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‘Paternalism to Partnerships’—a model of intervention for 
community mental health teams 

Sharyn Bartlett, Social Worker, Parkside Adult Community Mental Health Team, Dept. of Health and 
Human Services, Burnie, Tasmania. Tracey Zeiser, Acting Clinical Nurse Specialist, Parkside Adult 
Community Mental Health Team, Dept. of Health and Human Services, Burnie, Tasmania. 

Introduction 

The past two decades has been witness to immense changes in the provision of Mental Health Services 
within our communities. These changes have brought with them challenges for mental health clinicians, 
consumers and community care providers. ‘Paternalism to Partnerships’ chronicles the journey of 
Parkside Adult Community Mental Health Team as it continues on a never ending process of change. 

Background 

PACMHT is situated in Burnie, North West Tasmania and covers a square area of approximately kms. 
Previously known as Dunburn House, it was established in 1992 under the direction of a psychiatrist in 
order to accommodate the mental health needs of adults aged 18 years and over by the providing: 

 Case management 

 Group work 

 Rehabilitation 

 24 hour crisis response 

 Medical and nursing support 

 Psychiatric and psychological assessments 

 Outreach (including flying to King Island) 

By end of 1999 Dunburn House had grown to an eight member multi-disciplinary team and with a change 
of premises in 2000 was re-named Parkside Community Mental Health Team. Due to growing community 
expectations, it became obvious that the model of care being utilised was unsustainable. The service 
delivery model was also negatively influenced by: 

 Adhoc policies and procedures.  

 No consumer input. 

 No staff care. 

 No mental health community support. 

 No service entrance criteria. 

 Medical model leadership. 

 Unrealistic community expectations. 

By committing to a rigorous accreditation process, coupled with Commonwealth and State policy directive 
changes, the profile of the service has changed to: 

 An inter-disciplinary team utilising an assertive case management approach. 

 Non medical Team Leader. 

 8.30 – 5.00 service (separate A.H. service) 

 Guiding policies and procedures 

 Client entrance criteria 
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 Consumer input 

 MH Community support 

 Staff support 

 Client age group restricted to 18 – 64 years. 

 Recovery model of service delivery 

 Community partnerships in care. 

Forces of change and issues faced 

The socio-political milieu of the late 1990’s and early to mid 2000’s saw an exciting time of change for 
mental health consumers and clinicians. Tasmania had a new Mental Health Act (1996), consumer 
advocacy groups began to flourish and be heard, various reports detailing Mental Health Services 
shortcomings were published (Bridging the Gap – A Review of Mental Health Services Tasmania, October 
2004, Thin Ice Report – Anglicare 2004). However, it took staff commitment to a stringent accreditation 
process to bring about positive change. Using the Second National Mental Health Plan (1998) and the 
National Standards for Mental Health Services (National Mental Health Strategy, 1996) as guiding 
principles, the Team tackled re-shaping the service. This necessitated a three-pronged approach in 
regards to staff, consumers and community.  

A change of team leader from psychiatrist to community psychiatric nurse was perhaps the most 
influential factor in achieving success. This allowed for the partial dismantling of a medical model 
approach to service delivery, to a more consumer friendly bio-psychosocial model. We lost a psychiatrist 
but retained a medical officer. We lost a hierarchal approach to workplace relationships and gained a 
team focus. This however, was not without its challenges! The team undertook group supervision which 
enabled us to learn about each other’s disciplines and interest areas. We argued, laughed, stood our 
ground, gained and gave respect and eventually compromised until consensus was reached. This is how 
a team is formed, bonds and becomes invested in outcomes.  

Consumer reaction to change was very individual and ranged from fear to activism. Clients of PACMHT 
formed their own incorporated committee and were the only active wholly consumer based group in the 
state. They provided feedback to the service during the policy development phase, participated in 
community education activities and organised fundraising, Family Fun Days and Coffee Mornings. The 
Parkside Consumer Advisory Committee even published a book named, Hatters? It’s What You Think 
That Matters! This book was purchased as a required text by a W.A. University. Although this committee 
is no longer in operation, we now have a state-wide Consumer Framework policy document to guide and 
encourage consumer involvement. 

In the past, community service providers, in general, directed anyone in any sort of crisis to the MHS. This 
led to the formulation of a set of criteria for entry to the service and the undertaking of considerable 
community education. This is an ongoing dilemma for a regional/rural area where access to psychological 
assistance is difficult, but those with a serious mental illness must take priority when resources are limited. 
Community Development became one of the central components of the service. Building community 
resilience and acceptance resulted in reduced fear and stigma and eventually led to a reduction in 
inappropriate referrals to the service. 

How did we do it? 

In 2003 PACMHT became the first Community Mental Health Service in Tasmania to be accredited by the 
Quality Improvement Council of Australia using Quality Management Services as the external reviewer. 
This was the culmination of a team that was invested in outcomes and valued client care. We learned 
valuable lessons along the way: These include: 

 Change staff attitudes and culture through teamwork processes and en-culture new staff quickly via 
orientation. 

 Blur professional roles and reject professional territorialism.  



 The National SARRAH Conference 2008 3 

 Assign roles. This ensures accountability to the team. 

 Reject a system victim stance by adopting a ‘can do’ attitude. 

 Silence can be golden. Don’t let ideas get bogged down in red tape. Do it now. Explain later. 

 Be consistent.  

 Have user friendly systems. This will increase staff compliance. 

 Do not suffer prima donnas. Use peer pressure to minimise the likelihood of this occurring. 

 Do not let under-currents develop into tsunamis. Deal with problems quickly.  

 Encourage open-door management. Chanel as much decision making and feedback opportunities as 
possible to Team meetings. This promotes investment and ownership of team processes. 

 Expect excellence and you are likely to get it.  

 Staff supervision – make sure it happens!  

What’s happening now? 

In 2008 the Parkside Community Mental Health Team and Oldaker Street Clinic amalgamated to become 
Adult Community Mental Health (NW). PCMHT and OSC are now referred to as ‘sites’. One thing we can 
always be certain of, along with taxes and death, is change. While almost all of the original Dunburn 
House team has moved on, their legacy remains. Their case management model was used extensively in 
the development of the Tasmanian Adult Community Mental Health Services Blueprint (2007) which 
currently guides service delivery. Policies and procedures have been adopted and adapted for state-wide 
use. PACMHT has retained its accreditation status after two reviews due to the systems already in place. 
The move from medical model service provision to a bio-pscyho-social model has now continued to 
evolve into the Recovery Model.  

Supporting and fostering this model is now the current challenge facing clinicians, consumers and the 
community. Medicare reforms, the move to partnerships and MHS outsourcing is presenting new 
opportunities for community mental health teams. On a micro level there has been significant changes 
within Mental Health Services (NW). These include: 

 the amalgamation of the two community mental health teams covering the NW region of Tasmania 

 the re-formation of the regions’ own Area Management Unit 

 the expansion of the ACMHT to include a discrete After Hours Crisis Response Team 

 state-wide staff supervision policy 

 management commitment to accreditation processes 

 changing work practices to include a stronger supportive consultancy role to the community 

 In order to gain support, argue for, and influence direct changes in service delivery, clinicians need to 
ensure the direction taken complies with current directives. Our current plans dovetail with both 
Commonwealth and State policy and directions statements. Under the umbrella of the National Mental 
Health Plan 2003 – 2008 sits Tasmania’s Health Plan (May 2007) which incorporates both the Dept. 
Health and Human Services Strategic Direction Plan and the Primary Health Services Plan. The National 
Standards for Mental Health Services (National Mental Health Strategy, 1996), and The Mental Health 
Services Strategic Plan 2006 – 2011 is directing policy decision making in regards to clinical service 
delivery via the Tasmanian Adult Community Mental Health Services Blueprint (2007).  
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The philosophy underpinning these many tiers of directives is one of social inclusion, collaboration and 
improved health care outcomes as proclaimed by the United Nations Principles on the Protection of 
People with Mental Illness (1992) and the Australian Health Ministers Mental Health Statement of Rights 
and Responsibilities (1991).  

The creation of a sustainable health service delivery model in an ever changing politico-health 
environment is fraught with difficulty and with any policy change a ripple effect is created which 
influences all stakeholders that have differing, but inter-related needs.  

Teams that are committed to the provision of quality service delivery are never static but continually 
evolving and responding to those needs. This response however, has to be planned and not a knee-
jerk reaction. In line with this, we have taken time to listen to feedback. Providing seamless transition 
for clients from hospital to a CMHT and then onto their primary care provider (GP) is now our priority 
and this process has begun. Firstly, it was necessary to actually identify the problems. These were 
identified through various consultation approaches as a: 

• Lack of acute care discharge planning in conjunction with CMHT’s. 

• Lack of knowledge relating to mental health assessment by primary care providers (including GP 
practice nurses). 

• Lack of client confidence in leaving the care of MHS. 

• Lack of collaboration between MHS and GP Surgeries. 

• Lack of a co-ordinated, consistent and integrated approach to transitioning long term clients from 
MHS to GP’s 

• Lack of consistent service delivery between CMHT’s 

• Lack of GP confidence in caring for people with a serious mental illness within a primary health 
care model and feeling unsupported. 

In other words there is a lack of communication! Whilst changes can be fast and furious within MHS, 
communicating changes in both philosophy and service delivery to the community is slow and acceptance 
takes time.  

Into the future…. 

Addressing the above problems is a continuous process that has already taken its first tentative steps. We 
now have: 

 Morning Telehealth link-ups with the acute inpatient unit to discuss client admission and discharge 
plans. 

 Increased use of shared-care plans with GP’s. 

 The beginnings of collaborative work with NGO’s providing MH services. 

 Combined CMHT meetings and a plan in place for team building. 

 The beginning of improved transitional care follow-up procedures for clients. 

However, the challenge and priority for clinicians is the comfortable transition of care from the MH system 
to the mainstream health system. The era of paternalism is over. The age of partnerships has arrived. 
Objectives include: 

 Formalised procedural changes detailing a clinical pathway for transition of care to ensure 
consistency and universal accountability in terms of stakeholder expectations. 
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 Consistent use of the shared care program by MH clinicians and GP’s. 

 Community resource packages for MH consumers (including their families and/or carers). 

 Continual RN education via the GP Divisions of Practice RN Professional Development Training 
Program. 

 Improved relationship between MHS and GP Surgery’s. 

 Early detection and reporting of discharged consumers at risk of relapse and needing specialist 
intervention. 

 Improved consumer health outcomes and reduction of stigma by utilisation of mainstream health 
services. 

Current identified risks that threaten the move from paternalism include: 

 Lack of change management processes 

 Lack of cohesiveness/agreement  

 Poor communication processes 

 Lack of commitment to process 

 Lack of confidence from all perspectives 

 Changing political milieu  

 Staff changes 

 Consumer, family and carer resistance 

 GP and Practice Nurse resistance 

These risks are foreseeable and therefore it is possible to minimise their impact by careful planning. With 
any initiative there needs to be; 

 Clear communication and consensus. 

 Strong and committed governance. 

 Allocation of sufficient resources. 

 Ongoing evaluation that will enable flexibility in both process and implementation.  

Evaluation is married to quality improvement and the principles of Best Practice. Coupled with evidence 
based research and practice, this triangulation forms a unique opportunity for clinicians to be at the 
forefront in shaping service delivery. 

Like any human service organisation, there really is no end to this story. Committed, skilled, caring 
professionals will continue to move with the times and strive to provide their communities with the best 
evidence based practice options possible. 
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