions in men-
tal health education and training. Programs need
to be developed within an overall framework for a
learning strategy covering the whole spectrum of
education and training and which incorporates
guidelines for both initial and continuing education
and training. Such a framework needs to be adapt-
able and responsive to the changes in the mental
health workforce and its changing education and
training requirements. Just as a variety of teaching
and learning methods are essential, so too are a
variety of forms of organisation. These may range
from university graduate certificate, diploma and

degree courses to short courses, intensives and
workshops which may be provided by employers
and service providers. Partnerships between high-
er education institutions, governments and
employers are necessary so that recognition of
prior learning and credit provisions are put into
place for the articulation of the various forms of
education and training provision.

The content of 
education and 
training for mental health
professionals

The first and fourth elements introduced in the
first section of this chapter have implications for
the content of education and training for mental
health professionals. This is particularly the case
for the contested and problematic issue of common
and disciplinary specific knowledge and skills. As
Chapter 5 makes clear mental health professionals
should continue to derive a strong foundation for
practice from studies within their disciplines and
the importance of this should not be diminished.
Nevertheless, Chapter 6 identifies some common
knowledge and skills for contemporary practice.
Some of the more important common knowledge
and skills so identified are:

� decision-making, exercising judgement and
problem solving

� cooperation and team work

� inter-disciplinary practice

� case management

� accommodating social, cultural and ethnic dif-
ferences in mental health care.

Above all, the major outcome of this project is the
commitment to the inclusion of the consumer and
carer needs and interests throughout all facets of
the education and training of mental health profes-
sionals. This inclusion is to go beyond tokenism to
pervade all aspects of programs in education and
training.

Thus university education and work based training
for mental health professionals should proceed
from preparation as a competent professional in a
specific discipline but with additional ‘value’ gained
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through the acquisition of common and complex
knowledge and skills. This is further to a clear
understanding of and commitment to the needs
and interests of the consumers of mental health
services and their carers. The ‘value adding’ will
come through the concept of a mental health pro-
fessional as a ‘reflective practitioner’. Such a prac-
titioner will have a firm grounding in his or her own
disciplinary area but with the ability to reflect crit-
ically on practice, to act on the reflections, to fur-
ther reflect and further act on practice. The prac-
titioner will have decision-making and team work
skills, a clear awareness of the complexities of the
context in which he or she works and, above all,
the ability to address and advocate for the needs
and interests of his/her clients to agree with the
practitioner.

The development of the knowledge, skills and abil-
ities for reflective practice should provide the cen-
tral concept for the content of education and train-
ing for mental health professionals. There are
precedents and models for this approach within
disciplines such as nursing and education, for
example, and these may well be able to be adapted
for mental health professionals.

It is recognised that other forms of organisation of
the content of education and training for mental
health professionals exist. In the TAFE sector, for
example, courses are organised around basic com-
petencies or minimum standards and this was the
thrust of the Queensland project. These may be
appropriate for some of the basic and fundamental
knowledge and skills but are less applicable to the
complex decision-making and inter-disciplinary
team work knowledge and skills suggested here.
These attributes require the development of judge-
ment, judgement which can be gained only through
action and reflection on practice.

The challenge for 
education and 
training for mental health
professionals

It is worth reiterating that the development of a
comprehensive approach to education and training
across all the health professions provides real chal-
lenges. Flexibly organised and delivered programs
using adult learning principles, promoting reflec-

tive practice, based around common knowledge
and skills and addressing consumer and carer
needs and interests will not be achieved without
considerable effort and action at all levels.

The principles of effective curriculum change will
need to be firmly applied to achieve this challenge.
In particular, the major stakeholders in the process
must be enabled to develop ownership of programs
through realistic and meaningful participation in
their development. There are at least four major
stakeholders who each face specific and unique
challenges.

First, consumers and carers must find a means to
obtain and maintain an effective voice in the initial
and ongoing development of the education and
training programs. This will involve finding com-
mitted consumers and carers who can participate
in educational decision-making at all levels all over
Australia. Clearly this will involve greater access to
resources, greater access to decision-making
forums and greater organisational assistance for
consumers and carers than has existed to date. A
National Mental Health Consumer Studies Centre
(see Chapter 3), and a National Mental Health
Carers’ Education and Training Forum (Chapter 4)
would play central roles.

The second players, universities, also face signifi-
cant challenges. Non-research based postgraduate
programs are increasingly being designated as full-
fee paying courses85. Courses must ‘pay their way’
to be included in the profile of institutions.
Viability must be demonstrated through enrolment
numbers. Given the increasing loads in teaching
and research carried by academics, many may be
less than willing to engage in informal curriculum
reform processes which may not gain the accep-
tance of university management. Progress must be
made at a ‘macro’ and a ‘micro’ level. As well as the
strategic curriculum reform referred to in the pre-
vious chapter, means must be found to increase the
profile of mental health teaching within universi-
ties. The formation of an association for teachers of
mental health to promote excellence in teaching
and learning through conferences, awards and
publications is needed. It is likely that a partner-
ship between universities and the national mental
health strategy is required for a time.

Employers and health agencies, as the third group,
also need to develop different structures and
processes to incorporate the new directions in
education and training. This will have to be
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achieved against a background of reorganisation of
mental health services and reduced levels of fund-
ing across health systems, as well as less capacity
within the university to respond to employers’
requests. The service demands of mental health
are pressing. Finding time to devote to both plan-
ning and implementation of new education and
training programs will not be able to be accom-
plished overnight. It will be further complicated by
the complexity of the reforms proposed here. This
issue is dealt with in more detail in Chapter 8. The
fostering of special interest groups to discuss new
developments in mental health and the develop-
ment of joint research projects are matters for
employers to consider.

Finally, professional associations must ensure that
the needs of mental health professionals and edu-
cators are recognised and communicated to
employers and government. While the associations
are diverse in nature they will need to come
together for regular discussions, particularly
around the issue of defining common knowledge
and skills. This will require some new ways of
working together.

The way forward lies in effective partnerships and
networks between the four stakeholders with

resource support from government. As indicated
previously, a combination of short and long term
courses based around the work experiences of
mental health professionals which can be articulat-
ed or recognised in university awards, is necessary.
This requires not only cooperation between uni-
versities and health authorities, but cooperation
amongst universities themselves. Increasingly uni-
versities compete with each other for enrolments
yet the interests of mental health education and
training will be best served by flexible credit
arrangements across a number of universities and
through local consortia of agencies, educational
institutions and consumers and carers. 

As indicated previously this new approach to edu-
cation and training will not be easy to achieve but
significant educational reform rarely is.
Nevertheless an opportunity now exists to bring
the mental health professions together with con-
sumers and carers to change education and train-
ing and subsequently the practice of mental health
professionals. Consumer and carer based flexible
programs which are aimed at producing reflective
practitioners and which are properly supported
and recognised are a form of educational ‘best
practice’. The case for their development is strong.
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Wendy Weir,
John Farhall 
and Jan Carter

Introduction

Emphasis has been placed on the role of universi-
ties and professional associations to provide under-
graduate, postgraduate and continuing education
in mental health to the five professions of psychia-
try, social work, nursing, occupational therapy and
psychology. However the process of change in the
higher education sector and in professional organ-
isations is complex and may take many years. In
addition to their roles in preparing the future
workforce, the workshops acknowledged that
Australia has an urgent need now to skill the cur-
rent workforce to provide an evidence-based, high
quality mental health service, which meets con-
sumer and carer needs. Arguably the universities
and professional associations have been divorced
from the ‘real’ world, which now begins with
employment in a multi-disciplinary team of highly-
skilled people of varying clinical and other back-
grounds, and in a variety of settings including inte-
grated hospital and community-based services.

The current problem facing employers is that the
knowledge base and skill level of practitioners
varies enormously. Many graduates are not ade-
quately prepared for the complexities of working in
newly-evolving specialised mental health services.
The current workforce may not have had access to
realistic staff development programs which change
attitudes and values and update them in service
delivery. We need to make the mental health system
more effective through creating a better trained,
better educated and better organised workforce.

There has been a past assumption that education
and training is not the responsibility of the depart-
ments of health but of universities. Whilst this is so
at undergraduate and postgraduate levels, in-ser-
vice development and training is a different matter.
This relates to national and state frameworks,
delivered locally and meeting the requirements of

employers for short-term skills specific courses,
which will have an immediate impact on service
delivery. Further closer contact between employ-
ers, universities and professional associations will
be needed if universities are to make study more
relevant to workforce demands and to deal with
their shrinking educational dollar.

This chapter will discuss the provision of in-service
education and training for the current workforce as
being the responsibility of a number of organisa-
tions, but particularly the state and territory health
authorities. There are a number of roles that might
be envisaged. There is a need to identify training
and development funds, and to release staff to
attend specific activities for changing attitudes,
increasing knowledge, clinical and management
skills. The workforce requires on-going education
in order to meet improved outcomes for con-
sumers and carers. If employers were in a position
to make professional development a requirement
for all staff and to make consumer and carer part-
nerships at all levels fundamental, this would be a
helpful development. Key issues in the provision of
training and education are discussed below.

Involving consumers
and carers in education
and training

This project highlighted the importance of involv-
ing consumers and carers in the education and
training process to change attitudes and values of
the mental health workforce. A recent national
consultancy on attitudes of health professionals
confirms this requirement (Small and Associates,
1998). Consumers and carers have a wealth of
experience and knowledge, which practitioners
must acknowledge and accept. Their contribution
to the education and training of the workforce can-
not be underestimated. They can be involved in
policy development, planning and decision-making
processes at national, state, territory and local lev-
els. They need to have opportunities to attend edu-
cation and training activities with other people.
Employers can support these principles, to enable
a better understanding of the needs of people liv-
ing with mental illness and how service providers
can provide for their needs.
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Community 
expectations

During the workshops it was apparent that the
community at large is now placing greater demands
on government and private authorities to meet local
needs. The community experiencing mental health
problems or mental disorders has become more
vocal in the last decade and will no longer accept
sub-standard service delivery. The community as
well as governments expect the following:

� quality and effective services, which meet con-
sumer, carer and community mental health
needs

� services which demonstrate value for money

� services which achieve measurable outcomes

� a workforce which is multi-skilled, caring and
responsive and which involves consumers and
carers in the policy development and planning
processes

� a workforce that seeks alternatives to hospital
admission wherever possible, whilst not placing
an added burden on carers

� services and a workforce that provide a safe and
secure environment for consumers, carers and
the general community

� services which are innovative, integrated into
mainstream health and welfare services and
which create partnerships with a range of organ-
isations and people

� services which are well managed and have
appropriate leadership.

Concerns of employers

Whilst there is pressure on employers to provide
the above, employers have concerns. Staff are
often enthusiastic to enter mental health services
but not all are prepared for mental health work by

university courses. Many individuals may be
expected to work in what are for them stressful sit-
uations, often alone, or without close supervision.
This applies to both urban and rural settings as
chapter 4 indicates. The workshops made it clear
that the workforce in general is not knowledgeable
about national and state directives and the need to
update skills. It is difficult for many staff to accept
change. Hospital-based staff, particularly those
working in the old institutions have difficulty con-
ceptualising community-based care and institu-
tional practices are also slow to change. Many
members of the disciplines are concerned that they
will become ‘generic mental health workers’ so
they hold on to their discipline-specific roles and
traditional professional boundaries. Workforce
practice does not always reflect the new paradigm
in mental health, and workforce training has little
connection with the programs of universities and
professional associations. Consumers, carers and
other organisations complain about poor work
practices. There is a need for a mix of the right
expertise to build a shared vision in partnership
with a number of organisations and people.

Multi-disciplinary
responses to 
current need

As already mentioned in this report, the five iden-
tified disciplines in mental health provide under-
graduate and in some states postgraduate courses
at universities. Australian states and territories in
general have been slow to establish innovative
long-term professional development structures to
cater for the enormous and changed needs of the
mental health workforce. New South Wales has
three main education and training organisations,
which now work together as a consortium with
multidisciplinary team approaches. These organi-
sations are the NSW Institute of Psychiatry, the
Hunter Institute of Mental Health and Wollongong
University, all of which provide education services
to all parts of the state, including rural and outly-
ing areas. A brief description of initiatives in the
NSW consortium is provided below86.
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86. NSW Institute of Psychiatry was established by a 1964 Act and
through its board, responsible to the NSW Minister, it is independent
of any teaching institution. The Institute initiates research into all
aspects of mental health, educates professionals and fosters the
advancement of mental health education. Short-term (one week) and
longer-term courses (part-time over one year) are conducted on cam-
pus, off-campus and in distance mode.

Hunter Institute of Mental Health (NSW) commenced in 1992 through
establishment grants provided by the Hunter Area Health Service and
the University of Newcastle. The Institute’s charter is to foster
research in mental health; offer education and training in mental health
related areas to specific interest groups (such as teachers, police offi-
cers), to health professionals and to the community at large; and to
offer community education in preventative mental health.

Wollongong University (NSW) is a multi-disciplinary postgraduate course
work program commenced in 1992 which equips graduates with clini-
cal and research skills for comprehensive, community-based treatment
and rehabilitation. Graduates’ satisfaction has been tempered by
reports of frustration at their inability to put this learning into practice
because of inflexible management structures and a lack of support
from colleagues.



Education and 
training of the 
current workforce

Some of the issues raised in the workshops follow:

� Employers are acutely aware of the costs, both
in time and money, associated with the education
and training of their staff. It is often feasible to
release staff for a few days or even for one week
but in some circumstances staff need to be
replaced. This places a budget pressure on those
who remain, or leaves service gaps. So allocation
for training and development could helpfully
incorporate replacement costs when necessary.

� Professional support strategies are needed for
clinical supervision, professional development,
retention of the skilled workforce and career
progression.

� Mental health managers and team leaders need
broader management courses provided to the
wider health and administrative sector so that
mental health staff obtain a better understanding
of management and financial issues.

� In addition staff working in generalist health ser-
vices need education in identifying mental illness
and promoting mental health.

� It is appropriate for employers to support both
disciplinary-based as well as interdisciplinary-
based higher education for staff as each disci-
pline needs to maintain individual professional
identity and build on current knowledge and
skills. (The consensus of the workshop was that
it was not possible to be an expert multidiscipli-
nary team member without becoming expert in
one’s own discipline first. - This is reinforced in
Chapter 3 by the user perspective provided by M.
Epstein and D. Rechter).

Some of these difficulties could be overcome if a
percentage of the mental health budget at state,
territory and local levels were allocated annually
and specifically for planning, promoting, initiating,
providing, monitoring and evaluating professional
development activities. It is suggested that this
level be 2 per cent87.

In addition an individual training and development
plan for each staff member would be a helpful
requirement in meeting the National Mental Health
Strategy quality and effectiveness standards. This
plan could be reviewed annually as part of staff
appraisal.

The long-term benefits of having skilled employees
include: a greater range of cost-effective, quality
services being offered to meet consumer and carer
needs; high satisfaction of staff in providing ser-
vices and of consumers receiving them; high
morale; low staff turnover; and greater productivi-
ty. Costs of constantly training new staff are
reduced, high standards of care and continuity of
service provision are achieved (Weir, 1989).

State and Territory
Health Governments

The role of state and territory governments in edu-
cation and training is crucial and if each state and
territory health authority had a comprehensive
policy on staff education and training this would
provide clear guidelines and signals for staff on its
importance. Standardisation throughout Australia
could be considered. Incentives including scholar-
ships, travel grants and recognition of prior learn-
ing would assist individual members of the work-
force to make a commitment.

As already mentioned, a framework for implemen-
tation and monitoring would include workforce
opportunities to participate in postgraduate educa-
tion, as well as professional development and in-
service training related to newly developing, inte-
grated mental health services. Health authorities at
state level could consider the establishment of an
educational body, which will be responsible for
developing material (content/modules) and be a
‘clearing house’ for distribution of material and
information. (Chapter 9 discusses a Chief Learning
Officer). These bodies can be appointed or select-
ed through a tender process. In addition a state
education and training committee, with represen-
tation from consumers and carers could be estab-
lished to develop a plan to oversee the implemen-
tation of a structured program and to monitor and
evaluate activities to determine outcomes and
effectiveness. Funding could be allocated for both
state-wide activities and for local health authorities
to implement programs to meet local needs.
Linkages and collaboration would occur between
all states and at national level.

Local health 
authorities

Local health authorities could develop plans to
meet the specific needs of their mental health
workforce. A coordinator of staff education and
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training could be appointed, assisted by a local
education and training committee to ‘drive’ the
process identifying needs, overseeing the plan,
allocating funds for specific purposes and monitor-
ing effectiveness and outcomes. Coordinator posi-
tions may be the key to driving the change process
and those appointed need a comprehensive back-
ground and expertise in mental health (not gener-
ic health).  These could be senior positions with a
certain degree of autonomy. As mental health ser-
vices will continue to evolve following more inten-
sive research and evaluations, coordinator posi-
tions need to be ongoing to provide a long-term
approach for both ensuring an up-to-date skilled
workforce and for developing plans for individuals.
Committees at local level could have links to the
state and national education and training commit-
tees, and to other networks including early inter-
vention, early psychosis and suicide prevention, to
ensure cross-fertilisation of information and ideas.
Workplace supported courses seem to be the most
successful and enduring allowing students flexibil-
ity in employment, shifts, hours, study time and
funding (see Attachment A1).

Multi-disciplinary teamwork
approach to in-service
training

This project has highlighted the enormous overlap
of professional attitudes, knowledge and skills
required to successfully work in Australian mental
health services. Whilst individual professions bring
specific knowledge and skills to the services and
need to continue refining and developing discipline
based knowledge, it is through teamwork, breaking
down professional boundaries and learning togeth-
er that successful models have evolved. It is there-
fore proposed that the overarching model of edu-
cation and training of the current and future work-
force should emphasise the importance of learn-
ing together in multi-disciplinary teams of health
professionals, consumers, carers, support staff,
managers and where appropriate general practi-
tioners, staff of other government departments and
non-government organisations. Participants need
to include those working in a variety of urban and
rural settings including hospital and community-
based services. This model promotes cross-fertili-
sation of knowledge, skills and experiences, part-
nerships in education and training. The model also
supports short-term and long-term structures
which would ensure an ongoing commitment to
continuing education and skills-specific training,
and maintain initiatives established. There is an

issue therefore in establishing when disciplinary
and interdisciplinary education and training is
appropriate and for whom.

The workplace as 
a learning place

Even when university education is the issue, post-
graduate education and training, both disciplinary
and interdisciplinary can be far more work-based
than at present and delivered in a number of sites
across Australia as current technologies offer
greater flexibility in styles of delivery. Resources
can be shared to avoid re-inventing the wheel. Staff
need initiation and induction into the culture (atti-
tudes and values) in which they are going to work
(see Chapter 7). This applies to newly-appointed
staff as well as those who have been working in the
system for several years.

Whilst the workplace is often the most effective
venue for learning new skills, the success of this may
depend upon the relationship which exists between
the people and the goals in the organisation. The
goals for mental health service delivery need to be
matched by a commitment from the workforce in
meeting these goals. Building shared visions
involves developing genuinely shared images of the
future, which fosters commitment and engagement.

Issues in making 
the workplace 
a learning place 

During the workshops, the limitations and possibil-
ities of workplace learning were thoroughly dis-
cussed. These are summarised below.

Meaningful needs assessments may take time
and effort. Organisations and their staff sometimes
have difficulty in deciding relevant and effective
programs for staff development. Training needs
surveys of staff are sometimes little more than
superficial popularity contests amongst perennial
topics. More effective training needs assessment
strategies may include bringing staff, managers,
consumers and carers together to discuss gaps
between policy and practice, to identify areas of
work that staff are struggling with, and to antici-
pate changes in the mental health service that staff
will need to respond to in the future. They must be
‘grounded’ in the life and work of the organisation
as Chapter 9 will discuss.
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Voluntary attendance at external or internal
training limits possibilities for change. Few
people volunteer for training programs which they
expect will challenge their values or professional
framework. Thus, staff development for the pur-
pose of change may therefore need to be arranged
around automatic attendance of entire work teams
or professional groups.

Changing of work practices may be dependent
on psychological transitions. Major changes of
work location, role, model of practice or skill can
have powerful psychological impacts. Staff may
experience loss of familiar ways and of expertise,
be hampered by uncertainty and confusion and
experience threats to professional identity and
confidence. These experiences are natural reac-
tions to any major change, but are often labelled as
‘resistance to change’ and not addressed directly.
Solutions include normalising the experience
through ‘managing change’ workshops, involving
front line staff in the planning and management of
change and providing viable new roles for staff.

Limitations of private and tertiary providers.
External providers may have a product to sell
rather than be skilled in, or motivated to assist an
organisation to identify its own needs and to create
a training or other strategy. Development of edu-
cation training programs in a new area of practice
is very time consuming and may be avoided by
both tertiary and private providers unless renu-
merated realistically. This is particularly the case in
the university postgraduate area where the
Commonwealth Government has largely with-
drawn funds.

Competition versus collaboration. The increas-
ing use of competitive tendering and comparative
performance indicators may sharpen awareness of
performance relative to other workplaces and be
beneficial in self-assessment but there is a down-
side. It may be perceived as risky to expose com-
petence deficits or to share practice insights and
expertise with competitors (unless at a profit).
Thus, collaborative training and sharing of exper-
tise across mental health organisational boundaries
needs encouragement.

Conformity versus plurality. The ‘best practice’
policies and guidelines of today will almost certain-
ly be changed in the future. Training in current
best practice is highly important, but innovation
needs encouragement, and dissenting voices need
space and the opportunity to demonstrate alterna-
tives. Chapters 2, 5 and 9 discuss the value of an
educational process as opposed to a narrow skills

based training. The latter has attractive short term
gains but needs to be balanced against long term
value.

Choosing workplace 
education strategies 
that fit the goal

A range of methods for education and training
were referred to during the workshops. A work-
place focused education and training system
should consider a variety of components including
external conference and workshop attendance, in-
house training, individual and peer supervision,
and participation in quality improvement projects
of an action learning nature. Training is unlikely to
be successful unless it is embedded within a wider
organisational change strategy including a review
of structures, development of policy and proce-
dure, and transition management. The best use of
two common forms of workplace training - atten-
dance at off-site workshops, and training programs
for whole work teams - deserves some comment
due to the prevalence of unrealistic expectations of
the former, and the considerable value of each.

� Voluntary off-site workshops tend to attract par-
ticipants through content related to their current
role and interests or because they offer practical
solutions to everyday work challenges such as
self-harm behaviours or legalities of reporting
abuse. Benefits of such courses extend beyond
the course content and include networking with,
and informal learning from other participants,
boosts to confidence, respite from work.
However such workshops or courses have pre-
dictable limitations. Off-site courses need to
accommodate people from a variety of work-
places, making the content more likely to be gen-
eral rather than tailored to any one organisation’s
specific need. It can be difficult to teach skills at
anything other than a simple level, due to time
constraints and the lack of follow-up and super-
vision. From a change management point of view,
many voluntary off-site courses can have the par-
ticular limitation of rarely attracting participa-
tion by staff, whose values or model of practice is
likely to be challenged. Despite these limitations,
off-site courses can be cost-effective for increas-
ing awareness of new approaches, for dissemina-
tion of new policies and information, and for the
introduction of knowledge that is perceived to
extend rather than challenge, the existing prac-
tice of participants.
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� Tailored training for specific work teams or net-
works has been found to be a particularly effec-
tive way of implementing significant change
within an organisation. Implementation issues
can be directly addressed, the actual talents of
the team can be incorporated and team vision
and team processes critical to the change can be
developed. The involvement of all staff means
that doubters must confront the issues alongside
their colleagues, and the psychological transi-
tions of letting go of the old or resolving doubts
about the new can be properly addressed.
Although potentially more costly, the power to
effect change makes this approach a good choice
where the goal is widespread adoption amongst
staff of a new element of treatment or service.
Embedding this in a wider organisational change
approach may not be too difficult, and the assis-
tance of outside consultants is easy to obtain
where needed. Participation of senior manage-
ment in planning and program delivery highlights
the importance of a program, and involvement of
front-line staff and consumers in its planning
raises the likelihood of realistic implementation
being effectively addressed. Where possible,
modelling of the new approach by the innovators
should be sought as a powerful element of learn-
ing. Local ‘champions’ of the approach should be
nurtured to be visible role models and providers
of peer support.

There were a number of other strategies discussed
during the workshops which can be implemented
throughout Australia to support and encourage the
current and future workforce. These include:

� Ensure that all education and training activities
involve consumers and carers as participants,
teachers and session leaders.

� Identify model services and support site visits to
‘centres of excellence’. Ideally visits would be for
a minimum of one week, where staff from other
services work along side skilled people and learn
from their experiences. In addition, staff of
model services should provide a consultancy ser-
vice and be prepared to travel.

� Induction courses for newly appointed staff and
re-orientation workshops for all staff at least once
a year. These enable management to inform staff of
current policy and local service delivery and pro-
vide opportunities to keep the workforce updated.

� Provide clinical supervision and peer support,
particularly to inexperienced members of the
workforce. This should be mandatory to ensure
advancement of clinical skills and provision of
high-quality services.

� Identify skilled ‘trainers’ within the local services
and promote their involvement in training oth-
ers. Trainers must have opportunities for updat-
ing their own skills.

� Provide training to a rural workforce with com-
mon issues of isolation, lack of educational and
training resources and lack of opportunities to
attend skills-based courses. This could be pro-
vided by the state educational body or contract-
ed to a private organisation or university and
needs to be flexible in delivery.

� Provide flexible work opportunities to enable
staff to rotate through the range of mental health
services to gain added experience and skills.

� Provide opportunities for other government
departments, non-government and community
organisations to access education and training
programs related to mental health matters.

Discussion: towards 
learning organisations

1. Processes

This chapter suggests that mental health education
and service providers might  become learning organ-
isations, that is “organisations which are continually
expanding their capacity to create their future”,
(Senge 1992, p6) because of their capacity to feed-
back their learning into innovation and into change
of the organisation’s culture. The traditional view is
that the service provider’s capacity to learn is based
on the capacity of individual staff members to learn,
but this is a necessary but insufficient condition for
learning by organisations (Argyris and Schon 1978).
During the project instances were noted where
learning by individuals was undervalued or rejected
by a service provider as too threatening to the sta-
tus quo. So the individual learning promoted by
some is not equivalent to organisational learning and
does not necessarily of itself contribute to changed
organisational perspectives.

How can processes be developed in organisations to
absorb the lived experiences of consumers and car-
ers into the learnings of mental health service
providers? With the passing away of the mental hos-
pital, the present and future mental health organi-
sation needs a new symbolic mandate to replace
the old symbolic mandate, “returning the patient to
the world in better shape” (Strauss et al 1966).
Putting the lived experiences of the consumer and
carer first would mean for instance that most acad-
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emic texts and most mental health curricula would
need to be reconsidered, along with most organisa-
tion policies, procedures and modes of practice.

Progress will require the enrolment (or ‘buy in’) of
mental health practitioners, educators and
researchers in Australia around the guiding princi-
ples and their subsequent implementation of this
commitment. Using education and training as a
process to assist workplace change emphases the
importance of considering the processes required
to support particular structures to promote team
and organisational learnings. Achieving this will
require the following:

� developing training partnerships with carers and
consumers

� creating a supportive learning context for policy
and practice

� carefully selecting the right staff for appropriate
training

� engaging staff in organisation development issues

� directly addressing values and attitudes

� using effective learning methods

� fostering leadership by supporting ‘champions’

� actively supporting implementation. (Farhall 1998)

When the above are combined with the consumers’
conception of ‘deep dialogue’, education and train-
ing can become a means for achieving quality,
effective services rather than an ineffectual and
expensive ‘add on’.

The type of engagement the consumers and carers
advocated to the workshop participants, that is,
‘deep dialogue’ parallels contemporary approaches
to the enhancement of learning in organisations.
Learning organisations are those which establish a
joint process for understanding events and for
entering on a process of joint reflection (Argyris
and Schon 1978). ‘Double loop’ learning is a type of
‘deep dialogue? Originally proposed by Argyris and
Schon (1978) this particular kind of learning tries
to foster innovation, responsiveness to change and
to minimise the haphazard learning which takes
place by default and is rarely anchored to organisa-
tional goals or strategies. ‘Double loop’ learning
tries to take people beyond their personal beliefs to
shared meanings by focusing on goals, and learning
through critical questioning and reflection.

The final workshop of the project provided an
example of the usefulness of ‘double loop’ learning.

As an exercise, the workshop was broken in inter-
disciplinary groups, and each was asked to prepare
a brief play or tableau representing one of the dis-
ciplines at its optimum in the year 2010. At the
same time, the consumers and carers were asked
to prepare a scenario about their vision of the ideal
discipline. Several unscripted things happened.

First, whilst most of the portrayals of disciplines of
the future were funny, clever, revue material, not
one discipline of the future was painted as having
incorporated the guiding principles into goals,
structures and processes. In other words, every
discipline group ‘forgot’ the consumers and carers,
and in their portrayal of disciplines, fell back on
well worn stereotypes and caricatures. Second,
some consumers and carers felt extremely dis-
tressed at being left out of the interdisciplinary and
disciplinary groupings, in which they had worked
throughout the workshops. In the deconstruction
of the exercise which followed, some consumers
and carers said they had felt discarded and exclud-
ed by being asked to leave these work groups.

This event posed an eleventh hour crisis for the
workshop. With the goals of the project in mind we
tried to learn through a critical reflection and ques-
tioning process.  Consumers and carers explained
what fears this event had generated. Members of
the disciplines acknowledged their thoughtless-
ness and denial of the guiding principles. We dis-
cussed the event - (who did what to whom) - then
moved to trying to understand the implications of
the behaviour of the professionals and carers and
consumers in this incident. What caused it? The
result was a ‘deep dialogue’ which resulted in all
participants being able to accept a common view of
what happened. The professionals understood that
the consumers and carers feared that nothing had
really altered and that they (consumers and car-
ers) could easily be discarded again. The profes-
sionals also understood the panic they had unwit-
tingly engendered in some consumers and carers,
their own propensity to revert to ‘old’ behaviours
and their tendency to stereotype their colleagues.
The consumers and carers were able to see the
consequences of taking professionals out of their
comfort zone and placing them in a situation of
high unpredictability. The workshop became a
learning organisation at this point. In reflecting on
this event, the words of Argyris and Schon are rel-
evant:

We will give the name ‘double-loop learning’ to those sorts
of organisational inquiry which resolve incompatible
organisational norms by setting new priorities and weight-
ings of norms, or by restructuring the norms themselves
together with associated strategies and assumptions”.
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In these cases, individual members resolve the interper-
sonal and intergroup conflicts which express incompatible
requirements by creating new understandings of the con-
flicting requirements, their sources, conditions, and conse-
quences - understandings which then become embedded
in the images and maps of organisation. By doing so, they
make the new, more nearly compatible requirements sus-
ceptible to effective realisation.

(Argyris and Schon 1978, p.24)

This is a small snapshot of the way that learning
processes can be central to any mental health
workplace. Recommendations for the future need
to be of two types, structural and processual. Both
are equally important to workplace competence.
Getting the processes right - that is, fair, inclusive,
consensually oriented, and conducive to ‘deep dia-
logue’ - is critical to achieving specified outcomes.
Undeniably, this is a resource-intensive process.
But then, getting the processes wrong is a waste of
resources too. Improved consumer and carer out-
put and outcomes will never be achieved by main-
taining or introducing incompetent processes, anti-
thetical to reflective, ‘double loop’ learning.

So far this chapter has argued that learning
processes88 are central not only to the goals of edu-
cation and training, but to competent mental
health service provision in an organisation. The
other essential ingredient is structure. Without
appropriate structures to build learning processes
into continuing policies, procedures and systems,
little will change. Organisational learning is now
taken so seriously in commercial organisations that
some are appointing a Chief Learning Officer.

2. Enduring structures

Mental health organisations are part of a wide ser-
vice network. Cooperation with other services
need ‘enduring structures’ for mental health edu-
cation and training in universities and workplaces
to achieve competent services. The ‘enduring
structures’ to sustain the service network of the
future will be required to:

� support the consumers and carers to implement
the guiding principles in all mental health educa-
tion and training

� encourage each professional association to work
with consumers and carers to formulate a disci-
plinary framework which includes curriculum
and practice standards for students, for profes-
sional entry level, senior and advanced levels of
practice based around the guiding principles

� fund adequately mental health education and
training

� support the disciplines represented within the
universities to implement, and  resource the
implementation of the guiding principles in disci-
plinary and interdisciplinary curriculum, course
content, teaching methods and assessment

� assist employers to develop properly resourced
learning processes and structures within work-
places and to support the disciplines in upgrad-
ing disciplinary based education and training and
professional development as critical to achieving
service quality and effectiveness

� assist all mental health staff to develop a per-
sonal learning plan

� link all the above groups together in an educa-
tion and training network, the Mental Health
Education and Training Network.

Thus the ‘partnerships’ referred to in Chapter 8
need to be built into networks by building enduring
structures to achieve each of the outcomes above.

The ‘enduring structures’ this report recommends
will need to be both horizontal and vertical. The
horizontal axis will need to refer to and link all the
parties (Chapter 2) and the vertical span will need
to incorporate all parties in mental health service
delivery organisations. 
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88. Senge (1992) suggests ‘competent technologies’, (or personal dis-
ciplines) in achieving a learning organisation:

• Building shared vision - this involves the skills of unearthing shared
pictures of the future mental health service that foster commit-
ment and enrolment.

• Mental models are the assumptions about the mental health system
or the service provider we carry that influence how we under-
stand the world and take action on it.

• Team (or group) learning starts with dialogue and a genuine thinking
together. “Unless teams learn, organisations cannot learn”. (Senge
1992, p.10)

• Personal mastery - this involves deepening vision, focusing energy
and seeing reality objectively. Any mental health organisation’s
commitment to and capacity for learning can be no greater than
its members.



Conclusion

The argument of this chapter, that effective educa-
tion and training can be a central ‘driver’ of change,
will involve a reconceptualisation of policy and ser-
vice delivery. So often, education has been seen as
the province of universities, and training either
tacked on as an afterthought or seen purely as
short term skills development. We need effective
vertical and horizontal partnerships built for
progress. Vertical partnerships from national poli-
cy to education and training plans for teams and
their members, and horizontal policies linking
together all the National Mental Health Education
and Training parties in networks (as discussed in
Chapter 2), will be a major step forward in achiev-
ing quality, effective services. These themes are
advanced in the chapter which follows.
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Conclusions

The following conclusions are drawn from the 
project:

1. There is agreement between all five disciplines
that reform of current education and training in
universities, and training and continuing profes-
sional education in the workplace is both neces-
sary and possible.

2. All such reforms, (that is, their structures and
processes) need to be assessed  against the
Statement of Principle, that is:

The relationships between consumers and ser-
vice providers and carers and service
providers, should be the primary focus of prac-
tice and research in mental health. Consumers
and carers are therefore major players in the
education, training and development of the
mental health work force.

3. Future education and training structures and
processes must cohere around the two guiding
principles:

� Mental health professionals need to learn
about and value the lived experience of con-
sumers and carers.

� Mental health professionals should recognise
and value the healing potential in the rela-
tionships between consumers and service
providers and carers and service providers.

4. Each discipline needs to develop a new body of
knowledge around the ‘lived experience’ of con-
sumers and carers.

5. Each discipline has developed a framework of atti-
tudes, knowledge and skills which stem from the
guiding principles89 which can lead to practice
standards and curriculum at all levels, profession-
al entry, senior and advanced levels of practice.

6. The commonalties between each discipline are
greater than the differences.

7. An interdisciplinary framework of attitudes,
knowledge and skills based on the commonalties
has been developed.

8. The development of a leadership group (as illus-
trated by the members of this workshop) is a
productive way of developing ‘champions’ of
change.

9. Experiential learning processes must parallel
structural policy change.

10. Basic university courses in the disciplines are
under resourced with respect to mental health
education.

11. Complex, multi-faceted workplace learning
experiences through both short and longer
courses must continue beyond basic discipli-
nary education.

12. Employers must promote and fund workplace
learning.

13. A ‘best practice’ model of curriculum review
needs to be developed between the higher
education sector, professional associations,
employers and Commonwealth and State
Governments.

Recommendations

This report includes two major recommendations.
The first positions this report as the critical docu-
ment informing the overall development of a
national education and training framework under
the Second National Mental Health Plan.

The second recommendation proposes a number
of detailed actions for a national education and
training network that have been broadly informed
by the workshop series.
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89.The exception is psychiatry: see Chapter 5.3.



Further education and training reform will address
some of the core objectives of the Second National
Mental Health Plan. This reform should also aim to
ensure better outcomes for consumers and carers,
more fulfiling professional careers, and a future
workforce with a greater capacity to respond to the
evolving models of health service delivery agreed
to by all Health Ministers under the National
Mental Health Strategy.

National activity in education and training for the
mental health workforce under the Second Plan
should be in the realms of leadership, influence
and facilitation.

Recommendation 1

The final report of the education and training
workshops should be considered as a valuable
source document which will assist in the develop-
ment of a national policy framework in mental
health education and training. This policy frame-
work, as clearly identified in the workshop series,
must address attitudes, knowledge and skills
amongst mental health professionals and allied
service providers.

Recommendation 2

That the AHMAC Mental Health Working Group
considers the development of a National Mental
Health Learning Plan (NMHLP) taking account of
the following:

2.1. Learning processes

In establishing these it is recommended that, dur-
ing the time of the Second National Mental Health
Plan, all mental health practitioners, researchers
and educators participate in a reflective learning
process in the workplace designed and presented
by consumers, carers and educators.

2.2 Enduring structures

2.2.1 Mental Health Education 
and Training Network

That the parties to mental health education and
training be established to become a national mental
health education and training network (NMHETN)
and implement the National Mental Health
Learning Plan90. The role of the NMHETN is to:

� provide curriculum support and guidance to dis-
cipline-based postgraduate programs

� endorse discipline based mental health courses
which reflect the principles, attitudes, knowl-
edge and skills outlined in this report

� encourage the development of university con-
sortia to deliver interdisciplinary postgraduate
courses

� accredit interdisciplinary postgraduate courses

� conduct an education and training workshop to
review strategies and priorities for education and
training in the Second National Mental Health
Plan, particularly for prevention, early interven-
tion and depression

� support a study into the roles, tasks and training
of psychiatrists.

2.2.2 The National Mental Health 
Consumer Studies Centre

That a national mental health consumer studies
centre (NMHCSC) be established by the NMHETN.
The NMHCSC will develop a graduate research and
course-based educational program for consumers,
foster nation wide consumer ‘evidence based prac-
tice’ research and provide services to assist con-
sumers to carry out their roles in education and
training91.

8833

90.The stakeholders for the NMHETN should include each professional
body plus practitioner and academic members of each discipline as
nominated by each professional body, a member of AHMAC, each
state and territory government, the Australian Vice Chancellors
Committee, the National Mental Health Council and a substantial
representation of carers and consumers

91.The National Mental Health Consumer Studies Centre will
• encourage and support consumers nationally to undertake higher 

education at undergraduate and postgraduate levels, through pro-
viding accessible forms of educational and personal support

• undertake “evidence based practice” studies from the perspective
of the lived experience of consumers

• develop model curricula for universities nationally and
• review courses (curricula, teaching, assessment methods) 

for consumer input
• work with professional disciplines on preparing 

competency and practice standards



2.2.3 The National Mental Health Carers
Education and Training Forum

That a national mental health carers education and
training forum be established by the NMHETN to
review carer issues, prepare model curricula for
higher education and train carers to participate in
education and training92.

2.2.4 Professional Associations

That all five professional disciplines be invited to
join the NMHETN and to agree to implement
national learning plans for their disciplines as fol-
lows:

� Develop framework of principles, attitudes,
knowledge and skills to reflect competencies at
entry, senior and advanced levels of practice.

� Develop and implement accreditation for disci-
plinary based mental health courses.

� Accredit mental health practitioners at entry,
senior and advanced levels and maintain a register.

� Review the mental health practice of their disci-
pline in a published annual report.

� Establish jointly with at least one university, and
preferably a consortia of universities, at least one
national centre of excellence in mental health93.

2.2.5 Royal Australian and New Zealand
College of Psychiatry

That the RANZCP:

� Rebuild its present curriculum around consumer
and carer rights and needs, taking into account
the common disciplinary framework.

� Commence discussions with universities con-
cerning the joint university-professional body
delivery of the Fellowship program.

2.2.6 Universities

� That the Commonwealth Government through
the Departments of Health and Aged Services,
and Education, Training and Youth Affairs estab-
lish an inter departmental committee to investi-
gate the financial status of postgraduate mental
health degrees, on the basis that these now con-
stitute ‘basic’ mental health education.

� That the Australian Vice Chancellors’ Committee
(AVCC) be invited to participate in the National
Mental Health Learning Plan, and be represented
on the National Mental Health Education and
Training Network.

� That the AVCC recommend to Vice Chancellors
that all universities should develop their mental
health teaching programs around the guiding
principles, attitudes, knowledge and skills out-
lined in this report.

� That the AVCC recommend to its members that
all universities should adopt an accreditation and
review process similar to that recommended by
the Higher Education Council.

� That the National Mental Health Education and
Training Network with the AVCC undertake and
publish an annual audit on national mental
health education and training courses and cur-
ricula and publish this.

� That the NMHET and the AVCC establish a joint
working party to support the establishment of:

� a national association of mental health educators

� a national mental health educators’ conference

� annual national mental health educators’ awards

� university based mental health ‘centres of excel-
lence’ for the disciplines in nursing, psychology,
occupational therapy and social work, in con-
junction with the professional disciplines

� mental health practice and policy research
grants and postgraduate awards program

� a national mental health teaching and learning
clearing house for mental health educators

� a mental health education and training website

� university based regional interdisciplinary men-
tal health forums.

2.2.7 Workforce: State Government

� That all State and Territory Governments
require that all mental health budgets devote two
percent of their operating budget to education
and training and provide hypothecated resources
to achieve this.
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92.The National Mental Health Carers 
Education and Training forum should:

• review carer issues (task, burden, responsibilities, rights) 
for inclusion in education and training  materials

• prepare model carer curricula for higher education 
in conjunction with the five disciplines and universities

• train carers to contribute to education and training 
at all levels (curriculum development,
accreditation committees, and teaching and assessment)

93.This centre of excellence will provide for undergraduate mental
health education; offer a nationally available and accessible postgradu-
ate program; outsource evidence based practice; research grants and
a clearing house on mental health research and practice. This centre
will be internationally benchmarked.



� That State and Territory Governments, in con-
junction with professional associations and con-
sumers and carers, facilitate and resource stu-
dent units, training posts, professional supervi-
sors and chief professional officers in mental
health in each of the five disciplines, in ratios
which relate to the present and future staff pro-
files.

� That all State and Territory Governments sup-
port the participation of staff working in mental
health services in accredited disciplinary and
interdisciplinary courses by bursaries, fee sup-
port, provision of study leave, work relief and
back fill of positions.

� That State and Territory Governments establish
a model mental health service around the guid-
ing principles of this report as a demonstration
project with action research evaluation.

2.2.8 Workforce: Service Providers

� That all mental health service providers appoint
a Chief Learning Officer.

� That all members of the national mental health
workforce have a personal, triennial education
and training plan agreement with their employer.

� That all mental health service providers develop
a plan to involve all members of the organisation
in a reflective learning process led by consumers
and carers.

� That service providers establish a mental health
forum with staff of local universities.

2.2.9 National Mental Health Education and
Training Network

That a process for development, implementation
and evaluation of all the above recommendations
be undertaken by the National Mental Health
Education and Training Network.

2.2.10 Commonwealth Government

That the Commonwealth Government ensure that
there is a research program to fund research into
national mental health services on the basis that
education and training must be informed by time-
ly, relevant and critical research.
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Brenda Harrison

Introduction
This appendix describes an analysis of educational
programs for mental health education offered by
universities and other bodies in Australia in early
1998, the detailed results of which are in
Attachment A1. It shows that there is a paucity of
mental health specific education at undergraduate
level and that the trend towards establishing disci-
pline specific postgraduate education is jeopar-
dised by the removal of HECS rated courses. No
education could be described as consumer/carer
focused.  Workforce training where it exists is gen-
erally short and skills based.

Participants at the first and second National
Mental Health Education and Training Workshops
identified a need for an audit of current education
and training available in Australia for mental health
professionals. An audit of mental health education
had already been undertaken in Queensland and
one was planned in New South Wales. Knowledge
of currently available materials and courses was
seen as relevant to future planning for mental
health education and training in medicine, nursing,
occupational therapy, psychology and social work1.
A census of all mental health courses in all
Australian universities was undertaken.

Method

The following information was sought about each
higher education course in each of the disciplines.

� Location of campus

� Title of award

� Level of award

� under/post graduate

� pre/post registration (if applicable)

� Mode of presentation
� on/off campus

� full/part time

� length of course in years

� Student payment
� Higher Education Contribution Scheme

� cost if fee paying

� Mental health theory content

� amount

� general topic areas covered

� compulsory/elective

� Mental health practice

� amount

� compulsory/elective

� Consumer and carer input
� type

� amount

� payment offered

� External accreditation/standards for the
course.

More detail about the method is included at
Attachment A1.

Higher 
education courses – 
general comments

None of the courses surveyed base their curricu-
lum, assessment or teaching around the guiding
principles as established in the workshops.
Courses surveyed were those at undergraduate
and postgraduate levels that prepare practitioners
for general/basic practice in their discipline,
including mental health practice. As well as these,
many courses offering preparation for more
advanced mental health practice were focal. Tables
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Appendix 1
A national audit of mental health 

education and training

1 The emerging group of generic workers in the area of mental
health was acknowledged but not included in this audit. Similarly,
other professionals working with individuals with mental illness, for
example, general practitioners, welfare officers and nutritionists,
were not included.



A.1 and A.2 show distribution of courses across
disciplines and geographically throughout
Australia. There are probably more courses that
have single units focusing on mental health or
mental illness, and on other areas of study and
therapy including music and other arts areas. The
difficulty in providing a finite list of courses and
units is acknowledged. Attachment A2 shows the
higher education courses by institution and profes-
sion.

Courses are generally offered either at a single
campus or across campuses in one university, and
most are discipline-specific. However, there are
some variations to this. Some courses were offered
at more than one site, for example, the undergrad-
uate social work course at La Trobe University is
available at Bundoora, Albury-Wodonga and
Bendigo campuses. There are also some courses
run jointly by more than one institution, for exam-
ple, the Graduate Diploma of Mental Health
Nursing is a tripartive offering by University of

Adelaide, Flinders University and University of
South Australia. Other arrangements include a
multi-institution and cross-disciplinary Graduate
Diploma in Community Mental Health, a joint ven-
ture between University of Melbourne and Monash
University and involving medicine, nursing and
social work staff. Courses where content was obvi-
ously tailored to workplace needs and with liaison
between area health authorities and universities,
were identified in several states and are generally
confined to the discipline of nursing.

In the university departments contacted, there was
considerable difference in both mental health con-
tent in curriculum and commitment to mental
health teaching for professionals. The variation
seemed to be determined by the approach and
input of individual teachers. Across disciplines,
mental health was acknowledged as an important
component of generalist practitioner preparation,
but even within disciplines this is approached dif-
ferently. There appears to be no requirement in
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2. UG = undergraduate
3. PG = postgraduate
4. * = University is in NSW, students work in ACT
5. # = Masters qualification as well as FRANZCP available at two

universities
6. 20 courses (6 undergraduate and 14 postgraduate) not 

belonging to any one discipline were noted, but not included.

Table A.1:Distribution of identified
tertiary courses in Australia
with specific mental health
content.

Medicine Nursing OT Psychol SW Other

ACT UG2 1 2 1

PG3 *4 2

NSW UG 3 15 4 7 5 1

PG 1 9 1 8 1 3

NT UG 1 1 1

PG

QLD UG 1 8 2 7 3 1

PG 1 3 7 2 2

SA UG 2 2 1 3 2

PG 1 6 3 3

TAS UG 1 1 1 1

PG 1 1 1

VIC UG 2 9 1 8 6 1

PG 1#5 7 6 2 6

WA UG 1 2 1 4 3 2

PG 1 2 4 1

Table A.2:Total number of identified
tertiary award courses in
Australia with specific 
mental health content.

Discipline Level Number

Medicine UG 10
PG 6

Nursing UG 38
PG 28

Occupational Therapy UG 9
PG 1

Psychology UG 32
PG 31

Social Work UG 22
PG 6

Other disciplines UG 6
PG 14

Total = 1896



any discipline for mental health education at
undergraduate level based on a specified curricu-
lum or for a specific length of time.

Preparation for practice varies between disci-
plines, with respondents viewing undergraduate
preparation as insufficient for specialist mental
health practitioners. The result of this is a post-
graduate focus on education for mental health pro-
fessionals, but with variance in offerings and cours-
es spanning the range between graduate certificate
and professional doctorate levels. Medicine differs
from the other professions in that their specialist
qualification is wholly organised and controlled by
the psychiatrists’ professional college, even though
it is taught through university medical schools.
Membership of the Royal Australian New Zealand
College of Psychiatry is achieved in this way, rather
than by graduates obtaining an academic tertiary
qualification (See Part 1, Chapter 5.3).

The practice-focus of medicine, nursing, occupa-
tional therapy and social work was defined clearly
as being fundamental to each of these disciplines.
For these disciplines, the basic undergraduate
preparation is for practice in the generic field.
Undergraduate courses offered reflect this, with
practice or field components being compulsory at
this level. Mental health practice is not, however,
included in all social work or occupational therapy
courses. In psychology teaching at universities,
undergraduate preparation of students is academ-
ic, and the clinical masters/clinical doctorate
courses are intended for the preparation of prac-
tising psychologists.

At undergraduate levels, all disciplines - apart from
psychology - prepare practitioners for general
practice. In psychology, students with a four-year
degree are eligible to enter practice. In each disci-
pline there is a large number of individual subject
areas to be covered in the theory portion of under-
graduate courses so that students are introduced
to a wide spectrum of knowledge on which to base
future practice.

Postgraduate courses prepare students for special-
ist mental health practice. The length, level and
content of these courses varies remarkably
between disciplines and institutions. Some nursing
and occupational therapy courses are at postgrad-
uate certificate level, whereas preparation for
practice in some psychology courses is offered at
professional doctorate level.

All disciplines offer higher degrees by research.
The mental health focus of such studies are cir-

cumscribed by student interests as well as suitabil-
ity and availability of supervisors. These research
courses were not considered as part of this audit,
as they do not prepare graduates specifically for
any particular level of practice.

There are a small number of other postgraduate
courses focusing on specific aspects of mental
health practice, for example, child and adolescent,
and transcultural psychiatric practice. Although
there are courses in gerontological care, there is no
one course focusing on aged-care psychiatry even
as the age of the Australian population is increas-
ing. There is however, a gerontology stream in the
clinical psychology masters course at Edith Cowan
University in Western Australia.

Other education 
and training 
– general comments

The differences in the availability of non-award
courses for mental health professionals were
noticeable at both the state/territory level and
between metropolitan and rural areas and this will
be discussed later. Also, organisation and focus of
funding for mental health education and training is
different in each state/territory. In some there is
focus on support of university award courses,
whereas in others, there seems to be focus on in-
service education. Decentralisation of funding has
caused a drop in the number of mental health
courses available for professionals in some states.

Budgets and responsibilities for education and
training are, in many instances, at least partially
regionalised and localised. Details of such training
are not necessarily available at state level.
Generally this education and training is related to
immediate practice needs and available only to ser-
vice employees.

Although much of the localised training in mental
health services is multi-disciplinary, some services,
especially those in rural areas, focus the educa-
tional proportion of their budgets creatively to suit
their specific needs. For example, a rural mental
health service may employ four-year undergradu-
ate-prepared psychologists and host video-linked
metropolitan-based supervision for these staff
members until they achieve their full practice reg-
istration. This is one way of coping with the dearth
of masters-prepared psychologists in rural areas.
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Private providers offer other non-award courses. In
some instances these relate to specific therapies,
for example, family therapy. Other courses focus
around mental health/illness topics. It is very diffi-
cult to audit such courses as many are ephemeral,
and may be dependent on infrequent visits from
overseas specialist practitioners and teachers.

The place of professional conferences and work-
shops, such as The Mental Health Services
Conference, and the individual disciplinary and
other mental health practice conferences should
not be ignored when considering mental health
education. The value of such gatherings cannot be
measured, nor can their facility for inspiring inter-
est and a desire to undertake further education
and training be ignored.

Often when discussing education and training for
mental health professionals, it is formal courses
that are focal. It was mentioned earlier that no
course was based around the lived experience of
consumers and carers. There is, however, an ever-
growing collection of consumer and carer prepared
literature and other materials available through
many non-government organisations. Many mental
health professionals have undertaken their own
education through use of this material; booklets
and pamphlets are read at home, a video or televi-
sion program scanned during a meal break. Much
of this material is based on the lived experiences of
consumers and carers. Many publications are the
result of creative collaborative efforts between
consumers, carers and health professionals. It is
information many mental health professionals give
out to other carers and consumers during the
course of a day’s work. It is not regularly included
as either teaching materials in a formal course, nor
recognised as having particular academic value or
credibility. It is, however, a flexible learning
resource available to mental health professionals
that could be more fully utilised.

Although this audit did not include generic mental
health workers, courses offered at Technical and
Further Education (TAFE) institutions were
noted, especially in the area of psychiatric disabili-
ty support and Aboriginal mental health.
Psychiatric disability support is an area emerging
as a speciality in mental health practice. Some
mental health professionals from the five identified
disciplines are undertaking tertiary courses in
these specialist areas as a means of obtaining the
post-basic disciplinary education they see as most
relevant in speciality-practice areas. Some of these
courses are sponsored by state/territory govern-
ments. The lived experience of consumers and of

other involved community members (for example,
family carers) is seen as important in the prepara-
tion and teaching of these courses. In the audit,
these courses are grouped under the heading of
‘non-specific’, even though some courses are only
open to individuals with Aboriginal or Torres Strait
Islander heritage.

Disciplines

This section summarises the findings of the audit
in relation to the disciplines.

Medicine/Psychiatry 
(Refer to Part 1, Chapter 5.3)

Medicine is a registered profession, and registra-
tion is required for practice in all states and terri-
tories of Australia. Recognition of specialist med-
ical qualifications is facilitated through profession-
al colleges. For psychiatry this is through the Royal
Australian and New Zealand College of
Psychiatrists (RANZCP).

Basic medical education is via an undergraduate
course, either as a first or second degree. The
course length varies between four and six years.
Psychiatry is a compulsory specialty within the
undergraduate course and is based around a clini-
cal placement with theoretical input. Total teach-
ing time varies between programs, but there is no
less than 279 hours and possibly over 440 hours of
psychiatry education in a medical degree course
(O’Connor, Clarke & Presnell, 1996).

Postgraduate credentialling in psychiatric medi-
cine is the province of the RANZCP. The college
prescribes four years of clinical training followed
by a final elective year where the individual has
some choice of area or specialty. The final year may
consist of, for example, consolidation of clinical
skills, advanced specialist practice, or research.
During the total five year period of specialist train-
ing the doctor works as a senior house officer/reg-
istrar at a recognised mental health facility. The
training is organised at branch level in each state
and skills are learnt through an apprentice-type
training undertaken with different consultant psy-
chiatrists in different clinical areas and psychiatric
specialties. Candidates are required to pass written
and clinical examinations and present a final year
dissertation. Depending on the location of the
RANZCP training, students may be able to enrol in
a postgraduate university-based course in psycho-
logical medicine concurrently with their college
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training, utilising the same theoretical input for a
dual purpose (see Chapter 5.3).

Carers and consumers were consulted for the
Fellowship curriculum 1995 (RANZCP 1995).
Input from carers and consumers resulted in atti-
tudinal objectives being at the forefront of the psy-
chiatrist set of curriculum objectives. Occasionally
carers and consumers are invited to provide pre-
sentations to undergraduate students and psychia-
trists-in-training. The informal feedback from con-
sumers who have participated in clinical examina-
tions for candidates receives little or no formal
recognition as part of medical education.

As medical education is at undergraduate level, the
Higher Education Contribution is payable through-
out a student’s undergraduate course. This is
regardless of whether the incoming student is tak-
ing medicine as a first degree or second degree
course. Specialist training as a psychiatrist is full-
fee paying.  RANZCP members pay a substantial
annual membership fee that facilitates provision of
services to their profession, including aspects of
psychiatry training. However, unlike the other dis-
ciplines, paid training posts are available to trainee
psychiatrists.

Continuing professional education is a requirement
for practising medical practitioners.  It is also a
requirement of psychiatrists through RANZCP.

Mental Health Nursing 
(Refer to Part 1, Chapter 5.1)

Nurses are required to register in a state or terri-
tory prior to practise in that location. Specialist
qualification as a psychiatric nurse is recognised in
all states/territories, other than New South Wales.
As already mentioned credentialling of nurses in
specialist areas of practice was addressed recently
in the National Review of Specialist Nursing
Education (Russell, Gething & Convery, 1997).

Preparation for nursing practice is a three year
undergraduate program (3.5 years in two universi-
ties). Graduates from these courses are eligible for
registration as a general or comprehensive nurse,
depending on their course and where they register.

Within undergraduate nursing courses, psychoso-
cial, mental health and/or psychiatric aspects of
nursing are taught in on-campus lectures and labo-
ratory sessions. Students may undertake between
two (2) and six (6) weeks of practice in a mental
health facility or community mental health service

during their course. In some courses, mental ill-
ness is not a specific focus of study, but is integrat-
ed into the general course ‘problem-based’ teach-
ing. For this reason it is difficult to assess exactly
how much time is spent in teaching about mental
health and mental illness.

Generally, undergraduate nursing students are not
prepared specifically for work in the mental health
field. During their course students are influenced
to the extent that they see mental health/psychi-
atric nursing as having a lower status than general
nursing and not being an attractive area of prac-
tice. Anecdotal surveys from several nursing
departments concur that only 5 percent of nurses
graduating choose psychiatric nursing as their first
option for practice. Psychiatric nurse-academics
see several reasons for this: there is a large gener-
al nurse-academic presence in undergraduate
teaching compared with the small psychiatric
nurse-academic presence; students are encour-
aged to become general nurses; students are unin-
spired by their undergraduate mental health place-
ment; psychiatric facilities are not welcoming new
graduates in their first year; preparation in under-
graduate nursing courses for working in the mental
health field lacks a skills base; and the general stig-
ma of mental illness. This is supported by recent
research (Stevens & Crouch, 1998). One psychi-
atric nurse-academic said: “Unfortunately many
new graduates are more interested in machines
that go ‘beep’ than in the humanistic aspects of
caring”.

The change in the delivery of mental health ser-
vices, particularly deinstitutionalisation and the
focus on community mental health care, has result-
ed in a limited availability of placements for under-
graduate nurses in the psychiatric area. The prob-
lem relates to the sheer number of undergraduate
nursing students requiring brief placements. This
is problematic for both academic staff trying to
place all the students and mental health workers
who take these students into their workplace. This
is a factor in both rural and metropolitan areas. 

The quality of mental health theoretical input as
well as clinical placements available to undergrad-
uate nursing students varies enormously. The
numbers of psychiatric nurses in academic posi-
tions has decreased in the last two to three years.
In many mental health facilities that accept nursing
students, staff are often asked to support cohorts
of students throughout the year. As students so
rarely go back to the same placement again, and so
few go to the mental health field, staff get little
feedback on their own performance as support
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personnel, or on the continuing performance of
students.

Specific preparation for psychiatric nursing prac-
tice is now undertaken at post-graduate level. This
is where development of specific skills in mental
health practice takes place. Students may gain
graduate certificates, graduate diplomas, masters
degrees in mental health nursing practice offered
at or through tertiary institutions. In many areas
universities have established postgraduate courses
in psychiatric/mental health nursing co-operatively
with mental health service employers. Courses
meet employer needs as well as university course
requirements. The nature and extent of support
for students who are studying varies between state
and locality. Students may be supported through a
variety of means including: on-going salary reduc-
tions rather than having to pay up-front course
fees; adjustment of rosters to fit in with lectures;
part-time employment for the duration of a course
to facilitate study as well as current practice; pro-
vision of supervised practice for the duration of the
course. This has been useful in making such cours-
es available and viable to nurses.

Consumers and carers may present some sessions
in undergraduate courses, but are not usually
involved in other aspects of course preparation or
delivery. At postgraduate level, there may be more
involvement by consumers and carers in other
aspects of course preparation and delivery, for
example on advisory committees and in aspects of
student assessment, but this is sporadic rather
than routine.

There are few career incentives to undertake post-
graduate courses in psychiatric nursing. Within
nursing, there is no formal requirement for senior-
grade staff to have even an undergraduate degree,
and no formal recognition within their career
structure for psychiatric nurses who undertake
doctoral studies. Also there is no generalised
requirement for formal supervision within psychi-
atric nursing. Within nursing generally, and includ-
ing psychiatric nursing, the only requirement for
mandatory continuing education is that nurses
must have practised nursing within the past five
years to retain their registration (except in NSW
where there is no such requirement).

The Australian and New Zealand College of Mental
Health Nurses (ANZCMHN) is the professional
body for psychiatric nurses, but it is not represen-
tative of all practitioners or psychiatric nurse-aca-
demics. It has no mandating power and does not at
present offer a national program of continuing edu-

cation. Some respondents see the ANZCMHN as
leading mental health nurses in the future.

Occupational Therapy 
(Refer to Part 1, Chapter 5.2)

Occupational therapists are registered for practice
in Queensland, Western Australia and South
Australia, but not in other states/territories.
Preparation for practice is through a four year
undergraduate degree course.

In their undergraduate courses, occupational ther-
apy students focus on physical and psychological
aspects of care. Working with individuals with a
mental illness is an integral part of courses, and
many students have an option of one fieldwork
placement working in a mental health facility or
with a mental health team.

Occupational therapists respondents say they
include consumers and carers as an integral part of
course presentation. This is limited by funding
availability, and the involvement does not general-
ly extend beyond formal classroom presentation
and some informal input to student assessment.

Postgraduate courses focusing on occupational
therapy practice, rather than research are avail-
able, but not in each state; and the number of
courses is limited. These can be focused on various
specialist areas, including mental health.

OT Australia is the professional organisation for
occupational therapists. The organisation does not
currently have any formal mandating, accrediting
or approval role with the courses preparing occu-
pational therapy practitioners. OT Australia has an
active mental health special interest group that is
currently considering curriculum issues in mental
health for the profession. The group is committed
to consumer and carer involvement in mental
health education and training.

Whilst as a profession occupational therapists are
conscious of the importance of mental health edu-
cation and practice, it is occupational therapists
themselves who say that only a small number of
practitioners and academics promote a positive
image of mental illness. This results in many stu-
dents avoiding mental health practice or limiting
their practice to areas where social acceptance is
greater. There are also some students who seek out
work in the mental health field because of encour-
agement received during training.
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Psychology 
(Refer to Part 1, Chapter 5.4)

Psychology is a registered profession, with regis-
tration boards in each state and territory of
Australia. Minimum requirements for registration
are a four year degree with a major in psychology
and two years supervised practice as a psycholo-
gist. It is required that the undergraduate degree is
accredited by the Australian Psychological Society
(APS) and that supervision is undertaken by a
qualified psychologist.

Currently psychology at undergraduate level is
studied through a three year bachelor degree, or a
four year bachelor degree with honours, or a three
year bachelor degree with a fourth year being an
honours year or a postgraduate diploma. Entry to
an honours year is usually by invitation and depen-
dent on performance and grades. Undergraduate
psychology is a scientific-academic rather than
practice-based discipline.

Mental health studies are present in most under-
graduate courses as either core or elective units in
abnormal psychology or psychopathology.
Interpersonal studies are not specifically taught at
this level, and fieldwork is not a requirement in
APS undergraduate course accreditation. In some
postgraduate diploma courses there may be mini-
mal exposure to fieldwork, and some practice-
based content.

Masters degrees are offered in the various psychol-
ogy specialties. Clinical psychology focuses specifi-
cally on preparing practitioners to work with indi-
viduals with a mental illness. Clinical psychology
masters degree courses include a minimum of 1000
hours practicum, and most students spend the
majority of this supervised practicum in mental
health facilities or other health care facilities.
Course content is based on scientific, evidence-
based practice and includes theory and practice-
focused units. In all courses ethical and profession-
al issues are addressed as well as psychology prac-
tice with adults and children. Teaching about psy-
chological testing is included in all masters courses.

Consumers and carers are rarely involved in psy-
chology course preparation or any other aspect of
curriculum. In departmental psychology clinics,
clients may be asked to evaluate the services
received, but most often consumers are the sub-
jects of, rather than partners in, mental health
care.

The Australian Psychological Society (APS) is the
professional organisation for psychologists. It has
levels of membership that relate to levels and type
of academic qualification and practice, and also a
number of associated professional colleges focus-
ing on specialist areas of psychology practice. The
APS offers accreditation for university courses in
psychology at both undergraduate and postgradu-
ate levels. This accreditation has become one
accepted way of the profession regulating itself,
and of universities demonstrating how they meet
APS standards. Students who graduate from APS
accredited courses are eligible for APS member-
ship. The APS is generally held in high regard by
psychologists. Although its course requirements
for undergraduate study are questioned, especially
the lack of client exposure, membership of APS is
high. Respondents indicated that there was
respect for APS accreditation of courses. The work
APS does in maintaining professional standards is
recognised.

The APS stipulates four years of undergraduate
psychology study as the basic requirement to enter
a two year postgraduate masters degree preparing
psychologists for professional practice. Both APS
and universities emphasise that undergraduate
academic achievement is of paramount importance
for prospective masters students. An honours
degree level 2A is a minimum entry requirement
for many masters courses. With competition for
places, many universities are able to select stu-
dents with higher qualifications than this for entry
to masters courses.

The APS is clear that a four year undergraduate
course in psychology is not appropriate prepara-
tion for professional psychology practice. This is at
variance with all the state registration boards who
do see this, together with two years of supervised
practice as appropriate preparation for profession-
al practice as a psychologist. After the year 2000,
APS will grant full membership only to psycholo-
gists who have undertaken masters level prepara-
tion for practice.

Psychology academics make a cogent case for
requiring at least a masters degree for professional
practice. Some say preparation for practice should
now be through a professional clinical doctorate
(Toyuz, 1995). Some psychologists regard any-
thing less than face-to-face supervision as a com-
promise.

Some mental health service employers, especially
those in rural areas, are unable to secure the ser-
vices of a masters-prepared psychologist. Although
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in three or four years it is anticipated that there
will be quite a number of six year prepared quali-
fied clinical psychologists, it remains to be seen
whether they will be available to work in rural
areas.  This would depend on whether there were
public service jobs available. (One respondent
commented that the lack of availability of a psy-
chology service to a local Aboriginal community
was “appalling”.)

Participation in continuing professional education
is now a requirement for continued membership of
APS. This is aligned with membership of a profes-
sional college of APS and thus to a particular area
of specialisation.

Increasingly respondents said that psychologists
are moving to private practice. Salaries and career
structures in the public sector are said to be disad-
vantageous. Respondent psychologists observe
that they have minimum opportunities to focus on
primary prevention, spending most of their public
practice focusing on tertiary care and mainte-
nance. Another point of concern aired by respon-
dents is the dwindling number of supervised places
available for student psychologists as public ser-
vices continually downsize and more psychologists
enter private practice.

Social Work 
(Refer to Part 1, Chapter 5.5)

Social workers are not required to register prior to
entering social work practice within any state or
territory of Australia. Entry to social work practice
is via an undergraduate degree of four years, or, for
students with a diploma or other degree, after
completing a further two year undergraduate
degree course. The recognised qualification is
Bachelor of Social Work, and university course cur-
ricula are submitted for review to the professional
organisation, Australian Association of Social Work
Ltd. (AASW), for approval regularly. Students
graduating from an AASW approved course are eli-
gible for AASW membership.

Undergraduate courses prepare social workers for
practice in many different work areas. For this rea-
son the basic social work course is generic, with
mental health being only one of many areas com-
peting for space in a full curriculum. Mental health
social work is addressed in all undergraduate
courses. As with nursing, some of the courses are
problem-based, and the actual focus or amount of
mental health content is not clear in all cases.
Student social workers undertake fieldwork place-

ments during their course, but not all students
undertake mental health placements. Most stu-
dents do encounter individuals with a mental ill-
ness during their placements, but often this is inci-
dental and in many instances, clients’ mental
health needs are not addressed specifically.
Concern was expressed by some social work acad-
emics about the progressive falling-off of mental
health content in undergraduate courses during
the past few years. Just what should be included
and what should be excluded in courses preparing
social workers for practice is an issue for many
social workers in both academic and practice posi-
tions.

Postgraduate practice-based education for social
workers is also available at graduate diploma and
masters levels. It is said by some practitioners and
some academics that, whilst the basic undergradu-
ate course is a beginning, qualification for special-
ist social work practice should be at a postgraduate
level. Mental health social work is accepted gener-
ally and recognised by the AASW as a specialist
area of social work practice. There is no specific
social work masters degree in mental health.

Consumers and carers are not involved with social
work courses beyond the level of guest class pre-
sentations in most instances. Funding cutbacks
and other considerations, including the amount of
mental health content particularly in undergradu-
ate programs, appear to have a marked influence
on involvement of consumers and carers.

Although there are often jobs available for social
workers in the mental health field, social work
respondents observed that very few are for new
graduates. The majority of social workers in men-
tal health work in community settings, and an
increasing number are working in the area of psy-
chiatric disability support (Association of Mental
Health Social Workers, 1997). Some social work
academics see the medicalisation of mental health
as being problematic to social workers. The skills
social workers and some other mental health pro-
fessionals are taught during their training, are not
used to the full.

The AASW is developing its profile professionally.
It has several special interest groups among its
members. Groups focusing on mental health social
work practice exist in several state branches. The
AASW has also endorsed a policy for continuing
professional education for its members. This pro-
gram began in 1997 and includes various educa-
tional activities and professional supervision and is
administered at branch level. This policy is rele-
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vant only to AASW members; not all practising
social workers or social work academics are mem-
bers of their professional organisation.

Other issues

Location of education and training

Most mental health education and training courses
are based in metropolitan centres. Although most
Australians live in and around the capital cities,
there is a significant proportion of the population -
and of the mental health workforce - in regional,
rural and remote areas. When education is not
available locally, mental health professionals have
to travel out of their areas to upgrade their educa-
tion and skills. The exceptions are a few distance
education courses. Although telepsychiatry is
available in many non-metropolitan areas, pro-
grams offered are not as widespread or compre-
hensive as the telemedicine offerings.
Enhancement of telepsychiatry and other rural
mental health training initiatives, and inclusion of
material for the non-medicine disciplines, would
allow non-metropolitan mental health profession-
als to link in with their city colleagues and benefit
from the professional interactions.

Some tertiary institutions are opening professional
programs at their rural campuses; for example,
there is a new clinical psychology course at
Ballarat University, Victoria University of
Technology and a new undergraduate social work
course at Edith Cowan University’s Bunbury
Campus, South Western Australia. These courses
may help to encourage professionals to work in
rural areas. The lack of local educational opportu-
nity contributes to country students leaving their
homes and moving to the cities to study. The
absence of professional support outside the capital
cities is one of the reasons mental health profes-
sionals give for not going to work outside the main
cities after qualifying.

Disciplines - general comments

Nurses are the largest workforce among the five
main mental health disciplines. This is a reflection
of the past institution-based services now being
phased out in favour of community-based mental
health services. Although it is nurses who general-
ly staff and manage the remaining in-patient men-
tal health services, community teams are com-
prised of personnel from other disciplines in
increasing proportions. As discussed, psychiatric

nursing courses have ceased to exist and the num-
ber of nurses training for psychiatric/mental health
specialty nursing practice has also decreased over
the past decade. The psychiatric/mental health
proportion of comprehensive courses has not
increased either (Happell, 1997).

The next most numerous courses being offered are
in psychology. There is an increase in clinical psy-
chology courses. With their scientific approach,
psychologists readily offer measurement of out-
comes of therapy. This is eminently desirable in the
current climate of outcome-based models of men-
tal health service delivery.

Social workers and occupational therapists are
constantly in demand to add dimension and bal-
ance to mental health teams. In many instances,
because of the structure of their undergraduate
courses, these professionals have had little or no
preparation or fieldwork experience in mental
health work. They work in crisis, treatment and
support teams and individually with mental health
clients, often with performance and resilience
expectations which are unrealistic, given their lack
of preparation. The turn-over of staff in mental
health teams and generally, is something team
managers note. Staff are often enthusiastic about,
but not prepared for, mental health work. Many of
these individuals may be expected to work in what
are, for them, stressful situations, often alone or
without close supervision for periods at a time.
This can be the case in both urban and rural set-
tings.

Cost of education

As has been noted, currently there is a change in
funding options for postgraduate courses at ter-
tiary institutions. Higher Education Contribution
Scheme (HECS) funding to postgraduate courses
is being progressively decreased. There will be no
HECS funding for postgraduate courses in a few
years. This is a situation that is already felt keenly
by psychology, nursing, occupational therapy, and
social work. Even though some universities offer
their basic medical degree as a second degree
course, it still attracts HECS funding for the whole
course.

Students preparing for psychology practice at mas-
ters level may no longer automatically qualify for
HECS funding, if the university determines that
HECS funding does not apply. This means psychol-
ogy students could be paying $10,000-$12,000 per
annum for a masters degree course in the future.
There are concerns that this will limit the students
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who seek available places to those who can afford
the up-front fees. This has not been fully tested to
date, but is a major concern for psychology, for
both academics and practitioners.

The cost of a one year full-time multi-disciplinary
graduate diploma is quoted at $16,500 by one uni-
versity. Even though students may receive a
$10,000 bursary towards costs, it would be expect-
ed that students who are attracted to further edu-
cation in mental health are deterred by this.

Although preparation for practice in nursing, occu-
pational therapy and social work is through under-
graduate courses, mental health practice is not
addressed specifically. Without financial support,
postgraduate courses offering discipline-specific
preparation for psychiatric/mental health nursing
practice, and multi-disciplinary courses in mental
health practice areas may not survive on the local
market. Workforce-supported courses appear to be
successful and enduring. Not only are they
designed to meet at least some service needs, but
students can often obtain workforce support with
funding and other arrangements for study. The
future viability of such courses may be tied in with
benchmarking and service standards for an appro-
priately prepared and accountable mental health
workforce.

Carer and consumer input to mental
health education and training

Generally, mental health professionals recognise
the wealth of experience both consumers and car-
ers possess. However, only a small number of men-
tal health teachers demonstrated any intention or
ability to harness this vast body of knowledge.
There seems to be some distancing of the con-
sumer and carer bodies of knowledge from the
knowledge of paid workers, as if these are two dis-
tinct entities, never to meet. The tokenistic pres-
ence of consumers and/or carers as guest lectur-
ers/speakers in some undergraduate and postgrad-
uate courses has to be an important first step in
involving carers and consumers as partners in
mental health education and training. But moving
from this to a true partnership model of mental
health education may not be uniformly easy for all
institutions or all disciplines.

There are exceptions to this general trend. There
are instances where mental health teachers have
also been mental health consumers. This adds an
important extra dimension to their teaching. In the
TAFE psychiatric disability support sector there

are some situations where consumers are
employed as lecturers. The encouragement and
support of consumers and carers to become stu-
dents in courses preparing them for professional
mental health practice is also a recent innovation
by some academics. The existence of a self-help
chat-line for consumer-students via the Internet
has also become an important support for many of
these students.

At this time, most consumers and carers are not
prepared to undertake or provide professional
mental health education (see Chapters 3 and 4).
Similarly, many course teachers do not recognise
that consumers and/or carers can take on roles as
either students or lecturers. Even with a cohort of
consumers and carers prepared and ready to par-
ticipate in mental health education and training, a
change in values and attitudes will be vital in acad-
emia. The ethical difficulties many highlighted dur-
ing collecting this data were especially relevant in
small communities. For example a student thera-
pist was working with a patient who then became a
consumer-educator, in this role providing profes-
sional education to the student and to other pro-
fessionals. Without an accepted partnership model
of care this reversal of role is very difficult for stu-
dents.

Opening up some professional (postgraduate)
mental health education and training courses to
consumers and carers, is a step in recognising that
consumers and carers can contribute to mental
health services. However, it loses its potential if the
special consumer and carer bodies of knowledge
are simply subsumed into traditional professional
framework and practice perspectives.

Conclusions

Undertaking this audit has highlighted some fea-
tures of concern about current professional mental
health education and training. The major issues
are:

� the minimal input of consumers and carers to
formal professional mental health education
and the absence of any reflection of the ‘guid-
ing principles’ of education and training in
academic or workforce activity

� the gaps in specific mental illness education
at undergraduate level

� the potential effects of cuts to HECS funding
for postgraduate courses for each discipline
(except psychiatry)
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� the different levels of organisation and
emphasis on professional pathways, creden-
tialling and focus on continuing education of
the professional associations for each of the
five disciplines.

In addition a series of observations can be made
about present issues in education and training.
These are:

� the marked difference between psychology
and other mental health disciplines (except
psychiatry) in that the profession does not
recognise preparation for a general psycholo-
gy practitioner at undergraduate level

� the increased practice of the blurring of pro-
fessional roles in many areas of mental health
service delivery, especially in community
mental health teams

� the growing presence of psychiatric disability
support as a specialty area of mental health
practice

� the growing number of interdisciplinary post-
graduate courses

� the apparent need for finance support for
postgraduate mental health courses

� the resources produced by consumers and
carers that are not wholly legitimised for
inclusion in mental health professional educa-
tion and training

� the difficulty many professionals have with
mental health consumers providing profes-
sional education that is relevant to the mental
health workforce

� the variation in ‘indirect’ expenditure on men-
tal health education and training varies con-
siderably between the states (Mental Health
Branch 1998, p.132). (This is difficult to com-
pare because state education and training
structures vary. At the time of this audit only
the Victorian and Tasmanian Governments
appear to fund academic chairs, and in selec-
tive disciplines.  If the policy objectives of the
national mental health strategy are to be met,
a more equitable distribution of state mental
health education and training funds needs to
be achieved across the disciplines). 

Recommendations

In order to communicate information relating to
and consumer and carer involvement in education
and training in mental health, the following recom-
mendations are put:

1. An Internet site detailing accredited programs
should be established. Setting up such a site
incurs cost, and on-going hosting of such a site
by a web-server might also involve cost. The site
should be up-dated once or twice a year.

2. A regular audit of mental health education and
training should be held. This will be particularly
important in measuring progress in consumer
and carer involvement.

3. An annual conference would be an important
way of capturing and maintaining the consider-
able enthusiasm and commitment of many men-
tal health educators and continuing the develop-
ment work with consumers and carers.
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As the audit was to find out what mental health
education and training was available, a  census of
all available and accessible relevant programs in
Australia was undertaken. Even with this
approach, it was realised that the audit would only
yield an approximate rather than finite list of mate-
rials and courses in some areas. This is because
there are always changes being made to offerings,
including program innovations and revisions, and
course deletions. Such variables are subject to
available funding as well as workforce require-
ments, and the viability of marketing and offering
courses at specific geographic locations.

Tertiary courses

Through generally available publications (for
example, Yardley, Munns & Lord, 1996), awards
offered in the five (5) specified mental health dis-
ciplines were identified. In an associated project, a
recent request for information from university
departments on consumer and carer involvement
in tertiary courses in mental health resulted in a
postal response rate of approximately 15 percent.
It was therefore decided that telephone contact
with course coordinators would be a more effective
way of collecting the required spread of both rele-
vant and current data.

Introductory letters were sent to the heads of all
university departments of medicine, nursing, occu-
pational therapy, psychology and social work in
Australia. In the letter, the project being undertak-
en was introduced and contextualised, and the
heads of schools invited to nominate who would be
the most appropriate person to be contacted for a
telephone survey on course and unit content relat-
ed to mental health. When specific information on
appropriate contacts was received this advice was
followed.  In other cases, course coordinators were
targeted.

Telephone interviews were undertaken at a time
that was identified as convenient to respondents,
and a maximum of thirty minutes was planned for

each interview. Questions asked of respondents
were uniform. Topics included course and unit
mental health content and practice, availability of
course offers, course costs, and carer/consumer
input in mental health areas. Standards and com-
petencies for courses were also clarified, and other
relevant information recorded. Each interviewee
was invited to share his/her values and attitudes
with regard to mental health education and train-
ing. Assurances were given that neither individuals
sharing this material, nor their institutions, would
be identified. The intention to collect this qualita-
tive information into discipline groupings and then
identify themes to be used in a report to accompa-
ny the audit was clearly stated.

State government 
mental health branches

Letters introducing the project and requesting rel-
evant information, were sent to state government
mental health branches. Specific information was
sought about in-service education programs and
other mental health education and training offered,
funded or supported in any way. Initial letters were
followed up by telephone contact to clarify infor-
mation required when necessary, and to seek fur-
ther information if required. Carer/consumer
involvement in courses was not a focus in this part
of the data collection, as much of the information
made available was not actually organised or
offered by the state mental health branches them-
selves. Follow-up telephone calls to main providers
of sponsored courses was more detailed, and
focused on the topics outlined in the above section.

Non-government agencies

National and statewide non-government organisa-
tions, those in the mental health area and those
involved in mental health education or training,
were contacted by telephone and invited to share
information on their input to the education of men-
tal health professionals. These contacts included
both private and government-sponsored groups
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and self-help groups. Carer/consumer involvement in
preparation of educational materials, as well as in
other education and training pursuits, was canvassed.

Other education and training
resources

Workshop participants - mental health workers and
consumers and carers - were also invited to share
any information about available non-award educa-
tion and training for mental health professionals in
which they were either involved or which they
knew were being conducted. The high probability
of overlap of such material with other data collec-
tion was acknowledged but, even so, this avenue
was utilised to ensure valuable resources were not
missed.

Data already gathered by Queensland Health was
used in the construction of the audit.  Liaison was
also maintained with the Institute of Psychiatry in
New South Wales regarding their pending audit.

Database construction

A decision was made to collate award course mate-
rial gathered into a relational database; MS
Access® was utilised. Through use of the data-
base, data input time and duplication of material
could be minimised and output options maximised.

The parameters for the information to be gathered
were based on comments from the first two
National Mental Health Education and Training
Workshops. One important focus was the type and
level of involvement of consumers and carers in
education and training programs. Another issue
was the amount of practice/fieldwork students
undertook in the mental health area in courses
preparing them for practice. Specifically, informa-
tion on the mental health content of courses was
sought, with the other general course information
only included to contextualise the mental health
content as and when necessary.

Data analysis

As the requirement of this project was to audit,
that is identify, examine and verify available cours-
es, the main operation performed on the material
gathered was its organisation into an accessible
format. The qualitative data received from tertiary
course teachers and others was separated into the

disciplines of contributors. Reading and re-reading
responses, elicited themes that emerged from the
data. These were used as a basis for the discussion
section in this chapter.

Award courses

The award course material was organised by
state/territory and discipline, then grouped by insti-
tution of offering, and finally separated into under-
graduate and postgraduate level courses. From the
data gathered, the number of tertiary award cours-
es available in each state and discipline was totalled
(see Table A.1). (Attachment A2 summarises the
award courses by institution and discipline).

Non-tertiary award courses

The material received from a myriad of different
sources about non-tertiary award courses varied
greatly in detail and complexity. State mental
health branches were particularly helpful. Much of
the information received from the different sources
did not pertain directly to this audit, but was rich in
its diversity, and included such things as first aid
courses and computer skills training for staff. Only
mental health material was extracted for use in the
audit. Other contemporaneous and extraneous, yet
often fascinating, information was excluded. Some
of the data already recorded in the tertiary award
section of the audit was repeated. Although this
was not duplicated in the audit, any additional rele-
vant details gleaned were added as appropriate.

Data collection

The audit commenced in June 1997, with most of
the tertiary award course data being collected over
the three (3) month period from October 1997.
The focus of the audit was on award and non-
award education courses and other education and
training for the identified groups. The audit was
completed in its present form in February 1998.

Respondents in all areas were generally helpful
with course data, providing information they had
to hand and backing that up with more detailed
information as requested. Most people contacted
were also willing to share their values and attitudes
with regard to mental health education and train-
ing. When the general focus of the interview was
introduced prior to the actual interview, the infor-
mation shared by informants was pertinent and
readily available.
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Table 1 Institution State Discipline Award

Australian Catholic University NSW Nursing Bachelor of Nursing

Australian Catholic University Qld Nursing Bachelor of Nursing

Australian Catholic University Vic Nursing Bachelor of Nursing

Australian Catholic University Vic Nursing Bachelor of Nursing

Australian Catholic University ACT Social work Bachelor of Social Work 

Australian National University ACT Psychology Bachelor of Arts (Honours)/
Bachelor of Science (Honours)

Avondale College NSW Nursing Bachelor of Nursing

Batchelor College NT ATSI Health Certificate in Social and Behavioural Health

Bond University Qld Psychology Bachelor of Social Science (Psychology) (Honours)

Bond University Qld Psychology Post Grad Dip of Professional Psychology

Bond University Qld Psychology Master of Psychology (Clinical)

Central Queensland University Qld Multidisciplinary Indigenous Therapies Certificate

Central Queensland University Qld Nursing Bachelor of Health Science (Nursing)

Central Queensland University Qld Nursing Bachelor of Health Science (Nursing)

Central Queensland University Qld Psychology Bachelor of Arts (Honours)

Central Queensland University Qld Social work Bachelor of Social Work 

Charles Sturt University NSW ATSI Health Diploma of Health Science (Mental Health).

Charles Sturt University NSW Multidisciplinary Master of Mental Health

Charles Sturt University NSW Nursing Bachelor of Nursing

Charles Sturt University NSW Nursing Bachelor of Health Sci (Mental Health) for RNs

Charles Sturt University NSW Nursing Master of Health Science (Nursing)

Charles Sturt University NSW Nursing Post Graduate Diploma in Mental Health Nursing
Charles Sturt University NSW OT Bachelor of Occupational Therapy
Charles Sturt University NSW Psychology Bachelor of Social Science (Psychology) (Honours)
Charles Sturt University NSW Psychology Master of Psychology (Clinical)
Charles Sturt University NSW Social work Graduate Certificate in Community Mental Health
Charles Sturt University NSW Social work BSW/Bachelor of Arts (BSW)
Curtin University of Technology WA Multidisciplinary Assoc Degree in Aboriginal Health/B App Sci (Indig 

Comm Health)
Curtin University of Technology WA Nursing Bachelor of Science (Nursing)
Curtin University of Technology WA Nursing Master of Nursing - (specialty mental health).
Curtin University of Technology WA OT Bachelor of Science (Occupational therapy)
Curtin University of Technology WA Psychology Bachelor of Arts (Honours)/ 

Bachelor of Science (Honours)
Curtin University of Technology WA Psychology Master of Psychology (Clinical)

Curtin University of Technology WA Social work Bachelor of Social Work 
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Table 1 Institution State Discipline Award

Deakin University Vic Nursing Bachelor of Nursing

Deakin University Vic Nursing Grad Cert/Dip/Master of Nursing 
(Psychiatric) for RNs

Deakin University Vic Psychology Master of Psychology (Clinical)

Deakin University Vic Psychology BA (Hons)/B Sc (Hons)

Deakin University Vic Social work Bachelor of Social Work

Edith Cowan University WA Nursing BN - undergrad & BN - for RNs

Edith Cowan University WA Nursing Graduate Diploma in Mental Health Nursing

Edith Cowan University WA Psychology BA (Hons)/ B Sc (Hons)/ B Psychol

Edith Cowan University WA Psychology Master of Psychology (Clinical)

Edith Cowan University WA Social work Bachelor of Social Work

Flinders University of South Australia SA Medicine Bachelor of Medicine and Bachelor of Surgery

Flinders University of South Australia SA Multidisciplinary Graduate Certificate of Community Mental Health.

Flinders University of South Australia SA Multidisciplinary Master of Primary Health Care/ 
Master of Science (Primary H/Care)

Flinders University of South Australia SA Nursing Bachelor of Nursing

Flinders University of South Australia SA Nursing Graduate Diploma of Mental Health Nursing.

Flinders University of South Australia SA Psychology BA (Hons)/ B Sc (Hons)/ B Psychol(Hons)

Flinders University of South Australia SA Psychology Master of Clinical Psychology

Flinders University of South Australia SA Social work Bachelor of Social Work

Griffith University Qld Nursing Bachelor of Nursing

Griffith University Qld Nursing Graduate Diploma/Masters of Mental Health Nursing
Griffith University Qld Nursing Bachelor of Nursing
Griffith University Qld Psychology BA (Psychol) (Hons)/B Health Sci (Hons)/B Behav Science 

(Hons)
Griffith University of Nth Qld Qld Psychology Master of Clinical Psychology
James Cook University of Nth Qld Qld Nursing Bachelor of Health Science
James Cook University of Nth Qld Qld Nursing Post Graduate Diploma in Mental Health Nursing
James Cook University of Nth Qld Qld OT Bachelor of Occupational Therapy
James Cook University of Nth Qld Qld Psychology BA (Hons)/ BSocSci (Hons)/ B Psychol (Hons)
James Cook University of Nth Qld Qld Psychology Master of Psychology (Clinical)
James Cook University of Nth Qld Qld Social work Bachelor of Social Work
La Trobe University Vic Multidisciplinary Post Grad Cert Family Therapy and 

Fam Sensitive Prac
La Trobe University Vic Nursing Bachelor of Nursing
La Trobe University Vic Nursing Graduate Diploma In Community Psychiatric Nursing.
La Trobe University Vic Nursing Bachelor of Nursing
La Trobe University Vic OT Bachelor of Occupational Therapy
La Trobe University Vic Psychology BA (Hons)/ BSc (Hons)/ B Behav Sci (Hons)
La Trobe University Vic Psychology Master of Psychology
La Trobe University Vic Social work Bachelor of Social Work 
La Trobe University Vic Multidisciplinary Graduate Diploma/Masters/Doctorate in Family Therapy
Macquarie University NSW Psychology BA (Hons)/BSc (Hons)/B Psychol (Hons)
Macquarie University NSW Psychology Master of Clinical Psychology
Monash University Vic Medicine Bachelor of Medicine and Bachelor of Surgery
Monash University Vic Medicine Master of Psychological Medicine
Monash University Vic Nursing Bachelor of Nursing
Monash University Vic Nursing Graduate Certif./Diploma of Nursing (Psychiatric Nursing).
Monash University Vic Psychology Bachelor of Arts (Honours)/ Bachelor of Science (Hon)
Monash University Vic Psychology Doctor of Psychology
Monash University Vic Social work Bachelor of Social Work 
Monash University Vic Social work Master of Social Work
Monash University/Uni of Melb. Vic Multidisciplinary Grad Dip in Mental Health Science (Comm Health)
Murdoch University WA Psychology Bachelor of Arts (Honours)/ Bachelor of Psychology
Murdoch University WA Psychology Master of Psychology (Clinical)/

Doctor of Psychology (Clinical)
Northern Territory University NT Nursing Bachelor of Nursing and 

Bachelor of Nursing for RNs
Northern Territory University NT Social work Bachelor of Social Work
Queensland University of Technology Qld Nursing Bachelor of Nursing
Queensland University of Technology Qld Nursing Graduate Certificate/Diploma in Psychiatric/

Mental Health Nursing
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Qld University of Technology Qld Psychology B SocSci (Hons) and Grad Dip SocSci (Psychol)
Qld University of Technology Qld Psychology Graduate Diploma of Social Science (Psychology)
Royal Melb. Institute of Technology Vic Nursing Bachelor of Nursing
Royal Melb. Institute of Technology Vic Nursing Bachelor of Psychiatric Nursing.
Royal Melb. Institute of Technology Vic Nursing Grad Cert/Dip/Master in Advanced Psych Nursing Prac
Royal Melb. Institute of Technology Vic Nursing Bachelor of Applied Science and Grad. Dip. in Psychology
Royal Melb. Institute of Technology Vic Social work Bachelor of Social Work 
Southern Cross University NSW Nursing Bachelor of Nursing
Southern Cross University NSW Nursing Graduate Certificate/Diploma/

Master of Health Science
Swinburne University of Technology Vic Multidisciplinary Dip Comm Services (Psych Disability Support)
Swinburne University of Technology Vic Psychology Bachelor of Arts (Hon.)/ Bachelor of Applied Science (Hon.)
University of Adelaide SA Medicine Bachelor of Medicine and Bachelor of Surgery
University of Adelaide SA Multidisciplinary Post Graduate Diploma of Psychotherapy
University of Adelaide SA Nursing Graduate Diploma of Mental Health Nursing.
University of Adelaide SA Psychology BA (Hons)/ BSc (Hons)
University of Adelaide SA Psychology Master of Psychology (Clinical and Health)
University of Ballarat Vic Nursing Bachelor of Nursing
University of Ballarat Vic Nursing Graduate Certificate/

Diploma in Mental Health Nursing
University of Ballarat Vic Psychology BA(Hons) Psychol
University of Ballarat Vic Psychology GradDip AppSci in Prof Psych/

PostGradDip ProfPsych

University of Ballarat Vic Psychology Doctor of Psychology

University of Canberra ACT Nursing Bachelor of Nursing

University of Canberra ACT Psychology Bachelor of Applied Psychology (Honours)

University of Melbourne Vic Medicine Bachelor of Medicine and Bachelor of Surgery

University of Melbourne Vic Medicine Master of Medicine (Psychiatry)

University of Melbourne Vic Multidisciplinary Grad Dip of M/Health Sci (Transcultural M/ Health)

University of Melbourne Vic Multidisciplinary Grad Dip M/Health Sci 
(Young Persons’ Mental Health)

University of Melbourne Vic Multidisciplinary Graduate Diploma in Case Management

University of Melbourne Vic Nursing Post Graduate Diploma in Advanced 
Clinical Nursing (Psychiatric)

University of Melbourne Vic Psychology Masters/Doctorate of Psychology (Clinical)

University of Melbourne Vic Social work Bachelor of Social Work 

University of Melbourne Vic Social work Master of Social Work

University of New England NSW Nursing Bachelor of Nursing Studies (EN conversion)

University of New England NSW Nursing Bachelor of Nursing

University of New England NSW Psychology BA(Hons)/BSocSci(Hons)/BSc(Hons)/ BPsych(Hons)

University of New England NSW Psychology Master of Psychology (Clinical)

University of New South Wales NSW Medicine Bachelor of Medicine and Bachelor of Surgery

University of New South Wales NSW Psychology BA(Hons)/BSocSci(Hons)/BSc(Hons)/
BScPsych(Hons)

University of New South Wales NSW Psychology Master of Psychology (Applied Clinical)

University of New South Wales NSW Social work Bachelor of Social Work

University of  Newcastle NSW Psychology Master of Psychology (Clinical)

University of Newcastle NSW Medicine Bachelor of Medicine and Bachelor of Surgery

University of Newcastle NSW Nursing Bachelor of Nursing

University of Newcastle NSW Nursing Grad Cert in Advanced Practice (Mental Health)

University of Newcastle NSW OT Bachelor of Health Science (Occupational therapy)

University of Newcastle NSW Psychology Bachelor of Arts (Honours) (Psychology);
Bachelor of Science (Honours) (Psychology);
Bachelor of Social Science

University of Newcastle NSW Social work Bachelor of Social Work

University of Queensland Qld Medicine Bachelor of Medicine and Bachelor of Surgery

University of Queensland Qld Multidisciplinary Grad Cert/Post Grad Dip/Masters of Comm M/Health

University of Queensland Qld Multidisciplinary GradCert/PostGradDip in M/Health Sci (Therapies)
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University of Queensland Qld OT Bachelor of Occupational Therapy

University of Queensland Qld Psychology BA(Hons)/BSc(Hons)/BSocSci(Psychol)

University of Queensland Qld Psychology Master of Clinical Psychology

University of Queensland Qld Social work Bachelor of Social Work

University of Queensland Qld Social work Post Grad Dip/Masters of Advanced SW 
Prac (M/Health)

University of South Australia SA Nursing Graduate Diploma in Mental Health Nursing

University of South Australia SA Nursing Graduate Diploma in Community Mental Health

University of South Australia SA Nursing Grad Dip in Rural/Remote M/Health Nursing

University of South Australia SA Nursing Master of Mental Health Nursing

University of South Australia SA Nursing Bachelor of Nursing

University of South Australia SA OT Bachelor of Science (Occupational therapy)

University of South Australia SA Psychology Bachelor of Arts (Honours) Psychology

University of South Australia SA Psychology Master of Psychology (Clinical)

University of South Australia SA Social work Bachelor of Social Work

University of Southern Queensland Qld Nursing Bachelor of Nursing

University of Southern Queensland Qld Psychology BA (Hons)/ BA (Behav Sci)/ BSc (Hons)

University of Southern Queensland Qld Psychology Master of Psychology (Health and Community)

University of Sydney NSW Medicine Bachelor of Medicine and Bachelor of Surgery

University of Sydney NSW Nursing Bachelor of Nursing

University of Sydney NSW Nursing Graduate Diploma/Master of Nursing 
(Mental Health).

University of Sydney NSW Nursing Bachelor of Nursing for registered nurses

University of Sydney NSW Nursing Bachelor of Arts (Honours)/
Bachelor of Science (Honours)

University of Sydney NSW OT Bachelor of Occupational Therapy

University of Sydney NSW OT Grad. Certif. in Occupational Therapy (Mental Health)

University of Sydney NSW Psychology Master of Psychology/PhD

University of Sydney NSW Social work Bachelor of Social Work 

University of Tasmania Tas Medicine Bachelor of Medicine and Bachelor of Surgery

University of Tasmania Tas Nursing Grad Dip in Advanced Nursing - for BN or RPN

University of Tasmania Tas Nursing Bachelor of Nursing

University of Tasmania Tas Psychology BA (Hons)/ BSc(Hons)

University of Tasmania Tas Psychology Master of Psychology (Clinical)

University of Tasmania Tas Social work Bachelor of Social Work

University of Technology, Sydney NSW Nursing Bachelor of Nursing

University of Technology, Sydney NSW Nursing Graduate Diploma in Clinical Nursing 
(Mental Health)

University of Technology, Sydney NSW Nursing Master of Clinical Practice

University of Western Australia WA Medicine Bachelor of Medicine and Bachelor of Surgery

University of Western Australia WA Psychology Master of Clin Psych/ Master of Clin Psych and PhD

University of Western Australia WA Psychology BA (Hons)/BSc(Hons)

University of Western Australia WA Social work Bachelor of Social Work

University of Western Australia WA Social work Post graduate Diploma in Advanced Social Work 

University of Western Sydney NSW Multidisciplinary Graduate Diploma in Mental Health Studies

University of Western Sydney NSW Nursing Bachelor of Nursing

University of Western Sydney NSW Nursing GradCert/GradDip/Masters of Nursing (Mental Health)

University of Western Sydney NSW Nursing Bachelor of Nursing

University of Western Sydney NSW Nursing Grad Dip of Nursing 
(Advanced Clin Prac - M/Health)

University of Western Sydney NSW Nursing Bachelor of Nursing

University of Western Sydney NSW OT Bachelor of Applied Science (Occupational Therapy)

University of Western Sydney NSW Psychology BA(Hons)/BSc(Hons)

University of Western Sydney NSW Psychology Master of Clinical Psychology
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University of Western Sydney NSW Social work Bachelor of Social Work 

University of Wollongong NSW Nursing Bachelor of Nursing

University of Wollongong NSW Psychology BA(Hons)/BAPsychol/Sociol)(Honours)/BSc(Hons)

University of Wollongong NSW Multidisciplinary GradCert 
M/Health/GradDiplomaSci(M/Health)/MSc(M/Health)

University of Wollongong NSW Psychology Master of Psychology (Clinical)

Unversity of Melbourne Vic Psychology BA (Hons)/BSc (Hons)

Victoria University of Technology Vic Nursing Bachelor of Health Science (Nursing)

Victoria University of Technology Vic Nursing Graduate Diploma/Master of Nursing (Psychiatric)

Victoria University of Technology Vic Psychology Bachelor of Arts (Honours)/ Bachelor of Science (Hon.)

Victoria University of Technology Vic Psychology Master Psych (ClinPsych)/ Doctor of Psych(Clin Psych)

Victoria University of Technology Vic Social work Bachelor of Social Work 
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Batchelor College NT ATSI Health Certificate in Social and Behavioural Health

Charles Sturt University NSW ATSI Health Diploma of Health Science (Mental Health).

Flinders University of South Australia SA Medicine Bachelor of Medicine and Bachelor of Surgery

Monash University Vic Medicine Bachelor of Medicine and Bachelor of Surgery

Monash University Vic Medicine Master of Psychological Medicine

University of Adelaide SA Medicine Bachelor of Medicine and Bachelor of Surgery

University of Melbourne Vic Medicine Bachelor of Medicine and Bachelor of Surgery

University of Melbourne Vic Medicine Master of Medicine (Psychiatry)

University of New South Wales NSW Medicine Bachelor of Medicine and Bachelor of Surgery

University of Newcastle NSW Medicine Bachelor of Medicine and Bachelor of Surgery

University of Queensland Qld Medicine Bachelor of Medicine and Bachelor of Surgery

University of Sydney NSW Medicine Bachelor of Medicine and Bachelor of Surgery

University of Tasmania Tas Medicine Bachelor of Medicine and Bachelor of Surgery

University of Western Australia WA Medicine Bachelor of Medicine and Bachelor of Surgery

Central Queensland University Qld Multidisciplinary Indigenous Therapies Certificate

Charles Sturt University NSW Multidisciplinary Master of Mental Health

Curtin University of Technology WA Multidisciplinary Assoc Degree in Aboriginal Health/B App Sci 
(Indig Comm Health)

Flinders University of South Australia SA Multidisciplinary Graduate Certificate of Community Mental Health.

Flinders University of South Australia SA Multidisciplinary Master of Primary Health Care/ Master of Science 
(Primary H/Care)

La Trobe University Vic Multidisciplinary Post Grad Cert Family Therapy and Fam Sensitive Prac

La Trobe University Vic Multidisciplinary Graduate Diploma/Masters/Doctorate in Family Therapy

Monash University/University of Melb. Vic Multidisciplinary Grad Dip in Mental Health Science (Comm Health)

Swinburne University Vic Multidisciplinary Dip Comm Services (Psych Disability Support)

University of Adelaide SA Multidisciplinary Post Graduate Diploma of Psychotherapy

University of Melbourne Vic Multidisciplinary Grad Dip of M/Health Sci (Transcultural M/ Health)

University of Melbourne Vic Multidisciplinary Grad Dip M/Health Sci (Young Persons’ Mental Health)

University of Melbourne Vic Multidisciplinary Graduate Diploma in Case Management

University of Queensland Qld Multidisciplinary Grad Cert/Post Grad Dip/Masters of Comm M/Health

Table 2
National audit of mental health 

education and training, 1998 by discipline



Table 2 Institution State Discipline Award

University of Queensland Qld Multidisciplinary GradCert/PostGradDip in M/Health Sci (Therapies)

University of Western Sydney NSW Multidisciplinary Graduate Diploma in Mental Health Studies

University of Wollongong NSW Multidisciplinary GradCert 
M/Health/GradDiplomaSci(M/Health)/MSc(M/Health)

Australian Catholic University NSW Nursing Bachelor of Nursing

Australian Catholic University Qld Nursing Bachelor of Nursing

Australian Catholic University Vic Nursing Bachelor of Nursing

Australian Catholic University Vic Nursing Bachelor of Nursing

Avondale College NSW Nursing Bachelor of Nursing

Central Queensland University Qld Nursing Bachelor of Health Science (Nursing)

Central Queensland University Qld Nursing Bachelor of Health Science (Nursing)

Charles Sturt University NSW Nursing Bachelor of Nursing

Charles Sturt University NSW Nursing Bachelor of Health Sci (Mental Health) for RNs

Charles Sturt University NSW Nursing Master of Health Science (Nursing)

Charles Sturt University NSW Nursing Post Graduate Diploma in Mental Health Nursing

Curtin University of Technology WA Nursing Bachelor of Science (Nursing)

Curtin University of Technology WA Nursing Master of Nursing - specialty mental health.

Deakin University Vic Nursing Bachelor of Nursing

Deakin University Vic Nursing Grad Cert/Dip/Master of Nursing (Psychiatric) for RNs

Edith Cowan University WA Nursing BN - undergrad & BN - for RNs

Edith Cowan University WA Nursing Graduate Diploma in Mental Health Nursing

Flinders University of South Australia SA Nursing Bachelor of Nursing

Flinders University of South Australia SA Nursing Graduate Diploma of Mental Health Nursing.

Griffith University Qld Nursing Bachelor of Nursing

Griffith University Qld Nursing Graduate Diploma/Masters of Mental Health Nursing

Griffith University Qld Nursing Bachelor of Nursing

James Cook University Qld Nursing Bachelor of Health Science

James Cook University Qld Nursing Post Graduate Diploma in Mental Health Nursing

La Trobe University Vic Nursing Bachelor of Nursing

La Trobe University Vic Nursing Graduate Diploma In Community Psychiatric Nursing.

La Trobe University Vic Nursing Bachelor of Nursing

Monash University Vic Nursing Bachelor of Nursing

Monash University Vic Nursing Graduate Certificate/Diploma of Nursing 
(Psychiatric Nursing).

Northern Territory University NT Nursing Bachelor of Nursing and Bachelor of Nursing for RNs

Queensland University of Technology Qld Nursing Bachelor of Nursing

Queensland University of Technology Qld Nursing Graduate Certificate/Diploma in Psychiatric/
Mental Health Nursing

Royal Melbourne Institute of Technology Vic Nursing Bachelor of Nursing

Royal Melbourne Institute of Technology Vic Nursing Bachelor of Psychiatric Nursing.

Royal Melbourne Institute of Technology Vic Nursing Grad Cert/Dip/Master in Advanced Psych Nursing Prac

Royal Melbourne Institute of Technology Vic Nursing Bachelor of Applied Science and Grad. Dip. in Psychology

Southern Cross University NSW Nursing Bachelor of Nursing

Southern Cross University NSW Nursing Graduate Certificate/Diploma/Master of Health Science

University of Adelaide SA Nursing Graduate Diploma of Mental Health Nursing.

University of Ballarat Vic Nursing Bachelor of Nursing

University of Ballarat Vic Nursing Graduate Certificate/Diploma in Mental Health Nursing

University of Canberra ACT Nursing Bachelor of Nursing

University of Melbourne Vic Nursing Post Graduate Diploma in Advanced Clinical Nursing 
(Psychiatric)

University of New England NSW Nursing Bachelor of Nursing Studies (EN conversion)

University of New England NSW Nursing Bachelor of Nursing

University of Newcastle NSW Nursing Bachelor of Nursing

University of Newcastle NSW Nursing Grad Cert in Advanced Practice (Mental Health)
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University of South Australia SA Nursing Graduate Diploma in Mental Health Nursing

University of South Australia SA Nursing Graduate Diploma in Community Mental Health

University of South Australia SA Nursing Grad Dip in Rural/Remote M/Health Nursing

University of South Australia SA Nursing Master of Mental Health Nursing

University of South Australia SA Nursing Bachelor of Nursing

University of Southern Queensland Qld Nursing Bachelor of Nursing

University of Sydney NSW Nursing Bachelor of Nursing

University of Sydney NSW Nursing Graduate Diploma/Master of Nursing (Mental Health).

University of Sydney NSW Nursing Bachelor of Nursing for registered nurses

University of Sydney NSW Nursing Bachelor of Arts (Honours)/Bachelor of Science (Honours)

University of Tasmania Tas Nursing Grad Dip in Advanced Nursing - for BN or RPN

University of Tasmania Tas Nursing Bachelor of Nursing

University of Technology, Sydney NSW Nursing Bachelor of Nursing

University of Technology, Sydney NSW Nursing Graduate Diploma in Clinical Nursing (Mental Health)

University of Technology, Sydney NSW Nursing Master of Clinical Practice

University of Western Sydney NSW Nursing Bachelor of Nursing

University of Western Sydney NSW Nursing GradCert/GradDip/Masters of Nursing (Mental Health)

University of Western Sydney NSW Nursing Bachelor of Nursing

University of Western Sydney NSW Nursing Grad Dip of Nursing (Advanced Clin Prac - M/Health)

University of Western Sydney NSW Nursing Bachelor of Nursing

University of Wollongong NSW Nursing Bachelor of Nursing

Victoria University of Technology Vic Nursing Bachelor of Health Science (Nursing)

Victoria University of Technology Vic Nursing Graduate Diploma/Master of Nursing (Psychiatric)

Charles Sturt University NSW OT Bachelor of Occupational Therapy

Curtin University of Technology WA OT Bachelor of Science (Occupational therapy)

James Cook University of Nth Qld Qld OT Bachelor of Occupational Therapy

La Trobe University Vic OT Bachelor of Occupational Therapy

University of Newcastle NSW OT Bachelor of Health Science (Occupational therapy)

University of Queensland Qld OT Bachelor of Occupational Therapy

University of South Australia SA OT Bachelor of Science (Occupational therapy)

University of Sydney NSW OT Bachelor of Occupational Therapy

University of Sydney NSW OT Graduate Certificate in Occupational Therapy 
(Mental Health)

University of Western Sydney NSW OT Bachelor of Applied Science (Occupational Therapy)

Edith Cowan University WA Psychology BA (Hons)/ B Sc (Hons)/ B Psychol

Griffith University Qld Psychology BA (Psychol) (Hons)/B Health Sci (Hons)/B Behav Sci (Hons)

La Trobe University Vic Psychology BA (Hons)/ BSc (Hons)/ B Behav Sci (Hons)

Swinburne University of Technology Vic Psychology Bachelor of Arts (Hons)/ Bachelor of Applied Science (Hons)

University of Newcastle NSW Psychology Master of Psychology (Clinical)

University of Southern Queensland Qld Psychology BA (Hons)/ BA (Behav Sci)/ BSc (Hons)

University of Western Australia WA Psychology Master of Clin Psych/ Master of Clin Psych and PhD

University of Wollongong NSW Psychology BA(Hons)/BAPsychol/Sociol)(Honours)/BSc(Hons)

Victoria University of Technology Vic Psychology Bachelor of Arts (Hons)/ Bachelor of Science (Hons)

Australian National University ACT Psychology Bachelor of Arts (Honours)/Bachelor of Science (Honours)

Bond University Qld Psychology Bachelor of Social Science (Psychology) (Honours)

Bond University Qld Psychology Post Grad Dip of Professional Psychology

Bond University Qld Psychology Master of Psychology (Clinical)

Central Queensland University Qld Psychology Bachelor of Arts (Honours)

Charles Sturt University NSW Psychology Bachelor of Social Science (Psychology) (Honours)

Charles Sturt University NSW Psychology Master of Psychology (Clinical)

Curtin University of Technology WA Psychology Bachelor of Arts (Hons)/ Bachelor of Science (Hons)

Curtin University of Technology WA Psychology Master of Psychology (Clinical)

Deakin University Vic Psychology Master of Psychology (Clinical)
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Deakin University Vic Psychology BA (Hons)/B Sc (Hons)

Edith Cowan University WA Psychology Master of Psychology (Clinical)

Flinders University of South Australia SA Psychology BA (Hons)/ B Sc (Hons)/ B Psychol(Hons)

Flinders University of South Australia SA Psychology Master of Clinical Psychology

Griffith University Qld Psychology Master of Clinical Psychology

James Cook University of Nth Qld Qld Psychology BA (Hons)/ BSocSci (Hons)/ B Psychol (Hons)

James Cook University of Nth Qld Qld Psychology Master of Psychology (Clinical)

La Trobe University Vic Psychology Master of Psychology

Macquarie University NSW Psychology BA (Hons)/BSc (Hons)/B Psychol (Hons)

Macquarie University NSW Psychology Master of Clinical Psychology

Monash University Vic Psychology Bachelor of Arts (Hons)/ Bachelor of Science (Hons)

Monash University Vic Psychology Doctor of Psychology

Murdoch University WA Psychology Bachelor of Arts (Honours)/ Bachelor of Psychology

Murdoch University WA Psychology Master of Psychology (Clinical)/Dr of Psychology (Clinical)

Queensland University of Technology Qld Psychology B SocSci (Hons) and Grad Dip SocSci (Psychol)

Queensland University of Technology Qld Psychology Graduate Diploma of Social Science (Psychology)

University of Adelaide SA Psychology BA (Hons)/ BSc (Hons)

University of Adelaide SA Psychology Master of Psychology (Clinical and Health)

University of Ballarat Vic Psychology BA(Hons) Psychol

University of Ballarat Vic Psychology GradDip AppSci in Prof Psych/PostGradDip ProfPsych

University of Ballarat Vic Psychology Doctor of Psychology

University of Canberra ACT Psychology Bachelor of Applied Psychology (Honours)

University of Melbourne Vic Psychology Masters/Doctorate of Psychology (Clinical)

Unversity of Melbourne Vic Psychology BA (Hons)/BSc (Hons)

University of New England NSW Psychology BA(Hons)/BSocSci(Hons)/BSc(Hons)/ BPsych(Hons)

University of New England NSW Psychology Master of Psychology (Clinical)

University of New South Wales NSW Psychology BA(Hons)/BSocSci(Hons)/BSc(Hons)/ BScPsych(Hons)

University of New South Wales NSW Psychology Master of Psychology (Applied Clinical)

University of Newcastle NSW Psychology Bachelor of Arts (Honours) (Psychology); Bachelor of 
Science (Hons) (Psychology); Bacheolor of Social Science

University of Queensland Qld Psychology BA(Hons)/BSc(Hons)/BSocSci(Psychol)

University of Queensland Qld Psychology Master of Clinical Psychology

University of South Australia SA Psychology Bachelor of Arts (Honours) Psychology

University of South Australia SA Psychology Master of Psychology (Clinical)

University of Southern Queensland Qld Psychology Master of Psychology (Health and Community)

University of Sydney NSW Psychology Master of Psychology/PhD

University of Tasmania Tas Psychology BA (Hons)/ BSc(Hons)

University of Tasmania Tas Psychology Master of Psychology (Clinical)

University of Western Australia WA Psychology BA (Hons)/BSc(Hons)

University of Western Sydney NSW Psychology BA(Hons)/BSc(Hons)

University of Western Sydney NSW Psychology Master of Clinical Psychology

University of Wollongong NSW Psychology Master of Psychology (Clinical)

Victoria University of Technology Vic Psychology Master Psych (ClinPsych)/ Doctor of Psych(Clin Psych)

Australian Catholic University ACT Social work Bachelor of Social Work 

Central Queensland University Qld Social work Bachelor of Social Work 

Charles Sturt University NSW Social work Graduate Certificate in Community Mental Health

Charles Sturt University NSW Social work BSW/Bachelor of Arts (BSW)

Curtin University of Technology WA Social work Bachelor of Social Work 

Deakin University Vic Social work Bachelor of Social Work

Edith Cowan University WA Social work Bachelor of Social Work

Flinders University of South Australia SA Social work Bachelor of Social Work

James Cook University of Nth Qld Qld Social work Bachelor of Social Work

La Trobe University Vic Social work Bachelor of Social Work 
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Monash University Vic Social work Bachelor of Social Work 

Monash University Vic Social work Master of Social Work

Northern Territory University NT Social work Bachelor of Social Work

Royal Melbourne Institute of Technology Vic Social work Bachelor of Social Work 

University of Melbourne Vic Social work Bachelor of Social Work 

University of Melbourne Vic Social work Master of Social Work

University of New South Wales NSW Social work Bachelor of Social Work

University of Newcastle NSW Social work Bachelor of Social Work

University of Queensland Qld Social work Bachelor of Social Work

University of Queensland Qld Social work Post Grad Dip/Masters of Advanced SW Prac (M/Health)

University of South Australia SA Social work Bachelor of Social Work

University of Sydney NSW Social work Bachelor of Social Work 

University of Tasmania Tas Social work Bachelor of Social Work

University of Western Australia WA Social work Bachelor of Social Work

University of Western Australia WA Social work Post graduate Diploma in Advanced Social Work 

University of Western Sydney NSW Social work Bachelor of Social Work 

Victoria University of Technology Vic Social work Bachelor of Social Work 
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Name Discipline State
Bland, Robert Social Work Qld
Brand, Stephen Social Work ACT
Champ, Simon Consumer NSW
Chipps, Jennifer Govt NSW
Ciolek, Dagmar Occupational Therapy ACT
Cotton, Peter Psychology Qld
Clinton, Michael Nursing SA
Davies,Wendy Other NSW
Epstein, Merinda Consumer Vic
Fanning, Paul Nursing NSW
Farhall, John Psychology Vic
Fox,Wayne Govt Tas
Garton, Alison Psychology Vic
Gerrand,Val Govt (SW) Vic
Gilbert, Jillian Occupational Therapy Qld
Glover, Helen Consumer Qld
Goddard,Trish Consumer NSW
Grant, Christine Nursing Vic
Gray, Jill Occupational Therapy Vic
Handley, Christine Govt Tas
Hanich, Adolph Carer Vic
Happell, Brenda Nursing Vic
Hargreaves, Sally Occupational Therapy SA
Harries, Maria Social Work WA
Harris, Ross Psychology NSW
Harrison, Brenda Nursing Vic
Hayes, Robyn Occupational Therapy Qld
Hazelton, Michael Nursing Tas
Henderson, Scott Psychiatry ACT
Horgan, Kay Govt (Nursing) Vic
Iker, Phil Consumer Qld
Jablensky, Assen Psychiatry WA
Kelk, Norman Social Work NSW
King, Robert Psychology Qld
Kinnear, Judith Other NSW
Kosky, Robert Psychiatry SA
Lambert, Gordon Nursing NSW
Learmont, Jenny Consumer NSW
Lloyd, Chris Occupational Therapy Qld
Martin, Graham Psychiatry SA
McGrath, Barry General Practice Qld
Miller,Viv Occupational Therapy NSW
Minkov, Christine Govt (Nursing) NSW
Mitchell-Dawson, Bea Nursing Vic
Moore, Heather Consumer Vic

Name Discipline State
Mullavey-O’Byrne, Colleen Occupational Therapy NSW

O’Halloran, Paul Psychology London
Sainsbury Centre

Parker, Gordon Psychiatry NSW

Paxinos, Kali Carer Vic

Pennock, Joy Occupational Therapy NSW

Phillips, Jonathon Psychiatry NSW

Plant, Rowena Carer Qld

Player, Judith Carer Vic

Prideaux, David Education SA

Raphael, Beverley Govt NSW

Rea, Carol Occupational Therapy Tas

Rechter, Daniel Consumer Vic

Renouf, Noel Social Work Vic

Rentsch, Ian Social Work ACT

Rosen, Alan Psychiatry NSW

Shaw, Julie Consumer Vic

Singh, Bruce Psychiatry Vic

Smith, Meg Consumer NSW

Speedy, Sandra Nursing NSW

Spence, Sue Psychology Qld

Thorburn, Chris Social Work Qld

Towler, Irene Carer SA

Upton, Judith Govt ACT

Waring,Trevor Psychology NSW

Weir,Wendy Occupational Therapy NSW

Whiteford, Harvey Govt (Psychiatry) ACT

Wieland, Barbara Govt SA

Williams, A.T. (Tony) Psychiatry NSW

Wilson, Ian Other SA

Wilton, Noel Psychiatry NSW

Yellowlees, Peter Psychiatry Qld

Young, Leonie Govt ACT

Deakin Human Services staff
Byrt, Chris

Carter, Jan

Fazio,Virginia

Hardcastle, Lesley

Kerr, Betty

Leggatt, Margaret

Oppy, Alan
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Executive summary

Introduction

Each year in Australia, approximately 2.9 percent
of the population or approximately 500,000 people
experience serious mental illness. Of this percent-
age, however, only 45 - 54 percent receive treat-
ment. Since the 1950s the locus of delivery of this
treatment has shifted from psychiatric hospital set-
tings to a more community oriented approach, with
a 70 percent decrease in institution-based care
since the mid 1960s.

In April 1992 a National Mental Health Policy was
developed to address the key issues in Australia’s
mental health service. While this policy acknowl-
edges the needs of all people with mental health
problems, its main focus is on those with severe
mental health problems. A National Mental Health
Plan was then devised which outlined strategies for
implementation of the policy. The Australian
Health Ministers’ Advisory Council (AHMAC)
National Working Group on Mental Health Policy is
responsible for overseeing the implementation of
the National Mental Health Strategy (NMHS) and
comprises representatives from the
Commonwealth as well as from each State and
Territory.

Objectives

The consultancy primarily considered the educa-
tion and training needs of those staff who provide
care for persons with serious mental illness in an
integrated mental health system. It also aimed to
assist the development of a national approach to
education and training of these mental health pro-
fessionals.

Training needs of hospital-based staff were consid-
ered in relation to the transition from institution-
based care to a comprehensive, client-centred,

integrated service. Ongoing education and training
needs of staff currently working in community-
based settings were addressed. The need for active
involvement of the post-secondary sector was also
considered.

Methodology

In addressing these three major components the
consultancy drew on a variety of sources including
the views of practitioners, key stakeholders within
the sector, education and training providers, and
relevant literature.

A qualitative research methodology was employed
using a structured interview format so that issues
critical to the development of a national approach
encompassing the five specialist mental health pro-
fessions were identified. A six stage process was
developed which included: literature
review/research, determining the focus, the con-
sultation phase, development of an options paper,
a Workshop and the final report.

Project findings

Literature review and research

The literature review and research stage had three
foci: a review of the literature from Australia and
overseas that examined approaches to case man-
agement and training programs for multi-discipli-
nary teams; a scan of pre-service courses available
to the five specialist mental health professions to
determine the mental health specific and case
management focussed units of study; and a review
of courses and training programs provided to cur-
rent mental health staff operating in an integrated
service model.

The literature pointed to some directions in train-
ing for work in community-based settings. These
included a time commitment of between two and
four weeks, a combination of team skill develop-
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ment and discipline specific training and a commit-
ment to ongoing training to constantly upgrade
skills of staff. The literature on case management
indicates that the issue of defining case manage-
ment is an ongoing one that has been taking place
for more than a decade.

Consultation phase findings

(i) Stakeholder Survey

The consultation phase comprised two sections.
The first covered stakeholders within the mental
health field including peak professional bodies,
unions, senior government representatives, educa-
tion and training providers, and consumer and
carer groups. Their views were sought via a series
of face-to-face consultations known as the stake-
holder survey, where a structured questionnaire
was used. The interviews were designed to estab-
lish the current skills of mental health practition-
ers, the skills required for the delivery of care
according to the NMHS, attitude to change, and
the perceived role of consumers and carers in
training mental health professionals.

The major findings from the stake-
holder survey are outlined below.

There was general consensus that entrenched atti-
tudes within the sector and the community are
major barriers to successful implementation of the
NMHS, and that a fundamental cultural and attitu-
dinal change is needed in the mental health work-
force. The culture of the system was seen as
focussed on staff and custodial care, on individual
professions; characterised by low status and
morale, lacking clear goals, directions and identity,
and resistant to change.

Additional barriers identified inadequate funding,
community backlash and stigmatisation of mental
health services, differing ideologies and work prac-
tices among workers, and high case loads that lead
to a crisis intervention mode of service. Stake hold-
ers also pointed to a variety of current models of
service delivery in existence in both the private
and public systems. However it was evident from
the consultations and the submissions received
that a significant shift towards an integrated ser-
vice has already occurred.

Three models of care were referred to during the
consultations. These were the medical model
which was in some cases presented as the domi-
nant model, a psycho-social model which tended to

be addressed more by non-government organisa-
tions, and a bio-psycho-social model to which it
was often claimed that the system is moving.

The importance of establishing benchmarks for
effective service provision emerged throughout the
consultation. There was general consensus that
this required a combined effort from professional
bodies, support services, consumers and carers
and mental health professionals.

(ii)  Staff Survey

Current staff employed in both community and
hospital-based settings were covered by section
two of the consultation phase. Again, a structured
questionnaire approach was adopted. In this case
each group used a different questionnaire, with
hospital-based staff responding to a more struc-
tured set of questions. In each case the interviews
were designed to establish the current skills of
staff, skills required for future service delivery,
priority areas for training, factors that enhance
staff involvement in ongoing education and train-
ing, and the perceived role for consumers and car-
ers in the education and training of mental health
workers.

The major findings from the practi-
tioner survey are outlined below.

Hospital-based practitioners indicated that the
greatest confidence gaps existed in the areas of
team functioning, maintaining and expanding con-
sumers’ social networks, linking with community
resources and crisis intervention. They also indi-
vated that the biggest changes they would face
related to knowledge of community resources and
linking with other service sectors.

A set of common professional skills required by
mental health staff working in an integrated ser-
vice system was identified. However, most groups
were also quick to point out that they were not in
favour of a generic mental health worker, and that
discipline specific skills were still critical in ensur-
ing quality care for consumers.

Underpinning the skill mix was a change in atti-
tudes and values that would be required in imple-
menting the NMHS. These included the need to
work from a ‘client first’ rather than from an ‘own-
ership of the client’ perspective, understanding the
importance of consumer empowerment and
accepting a more equal consumer to professional
relationship.
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Staff currently working in community-based set-
tings saw education and training as a way of both
deepening and broadening their skill base.
Involvement in education and training activities
would build their skills and competencies in the
areas of working in the new model, consumer ori-
entation, clinical skills, community and social
issues and working within a team framework. In
addition knowledge of non-English speaking and
Aboriginal mental health issues also emerged as
needs to be addressed.

Strong support was expressed for training that was
delivered on the job by other practitioners with a
strong interactive rather than didactic focus. The
view was also put that this training should occur
both within and across professional disciplines.
Training which was accredited by educational bod-
ies and employer groups would also encourage
maximum involvement.

All groups consulted expressed support for an
enhanced role for consumers and carers in the
education and training of practitioners. They saw
their role encompassing all stages in the education
and training cycle from needs analysis, through
course and curriculum planning, training delivery,
to course evaluation.

Implications and recommendations

In responding to the challenge of developing a
national approach within the sector a broad frame-
work was developed within which a plan for nation-
al mental health education and training can be
developed. This plan should comprise a series of
strategic initiatives closely related to the recom-
mendations of this report, with an order of priority
among them. The framework for the plan compris-
es a set of principles, priority areas for attention, a
set of education and training planning elements, a
framework of roles and accountabilities and a list
of target groups. These are outlined below.

Principles

The principles are that the plan should:

(i) support a broader change management
process;

(ii) build a capacity for knowledge within the
sector as a whole and within each of its partici-
pants;

(iii) be shaped and driven by the imperative of
meeting consumer outcome standards within
the context of the NMHS;

(iv) promote and enhance the involvement of
consumers and carers in all aspects of the plan;

(v) ensure that education and training of the
workforce are continuously improved by the
constant exchange of high quality, high status
information between policy makers, education
and training providers, consumers and carers
and practitioners;

(vi) ensure flexibility in all components of the
plan so that it is able to respond to changes in
government policy, consumer needs and inno-
vations in learning design and delivery;

(vii) clearly articulate the complementary roles
of national and State/Territory authorities in the
progression of the plan;

(viii) involve diversity and innovation on one
hand, and co-ordination and quality assurance
on the other; and

(ix) involve the continued existence of high
quality discipline-soecific education as well as
education and training for all mental health
workers in the required core attitudes, skills
and knowledge.

Priority areas

The consultancy findings and the outcomes from
the Workshop clarified a number of priorities to be
addressed. These priorities are to:

(i) maximise the national impact of positive ini-
tiatives being undertaken within the sector;

(ii) foster dialogue across organisational and
professional boundaries;

(iii) assist staff make the move from traditional
hospital-based services into integrated commu-
nity-based services;

(iv) build an enhanced role for consumers and
carers;

(v) raise the status of Mental Health in the
higher education sector; and

(vi) establish a responsive coordinated, quality
learning system.

Plan elements

The normative elements around which a national
education and training plan needs to built are:

(i) a competency and service standards frame-
work linked to consumer needs, practice stan-
dards and government policy;

(ii) needs analyses involving the identifica-
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tion/auditing of the capacities of the workforce
and identifying the gap between expectations
and capacities;

(iii) meeting the needs identified through the
needs analysis process;

(iv) establishing flexible educational pathways;

(v) keeping abreast of national and internation-
al developments; and

(vi) networking and information dissemination.

Organisational framework

A clear organisational framework of roles and
accountabilities is required in a national education
and training plan. This must take into account the
contributions of national state and local/regional
agencies, as well as the relationships between gov-
ernment, employers, consumer and carer organisa-
tions, practitioner representative bodies, the high-
er education sector, training providers and peak
professional bodies.

Target groups

A national plan needs to take account of all service
providers as well as people with mental health
problems or mental disorders. These include:

� the five specialist mental health professions;

� other professions operating mainly in the 
mental health sector;

� consumers and carers;

� primary health workers;

� people working in allied sectors; and

� mental health educators and trainers.

Working within this framework for the plan a set of
recommendations was developed which is outlined
below.

Recommendations

Overarching Recommendation

That the AHMAC Working Group on National
Mental Health Policy sponsor the creation of a net-
work for mental health education and training to:

� promote innovative approaches in mental
health education and training in relation to
the objectives of the National Mental Health
Strategy: and

� promote co-operation on education and
training initiatives where national or co-
ordinated action would have substantial
benefits.

Recommendation One:
That the AHMAC Working Group on Mental
Health Policy establish by tender a National
Network Co-ordination Group whose major role
is to further develop and co-ordinate the imple-
mentation of national initiatives to foster men-
tal health education and training to underpin
the directions of the NMHS; and promote a
national network for all parties with an interest
in mental health education and training

Recommendation Two:
That the National Network Co-ordination
Group initiate a project to produce a detailed
plan for State/Territory implementation that is
targeted at maximising consumer and carer
participation in decision-making about mental
health education and training, and providing
training and support for their involvement in
the delivery of education and training.

Recommendation Three:
That the National Network Co-ordination Group
develop a detailed draft policy of payment for
consumer and carer involvement in education
and training of mental health workers for con-
sideration by relevant Commonwealth, State
and Territory government agencies.

Recommendation Four:
That the AHMAC Working Group on Mental
Health Policy modify the terms of reference of
projects established to examine standards and
consumer outcomes to incorporate, with refer-
ence to this report, the relationship between
education and training and practice and out-
come standards.

Recommendation Five:
That the terms of reference of the National
Service Standards Project to be shortly under-
taken also be modified by the AHMAC Working
Group on Mental Health Policy to incorporate
consideration of a strategy for developing edu-
cation and training practice standards; and
that staff with education and training skills be
appointed to the Standards Committee.

Recommendation Six:
That a project be developed by the National
Network Co-ordination Group to develop a
series of case studies that examine best practice
application in an integrated community-based
mental health system
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Recommendation Seven:
That the National Network Co-ordination
Group develop a coordinated strategy to raise
the status of integrated mental health care in
the higher education sector and to increase its
focus on preparing people to work in an inte-
grated mental health service.  This strategy
should include funding and processes to:

(i) identify, recognise and support centres of
excellence in the education and training of
mental health practitioners;

(ii) support additional joint appointments being
made within the higher education sector; and

(iii) support the publication of a journal of men-
tal health studies.

Recommendation Eight:
That the National Network Co-ordination
Group sponsor or develop a model for integrat-
ed change management based on Australian
and overseas experience of best practice in
managing the change to community-based
mental health services; that the model include
education and training designed to address
staff concerns and generate support from staff,
consumers and carers, and the community;
and that it be trialed, evaluated, and imple-
mented by the States and Territories, with co-
ordination of the process by the National
Network Co-ordination Group.

Recommendation Nine:
That the National Network Co-ordination
Group sponsor or develop a model for integrat-
ed human resource planning based on
Australian and overseas experience of best
practice in integrated mental health services;
that the model address workforce planning,
team and job roles, staff selection, consumer
and carer involvement and community rela-
tions, in addition to staff development and
training; and that it be trialed, evaluated, and
implemented by the States and Territories, with
co-ordination of the process by the National
Network Co-ordination Group.

Recommendation Ten:
That the National Network Co-ordination
Group sponsor or develop a model transition
training programme based on Australian and
overseas experience of best practice in moving
to community-based mental health services;
that the programme be trialed, evaluated, and
implemented by the States and Territories, with
co-ordination of the process by the National
Network Co-ordination Group; and that the pro-
gramme target two major areas:

(i) the common professional skills identified for
community-based case managed care delivered
by multi-disciplinary teams; and

(ii) the skills and competencies required for
effective self-managing team functioning.

Recommendation Eleven:
That the National Network Co-ordination
Group auspice or develop a model for continu-
ing education and training of mental health
practitioners, based on Australian and over-
seas best practice; that the model be trialed,
evaluated, and implemented by the States and
Territories, with co-ordination of the process by
the National Network Co-ordination Group;
and that the programme target the following
priority areas: comprehensive assessment; case
management and case planning; consumer ori-
entation; clinical skills; community and social
issues; and working within a team framework.

Recommendation Twelve:
That the National Network Co-ordination Group
explore with the relevant bodies, and in collabora-
tion with the Standards Consultancy team, the
inclusion of education and training standards and
criteria into the current and emerging quality
accreditation processes for mental health services.

Recommendation Thirteen:
That the National Network Co-ordination Group
facilitate discussion between bodies currently
responsible for accreditation processes with a
view to developing an integrated approach to
accreditation of education and training courses.

Recommendation Fourteen:
That the National Network Co-ordination
Group and the National Community Services
and Health Industry Training Advisory Board
be jointly responsible for the development and
validation of a description of the common body
of values, attitudes, skills and knowledge
required for the delivery of acceptable and high
standard mental health services; and that these
form a basis of preservice, transition and con-
tinuing education and training initiatives.

Recommendation Fifteen:
That the national mental health education and
training initiatives encompass the mental
health competency and training requirements
of human services workers in occupations with
significant levels of service to people with men-
tal disorders; and that the National Network Co-
ordination Group sponsor projects to develop
mental health competency standards and train-
ing for these groups, focusing on recognition,
management, referral criteria and processes,
and elimination of discrimination.
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Background to 
the workshops

This project is about the development of a series of
national workshops to explore and exchange ideas
on innovation in education and training for the spe-
cialised professional mental health workforce, with
input from consumers and carers.

These workshops are to be framed around explor-
ing the education and training implications for the
general model of service delivery defined under
the National Mental Health Strategy. The Strategy
proposes integrated mental health services, main-
streamed with general health and community ser-
vices, and recommends that a multidisciplinary
mental health workforce is the most appropriate
for delivering these integrated services. The
responsiveness of mental health services to the
needs of consumers and family carers is viewed as
a priority.

The Australian Health Ministers’ Advisory Council
(AHMAC) National Mental Health Working Group
proposed a series of workshops as preferable to the
recommendation from the earlier KPMG report
which suggested a process of extensive national
‘networking’. The workshops are designed to
determine common as well as discipline specific
areas of need in relation to education and training.

Deakin Human Services Australia (Deakin Human
Services Australia), Deakin University was
appointed to organise these workshops in conjunc-
tion with the Mental Health Branch,
Commonwealth Department of Health and Family
Services.

Aims of the workshops

The aims of the workshops as described in the ten-
der brief, are to:

� bring together key representatives from the
professions, educational bodies, consumers,
carers, clinical and psychiatric disability sup-
port staff, managers of mental health services,
governments, unions and industry training
authorities;

� provide a regular avenue for sharing informa-
tion and experience regarding innovative
approaches to, and best practice in, mental
health education, training, continuing educa-
tion and staff development; and

� promote the inclusion of any agreed skills,
knowledge, values and attitudes for each pro-
fessional group in the specialised mental health
workforce and any successful innovations iden-
tified during the workshops into existing entry
level education and training, continuing educa-
tion and training and staff development;

� provide a forum for identifying emerging edu-
cation, training and staff development issues
and proposing approaches to deal with them.

The tender brief cited several models of service
provision that should form the basis of discussion
about relevant education and training for profes-
sional mental health workers, vis:

� case management;

� team leadership

� involvement of consumers and carers;

� problems of rural and remote areas; and

� the need for cross-cultural training.

AA3300

Appendix 4
The project brief



AA3311

Appendix 5
Dates and places of workshops

Workshop One: 11th - 12th February, 1997
University House
Australian National University
Canberra

Workshop Two: 22nd - 24th June, 1997
University House
Australian National University
Canberra

Discipline Specific: Consumers and Carers
15th - 16th June, 1997
247 Flinders Lane
Melbourne

30th - 31st October, 1997
Ross House
Deakin University
Melbourne

Occupational Therapy
6th - 7th November, 1997
Deakin University
Melbourne

Nursing
10th - 11th November, 1997
Deakin University
Melbourne

Social Work
13th - 14th November, 1997
Deakin University
Melbourne

Psychology
27th - 28th November, 1997
Deakin University
Melbourne

Workshop Three: 12th - 13th February, 1998
University House
Australian National University
Canberra
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Over the past decade, there has been increasing
pressure from trainees, the fellowship and the
wider community for the College to be more spe-
cific in identifying the special skills of a psychia-
trist, and in particular, to develop a curriculum for
training. This document is the result of a two-year
process in which a subcommittee of the
Fellowships Board achieved this task.

The curriculum has been approved by General
Council for implementation in relation to trainees
who are commencing their first year of training on
or after 1 December 1995.

The curriculum is divided into three sections:
objectives in regard to knowledge; those in regard
to skills; and those covering attitudes. In many of
these areas, trainees will be building on knowledge,
skills and attitudes that they have developed dur-
ing their medical training and refining those which
relate specifically to psychiatry. This is particularly
true in the section on attitudes. When medical
graduates begin psychiatric training, they should
already be committed to those attitudes and codes
of practice derived from the study of ethical prin-
ciples as they apply to medical practice. Attitudes
to psychiatric practice build on those ethical prin-
ciples underlying all medical practice. These prin-
ciples are enunciated in the RANZCP Code of
Ethics and trainees are expected to behave in
accordance with these principles.

In regard to knowledge, it is stressed that whilst all
objectives are important, it is not the intention that
all need to be achieved to the same level, and
trainees should seek guidance from their supervi-
sors as well as from their academic teachers as to
the amount of detail required. Similarly with the
skills objectives, the Fellowships Board is not
implying that all will have been fully mastered by
the end of training-rather, some should be seen as
skills which require continuing development over

the psychiatrist’s professional life. On the other
hand, the attitudes objectives should have been
achieved by the end of training in that they repre-
sent approaches to the practice of psychiatry
which should inform the work of each and every
psychiatrist.

In educational terms, the curriculum is expressed
in mid-level objectives. From time to time, more
specific objectives will be issued by the Committee
for Training in areas which are seen to be appro-
priate. In many areas, the College will have issued
position papers, practice guidelines and ethics
guidelines. It is expected that trainees will use
these documents as guides.

It is acknowledged that the nature of psychiatric
practice is rapidly changing and the curriculum
should reflect this dynamic development.
Consequently, the curriculum will be fully
reviewed by the Fellowships Board after its first
three years of implementation and reissued in
revised, updated form during 1999.

This document is the first formal attempt to draw
together the educational objectives for the training
of psychiatrists in Australia and New Zealand. Its
publication occurs as the College approaches the
50th anniversary of its predecessor body, the
Australasian Association of Psychiatrists, which set
as a principal objective the professional education
and training of psychiatrists in Australasia. I am
pleased to see the publication of the curriculum as
one of my legacies to the College and to record my
thanks to the colleagues who assisted me in the
process. As well, I express my appreciation to all
those who read and commented on various drafts,
including consumer groups, particularly the
Australian National Consumer Advisory Group on
Mental Health and other community groups in
Australia and New Zealand.

AA3344

Preface

Professor Bruce Singh
Chair, Fellowships Board

on behalf of:
Associate Professor John Condon
Dr Elizabeth O’Brien, Dr Paul Schneider
Dr Jonathan Phillips, Professor Peter Ellis

With the assistance of:
Dr Robert Broadbent, Ms Sheena Mathieson



A1 Attitudes to patients

Trainees should develop an attitude of respect for

the humanity and dignity of their patients.

Trainees will demonstrate this attitude by:

A1.1 Endeavouring to form partnerships with

their patients as appropriate in regard to

treatment, including a willingness to con-

sult with appropriate cultural advisers as

necessary.

A1.2 Neither discriminating against nor exploit-

ing their patients on any grounds particu-

larly of age, gender, race, ethnicity, sexual

orientation, creed, religion, or political

affiliation or values.

A1.3 Never exploiting their patients or former

patients.

A1.4 Taking particular care where patients are

detained against their will to balance respect

for the patient’s autonomy with duty of care

and responsibility to the wider community.

A1.5 Recognising that there is a differential

power relationship between psychiatrists

and patients and being particularly aware

of the implications of this for patients.

A1.6 Recognising that sexual relationships

between psychiatrists and their patients

are always unethical.

A1.7 Recognising that the involvement of

patients in teaching exercises and clinical

examinations requires respect for the

patient’s dignity and privacy, that partici-

pation is voluntary and unwillingness to

participate will not affect their treatment.

A2 Attitudes to patient care

Trainees should develop an attitude whereby they

seek the best possible care for their patients.

Trainees will demonstrate this attitude by:

A2.1 Endeavouring to serve the best interests
of their patients by engendering mutual
trust, avoiding intentional or foreseeable
harm and endeavouring to deliver their
treatment under the best possible condi-
tions.

A2.2 Endeavouring to facilitate the continuity of
care of their patients, recognising however
that trainees need to rotate through their
various required work experiences.

A2.3 Recognising the limitations of their expertise
and practising within these limitations, thus
seeking and utilising appropriate supervision
within the apprenticeship model.

A2.4 Developing an awareness of the impact of
illness on patients, families or carers and
the wider community, and striving to bal-
ance the needs of the patients with those
of the family or carers.

A3 Attitudes to 
patient confidentiality 

Trainees should develop an attitude of respect for
the confidentiality of patient information.

Trainees will demonstrate this attitude by:

A3.1 Maintaining patient confidentiality, except
in those instances involving legal compul-
sion or risk of serious harm to the patient
or other parties.

A3.2 Striving to develop an understanding of the
complexities of the issue of confidentiality
as it applies in psychiatric practice: mind-
ful of the appropriate balance between the
patient’s rights to confidentiality and the
carer’s need for information relevant to the
care of the patient.

A3.3 Being aware of statutory considerations as
they apply to patient confidentiality, e.g.
Freedom of Information/privacy legislation.
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A4 Attitudes 
to patient consent

Trainees should develop an attitude whereby they
recognise the right of a patient for adequate infor-
mation in order to give consent to any proposed
procedure or treatment.

Trainees will demonstrate this attitude by:

A4.1 Striving to develop knowledge and skills to
allow them to present patients with appro-
priate information on the nature, purpose,
benefits and risks of proposed and alterna-
tive treatments.

A4.2 Conveying information in a way which can
be understood by the patient, and their
families or carers (when necessary).

A4.3 Taking particular care where the patient’s
capacity to understand may be impaired.

A4.4 Ensuring consent is given freely without
pressure or coercion, taking particular care
with involuntary patients or those in a
forensic setting.

A5 Attitudes to the 
practice of psychiatry

The practice of psychiatry is based on both scien-
tific principles and a long history of clinical prece-
dent, both of which need to be constantly reviewed
by the psychiatrist in the light of new knowledge.

Trainees should develop an attitude whereby
they demonstrate their acceptance of this
need for constant critical review by:

A5.1 Developing an awareness of the relative
benefits, costs and risks of different proce-
dures and treatments.

A5.2 Openness to change in their own practice
in the light of demonstrated advances in
knowledge.

A5.3 Striving to contribute to the knowledge
base of psychiatry by scientific endeavours
and considered reflection on the nature of
practice.

A6 Attitudes to 
research in psychiatry 

The practice of psychiatry needs to be continually
updated as new knowledge accumulates; research to
advance knowledge needs to be conducted accord-
ing to established ethical and scientific principles.

Trainees should develop an attitude whereby they
demonstrate this approach by:

A6.1 Adhering to the relevant ethical principles
when involved in clinical research.

A6.2 Striving to contribute to the development
of knowledge whereby any research they
perform will conform to generally accepted
scientific principles, be based on a thor-
ough knowledge of the scientific literature,
and be planned and executed according to
the highest standards.

A6.3 Recognising and accepting the role of an
independent ethics committee to evaluate
relevant research proposals to ensure that
research studies in which they are involved
conform to accepted standards of ethical
research.

A7 Attitudes to the 
professional role of psychiatrists

Trainees share the responsibility of upholding the
integrity of the medical profession and should
develop an attitude whereby they recognise the
privileges accorded them because of their calling
and tradition.

Trainees will demonstrate this attitude by:

A7.1 Recognising the obligation to maintain
appropriate personal moral standards in their
professional practice, and in those aspects of
their personal life which may reflect upon the
integrity of the medical profession.

A7.2 Knowing and adhering to the Codes of
Conduct for Trainees as issued from time
to time by the RANZCP.

A7.3 Always using their professional knowledge
or skills in the patient’s interests. Trainees
will never diagnose or treat a mentally ill
person on the basis solely of their political,
religious, ideological, moral or philosophi-
cal beliefs, or of race, ethnicity or sexual
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preference. They will not use non-confor-
mity with society’s prevailing moral, politi-
cal, religious or any other value system as
the determining factor in diagnosing men-
tal disorder.

A7.4 Never unjustifiably refusing to assess and
when necessary treat a patient.

A7.5 Refusing to participate in situations where
psychiatric knowledge is being misused or
abused.

A7.6 Recognising that their own physical and
mental health is necessary to enable them
to undertake their professional responsibil-
ities competently. This attitude is also
demonstrated by seeking appropriate
assistance in the event of their own ill
health which interferes with their profes-
sional duty, ceasing to treat patients until
such time as their health is satisfactorily
restored, and informing the appropriate
clinical authorities to allow for alternative
care for their patients.

A8 Attitudes to colleagues and 
other professionals

Trainees should develop an attitude of respect for
the knowledge and skills of their own psychiatric
colleagues, other medical colleagues and other
health professionals.

Trainees will demonstrate this attitude by:

A8.1 Seeking to develop constructive and coop-
erative working relationships with col-
leagues and other mental health profes-
sionals involved in the provision of care to
patients.

A8.2 Expressing viewpoints with candour and
respect in the event of differences of opinion.

A8.3 Taking appropriate action in regard to
unprofessional conduct by or ill health in a
colleague or other health professional,
including consulting, when appropriate,
with a respected senior colleague.

A9 Attitudes to the role of the 
psychiatrist in society

Trainees in their societal role should strive to
improve the quality of psychiatric services.

Trainees will demonstrate this attitude by:

A9.1 Preparing themselves to promote the just
allocation of services and contribute to the
education of society regarding mental
health, including the issue of stigma, when
advocating in this role trainees should
avoid being overly critical of colleagues
and promoting self-interest.

A9.2 Preparing themselves by virtue of their
knowledge and experience to advise those
responsible for the provision of health ser-
vices, to act as advocates on behalf of psy-
chiatric patients, to work with advisory,
statutory and voluntary bodies that have a
role in the provision of psychiatric services,
and to take action if services, by reason of
fiscal restriction or otherwise, fall below
minimal standards.

A9.3 Preparing themselves to interpret and dis-
seminate relevant scientific information in
relation to public debate on psychosocial
issues and, in doing so, differentiating their
role as educators based on professional
knowledge as distinct from their personal
views.
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K1 Normal 
development

By the completion of training, trainees should be
knowledgeable about normal biological, psycholog-
ical and social development from infancy to old
age.

In particular, trainees should be able to demon-
strate knowledge of:

K1.1 The stages of normal development so as to
determine whether an individual’s style of
thinking, feeling or behaving is appropriate
for that stage or may be indicative of ill-
ness.

K1.2 How the stage of cognitive and emotional
development may influence the aetiology
and presentation of psychiatric disorder
and its management.

K1.3 Age-appropriate coping and defence
mechanisms utilised in the face of physical
or psychological trauma and illness.

K1.4 Factors which may be associated with vul-
nerability to psychiatric disorder and pro-
tective factors associated with resiliency.

K1.5 Social and cultural factors, including fami-
ly issues, which influence the develop-
ment, presentation and management of
psychiatric disorder at various points in
the life-cycle.

K1.6 Developmental issues specific to indige-
nous peoples, including relevant historical
and political factors which have influenced
their development, individually and as a
group.

K1.7 The way in which the developmental stage
of the patient may affect the therapeutic
alliance.

K1.8 The particular issues facing dying patients
(and their relatives) including the signifi-
cance of religious and cultural factors

K2 Basic sciences

By the completion of training, trainees should be
knowledgeable about aspects of those biomedical,
social and psychological sciences which underpin
the practice of clinical psychiatry.

In particular, trainees should be able to demon-
strate knowledge of:

K2.1 Those aspects of neuroanatomy, neuro-
physiology, neurochemistry, neuropharma-
cology and other biological sciences which
are relevant to understanding psychiatric
disorders.

K2.2 Those aspects of psychology, sociology,
anthropology and other social sciences
which are relevant to psychiatric disorder.

K2.3 Those aspects of pathological disturbances
in the biological or psychological spheres
which are relevant to psychiatric disorders.

K2.4 The various biological, psychological,
social and cultural models of the aetiology
of psychiatric disorders.

K2.5 The theoretical underpinnings of the major
treatment modalities for psychiatric disor-
ders, including biological, psychotherapeu-
tic and social interventions

K3 Psychiatric disorders

By the completion of training, trainees should be
knowledgeable about the epidemiology, aetiology,
psychopathology, clinical features (including com-
plications), and natural history of psychiatric dis-
orders and psychological reactions in both the indi-
vidual and the carer, including concepts of impair-
ment, disability and handicap. A sound knowledge
of the assessment and care of these conditions is
also expected.

In particular, trainees should be able to demon-
strate knowledge of:

K3.1 The incidence and prevalence of illnesses
at different ages and in various populations.
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K3.2 The history of the evolution of concepts of
psychiatric disorders and principles of
treatment.

K3.3 The phenomenology of psychiatric disor-
ders, including the definitions of psychi-
atric symptoms and their significance.

K3.4 Psychiatric diagnoses and the criteria on
which these are based, within the frame-
work of one of the widely accepted classifi-
cation systems.

K3.5 Possible causative or exacerbating factors
in psychiatric disorders.

K3.6 The natural history of the disease process
in psychiatric disorders which enables
identification of:
(a) the severity of the disease
(b) the urgency of the need for treatment
(c) the stage of the illness
(d) the prognosis.

K3.7 Appropriate management plans for psychi-
atric disorders including:
(a) physical and psychological investiga-
tions and assessments
(b) psychotherapeutic techniques
(c) psychopharmacological and other
physical therapies
(d) situations in which referral to, or con-
sultation with, colleagues in psychiatry and
other disciplines is appropriate
(e) programs involving changes in lifestyle
(f) rehabilitation programs.

K3.8 The influence of specific factors on assess-
ment and care of psychiatric disorders,
including:
(a) age
(b) intellectual capacity
(c) medical illness
(d) gender
(e) culture
(f) spiritual beliefs
(g) socio-economic status.

K3.9 The influence of factors which affect treat-
ment outcome.

K3.10The principles underlying the choice and
integration of interventions in psychiatric dis-
orders, including relative cost effectiveness.

K3.11The principles of legislation which relates
to the practice of psychiatry, with particu-
lar emphasis on mental health legislation,
including its local application.

K4 Impact of 
psychiatric disorders 

By the completion of training, trainees should be
knowledgeable about the impact of psychiatric dis-
orders on patients, their families, carers and signif-
icant others.

In particular, trainees should be able to demon-
strate knowledge of:

K4.1 The impact on patients of psychiatric dis-
order and its treatment, including the
broader potential impact on multiple areas
of a patient’s life and lifestyle.

K4.2 The particular impact on patients of psy-
chiatric disorder and its treatment when
this treatment involves hospitalisation and
involuntary treatment.

K4.3 The impact of psychiatric disorder on fam-
ilies and carers, including an awareness of
their needs and their role in the care of the
patient.

K4.4 Community consequences of psychiatric
disorder and implications for the commu-
nity of policies for the care and treatment
of people so affected.

K4.5 The attitudes and responses of the com-
munity to psychiatric disorder, including
the implications of stigma for patients,
families and carers.

K5 Medicine in relation 
to psychiatry

By the completion of training, trainees should be
knowledgeable about general medical and surgical
conditions. Higher levels of knowledge, tempered
by maturity and experience, are expected in those
areas of general medicine which particularly relate
to psychiatric practice.

In particular, trainees should be able to demon-
strate knowledge of:

K5.1 The presentation, investigation, diagnosis
and treatment of medical conditions, par-
ticularly in those areas which relate to psy-
chiatric practice.

K5.2 Further investigations which are necessary
to confirm or reject diagnostic hypotheses
and to aid the patient’s management.

K5.3 The basic principles involved in the man-
agement of significant medical illnesses.

K5.4 The interaction between medical and psy-
chiatric disorders.
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K5.5 The psychosocial and cultural aspects of
medical illness and the significance to
patients and their families of both the ill-
ness and its treatment.

K6 Mental health promotion

By the completion of training, trainees should be
knowledgeable about the principles and process of
mental health promotion and psychiatric disorder
prevention.

In particular trainees should be able to demon-
strate knowledge of:

K6.1 The principles of preventative medicine in
relation to psychiatry.

K6.2 The use of preventative approaches in clin-
ical practice, particularly secondary and
tertiary prevention, including their effec-
tiveness, efficiency and acceptability.

K6.3 The influences of lifestyle, social, cultural
and environmental factors in promoting
health and preventing disease.

K6.4 Possible roles for a psychiatrist in illness
prevention in both hospital and community
settings.

K7 Scientific method

By the completion of training, trainees should be
knowledgeable about the principles of scientific
method in their practice and the use of this knowl-
edge to evaluate developments in psychiatric
research.

In particular, trainees should be able to demon-
strate knowledge of:

K7.1 The history and philosophy of science as
they relate to concepts of mental disorder.

K7.2 Scientific analysis and interpretation of
psychiatric literature.

K7.3 The application of this approach to
research, including clinical trial design,
basic statistical techniques and outcome
assessment.

K8 Service issues

By the completion of training, trainees should be
knowledgeable about the organisation and delivery
of mental health care including the ethical, eco-
nomic, geographical and political constraints with-
in which it operates.

In particular, trainees should be able to demon-
strate knowledge of:

K8.1 The ethical, cultural, economic, practical
and political factors which influence the
health care and social welfare systems
when providing services for the individual.

K8.2 The philosophy underlying modern mental
health service delivery, including the bal-
ance between hospital and community
treatment and care.

K8.3 Government and the RANZCP policies on
mental health services.

K8.4 The basic principles of health services
management as they relate to the provision
and management of psychiatric services.

K8.5 Funding mechanisms for psychiatric ser-
vices and the implications of these for the
delivery of services.

K8.6 The role of consumer groups and other
major mental health groups in relation to
the delivery of psychiatric services.

K9 Professional responsibility

By the completion of training, trainees should be
knowledgeable about the principles of medical
ethics, the development of professional attitudes
and mechanisms for the development and mainte-
nance of clinical competence, acknowledging the
need for professional and public accountability.

In particular, trainees should be able to demon-
strate knowledge of:

K9.1 The principles of medical ethics as applied
to psychiatric practice, in particular the
RANZCP Code of Ethics as a guide to pro-
fessional conduct.

K9.2 The critical role of peer review in the main-
tenance of professional standards.

K9.3 The principles governing the maintenance
of practice standards and quality assur-
ance, including knowledge of relevant
RANZCP position statements and other
guidelines for clinical practice.

K9.4 Effective mechanisms for ensuring contin-
uing medical education.
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S1 Assessment of
psychiatric disorders

By the completion of training, trainees should possess
the skills necessary for performing a comprehensive
psychiatric assessment in patients of all ages.

In particular, trainees should be able to:

S1.1 Demonstrate an empathic approach to the
assessment of all patients which fosters the
formation of a therapeutic alliance facilitat-
ing both the assessment process and com-
pliance with treatment.

S1.2 Elicit histories from patients suffering from
psychiatric disorders, perform comprehen-
sive mental status examinations and docu-
ment these accurately.

S1.3 Assess the seriousness of an individual
patient’s presentation, in particular, identi-
fy cases where the level of disturbance is
severe and risk of adverse events, such as
injury to self or others, may be high.

S1.4 Assess the individual’s presentation in the
context of his/her personality, develop-
mental stage, strengths and coping mecha-
nisms.

S1.5 Take account of the patient’s indigenous or
ethnic and cultural background.

S1.6 In the process of assessment, competently
utilise and integrate the contributions of
other medical and non-medical profession-
als as well as other relevant groups in the
community (including advisers from the
patient’s own culture).

S1.7 Determine which further investigations are
appropriate for achieving a comprehensive
understanding of each patient.

S1.8 Integrate the information obtained from
patients and significant others into a formu-
lation of the case in which relevant predis-
posing as well as precipitating, perpetuating
and protecting factors are highlighted.

S1.9 Utilise a widely accepted diagnostic system
to assist in making the diagnosis (and dif-
ferential diagnosis) in each case.

S1.10 Recognise the significance and meaning of
stressful life events for individual patients.

S1.11 Recognise, and make an assessment of, rel-
evant features of the family context in
which the patient’s psychiatric disorder
becomes manifest.

S1.12 Recognise special issues implicit in
medico-legal assessments.

S2 Care and treatment of 
psychiatric disorders

By the completion of training, trainees should pos-
sess the skills to care for psychiatric disorders in
patients from early childhood to old age.

In particular, trainees should be able to:

S2.1 Develop and implement a clear plan of care
which integrates biological, psychological
and social interventions according to the
needs of each individual patient.

S2.2 Take appropriate account of the implica-
tions of the patient’s age, gender, cultural
background and other factors relevant to
the individual in the formulation of the
care plan.

S2.3 Take appropriate account of the implica-
tions of the patient’s ethnic and cultural
background in the formulation of the care
plan and specific modes of treatment.

S2.4 Take particular account of the issues relat-
ing to the care of indigenous peoples.

S2.5 Routinely re-evaluate diagnostic and man-
agement decisions to monitor their appro-
priateness and thus ensure optimal care.

S2.6 Communicate clearly, considerately and
sensitively the principles of care and treat-
ment to the patient and his/her significant
others.

S2.7 Communicate clearly the treatment
options available and negotiate sensitively
the most preferred option in order to
enable the patient to give appropriately
informed consent for the treatment, when-
ever possible.
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S2.8 Offer treatment in the most appropriate
setting for the individual concerned, utilis-
ing the least restrictive option for that
patient.

S2.9 Use humanely the provisions for involun-
tary hospitalisation, mindful of the major
implications of such hospitalisation for the
individual and his/her family.

S2.10 Maintain a therapeutic alliance (and
enhance compliance) by utilising an
understanding, empathic and supportive
approach for each individual, whilst
demonstrating an understanding of the
meaning and consequences for the patient
of receiving psychiatric treatment.

S2.11 Recognise and apply the principles of long-
term care and rehabilitation for those people
with well-established psychiatric disorders.

S2.12 Use knowledge of the implications of co-
existing medical illness to modify treat-
ment appropriately.

S2.13 Recognise and utilise the contributions of
non-medical professionals in the care of
persons with psychiatric disorders, and
collaborate effectively with these profes-
sionals to provide optimal care.

S2.14 Recognise the impact of psychiatric disor-
der on the patient’s significant relation-
ships, and offer appropriate support and
explanation for these persons.

S2.15 Provide competent and safe care in psychi-
atric emergencies and the more common
medical emergencies which may be
encountered in the clinical practice of psy-
chiatry.

S2.16 Recognise the limits of their own expertise
and, when appropriate, seek consultation
with colleagues.

S3 Communication skills

By the completion of training, trainees should
demonstrate a finely developed ability to commu-
nicate clearly, considerately and sensitively with
patients, their significant others, other health pro-
fessionals and members of the general public, in a
wide variety of settings.

In particular, trainees should be able to:

S3.1 Communicate clearly with referring agen-
cies about the nature and implications of
any psychiatric presentation.

S3.2 Communicate clearly to the patient the
nature of any psychiatric disorder which is
present as well as the various options for
treatment.

S3.3 Communicate sensitively with patients
from different cultural groups.

S3.4 Use professional interpreters appropriate-
ly.

S3.5 Communicate clearly with the patient’s rel-
atives and carers the nature of any psychi-
atric disorder which is present as well as
the various options for treatment, mindful
of the appropriate balance between their
need to know particular information and
the patient’s right to confidentiality.

S3.6 Communicate clearly and appropriately in
multidisciplinary treatment teams, thus
facilitating appropriate use of the expertise
of other professionals.

S3.7 Communicate clearly and appropriately
with colleagues in psychiatry and other
specialties or disciplines.

S3.8 Keep adequate records of the patient’s his-
tory and mental status as well as of signifi-
cant interactions with patients, relatives
and carers, and other professionals.

S3.9 Prepare comprehensive written reports
when required (with the patient’s permis-
sion, as appropriate).

S3.10 Communicate clearly and appropriately in
broader settings, e.g. with consumer
groups.

S3.11 Communicate clearly and appropriately
when providing expert testimony on psy-
chiatric aspects of legal cases.

S4 Interpersonal skills

By the completion of training, trainees should
demonstrate highly developed interpersonal skills.

In particular, trainees should be able to:

S4.1 Approach every patient with a sensitive
and empathic attitude which will foster the
development of a therapeutic alliance
between doctor and patient, as well as
facilitate assessment and management.

S4.2 When conflicts arise, negotiate with consid-
eration and sensitivity with the patient, fam-
ily and care givers, and other professionals.
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S4.3 Work effectively with medical colleagues
and non-medical professionals in multidis-
ciplinary teams.

S4.4 Demonstrate leadership skills in settings
where clinical direction is required

S4.5 Demonstrate skills appropriate for taking
on a supervisory role with students, junior
colleagues or other professionals seeking
supervision in psychiatry.

S5 Medicine in relationship 
to Psychiatry

By the completion of training, trainees should be
able to competently assess patients for the pres-
ence of medical illnesses. Higher levels of skill,
tempered by maturity and experience, are expect-
ed in those areas of general medicine which partic-
ularly relate to psychiatric practice.

In particular, trainees should be able to:

S5.1 Elicit a thorough, accurate and organised
medical history relating to all systems of
the body.

S5.2 Perform a proficient physical examination
of all systems of the body and competently
elicit and recognise signs indicative of the
presence of illness.

S5.3 Interpret and integrate the history and
physical findings and formulate an appro-
priate differential diagnosis.

S5.4 Specify and interpret laboratory, radiologi-
cal and other further investigations appro-
priate to clarify the differential diagnosis
and to aid the patient’s management.

S5.5 In both assessment and management,
recognise the interrelation between physi-
cal illness and psychiatric disorder.

S5.6 Recognise with a high level of expertise,
symptoms and signs of physical illness
which may arise as complications of psy-
chiatric treatments.

S5.7 Recognise with a high level of expertise,
symptoms and signs of those physical ill-
nesses which may be more directly associ-
ated with psychiatric disorders.

S5.8 Demonstrate competence in the practice of
consultation liaison psychiatry including:
(a) the psychiatric assessment of medical-
ly ill patients
(b) the management of psychiatric disor-
ders in medically ill patients

(c) effective communication with non-psy-
chiatric medical and other health profes-
sionals
(d) the ability to grasp, and effectively deal
with, the psychological issues which often
surround the referral and psychiatric man-
agement of patients in medical settings.

S6 Mental health 
service-related skills

By the completion of training, trainees should have
skills relevant to effective delivery of mental health
services in hospital, community and integrated set-
tings, both public and private. Such skills encom-
pass both those specific to the discipline of psychi-
atry as well as those required for effective team
performance.

In particular, trainees should be able to:

S6.1 Contribute effectively to the planning,
organisation and evaluation of mental
health services.

S6.2 Assess the basic resources required for the
efficient delivery of mental health services.

S6.3 Appropriately negotiate responsibility and
accountability within the clinical setting
and in external relations with other organ-
isations.

S6.4 Assess realistically the potential impact of
changing structural and political issues on
the delivery of effective mental health ser-
vices.

S6.5 Identify and utilise peer review and other
quality assurance processes, as well as
continuing medical education activities, to
assist in the evaluation and maintenance of
quality mental health services.

S6.6 Develop skills necessary for effective team
performance including:
(a) conflict resolution
(b) problem solving
(c) the ability to delineate and work within
role boundaries
(d) team goal setting
(e) team development
(f) case management and planning.

S6.7 Develop skills necessary to elicit and
assess consumer perspectives on psychi-
atric services delivery, including, where
appropriate, skills facilitating empower-
ment of consumers of psychiatric services.
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S7 Scientific method

By the completion of training, trainees should have

the skills necessary to undertake a research or

evaluation study and to critically appraise pub-

lished research relevant to psychiatry.

In particular, trainees should be able to:

S7.1 Apply the principles of scientific method to

interpret new knowledge and critically

analyse research reports relevant to psy-

chiatry.

S7.2 Critically appraise the methodology of pub-

lished scientific research in psychiatry,

including addressing problems in study

design, measurement and statistical analysis.

S7.3 Design an information search strategy and

efficiently retrieve information from pub-

lished sources.

S7.4 Design a research or evaluative study rele-

vant to psychiatry.

S7.5 Apply the principles of scientific method to

any basic or clinical research which may be

conducted.

S8 Health promotion

By the completion of training, trainees should be able
to apply specific knowledge of the principles and
processes of health promotion and illness prevention.

In particular, trainees should be able to:

S8.1 Utilise appropriately preventative
approaches in clinical practice, particularly
secondary and tertiary prevention, with
due regard to their effectiveness, efficien-
cy and acceptability.

S8.2 Incorporate, as relevant, the influences of
lifestyle, social, cultural and environmental
factors in promoting health and preventing
disease.

S8.3 Recognise protective factors which con-
tribute to psychological resilience in indi-
vidual patients and assist patients in the
continuing development of such factors.

S8.4 Recognise and utilise appropriate opportuni-
ties for a psychiatrist to become involved in
health promotion and illness prevention
activities in hospital and community settings.

S8.5 Recognise the relevance of the experience
of illness by the patient’s relatives and sig-
nificant others and use this information
effectively in treatment and health promo-
tion activities with these individuals.
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Attitude

A1, A2 and A5

There needs to be an appraisal of the need for
therapeutic optimism and strengths-based psy-
chiatric therapeutic alliances and interventions,
amplifying the potential for recovery.

Psychiatrist trainees are good as ‘analytic diggers’
in pursuit of biological knowledge, but often only
make superficial contact with psycho-socio-cultur-
al knowledges and experiences

Whether with respect to bio-psycho-, socio, or cul-
tural knowledge, trainees should be both rigorous-
ly analytic and highly receptive.

A1.7 and A2

There is an insufficient acknowledgement of the
abuse of power maintained for the convenience of
clinicians, researchers or trainees. Consumers and
families feel it is highly insensitive to be “wheeled in”
as a live exhibit in a huge ward round, in the pres-
ence of trainees and staff not involved in the case.

A6 Research attitudes.

These include

� recognition of the value of both qualitative and
quantitative methodologies, their relative dif-
ferences and complementarities, their relative
strengths, limitations and potential to synergise
each other

� Recognition of the roles of consumers and fami-
ly members as potential co-investigators.

A7 Attitudes to their 
professional roles

These are

A7.5 This should require not just refusing to par-
ticipate, but being prepared to actively
challenge and report situations where psy-
chiatric knowledge or power is being mis-

used and abused. Trainees should seek
confidential advice from trusted senior
independent colleagues about these mat-
ters before reporting where possible. They
should be able to contribute constructively
in assisting to dismantle closing of ranks
and ‘protection rackets’.

A7.6 Its present expression is overly negative.
This attitude is at least equally demon-
strated by:

� making time for self and family

� learning to value self and interests apart
from being a doctor

� learning not to be a doctor 24 hours a day

(see also A9)

A8 Attitudes to colleagues 
and other professionals

There is no statement about willingness to being
open to learn from other professionals, and how to
become a constructive and useful team player.

A9 The psychiatrist in society

A9.1 The section on stigma is convoluted. It
should be divided into two sentences. It
should express willingness to actively chal-
lenge stigmatising practices within our
profession, with provisos only about care-
fully avoiding “being overly critical of col-
leagues” unless there is palpable justifica-
tion and/or substantiation.

A9 This should include a prominent clause
regarding the role of psychiatrists as con-
sultant to local communities (as Gerald
Caplan’s work demonstrates).

Overall, regarding The Psychiatrist in Society

� Some of the required attitudes are unsubtle
restraints on appropriate activism by all
trainees, (possibly for the sake of damage-con-
trol of the feared effects of a few activitists on
the profession as a whole).
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� This section lacks an agenda for the develop-
ment of the role of Community Consultant
Psychiatrist with communal groups and organi-
sations.

Knowledge
There is a missing link from K: Knowledge of
Consumer and Carer Movement and how to talk
with consumers and carers.

K1 Normal Development
K1.3 This should include understanding of uni-

versal and culture-specific life transitions,
rites of passage and methods of processing
life crises.

K2 Basic Sciences
K2.5  This should include “and cultural healing

practices” and “cultural interventions” eg
the works of Ernest Hunter, Pat Swan,
Jane McKendrick, Beverley Raphael, Alan
Rosen, Mason Durie and Erikana Ryan (i.e.
should include Maori perspective).

K3 Psychiatric Disorders
K3.7 should include the need to

� monitor, progress, chase and ensure appro-
priate physical treatment of detected physical
disorders

� provide active intensive case management,
whenever appropriate

� unpack the essential components of specific
management of functional impairments, disabil-
ities and handicaps rather than alluding only
in one line and two words to “rehabilitation
programmes”. (The curriculum should use the
WHO Classification of Impairments, Disabilities
and Handicaps with appropriate interventions
for each).

K4 Impact of Psychiatric Disorders:
This unsuccessfully attempts to operationalise
empathy. There is no recognition that therapeutic
optimism can be taught and can improve the
impact of the disorder (as well as the lives of pro-
fessionals and their families).

K5 Medicine in 
Relation to Psychiatry
K5 - as 3.7a) and b) - these interventions are 
missing. The differential impact of disease illness and
sickness and their respective appropriate interven-
tions (eg Pilowski’s work) needs to be encompassed.

K6 Mental Health Promotion
This should include

� knowing the difference between promotion
and prevention (both should be in the heading
of this section)
� 6.5 Knowledge of early prevention and early
intervention programs

K7 Scientific Method
This should include:

K7.4 Understanding of the differences and comple-
mentarities between qualitative and quantita-
tive research paradigms and methodologies.

K8 Service Issues
This should include:

In K8.2 “including the principles of service inte-
gration and mainstreaming with general
health services”.

K8.7 Understanding of the National Mental
Health Strategies in Australia and N.Z.

K8.8 The key findings and recommendations of
pivotal inquiries and reports affecting the
development and evolution of Mental
Health Services in Australian and New
Zealand (c.f. Britain and North America).

Skills
Missing: Skills in how to work with consumer fam-
ily and community groups.

S.2 This should include:
� cultural interventions in 5.2.1
� unpacked components of longterm care and
rehabilitation skills in 5.2.11
� “recognise, utilise and learn from the contribu-
tions of non-medical health professionals in 5.2.13

S.5 Medicine
These skills should include:

S5.9 skills in promoting and ensuring effective man-
agement of co-existing physical conditions.

S.7 Research
As noted in Attitudes and Knowledge sections
above, regarding need for constant qualitative
research and how to work with consumer and carer
co-investigators.

S.8 Distinguish Promotion from
Prevention
This should include:
Skills involved in Early Prevention Detection and
Intervention in Early Psychosis Depression,
Suicidality and Behavioural Disorders in all age-
groups.
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The Sainsbury Centre for Mental
Health: London pp. 15 and 16

The Core Skills, Knowledge and Attitudes
Required in Mental Health Services

We propose the following comprehensive, core
competencies for specialist staff working with
adults with severe mental illness:

Management and administration
� Knowledge of current systems of care and the pol-

icy background (CPA, supervision registers, com-
munity care and care management procedures,
functions and organisation of primary care).

� Understanding of mental health law and related
legislation, especially in relation to usersí civil
rights and powers of compulsion and detention.

� Understanding of the roles of the various disci-
plines and agencies involved in the provision of
mental health care and the range of settings
within which care and treatment take place.

� Awareness of the role and contribution of non
specialist and support staff, and the ability to
supervise and provide support to those staff.

Assessment
� Skill in conducting a collaborative needs-based

assessment.

� Ability to develop a treatment and care plan
based on a thorough and comprehensive assess-
ment of the client, family and social system.

� Apply knowledge of the issues and skill in the
assessment and management of the combined
problem of drug/alcohol abuse and mental illness.

� Skills in the assessment of users needs and
requirements of housing, occupation and income.

� Apply knowledge and skill in risk assessment
and the management of violence and aggression.

� Apply knowledge of factors related to the devel-
opment of “chronic crises” and skill in assess-
ment and management strategies.

Treatment and care management
� Knowledge of the priority target group, their

needs, characteristics and clinical symptomatology.

� Knowledge of crisis intervention, theory and practice.

� Effective understanding of current medical
interventions and possible side effects.

� Knowledge of basic current cognitive-behaviour-
al strategies to assist users, carers and family
networks to contain and manage a severe and
enduring mental illness.

� Understanding of the issues in the evaluation
and treatment of service users at risk of self
harm or suicidal behaviour.

� Knowledge and skills in effective inter-personal
communication.

� Awareness of cultural and gender issues in men-
tal illness and an awareness of the principles and
practices of anti-discriminatory and anti-racist
practice.

� Knowledge and skill in creating therapeutic co-
operation and developing an alliance with the
service user.

� Awareness of the needs, characteristics and
principles of care for homeless people with men-
tal illness.

� Knowledge and skill in the provision of assertive
outreach and long term continuing care.

� Awareness of the needs, characteristics and
principles of care for forensic patients.

� Awareness of user perspectives on the provision
of treatment and continuing care.

� Knowledge of care management principles.

Collaborative working
� Awareness of the need to work in partnership

with carers and social networks.
� Ability to work effectively as a member of a

multi-disciplinary mental health team through
clarity about the role and purpose of the team
and its individual members.

� Understanding of sources of conflict and devel-
opment of basic teamwork skills including nego-
tiation and conflict resolution.

Comprehension of the need for and willingness to
participate effectively in multi-disciplinary team
supervision.

This list of core skills, knowledge and attitudes is
proposed as the basis for a training framework
which will guarantee “fitness for purpose” of staff
working with people with severe mental illness. It
is the foundation upon which the unique, specialist
skills of the various disciplines should be built. We
have no doubt that all staff functioning at key
working or care management levels should be com-
petent in all of the above core areas as well as in
areas that are professionally distinct.
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Core competencies 
for mental health 
professionals 

CLINICAL CARE
Level A

Unit CC 1 Establish and Maintain Therapeutic
Relationship with Patient/Carer

Unit CC 2 Assess Patient/Carer Needs

Unit CC 3 Analyse Information

Unit CC 4 Formulate Intervention Plan

Unit CC 5 Implement Intervention Plan

Unit CC 6 Monitor Planned Intervention/s

Unit CC 7 Terminate Intervention/s

Unit CC 8 Respond to Crisis/Emergency

Unit CC 9 Undertake Medico-Legal 
Responsibilities

Level B

Unit CC 10 Develop Policy and Procedures for 
Crisis and Emergency Situation

Unit CC 11 Facilitate Ongoing Best Practice in 
Clinical Areas

Level C

Unit CC 12 Develop Practice Standards

PROFESSIONAL PRACTICES
Level A

Unit PP 1 Practice within Professional,
Legislative and Organisational 
Parameters

Unit PP 2 Maintain Professional Competency
Level B

Unit PP 3 Support Professional Work Practices

Unit PP 4 Provide Staff Development and 
Performance Enhancement

WORKING WITH OTHERS
Level A

Unit WO 1 Communicate in a Range of Ways

Unit WO 2 Participate in Meetings

Unit WO 3 Participate as a Multidisciplinary 
Team Member

Unit WO 4 Establish Networks with Service

Unit WO 5 Advocate for Patients/Clients
Level B

Unit WO 6 Develop Strategic Links with 
Community Organisations

Unit WO 7 Lead Team
Level C

Unit WO 8 Establish Strategic Working 
Relationships to Improve 
Intersectoral Links

Unit WO 9 Provide Leadership in the Workplace

INFORMATION DISSEMINATION
AND PSYCHO EDUCATION
Level A

Unit ID 1 Provide and Use Information in a 
Range of Ways

Unit ID 2 Provides Psycho-Education at 
Individual Level

Unit ID 3 Utilise Group Processes/Programs 
to Provide Information/Psycho-
Education

Unit ID 4 Provide Community Education and 
Mental Health Promotion

Level B

Unit ID 5 Identify Requirements for Training

Unit ID 6 Manage Information Systems
Level C

Unit ID 7 Manage Training

Unit ID 8 Manage Information Strategically

ADMINISTRATION AND 
MANAGEMENT
Level A

Unit AM 1 Undertake Administrative Work

Unit AM 2 Documentation and Record Keeping

Unit AM 3 Manage and Maintain Resources and 
Equipment

Unit AM 4 Manage Full Range of Duties and 
Responsibilities
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Unit AM 5 Comply with Occupational Health
and Safety Policies, Procedures and Programs
Level B

Unit AM 6 Develop, Implement and Monitor 
Program/Project

Unit AM 7 Design and Implement Policies and 
Procedures

Unit AM 8 Manage Staff

Unit AM 9 Maintain Work Environment

Unit AM 10 Implement and Monitor the
Organisation’s Occupational Health and Safety
Policies, Procedures and Programs
Level C

Unit AM 11 Manage Resources

Unit AM 12 Human Resource Management

Unit AM 13 Manage Service/organisation

Unit AM 14 Establish, Maintain and Evaluate the
Organisation’s Occupational Health and Safety
System and Emergency Disaster Response

RESEARCH AND EVALUATION
Level A

Unit RES 1 Contribute to Research
Level B

Unit RES 2 Plan, Manage and Evaluate Research
Level C

Unit RES 3 Design and Initiate Research
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Mental health nursing

Jon Chesterson

President 

Australian and New Zealand College 
of Mental Health Nurses
P.O Box126
Greenacres SA 5086

02 9807 2602 (phone/fax)

Psychology

Dr Alison Garton

Executive Director

Australian Psychological Society (APS)
PO Box 126
CARLTON SOUTH  VIC  3053

03 9663 6166 (phone)
03 9663 6177 (fax)

Occupational therapy

Lin Oke

Executive Director

OT Australia
Australian Association of Occupational Therapists
(A.A.O.T.)
6 Spring Street
FITZROY  VIC  3065

03 9416 1021 (phone)
03 9416 1421 (fax)

Social work

Ian Rentsch

Chief Executive Officer

Australian Association of Social Workers (AASW)
PO Box 4956
KINGSTON  ACT  2604

02 6273 0199 (phone)
02 6273 5020 (fax)

Psychiatry

Dr Robert Broadbent

Executive Director

Royal Australian and New Zealand College 
of Psychiatrists (RANZCP)
309 La Trobe Street
MELBOURNE  VIC 3000

03 9640 0646 (phone)
03 9642 5652 (fax)
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Contact details of five professional bodies
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