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INTRODUCTION
The NT Lived Experience Network welcomes the opportunity to make a submission for the Northern
Territory Government’s review of the Mental Health and Related Services Act (1998).
In preparing this submission we conducted a Lived Experience Consultation in Palmerston on the 3rd of May
2021 and an online survey.
Our submission is positioned around a rights-based framework to promote recovery and includes:
1. A literature review to summarize rights-based recovery-oriented practice and peoples experience
of treatment and care in the NT.
2. The findings from our Lived Experience Consultation.
3. The results of our online survey.
4. Our position in relation to changes to the NT Mental Health and Related Services Act (1998).

NT LIVED EXPERIENCE NETWORK
In other states and territories, mental health funding bodies have a history of supporting people with lived
experience to develop and maintain networks by financing Carer and Consumer peak bodies.
The peak bodies leverage their lived experience networks to operate in partnership with governments and
funding bodies to inform policy development, legislation and how services are planned, developed,
delivered, and evaluated.
In June 2020, a collection of Territorians with lived experience instigated a volunteer initiative to establish
the Northern Territory Lived Experience Network (NTLEN) with the objective of providing a strong lived
experience voice to inform local decision making.
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USE OF LANGUAGE
It is our preference in this document to hereafter use terms “people” or “person” to represent someone who
experiences mental illness or distress.
The term “patient” may be used to refer to someone in hospital, and “client” to refer to someone accessing
outpatient services.
It is also our preference to use the terms “family”, “family member”, “friend” or “support person” to
represent the people who provide love and support to a person who experiences mental illness or distress.
Ordinarily, we will not use the terms “consumer” or “carer” unless we are referring to content from another
document, such as the NT Mental Health and Related Services Act.
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LITERATURE REVIEW
Timeline of human rights movements and international law
1940s-1950s:
The United Nations Universal Declaration of Human Rights was signed on 10 December 1948 to enshrine
the rights of all people in international law.1
However, forced institutionalization remained the dominant policy for the treatment of people with
disabilities. People with disabilities began a global human rights movement for equal recognition of their
rights.2
Significant advancements were made in the development of psychotropic medications. This enabled
greater numbers of people who had been institutionalized in mental asylums to leave for the first time.
1960s-1970s:
The growing number of people who left asylums came together and started their own human rights
movements. This included the “Ex-Patient” and “Psychiatric Survivor” movements.
The Ex-Patient and Psychiatric Survivor movements aligned with more traditional disability rights
movements around the world, including in Australia.
Movements became more organized and formed the first “consumer” advocacy organisations and
collectives. This included VMIAC in Victoria, Australia’s oldest “consumer” advocacy body still in
existance.3
People realized the value of the support they provided to each other and that together they could work
toward healing. This was the origin of peer support.
1980s:
Little more progress was made in Australia toward deinstitutionalization until David Richmond completed
his 1983 Inquiry into Health Services for the Psychiatrically Ill and Developmentally Disabled for the NSW
government (known as the Richmond Report).4
The Richmond Report enshrined the notions of deinstitutionalization and integrated community-based care
networks, instigating national reforms toward the deinstitutionalization of people experiencing mental
illness.
At the same time “consumer” and “carer” groups continued to grow in numbers and influence, as the
policies of deinstitutionalization are enacted. 5
1990s:
In 1991, the United Nations General Assembly adopted the Principles for the Protection of Persons with
Mental Illness and the Improvement of Mental Health Care.6
This was followed by Australian Health Ministers adopting the National Mental Health Statement of Rights
and Responsibilities7 - based in part on the UN Principles.
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In 1992, the National Mental Health Strategy8 was released, followed by the First Mental Health Plan9 in
1993.
Collectively these documents defined the first mental health reforms in Australia:
The National Mental Health Strategy provided “a national agenda for mental health reform and defined
a national direction and framework for governments to work together to change a system that was
considered to be inadequate and neglected by policy makers”.
The Mental Health Statement of Rights and Responsibilities sought “to ensure that consumers, carers,
support persons, service providers and the community are aware of relevant rights and responsibilities and
can be confident in exercising them”.
The First Mental Health Plan included the commitment by state and territory governments to establish a
Consumer Advisory Group (CAGs) to advise Health Ministers.
Later in 1993, the Human Rights and Equal Opportunity Commission conducted a review of mental health
legislation and human rights in Australia.10
The review referenced each state and territory governments obligation under the First Mental Health Plan
to develop mental health legislation consistent with the UN Principles and the National Statement of Rights
and Responsibilities by 1 January 1998.
Australia’s first human rights commissioner, Brian Burdekin, conducted a National Inquiry into the Human
Rights of People with Mental Illness in 1993.11
Known as the Burdekin Report, the inquiry determined that the money that should have been redirected to
community mental health after the closure of institutions, had not materialized.
Further, a lack of co-operation among government and non-government agencies, and the private sector
had contributed to a lack of appropriate services.
2000s:
Most of the Health Minister’s Consumer Advisory Groups formulated into Consumer Peak Bodies.
In 2006, the Convention on the Rights of Persons with Disabilities (CRPD)12 was established by the United
Nations. Australia was one of the original signatories and ratified the CRPD in July 2008 and the
Optional Protocol in 2009.13 Out of 241 nations recognised by the United Nations, 182 have now
ratified the protocol.
In 2012, the World Health Organisation released the QualityRights toolkit14 to “provide countries with
practical information and tools for assessing and improving quality and human rights standards in mental
health and social care facilities”.
In 2013, the National Framework for Recovery Oriented Mental Health Services: Guide for Practitioners
and Providers15 and its companion document, Policy and Theory, were released.16
In 2015, the first version of the Certificate IV in Mental Health Peer Work was developed as a project by
the National Mental Health Commission.17
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The national mental health reform agenda has continued under subsequent mental health plans, now up to
the Fifth National Mental Health and Suicide Prevention Plan.18
The involvement of people with lived experience remains a national priority:
“For the first time this plan commits all governments to work together to achieve integration in
planning and service delivery at a regional level. Importantly it demands that consumers and carers
are central to the way in which services are planned, delivered and evaluated.”
Fifth National Mental Health and Suicide Prevention Plan (2017)

Principles for the Protection of Persons with Mental Illness
The following list is a summary of the principles and rights of people with mental illness from the 1991
United Nations Principles for the Protection of Person’s with Mental Illness and the Improvement of Mental
Health Care.6
The list is not exhaustive; however, it includes key principles that NTLEN refers to as the basis for
improvements to the NT Mental Health and Related Services Act (1998).
Principle 1: Fundamental freedoms and basic rights and Principle 7: Role of community and culture:
-

To the best available mental health care, which shall be part of the health and social care system
and in accordance with the same standards as other ill persons. (Principle 1, 7)
To be treated with humanity and respect for the inherent dignity. (Principle 1)
To be represented by a counsel paid for by the state. (Principle 1)
To be treated near their home and to return home as soon as possible. (Principle 7)
To treatment suited to their cultural background. (Principles 1, 7)

People with mental illness have the right to be treated with humanity and respect for
their dignity, and to have the right to treatment suited to their cultural background.

Principle 8: Standards of care
-

To be protected from harm, including unjustified medication, abuse by other patients, staff, people
or actions that cause mental distress or physical discomfort. (Principle 8)

Principle 9: Treatment
-

To be treated in the least restrictive environment and using the least restrictive or intrusive
treatment. (Principle 9)
To be treated with an individual care plan suited to their needs and directed towards preserving
and enhancing personal autonomy. (Principle 9)
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People with mental illness have the right to be treated using an individual care plan
suited to their needs and directed towards preserving and enhancing personal
autonomy.

Principle 10: Medication
-

To be given medication that meets their best health needs, only for therapeutic or diagnostic
purposes and never as a punishment or for the convenience of others. (Principle10)

People with mental illness have the right never receive medication as a punishment or
for the convenience of others.

Principle 11: Consent to treatment
-

-

-

-

Not to be treated without providing informed consent, unless meeting the criteria for involuntary
admission. (Principle 11)
To provide informed consent freely, without threats or improper inducements and after being
provided adequate and understandable information in a form and language they can understand
(Principle 11), including:
o The diagnostic assessment,
o The purpose, method, likely duration and expected benefit of the proposed treatment,
o Alternative modes of treatment, including those less intrusive, and
o Possible pain or discomfort, risks, and side-effects of the proposed treatment.
To request the presence of a person of their choosing to provide support for granting consent.
(Principle 11)
To refuse or stop treatment unless they meet the criteria for involuntary treatment. (Principle 11)
To be informed about the nature of the treatment and any possible alternatives and to be
involved as far as practicable in the development of the treatment plan even when they are
deemed unable to provide informed consent. (Principle 11)
To not be physically restrained or secluded except in accordance with the officially approved
procedures and when it is the only means available to prevent immediate or imminent harm to
them or to others. (Principle 11)
To not be physically restrained or secluded beyond the period which is strictly necessary for this
purpose. (Principle 11)
To be kept under humane conditions and be under the care and close and regular supervision of
qualified members of the staff if restrained or secluded. (Principle 11)
For their personal representative to be given prompt notice of any restraint or involuntary
seclusion. (Principle 11)
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People with mental illness have the right to be provided adequate and understandable
information in a form and language they can understand including in relation to:
the diagnostic assessment; the purpose, method, likely duration and expected benefit
of the proposed treatment; alternative modes of treatment, including those less
intrusive; and, possible pain or discomfort, risks and side effects of the proposed
treatment.

Principle 12: Notice of rights
-

To be informed as soon as possible after admission, in a form and a language they understand, of
all their rights, including an explanation of how to exercise them. (Principle 12)
For their rights to be communicated to the personal representative and potential support person
best able to represent their interests and willing to do so. (Principle 12)
To nominate a person who should be informed on their behalf, as well as a person to represent
their interests to the authorities of the facility. (Principle 12)

Principle 13: Rights and conditions in mental health facilities
-

-

To have full respect for their recognition before the law, privacy, freedom of communication,
freedom of religion or belief. (Principle 13)
To have access to an environment as close as possible to that of their normal life including facilities
for: recreational and leisure activities; education; to purchase or receive items for daily living,
recreation, and communication. (Principle 13)
To receive encouragement to use such facilities and engage in activities suited to his or her social
and cultural background, and for appropriate vocational rehabilitation measures to promote
reintegration in the community. (Principle 13)

People with mental illness who are treated at mental health facilities have the right to
access an environment as close as possible to that of their normal life including
facilities for recreational and leisure activities, education, to purchase items for daily
living, recreation, and communication.

Principle 14: Resources for mental health facilities
-

-

To have access to qualified medical and other appropriate professional staff in sufficient numbers
and with adequate space to provide them with privacy and a program of appropriate and active
therapy. (Principle 14)
To have access to diagnostic and therapeutic equipment, appropriate professional care, regular
and comprehensive treatment. (Principle 14)
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People with mental illness have the right to be treated at mental health facilities that
have sufficient qualified medical and other professional staff, enough space to provide
them with privacy and a program of appropriate and active therapy.

Principle 15: Admission
-

For the mental health treatment facility to make every effort to avoid admitting them involuntarily.
(Principle 15)
To access a mental health facility in the same way as access to any other facility for any other
illness. (Principle 15)
To leave the mental health facility at any time unless meeting the criteria for retention as an
involuntary patient and to be informed of that right (Principle 15).

People with mental illness who are admitted voluntarily to a mental health facility
have the right to leave the facility at any time and to be informed of that right.

Principle 16: Involuntary admission
-

If involuntarily admitted, for the admission to be communicated to them without delay, to their
personal representative, and, unless they object to their family.
For the grounds of the admission to be communicated to them, their representative and, unless they
object to their family without delay.

People with a mental illness who are involuntarily admitted have the right for the
grounds of their admission to be communicated to them and, if they do not object, to
their family without delay.

Principle 20: Criminal offenders
-

-

(This Principle applies to persons serving sentences of imprisonment for criminal offences, or who
are otherwise detained during criminal proceedings or investigations against them, and who are
determined to have a mental illness or who it is believed may have such an illness.)
For the court (or other competent authority) to order a person’s admission to a mental health
facility for treatment after receiving independent medical advice.
For the person to have treatment if determined to have a mental illness which is consistent with
Principle 11 in all circumstances.
To receive the best available mental health care as described in Principle 1, applied to the fullest
extent possible, with only such limited modifications and exceptions as are necessary in the
circumstances.
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The court has the authority to order a person’s admission to a mental health facility for
treatment after receiving independent advice.

People who are detained in the justice system and are determined to have a mental
illness or believed to have a mental illness, have the same right to the standard of
treatment of care as people with mental illness who are not in the justice system.

Convention on the Rights of Persons with Disabilities
The United Nation Convention on the Rights of Persons with Disabilities (CRPD) was created in 2006 to:
“To promote, protect and ensure the full and equal enjoyment of all human rights and fundamental
freedoms by all persons with disabilities, and to promote respect for their inherent dignity.”
The Convention marks a ‘paradigm shift’ in attitudes and approaches to people with disabilities:
“Persons with disabilities are not viewed as "objects" of charity, medical treatment and social
protection; rather as "subjects" with rights, who are capable of claiming those rights and making
decisions for their lives based on their free and informed consent as well as being active members of
society.”
The individual rights for persons with disabilities in the CRPD, include:
-

Equality before the law without discrimination. (Article 5)
Right to life, liberty and security of the person. (Articles 10 & 14)
Equal recognition before the law and legal capacity. (Article 12)
Freedom from torture. (Article 15)
Freedom from exploitation, violence and abuse. (Article 16)
Right to respect physical and mental integrity. (Article 17)
Freedom of movement and nationality. (Article 18)
Right to live in the community. (Article 19)
Freedom of expression and opinion. (Article 21)
Respect for privacy. (Article 22)
Respect for home and the family. (Article 23)
Right to education. (Article 24)
Right to health. (Article 25)
Right to work. (Article 27)
Right to adequate standard of living. (Article 28)
Right to participate in political and public life. (Article 29)
Right to participation in cultural life. (Article 30)
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International human rights law recognizes the limitations on resources, however limitations on resources are
not an excuse to delay implementation.19
-

Limited resources must be prioritized according to reasonable and objective criteria and funding
must be proportional.
Strategies for effective use of limited resources:
o Target low-cost programs.
o Target people in the most marginalized situations.
o Be non-discriminatory.
o Draw on international cooperation.
o Include persons with disabilities in all stages.

The United Nations Convention for the Rights of Persons with Disabilities recognizes
the limitations on resources, however also states that limitations are not an excuse to
delay implementation. Strategies for effective use of limited resources include
involving people with disabilities at all stages.

QualityRights Toolkit
The World Health Organisation created the QualityRights Toolkit for improving quality of care and
respect for human rights in the mental health field.14
“WHO QualityRights aims to improve access to quality mental health and social services and promote
the rights of people with mental health conditions, psychosocial, intellectual and cognitive disabilities.”
The WHO recognizes that the legacy of the 150-year-old biomedical paradigm for treating mental illness
is at odds with the international concept for recovery and human rights-based care of people with mental
illness.14
“The care available in mental health facilities around the world is not only of poor quality but in many
instances actually hinders recovery. It is common for people to be locked away in small, prison-like
cells with no human contact or to be chained to their beds, unable to move. Violations are not
restricted to inpatient and residential facilities however; many people seeking care from outpatient
and community care services are disempowered and also experience extensive restrictions to their
basic human rights.”
The objectives of QualityRights are to: 14
-

Build capacity to combat stigma and discrimination and promote human rights and recovery.
Improve quality of care and human rights in inpatient and outpatient mental health services.
Create community based and recovery-oriented services that respect and promote human rights.
Promote human rights, recovery, and independent living in the community.
Develop a movement of people with mental disabilities to provide mutual support, conduct
advocacy and influence policy-making processes.
Reform national policies and legislation.
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The QualityRights Toolkit has been designed for application in low-, medium- and high-income countries,
and is constructed using the principles of the Convention for the Rights of Persons with Disabilities.

The objectives of the World Health Organisation QualityRights Toolkit include
developing a movement of people with mental disabilities to provide mutual support,
conduct advocacy and influence policy-making processes to support the objective of
improving the quality of care and human rights in inpatient and outpatient mental
health services.

Defining ‘recovery’ and the enablers for recovery
In 1993, Bill Anthony published his paper which provides the definition for personal recovery that remains
internationally accepted today:20

“Recovery is a deeply personal, unique process of changing one’s attitudes, values, feelings,
goals, skills and roles. It is a way of living a satisfying, hopeful and contributing life even with
the limitations caused by illness.” Anthony (1993)

Anthony’s paper, published less than 30 years ago, was the first representation of recovery in a way that
was meaningful to the individual.
In 2011, Mary Leamy and colleagues released their findings of a systematic review and narrative
synthesis of first-person accounts of recovery in the literature.21
Leamy and her colleagues identified:21
-

-

Thirteen characteristics of the recovery journey,
Five recovery processes, comprising the acronym CHIME:
o Connectedness
o Hope and optimism about the future
o Identity
o Meaning in life
o Empowerment
Recovery stage descriptions which mapped onto the transtheoretical model of change.

The CHIME model has been adopted and implemented around the world. It has increasingly been
applied to recovery contexts more broadly than mental health recovery.
The characteristics and processes in the CHIME framework21 are included pictorially on the following
figure.
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Connectedness
Peer support and support groups
Interpersonal relationships
Support from others
Being part of the community
Social inclusion

Empowerment
Personal responsibility
Control over life, self-efficacy
Power together with others
Focussing on strengths
Peer organised services

Meaning
Meaning of MI experiences
Spirituality
Quality of Life
Meaningful life & social roles
Rebuilding life

Hope

Belief in possibility for recovery
Motivation for change
Hope inspiring relationships
Positive thinking and valuing aspirations
Having dreams and aspirations

Identity
Social identity
Dimensions of identity
Rebuilding/redefining
positive sense of identity
Overcoming stigma
Leamy (2011)

Leamy identified additional considerations for cultural groups, and collectivist notions of recovery: 21
“Studies that focused on recovery for individuals of Black and minority ethnic (BME) origin showed a
greater emphasis on spirituality and stigma and also identified two additional themes: culturally
specific facilitating factors and collectivist notions of recovery.”
Mary O’Hagan22, a well-known recovery activist based in New Zealand and the former Mental Health
Commissioner also recognised the communal and relational dimension to facilitate mental health recovery:
“It (recovery) mentions the importance of hope and personal and social responsibility. It states that
families, communities and people with mental health problems themselves need to be as actively
involved in recovery as mental health services.”
Dausch et al23 identified that:
“Families and support people, need to be supported in addition to the individual to facilitate recovery,
regardless of whether they come from a collective culture or not Lack of communication between
families and professionals is a common reason people are not supported to pursue their recovery
goals.”.
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To understand how mental health services can operate in a way that negatively impacts recovery, NTLEN
recommends reversing the CHIME model as shown in the figure below.

Disconnectedness
No access to peer support
Not promoting family relationships
No access to community or environment
Otherness/exclusion by staff

Disempowerment
No dignity of risk
Decisions made by others
Seclusion/restraint
Ignoring/devaluing opinions
Not access to advocacy
No support for relapse planning

Meaninglessness

Hopelessness
Focussing on limitations
Deprivation of emotional support
No support for recovery planning
No visible role models for recovery
Disempowering belief in self
Discouraging things of importance
No explanation of rights

Devaluing Identity

No access to psychoeducation
Focus on diagnosis, symptoms or
Disconnection from culture
behaviours (when unwell)
or spirituality
Ignoring strengths & personal identity
Poor experience of care
Being stigmatised by staff
Devaluing meaningful relationships
Community stigma
No follow up support
No support to recognise & address
stigma &discrimination

When people’s experience of mental health treatment aligns with the reversed CHIME model shown
above, it is a logical conclusion that the way services are delivered can not only limit, but also impede a
person’s recovery.
However, through the systematic implementation of recovery-oriented practice guidelines, mental health
services can and do improve recovery outcomes for the people they are funded to support.
In 2011, LeBoutillier and colleagues explored the topic: What does recovery mean in practice?
They identified an emerging conceptual framework to promote recovery-oriented practice consisting of 16
dominant themes, grouped into four practice domains,24 including:
1. Organisational commitment.
2. Support for personally defined recovery – this should be the primary goal of the mental health
service.
3. Promoting citizenship – self-directed decision making at all times.
4. Working relationship – orientated to the client’s goals, not goals of the mental health professional.
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To successfully embed recovery-oriented principles in practice requires: organisational
commitment, support for personally defined recovery, promoting citizenship and a
working relationship between staff and clients that is oriented toward the clients goals
at all times.

Peer suppor t as an enabler for recovery
There is a substantive body of national and international evidence that the quality of life of those
experiencing mental illness can be significantly enhanced when peer support is an integral part of their
treatment.
The Fifth National Mental Health and Suicide Prevention Plan18 recognizes that strengthening the mental
health peer workforce is an important element of the wider mental health workforce and of the
multidisciplinary team environment. As an action of the Fifth Plan, the National Mental Health Commission
is developing National Guidelines for the Peer Workforce.25
Closer to home, the NT Mental Health Strategic Plan26 includes the objective to ensure peer support and
advocacy are available at all mental health services.
The peer support relationship is based on the connection and understanding that comes from having
shared lived experience. Peers use their lived experience in a safe and purposeful way to support the
recovery journey of others. A peer's role is to walk alongside someone.
Professor Mike Slade says that peer support is the most evaluated of all mental health professions27 and
as a result, there is a large body of evidence to demonstrate the effectiveness of peer support to promote
the recovery. The evidence includes positive health outcomes for the peer workers themselves.28
Some of the international evidence validating the employment of peer workers to promote recovery
includes:
-

-

-

Peer support originated because of an unresponsive, sometimes harmful mental health system
where people can feel misunderstood, misjudged and mistreated.29
Peer support promotes a wellness model that focuses on strengths and recovery: the positive
aspects of people and their ability to function effectively and supportively, rather than an illness
model, which places more emphasis on symptoms and problems of individuals.30
Peer support is transformative: it transforms stigma to understanding, it transforms people from
passive recipients of what the medical model and society have always told them was good for
them, into allies who see another way. It changes people into vital leaders in their own and others’
recoveries.31
Generally, peer support workers are better able to promote empowerment and support increased
self-esteem, hope and the belief in recovery due to their recovery orientation focus rather than
professionally qualified, traditional mental health staff.28

The literature also contains guidance for organisations seeking to embed peer workers within their service:
-

Not every person with lived experience is suited to training and working as a peer. Upholding the
core values of peer support through recruitment, training and supervision of both peer and nonpeer workers is required to implement a successful peer programs.28
15

-

Strengthening the NT mental health peer support workforce requires organisational readiness and
capacity building to ensure workplaces have effective systems and supportive cultures and
practices to accommodate people with lived experience. This goes beyond identifying potential
peer workers, training them and providing job and career opportunities.32
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LOCAL EXPERIENCES OF TREATMENT AND CARE
Darwin Peer Led Educa tion Pilot
The Darwin Peer Led Education Pilot (PLEP) commenced in 2019 with funding from the NT Primary Heath
Network.
It involved a three-way collaboration between the NT Mental Health Coalition (as lead agency), Menzies
School of Health Research (as external evaluator) and Wellways Australia (as subject matter expert).
The PLEP was supported by a cross sectorial Steering Group that included people with lived experience,
peak bodies, education providers, service providers and industry development stakeholders.
The main aims for the PLEP were:
1. To deliver a peer-led education and recovery program.
2. To provide a supported vocational pathway in peer support.
3. To stimulate greater utilization of the peer workforce and a local pathway to complete the Cert IV
in Peer Work.
The PLEP evaluation by the Menzies School of Health Research demonstrated that the use of peers to
promote recovery was highly effective. Some of the findings from the evaluation are included below to
illustrate impact of a peer led local program to support recovery.

Background of Participant’s mental health journeys before participating in the peer led recovery
program compared with their experience of ‘recovery’ after attending. Word Art created using
transcripts of interviews from the Menzies Evaluation.33
Participants highlighted the importance of recovery planning and personal medicine (e.g. health and
wellbeing activities that promote mental health):34
[My favourite topic was] personal treatment and recovery planning. In that module it covered
obviously things that you do for self-medication like [self-medication] being not alcohol or drugs
which I used to use, but more on the lines of say going to the beach, going to a quiet beach, or going
fishing, or going for a bushwalk. Just doing something that you like that calms you down.” (PP 9)
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Personal Recovery Plans created during the Darwin Peer Led Education Pilot used with permission.33
The program introduced the concepts of forgiveness and
acceptance to participants and thus improved their
understanding of recovery from mental illness:34
“[I experienced an improvement] in my concept of
recovery and in what a practice of recovery for me
might look like. So, recovery planning, I guess, if
you were to give it a word. I think I gave myself because of the program, I gave myself a lot more
compassion. Forgiveness, acceptance.” (PP 12)
Understanding the signs and symptoms of illness and the
ways to manage them was found to be crucial to their
successful recovery:34
“I think it’s helped with My Recovery journey. I
mean, you know, I’m bipolar. I get manic. I get
depressed. That is not going to stop. But I think
the course has helped me deal with those ups and
downs. I don’t think it’s going to stop the ups and
downs…I actually was on a bit of a high when I
left the course and, you know, now I’m on a bit of
a low. But I think what it’s done is it’s just made
me more self-aware.” (PP 7)
All participants expressed that they valued the peer-to-peer model and the way it drew on their
individual lived experience. They advocated for the need to create a safe space to allow an individual to
express their vulnerabilities. This approach provided an opportunity to reflect and discuss their unique
experience of mental health in a safe environment: 34
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“I think it’s brilliant. I think peer programs are
the way to go. I got more out of that peer
program than I’ve got from any bloody program
ever that’s been done by professionals.” (PP 7)
“Opening up about [mental health] to people
that were suffering with the same kind of things
made me feel warmer and comfortable about it. I
now don’t feel so alone about my situation and I
am happy to talk to people about it as well.” (PP
5)
“It’s very difficult talking about yourself and
especially when it comes to mental health, to not
break that person down, but giving that person a
voice. And I saw people in there that I know for
a fact, they wouldn’t talk before they talked.”
(PP 11)
Through peer support, the program not only built-up
participants’ self-confidence but also their selfawareness and resilience:
“I was doing more positive things and I think it’s
because I had so much support around me from
my peers and so many people going through the
same thing.” (PP 7)
“[It gave me strength] my confidence built up…
my son still unwell, that still happening, I think my
mental health was suffering a bit. And then I have
other things going on but at the same time, I
didn’t fall apart, and I do believe it was because
of the [program].” (PP 11)
When asked about what was most useful in the My
Recovery program and if there was anything to capture
about the effectiveness or benefits, most of the
participants agreed that the peer-led delivery was a
cornerstone to its overall effectiveness: 34
“I think the peer thing really touches on something
that’s wonderful and useful.” (PP 10)
“I think you’d lose something from it not being as
intense… [a mutual understanding] and a level of
comfort within a group where you can discuss
whatever you want…it was formed by the rest of
the group far before I became a part of it. Like I

Personal Recovery Plans created during
the Darwin Peer Led Education Pilot used
with permission.33
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watched it happen and then I was like ‘Ooh, this is different!’ They were all chummy and laughing and
giggly.” (PP 10)
The peer-led program allowed participants to talk comfortably and build confidence with others that had
a shared experience. Synthesizing their previous experiences and knowledge and being able to talk
about their lived-experiences to somebody else who was actively listening to their stories, established
meaningful connections: 34
“My confidence built up in there as well. Like they were things that I knew anyway. There were things
that I was doing that’s when I thought, oh, it’s okay, I’m going to be okay. I’m not saying crying is
not a good thing or anything like that, but when you’re dealing with so much in your life, if you talk
to somebody else about it and then somebody says to you - I was listening to the stories in there of
people; they talk about what they went through and I think that was the thing about having that lived
experience, you need that in the room; you have to have that in the room.” (PP 11)
“I just think sometimes my level of English cannot do this because I don’t want people asking me ‘I’m
stupid’, ‘I don’t understand [where] your accent’s from’. But, my experience and my knowledge to be
this far, I can give my past experience to other people and bring them joy. I love it.” (PP 13)

Word Art created using participant transcripts relating to the importance of the peer group
environment and their overall reflections of My Recovery program from the Menzies Evaluation of the
PLEP33
The lived experience was regarded as the most important aspect for the success of the program. This
peer-to-peer approach helped to reduce any prejudice/s by others, as each participant was
understanding of, and familiar with, these issues: 34
“My Recovery was the fact that we were a group. We were all bonded together. We all had similar
problems, but I found that I wasn’t alone. We supported each other. That’s what I found with it. I also
found that you’ve got all the encouragement, and it became like a family in the end…that’s how I
felt, it become like a family in the end…on two occasions I did speak, but when I did, it did help the
group around.” (PP 15)
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The findings and recommendations from the Menzies evaluation of the Darwin Peer Led Education Pilot
included: 33
-

The PLEP project was reported by evaluation participants to be highly effective for people with
unmet mental health needs in Darwin. There was significant support among all stakeholders
interviewed for further investment in the program’s sustainability, expansion and scalability across
the NT.

-

There is an unmet demand within the AOD and mental health sectors for sustained investment in
peer-led psychosocial education support programs in the NT. Any future investments must
incorporate the lived experiences of people diagnosed with a mental illness; and be focused on
the development of explicit peer-recovery models.

-

Peer-led psychosocial education and support programs need to be appropriately tailored to local
contexts. Due consideration of geography, cultural background, and age are particularly
important, and should be considered as part of the curriculum design and delivery format.
Contextualization needs to be underpinned by appropriate governance structures, and include
people with lived experience of mental illness, preferably from the intended target audience.

-

Sustained efforts to strengthen the evidence-base about the effectiveness of emerging peer-led
psychosocial education and support programs in the NT, such as PLEP, is vital. This should include
pre and post mental health assessments.

Lived Experience Consultation for the Darwin Adult Mental Health
Centre
On the 23rd of July 2020, the NTLEN ran a Lived Experience Consultation to inform a submission to the
Australian Government consultation for the Darwin Adult Mental Health Centre.
The consultation was attended by 21 people with lived experience from the Greater Darwin area who
were organized in 5 table groups, each including a person nominated to be the recorder. A large volume
of experiences of people’s treatment and care were recorded, as well as their perspectives to improve
the delivery of treatment and care.
The following information has been extracted from NTLEN’s Full Report for the Adult Mental Health
Centre35 because of its relevance to our position for changes to the NT Mental Health and Related
Services Act (1998).
Themes related to peoples experiences of treatment and care:
1. People accessed a service for the first time during mental health crisis (4/5 groups):
“Ended up needing to call police weeks later resulting in involuntary admission.”
2. People had to wait a long time before receiving support (4/5 groups):
“WAIT TIMES: too long, needed asap, hopeless, deteriorated drastically.”
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3. People had been deemed “ineligible” when seeking support from services (3/5 groups):
“Too ‘high risk’”, “Being ‘referred out’”, “Not meeting criteria”
4. Service denials resulted in people deteriorating then being admitted to hospital (3/5 groups):
“Denied service  Crisis  Hospital  Denied service  Crisis etc.”
“DISMISSED because ‘not serious enough’  had to wait until things were BAD.”
“Went straight to psychiatric ward, sent back to GP then into psychiatric ward again.”
5. People were denied access to crisis services even though their life was at risk (3/5 groups):
“Told to call back in 15 minutes even though I was in crisis… Transported to hospital after
attempted suicide.”
6. People with a low level of English struggled to identify and access supports (2/5 groups):
“Background / Learning English causing difficulty with Doctors and Psychiatrists.”
“Carer became interpreter.”
7. People experienced a high level of stigma from mental health professionals (5/5 groups):
“Was judged based on historical notes”, “Response was panicked (by staff)”,
“Was told time wasting”, “Bias / perceptions from professionals: STIGMA, PREDJUDICE.”
“Automatic assumptions about symptoms that were incorrect leading to medically based decisions
that affected by rights.”
8. People relayed being not listened to and having to retell their story (5/5 groups):
“Difficulty communicating my needs  service was assuming my needs.”
“Communications not with me directly – ‘managed by others.”
9. People felt unsafe and struggled to find someone they could trust while accessing mental
health treatment (5/5 groups)
“TRUST & MISTRUST. DIFFICULT. LONELY.”
“What did I need: advice, support and understanding  for emotional needs as well as crisis
related.”
10. People felt disempowered by the treatment they received and were not involved in decision
making related to their care (5/5 groups):
“Power imbalance between worker and patient.”
“Settling for what the system has available rather than what I want or need.”
“Given what “they” (staff) thought we needed.”
“I was not asked what was important to me or what I needed.”
11. There was a universal lack of follow up and referral pathways to other services (5/5 groups):
“No follow up after ED or Tamarind presentation.”
“First time in crisis  helpless, no info or support after.”
“Vulnerable people rely on chance and good will of the public.”
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12. Family members providing care and support recorded poor experience of care (5/5 groups):
“Powerless, Overwhelmed, Unacknowledged.”
“No Parental Consent.”
Themes related to suggested improvements for care and treatment:
1. Accountability and follow up (5/5 groups):
“Good referral pathways. No buck passing. Follow-up.”
“Improved communication and knowledge.”
2. Visibility and accessibility (5/5 groups)
“INFORMATION IN LANGUAGE”
“24 HOURS ACCESS: HOTLINE, REFERRAL.”
3. Holistic services (5/5 groups)
“One Stop Shop (Holistic)  AOD, Psychologist, Psychiatrist, GP, Crisis support, spiritual,
nutrition, behavioural specialist, psychosocial, peer support, family/carer support.”
4. Empathetic and non-judgemental staff (5/5 groups):
“It is really helpful when someone gives me time attention and listens; this often helps to deescalate and hold me out till I can get the help I need.”
5. Access to staff with lived experience (4/5 groups)
“NON-CLINCAL SUPPORT!!! (Peer Workforce)”, “Family / carer support”
“Want someone with lived experience  Who has been in that space.”
6. Culturally safe, trauma informed, recovery oriented and holistic model of care (5/5 groups):
“Trauma informed, person-centred”, “Person (not disease) centred”, “Recovery focussed”
“Aboriginal and Torres Strait Islander informed practices”
“People working in partnership model with people accessing services.”
7. To be in a comfortable, private and healing space that reflects community (5/5 groups):
“ARTWORK, DIVERSITY, COLOUR IN SPACE.”
“Comfortable physical environment, i.e. chairs, NO BIG WHITE LIGHTS & WHITE WALLS!”
“Outside space”, “Mentally and physically safe”, “books, fidgets, puzzles”, “not crowded”
8. People wanted to be supported by peer workers and advocates that had a non-clinical focus
(5/5 groups):
“ADVOCATES”, “PEER WORKERS”, “NON-CLINICAL SUPPORT”
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9. The interpersonal skills of staff were highly valued (5/5 groups):
“Staff with a compassionate approach who have time to spend with clients.”
“Not to be treated like a patient / pigeonholed  i.e. risky, dangerous.”
“Staff that are accepting of confusion and emotionality.”
10. It was important to people to have access to a worker that could support them to develop
knowledge and skills to support recovery (5/5 groups):
“Group work / therapy.” “Self-compassion. Learning.”
“Resilience and growth and capacity building.”
“EDUCATION: engagement, conditions, coping, general.”
“Aid people in their self-advocacy abilities.”
“Understanding my illness & hearing / exploring strategies used by people with lived experience
 available to individuals and families.”
“ACCESS TO OTHER SERVICES: impacts on wellbeing, social determinants of health.”
Other improvements suggested for treatment and care:
1. The importance of triage:
“Triage is very important: minimise distress, skilled experience worker - passionate, empathetic, nonjudgemental, calming staff who look ‘non-clinical’.”
2. The ability to smoke:
“Having a place to smoke is important (and availability of Nicotine therapy for patients who are
trying to quit.”
3. Staff trained in de-escalation:
“APPROPRIATE PERSONNEL  i.e. mental health person instead of police”, “Security trained in
mental health and AOD  De-escalation, not physical”, “Staff trained in de-escalation”
4. Staff that reflect community:
“Staffing demographic reflects community demographic.”
5. Support for carers:
“CARER SUPPORT OFFERED AT TIME: communication, planning, how to help.”
Alignment with United Nations Principles for the Treatment of People with Mental Illness
NTLEN notes that the recommendations made by people with lived experience at the Adult Mental Health
Centre consultation reflect the principles outlined in United Nations Principles for the treatment of people
with mental illness, including:
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-

-

Having the right to the best available mental health care, which shall be part of the health and
social care system and in accordance with the same standards as other ill persons. (Principle 1, 7)
Having the right to be treated with humanity and respect for their dignity, and to treatment suited
to their cultural background. (Principles 1, 7)
Having the right to be treated an individual care plan suited to their needs. (Principle 9)
Being treated at mental health facilities that provide access to an environment as close as possible
to that of their normal life including facilities for recreational and leisure activities, education, to
purchase items for daily living, recreation and communication. (Principle 13)
Having the right to be treated at mental health facilities that have sufficient qualified medical and
other professional staff, with enough space to provide them with privacy and a program of
appropriate and active therapy. (Principle 14)
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1. LIVED EXPERIENCE CONSULTATION
The NTLEN ran a Lived Experience Consultation related to the review of the Mental Health and Related
Services Act (1998) on Monday the 3rd of May, 2021 (a public holiday). It ran from 10 am to 3 pm at
the Palmerston Library community room and included lunch and refreshments.
The consultation was prepared and facilitated by Noelene Armstrong and Jenny Summerville, two lived
experienced facilitators and NTLEN members.
Promotions for the event commenced 13 days ahead of its scheduled date. It was attended by eight
people with lived experience, including the two facilitators. An approximately equal number of people
had RSVP’d to the event but chose to make their apologies or not come on the day. This was not
unexpected given it was a public holiday and the consultation related to the Mental Health Act, which for
many people evokes memories of disempowerment and trauma.

Consultation format
The consultation was designed around specific elements of the Discussion Paper for the Review of the
Mental Health and Related Services Act (1998),36 including:
-

Part 1: Principles and Rights of the Patient
o Section 1.1: ‘Recovery’
o Section 1.2: Capacity and informed consent
- Part 2: Person centred approach
o Section 2.1: Will and preferences
o Section 2.2: Nominated support persons
- Part 3: Admission and Treatment
o Section 3.1: Involuntary admission
o Section 3.2: Voluntary admission
o Section 3.5: Leave
The outline for the consultation is included below:

No.
1
2
3
4

Type
Introductions
Information
Activity A1
Information

5
6
7
8
9
10
11
12
13
14

Activity A2
Video
Activity A3
Information
Discussion D1
Discussion D2
Discussion D3
Discussion D4
Activity A4
Discussion D5

Description
Orientation to space, people, individual and group needs
Introduction to the NT MHRS Act and its review
What does ‘good’ mental health treatment mean to you?
Human Rights and the Convention on the Rights of Persons with
Disabilities
Reflections of the NT MHRS Act and Human Rights
Human Rights based Recovery (WHO QualityRights Toolkit)
What makes a ‘good’ mental health practitioner?
Involuntary treatment under the Act
Changes to the Act – Informed Consent
Changes to the Act – Will and Preference
Changes to the Act: Information Sharing
Changes to the Act: Support People
Potential functions for the proposed new Support Service
Changes to the Act: Approved Leave
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No. Type
15 Activity A5
16 Close

Description
Enablers for Recovery
Feedback forms, next steps, grounding activity, goodbyes

The findings from each Activity (A1 to A5) and Discussion (D1 to D5) are presented after the demographic
information later in this section.
Importantly, the consultation was also run with a “CARPARK” to capture any additional experiences and
discussion shared by participants. The information captured in the “CARPARK” is presented alongside the
findings for the related Activity or Discussion.

Demographic information
Participants were asked to provide consent for us to share the feedback they provided at the consultation
and to fill in a separate (anonymous) form to capture their demographic information.
The questions from the demographic information sheet and the responses for participants and facilitators
are summarized below:

Which describes your situation:
Person with a mental health condition
Family support person / carer
Experience relates today to an NT Government mental health service (as a carer or
person accessing care)
My experience relates today a government mental health service in another state or
territory (as a carer or person accessing carer)

6
4
6
4

OPTIONAL: What is your gender and age
Female
44, 60, 47, 55, 70, 37, 43, 44
Male
0
Other
0
OPTIONAL: Do you identify as (or does the person you care for identify as):
Aboriginal or Torres Strait Islander
LGBTIQ+
Culturally and/or linguistically diverse

0
1
0

OPTIONAL: Do you (or the person you care for) have:
An experience of dual diagnosis/access to AoD services
An experience of homelessness (current or past)
Multiple support needs (e.g. secondary/other disability)

3
3
4
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Consultation findings
Activity A1: What does good mental health treatment mean to you?
Description:
Participants were asked to select from a variety of image cards showing scenes including people,
landscapes, animals and objects. They then shared why they chose the card to represent what good
mental health treatment meant to them.
Responses:

Image Description
Girl in boots
Clock
Colour palette
Mum & baby bear
Fingers touching
water
Windy road
Ripples on water
Field of flowers
Two pilots in a
cockpit

Response
Getting in touch with things you might have forgotten about.
Doesn’t matter what time of day or night, I know that I will be taken care of
during crisis or to avoid a crisis.
Crafting helps things stay less difficult. They need to look at what the person
likes to do to stay well. Encourage to pick up the crafting items.
Good mental health treatment is when you feel protected (someone
protecting you like mother bear).
Helps you to find your calm and slow down your brain
If the rough road will get you there and the straight one won’t, which road
will you take? Need help to see there is a good way to get there.
May be waves along the way but on the whole good treatment keeps the
person calm.
Access to fresh air and nature, feel the sunlight - don’t underestimate the
power of nature to help with recovery.
Ability to find people to speak to you and inform you of what's going on,
dialogue, socialize with others, essential to be with nature and others who I'm
talking to and learning from.

Related experiences and discussion captured in the “CARPARK”:

No follow up care on discharge (experience):
- No support from professionals since leaving
Cowdy.
- Now accessing a private psychiatrist and
psychologist.
- Only told to phone MHAT when discharged.
- Family had to help person after discharge.
- Peer support from friend.

Better care because of strong family advocacy
(experience):
- Shocking initial care at Emergency
Department before getting into Cowdy.
- Needed family to advocate.
- Had follow up from Tamarind after
discharge.
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Benefit of peer support, impact of alcohol
disorders to families (experience):
- Believer in peer support.
- Used AA (self, father) – survived.
- Child of an alcoholic (abuse, trauma).
- Isolated, homeless, abused.
- Had voluntary admission.
- Free service, accessed whenever needed.
- Value of Peer Support: have knowledge of
services available.
- Take or leave what you want from a
service/peer support group.

Suggested improvements for the Act
(discussion):
- NOT practitioner led care – person and
family leads shared care.
- Ability to access treatment in the first place.
- Maintaining mental health for all.
- Open up to include prevention.
- Treatment is more than involuntary.
- Eligibility criteria – what are they?

Activity A2: Impact to human rights accessing treatment and support.
Description:
Participants were introduced to the historical treatment of people experiencing mental distress through the
ages leading up to the introduction of the United Nations Convention on the Rights of Persons with
Disabilities12 (CRPD) in 2006.
The general principles, rights and government obligations in the CRPD were discussed before participants
were asked to respond to a slido poll that included the full list of rights. They were asked to select the
rights from the list that they felt had been impacted by treatment (or lack of access to treatment) in
relation to the NT Mental Health Act. The responses from the poll are shown below.
Responses:

Rights from the CRPD that had been impacted by treatment or lack of
access to treatment
Right to respect physical and mental integrity
Right to life, liberty and security of the person
Freedom of expression and opinion
Freedom from exploitation, violence and abuse
Respect for home and the family
Equal recognition before the law and legal capacity
Equality before the law without discrimination
Respect for privacy
Right to health
Right to work
Right to adequate standard of living
Freedom from torture
Right to education
Freedom of movement and nationality
Right to live in the community
Right to participate in political and public life
Right to participation in cultural life

Response Rate
ordered by Rank
(8 responders)
88%
75%
63%
50%
50%
38%
38%
38%
38%
25%
25%
25%
13%
13%
0%
0%
0%
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At the conclusion of this session, participants were shown a video from the World Health Organisation,
QualityRights Toolkit implementation in Gujarat, India37 to demonstrate:
-

Why peoples’ rights ignored?
o (Because of the dominant bio-medical paradigm for treating mental distress.)
- Why the QualityRights Toolkit created?
o (It is the World Health Organisations response for improving quality of care and respect
for human rights in the mental health field.)
- The implementation of the QualityRights Toolkit in Gujarat, India.
They were also given a snapshot introduction to person-centred care through shared care planning and
treatment, and National Health Care Standards which reflect people with lived experience being at the
centre of system level decision making. The slide used in the consultation to illustrate these principles is
shown below.

Activity A3: What makes a good mental health practitioner?
Description:
Participants were asked to think about what makes a good mental health practitioner in the context of
1.
2.
3.
4.
5.

Role: What is the practitioner role supporting a person?
Knowledge: What knowledge would they need to have?
Skills: What skills should the practitioner have?
Behaviour: How would the practitioner behave?
Service Provider Qualities: How would the organisation be operated to ensure their staff
are good mental health practitioners?
6. Reporting and Regulation: What legislative or funding body requirements would there be
to enforce a high quality of care by organisations and the provision of available good
mental health practitioners?
Participants had time to individually reflect using their own worksheet before the group had a discussion
and recorded the combined response on sheets of butcher’s paper for everyone to see, shown below. The
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incidental discussion about people’s experiences and ideas to support recovery, are shown in the
subsequent table.
Responses:

Heading
Role

Knowledge

Skills

Behaviour

Responses
- Source of information
- Lived experience / peers
- Link to mental health – experience / qualifications
- Good supporter, motivator, coach, gentle challenger
- Good “Bedside Manner”
- Not Locums – Long term roles
- Available in a reasonable way
- NOT to discriminate or stigmatize
- Know what services are available
- Have lived experience
- Up to date in a non-bias manner
- Different pathways – Not way of doctors
- Trauma informed
- Recovery
- Variety of strategies and methods
- Understands person's needs, triggers, strengths and goals
- Shared knowledge informed decisions
- Work ethics
- The experience of having mental illness or mental distress (empathy)
- Human Rights
- Legislation
- Best Practice
- Referral
- Good at communicating without demeaning the person
- Trained in mental health (not an untrained PCA)
- Apply knowledge in practice
- Understand person centered
- Promote shared decision making
- Coaching/ Negotiator – “happy medium”
- Cultural understanding of the rights of people with disability in Australia (if
migrant staff)
- Active/attentive listener
- Aware of body language
- Good communicators - simple, direct in general manner, knows when to be
more assertive
- Knowing when they are not the best person to support you (knowledge, mutual
respect, other)
- Talk to, not about
- Not condescending or patronizing
- Non stigmatizing
- Not a dictator, promote choice
- Calm, non-aggressive body language, low level voice
- Willing to refer (to someone else) when not the best person for the job
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Heading

Service
Provider
Qualities

Reporting &
Regulation

Responses
- Informs patients of why things are happening: e.g. it's for your safety
- Does their job
- Have confidence to help you
- Sense of humor (human)
- Reliability, patience, find out information
- Not a know it all
- Admit they don’t know if they don’t know
- Committed to shared decision making
- Good listener, respectfully challenge
- Uses understandable language
- Displays ethics in practice
- Physically safe and comfortable environment
- Good organisational Culture
- Provider committed to Principles of Recovery
- Good staff work ethic
- Benchmark training for staff
- Supervision for staff
- Mentoring new staff
- Staff not overworked
- Responsive service model
- Inclusive of carers and families
- Lived experience informed
- Monitors workforce experience
- Good work conditions
- Supervision – Clinical and Cultural
- Committed to improvement – encourage feedback
- Supervision of patients at risk
- Safe with own staff with mental health conditions
- Lived experience staff (Peer)
- Reliable, transparent regarding conflict of interest
- Recruiting for values and cultural alignment
- Don’t employ staff with no training in mental health
- Trauma informed
- Something in place for people to tell your worker to go away or be changed
- Trauma informed organisation – top to bottom
- Person Centered Service Model
- Allow a variety of strategies
- Qualifications and standards
- Monitor skills and professional strategies of staff
- Implement feedback strategies for service users
- Staff hours monitored – not working two jobs or doing double shifts
- Regulation of workforce
- Patient recorded experiences monitoring
- Patient recorded outcomes monitoring
- Ethics
- Scope of Practice
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Heading

Responses
- Capturing regularly/routinely patient and family experience and outcomes #
of complaints (reporting)
- Inform – Rights and Responsibilities

Related experiences and discussion captured in the “CARPARK”:

Examples of complaints (experience):
- Made complaint to RDH – security guard
standing between carer and client, trying to
anger client (because of) stigma – blamed
the person with mental health challenges.
- Upon admission to ED, family advocacy for
supervision was ignored. Person was at risk
because of no supervision. Person’s family
didn’t know how to make a complaint about
ED. Asked Psychiatrist at ward who to make
a complaint to – they didn’t know.

Complaints & Advocacy (discussion):
- Health Complaints Commission
- Need advocacy (faster)
- Not all NT specific

Access to care and advocacy for better care
(experience):
- 5 Days on ward – 2 days in ED before a
bed available in Cowdy.
- 2 nights in ED, wanted to put in JRU but
partner refused, spent a week in RAPU ward
before bed was available in Cowdy.
- 2 x families going to hospital for the purpose
of getting better care.

Supporting recovery (discussion):
- For good mental health you need access to
fresh air and nature.
- Need education and dialogue.
- Need to socialize.
- Aftercare should be universal after a suicide
attempt and after first episode.

Stigmatization and Discrimination by care
Humanizing experiences of care (experience):
providers (experience):
- Psychiatrist approach and terminology should - “The kitchen hand and cleaner were bubbly
be regulated: Locum psychiatrist blamed
and lovely and made our lives so much better.”
person for experience, left feeling
devastated.
- Could overhear nurses talking in a
derogatory way about them (even though
they had self-harmed), felt very
misunderstood and discriminated against.
- No one came and explained why people
were following them everywhere and locked
into room.
- Felt very judged.
- Person didn't know why followed, how does
this work???
- Nurse took phone off patient to say to carer
“he is just playing us against you”.
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Discussion D1: Changes to the Act - Informed Consent
Description:
Participants were provided with an overview of the parameters leading to voluntary and involuntary
admission, including the three slides included below.

Notably, considerable confusion prevailed about the decision making behind admitting someone as a
voluntary versus involuntary patient. The participants at the consultation were of the understanding that if
a person consented to being admitted (and were capable of providing informed consent), then they were
admitted as a voluntary patient because this was the least restrictive practice.
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The ACT Mental Health Act (2014) definition for informed consent was then presented as the preferred
option to use as a basis for updating the NT Mental Health Act in relation to assessing a person’s decisionmaking capacity and ability to provide informed consent. This was because of its perceived orientation
toward eliminating stigma from the practitioner’s assessment of capacity, and its ability to introduce more
accountability for practitioners when making decisions that do not align with the patient’s wishes.

This experiences that were shared by participants and the discussion that ensued is presented below.
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Responses:

Issues related to consent (experience):
- Not asked to give informed consent – not
notified that could consent.

Language and cultural barriers (discussion):
- Should use “Talkback” method to assess
informed consent (where cultural and
language barriers might lead to a person
appearing to consent, when they don’t
understand or don’t want to say what they
really think).

Discussion D2: Changes to the Act - Will and Preference
Description:
The conversation relating to an update to the NT Mental Health Act to capture a person’s will and
preference (wishes) began with a reference back to the Convention on the Rights of Persons with
Disabilities, included on the slide below.

The ACT Mental Health Act (2014) was presented to the group as the preferred option to for an update
to the NT Mental Health Act to define will and preference. This is because of the number of measures a
practitioner needs to take to find out a person’s will and preference, and the increased accountability for
the practitioner to justify treatment decisions against a person’s wishes.
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The consensus from the group was that this was a good approach, however the discussion that ensued
highlighted the importance of special considerations/exceptions to the implementation of an Advanced
Care Plan that does not align with significant changes in a person’s life (e.g., a person has separated from
their partner who is the nominated decision maker in the plan).
Participants also highlighted how the use of an Advanced Care Plan could be misused by staff who
subsequently give no consideration to anything the person says or does that is relevant to the matter. One
of the participants shared their experience where the staff deferred entirely to the person’s decision
maker despite the person having the ability to provide informed consent and being a voluntary patient
(refer to example below).
The group also discussed the likelihood of staff being motivated to search for / having ease of access to a
person’s Advanced Care Plan.

Advanced Care Plan (experience):
- Partner was making decision on behalf of
person – disempowering – should have been
made involuntary patient – felt partner had
all the power. Advanced Care Plan didn’t
work because something unexpected
happened, format wasn’t relevant.

Advanced Care Plan (discussion):
- Advanced Care Plan access for treating
professionals. Do they read it??

Discussion D3: Changes to the Act - Information Sharing
Description:
The group discussed the current legislative requirements for information sharing. In particular, the
parameters of the current Act that allow the doctor, or person in charge, to decide what is in a person’s
“best interests” to communicate with the person’s key family member/carer/support person.
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The group was then asked to consider:
- What is your experience of information sharing?
- Should the practitioner, person in charge and NTCAT have ‘discretionary’ powers?
- How can information sharing be promoted?
A brief discussion ensued about the rights of carers per the Carer Recognition Act38 and best practice for
engaging with a person’s family to support their recovery per the National Quality and Safety Health
Services Standards.39
Responses:

Exclusion of carer (experience):
- Not sharing anything or even listening to
carer.
- Push families out – confidentiality misused.
Knowledge of rights (experience)
- Is shared care meeting allowed? understanding of rights.

Increased accountability (discussion)
- Psych must have reason to exercise discretion.
- Amend Act so that Psych doesn’t have
complete discretion – make record, report
and review by Chief Psych.
- Knowledge of Carer Recognition Act.
- Interpreter service in the Act but not used.
- Use of cultural advisors/supervisors.

Violation of confidentiality (experience):
- Employer was told about mental health issue.

At this point in the consultation the role of the Community Visitor Program was discussed. There was
consensus that the Community Visitor Program should have a strong role in any amendments made to the
Act to ensure that it can monitor and hold health services accountable for any infringement of patient
rights.
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Discussion D4: Changes to the Act – Support People
Description:
The group discussed the potential to legislate the role and rights of support people as a new inclusion for
the NT Mental health and Related Services Act.
The group felt that one or more support people should be introduced to the legislation for both voluntary
and involuntary patients, noting that from the person’s perspective the change in their need for a support
person is probably indistinguishable as they are changed from voluntary to involuntary, and vice versa.
It was also well understood by the group that a large proportion of people, if not most, will not have
someone in their lives that has the ability or capacity to act as a support person. Further, that this would
generate inequity between patients.
The group discussed the potential to legislate a new support service to undertake this function at NT
inpatient units. The following concepts for the proposed support service were presented to provoke
discussion:
-

Opt-out service (recognizing the number of remote patients, the reduced ability of patients to
provide informed consent and the specialist skills to promote will, preferences and recovery).
- Social & Emotional Wellbeing and Peer Support workers employed by an external agency based
out of NTG inpatient and outpatient services.
Responses:

How does support work now (experience):
Proposed support service (discussion):
- Patients, carers currently drive shared care
- Legislate “opt out” service - automatic access
arrangements.
to a peer or SEWB worker to help them
communicate wills and preference - Someone has interstate support people. How
independent from health service.
would this work?
- Law on caseloads for support people.
- Facilitate transition to community.
- Decision making capacity.
- Appropriate method for assessing “Talk
back” for Aboriginal and CALD persons.
- Implement “Informed consent”.
- Will and preferences.

Activity A4: Potential functions for a new Support Services
Description:
The potential for the proposed support service to also promote recovery was seen as valuable
opportunity. The group was asked to complete another slido poll that was made up of 13 proposed
functions that fit broadly in the categories of Advocacy, Capacity Building, Care Planning and Quality
Improvement.
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The slido poll was created to be deliberately challenging. Participants were asked to select only their top
FIVE functions that they thought would be the most valuable. The results of the poll are shown below.
Responses:

Description of function
Advocacy:
Receive information and communicate the will and preference of
the person in matters relating to their care.
Collaborate with family, carers and other nominated support
person.
Promote cultural security, human rights and recovery-oriented
practice within service.
Capacity Building:
Provide information and support to person about their
experience of ill-health.
Build understanding of recovery and explore early warning
signs and recovery strategies with person (e.g. Wellness
Planning).
Promote positive relationships with family, carers and community.
Care Planning:
Support care planning during treatment at service.
Support referral process and continuity of care relating to
discharge from services.
Support development of an Advanced Care Directive.
Support referral of family and carers to appropriate support
services.
Quality Improvement:
Support person to submit Patient Experience Survey.
Support communication with CVP for complaints.
Support families and carers to submit Carer Experience Survey.

Response Rate Ranking
(8 Responders)
100%

1st

75%

2nd (1 of 2)

38%

4th (1 of 3)

25%

5th (1 of 2)

75%

2nd (2 of 2)

13%

6th (1 of 3)

38%
50%

4th (2 of 3)
3rd

13%
25%

6th (2 of 3)
5th (2 of 2)

13%
38%
0%

6th (3 of 3)
4th (3 of 3)
7th

Discussion D5: Changes to the Act – Access to Leave
Description:
The ability for patients to go outside and be in the natural environment had been raised by participants at
the beginning of the consultation as an important enabler for recovery.
The discussion paper for the review of the Act reflected the facilitators personal knowledge that protocols
around leave for voluntary patients was a confusing and often disempowering issue for patients.
At this point in the consultation there was a concerted effort to understand peoples experience in relation
to accessing leave. The following slides were presented as a lead into the discussion.
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Responses:

State of wellness (experience):
- Sometimes so sick shouldn’t leave.
Application of ground leave (experience):
- No smoking areas – must be granted leave
to smoke.
- Part of conditions of voluntary admissions is
to agree to leave conditions.
Coercion and control by staff (experience):
- Used to coerce and control: “You can't have
a smoke” or “go outside” [until] “room is
clean and tidy” or “the mess is cleaned up”.

Confusion about why someone is considered
a voluntary admission (discussion):
- Changing category from voluntary to
involuntary to prevent leave:
o good reasons – risk
o bad reasons – not doing what they are
told by staff, e.g. cleaning their room
- Is voluntary a “less restrictive practice”? But it
gives you the right to leave. Needs to be
separated - confusing.
Mental health & recovery impacts (discussion):
- Smoking is a stress regulator.
- Legislate safe and comfortable outdoor
areas within facilities.
- Physical environment needs to be therapeutic
to promote recovery.

Activity A5: Enablers for Recovery
Description:
The last activity for the consultation was for participants to consider a list of enablers for recoveryoriented practice and then select what they consider would be the top 5. This activity was again designed
to challenge participants to think hard about they consider to be important. A description of each enabler
and the number of times it was selected is included below.
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Responses:

Enabler and description for recovery-oriented practice
Lived Experience Workforce
- I am supported by a Lived Experience Worker
Sector Wide Recovery-Oriented Practice Training
- The service practices recovery-oriented principles.
Cultural Safety
- Staff are aware of the impacts of racism, stigma and discrimination.
- The service is aware of and responds to cultural needs, including making
sure workers have training in cultural safety and translators available when
needed. Staff understand that many Culturally and Linguistically Diverse
peoples may have specific cultural and faith traditions and may have
different understandings of mental distress and how this is talked about and
explained.
- Staff provide Aboriginal and Torres Strait Islander peoples with an
environment of cultural safety by promoting shared respect, shared
meaning and shared knowledge, including the legacy of colonisation and
racism.
- Staff understand that social inequality is complex.
Interpersonal Skills
- Staff understand the importance of building a supportive relationship with
me. They also understand the complex and important relationships that are
a part of my life.
Supporting Staff Through Training and Supervision
- Staff have good training and supervision that addresses their beliefs and
knowledge about people who experience mental illness.
Transparency and Communication
- Staff communicate well with me, particularly about the quality of supports I
receive and their recovery-orientation. Staff have the access they need to
information about me and my goals.
Responsive to Trauma
- Staff understands the role and impact of trauma on me and my
family/support people
Carer and Family Inclusion
- Staff include my carers, family and/or support people. Staff communicate
with and listen to them. Staff are aware of and responsive to their stress
and have helped refer them to carer supports if needed.
Staff Workload Management
- Staff have a balanced workload and mix of clients so they don’t burnout.
The service gives them support and ways to address any concerns they
might have.
Human Rights
- Staff understand the worth, dignity and rights of all people with a
disability, including the right of everyone to enjoy the best physical and
mental health that they can.
Social Determinants
- Staff understand that people’s social, financial, and physical circumstances
influence their mental health and recovery. They impact the conditions
people live in, as well as the services and systems they access.

Score ordered
by Rank
6
6
5

4

4
3

3
2

2

2

2
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Enabler and description for recovery-oriented practice
Collaborative Service Delivery
- Staff are committed to working collaboratively and transparently with me.
Staff ask my permission to share information. Staff communicate well with
me so I can pursue my recovery goals and aspirations. My preferences for
supports and providers are taken into consideration.
Recovery-Oriented Practice Starts at the Top
- The service is committed to promote, educate, support and hire staff who
are driven by good values.
Navigation of the Service System
- Staff understand how to navigate the mainstream health systems and
related systems and communicate this with me.

Score ordered
by Rank
1

0
0

Consultation Feedback
Description:
Participants were asked to provide feedback the end of the consultation. This is routine practice at any
NTLEN event, as part of quality improvement processes and to ensure that participants felt safe. The
responses are summarized below.

Are there any issues that you would like to raise that you didn’t get the chance to?
- Workers from the NDIS promoting to benefit from the system instead of providing proper care.
Feedback about the event
Your experience of today:
Overall, the experience was comfortable and well planned (venue, breaks,
catering)
I felt comfortable to express my thoughts and opinions
Making a contribution felt empowering
I felt my voice was heard
I understood the purpose of the workshop, and how the information will be used
The workshop met my expectations
The Facilitator/s:
Was welcoming and respectful
Explained things clearly, so I understand the process
Was well organised and facilitated the group well

Avg Score
(scale 1 to 5)
4.67
4.17
4.33
4.5
4.83
4.67
4.83
4.83
4.67

Do you have any further comments about your experience today? Or any other suggestions?
- Excellent presentations and discussions
- Thanks for all the effort you did for this workshop
- Very good – thanks
- Extremely empowering to be given the opportunity to share thoughts, experiences and knowledge
of our LE of our MH. This is also a valuable strategy for our continued recovery. Sensitive,
knowledgeable, passionate, facilitators. Can’t believe they did the session for free as well as all the
hours/days of preparation then week(s) of processing and presenting findings … and further
‘activities’.
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2. ONLINE SURVEY
The Lived Experience Consultation on the 3rd of May was used to inform the development of an online
survey.
The online survey was designed to reference the following elements of the Discussion Paper for the Review
of Mental Health and Related Services Act (1998).
-

-

-

Part 1: Principles and Rights of the Patient
o Section 1.1: ‘Recovery’
Part 2: Person centred approach
o Section 2.1: Will and preferences
o Section 2.2: Nominated support persons
Part 3: Admission and Treatment
o Section 3.3: Youth
o Section 3.5: Leave
Part 4: Monitoring
o Section 4.2: Regulating restrictive practices
Part 5: Forensic provisions
o Section 5.1: Procedure for summary criminal offences (Local Court)

The construction of the survey was a challenging task, one that required many revisions. In the end, NTLEN
decided the simplest approach was to share our position and seek agreement or disagreement, with the
option for responders to make short comments. Using this approach, we hoped to focus participants on
“what could be” instead of “what has been”, which for many is traumatic.
It was also determined that the availability of the survey could be extended if the scope of its application
was broadened to include a submission for the Disability Royal Commission.
The full summary of survey responses to the 31st of May 2021 is included in Appendix 1. Please note that
where a comment was considered to identify any person, the information has been redacted.
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NTLEN POSITION: CHANGES TO THE MHRS ACT (1998)
The NT Lived Experience Network has adopted the format used in the Discussion Paper for the Review of
the NT Mental Health and Related Services Act (1998)36 to present its position. Additional responses to
issues not addressed in the Discussion Paper have been incorporated into the section deemed most
appropriate.

General Matters
Do you think the current legislation is effective in regulating mental health treatment and care?
NTLEN takes the position that the current legislation is not effective regulating mental health treatment and
care to modern standards.
The existing Act was bought into effect in 1998, when states and territories were tasked under the First
National Mental Health Plan, to update their mental health legislation in alignment with the 1991 Mental
Health Statement of Rights and Responsibilities and United Nations Principles for the Protection of Persons
with Mental Illness and the Improvement of Mental Health Care.4
In 2008, Australia ratified the protocol for the United Nations Convention on the Rights of Persons with
Disabilities (CRPD) which was created in 2006. The CRPD lists the explicit rights of people with disabilities
within international law and came into effect 10 years after the NT Mental Health Act was last updated.
All other states and territories have mental health legislation that has been updated since the CRPD was
ratified. It is appropriate that the Northern Territory does also.
We asked Territorians at our Lived Experience Consultation and in our online survey whether they felt their
rights as listed in the CRPD were upheld by NT Government mental health services. Overwhelmingly the
response was ‘no’. The top responses included:
1.
2.
3.
4.
5.
6.
7.

The right to access mental health treatment when needed (was not upheld)
The right to physical and mental safety (was not upheld)
The right to have access to health care (was not upheld)
The right for others to respect my privacy (was not upheld)
The right to freedom and safety (was not upheld)
The right to not experience abuse, violence or be taken advantage of (was not upheld)
The right to be treated equally before the law without discrimination (was not upheld)

In general, NTLEN recommends that changes to the NT Mental Health Act should include introducing
elements of legislation to promote recovery using a rights-based framework,14 as well as increased
transparency and accountability for NT Government mental health services to work in ways that promote
people’s rights.
NTLEN recommends changing the NT Mental Health Act to increase the authority and remit of the
Community Visitor Program and introducing legislation to capture the role of Chief Psychiatrist.
NTLEN believes this is also an opportune time for the NT Mental Health Act to legislate evidence-based
strategies that align with national policy and health care standards for utilizing lived experience experts
in ways to that promote recovery including:
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-

-

-

The employment of people with lived experience and appropriate qualifications within NT
Government mental health services including Social and Emotional Wellbeing Workers and Mental
Health Peer Workers.
The engagement of more people with lived experience of mental distress (and treatment by NT
Government mental health services) in governance activities that provide strategic guidance to the
Chief Psychiatrist, NT Government mental health inpatient facilities and outpatient services.
Legislating a place on the NT Mental Health Tribunal that is reserved for representatives that have
lived experience of mental distress and treatment under the NT Mental Health Act.

NTLEN acknowledges that changing the NT Mental Health Act, will not be enough to ensure the rights of
Territorians experiencing mental distress will be upheld. Additional measures may include:
-

-

Updating operational policies and procedures for NT Government mental health services to reflect
changes to the Act,
The creation (and ongoing delivery) of professional development for staff that reflects changes to
the Act and builds the recovery orientation of services,
Increasing funding for staff and infrastructure at NT Government mental health services that is
commensurate with the level of unmet need within the NT health and justice systems,
Nominating Key Performance Indicators for NT Government services to progressively reduce
restrictive practices and increase the number of treatment plans that align with patients will and
preference.
Increasing resources for the Community Visitor Program to ensure that sufficient resources are
available for individual advocacy, monitoring services and to drive improvement at NT
government services where people are treated for mental distress, which must include NT detention
centers.

Do you think the MHRS Act needs amendments, or does the Northern Territory need to make an entire
new Act for mental health?
NTLEN takes the position that the NT requires an entire new Mental Health Act.
Further, the NT Government should provide sufficient opportunity for stakeholders to respond to a draft of
the new Act, and the draft consultation process should be repeated if stakeholders recommend significant
changes. This must include broad engagement with people with lived experience.
It is unclear why the NT Government has not made a more concerted and informed approach to consult
with people with lived experience in this, the first stage of the review.
The United Nations says that limited resources are not an excuse to delay the implementation of the CRPD
and one of its recommended strategies for the effective use of limited resources is to involve people with
disabilities at all stages.19
NTLEN recommends that the NT Government takes a more focused approach and demonstrates a genuine
commitment to be guided by people with lived experience for future consultations relating to the draft NT
Mental Health Act. NTLEN is available to share its expertise in relation to how this can be achieved.
NTLEN members have voluntarily contributed their skill, resources, and relationship with the NT Lived
Experience community to make this submission. Our contribution represents hundreds of hours of volunteer
time translating the Discussion Paper36 into language that was accessible to the general public, developing
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and facilitating a consultation and online survey, then communicating the information we have received in
this report.
Our results are imperfect because we had to rely on social media promotion, as a low-cost mechanism to
reach as many people in the broader lived experience community as possible. Consequently, we have a
disproportionately higher number of responses from women compared with men, because this is the
demographic of people who access social media.
However, we believe that our submission is likely to be the only independent submission that represents the
collective views of more than 100 people in the NT who have lived experience. We hope that the NT
Government recognizes the value of our submission to inform the review of the NT Mental Health and
Related Services Act (1998).
Does another Australian jurisdiction have laws about mental health that you think the Northern
Territory should look at?
NTLEN representatives read both the summary and full Discussion Paper36 created by the NT Government
for the Review of the Mental Health and Related Services Act (1998). We valued the opportunity to
review the summary provided of the legislative approach taken in other states and territories.
In our response, we have recommended certain approaches adopted by other state or territories as cited
in the Discussion Paper.36 NTLEN does not include people with specific legal expertise or detailed
knowledge of the content of the NT Mental Health and Related Services Act (1998).
In general, we have sought to advocate for approaches that promote the rights of individuals
experiencing mental distress and their families/support people, plus increased accountability, and
transparency of health services.
New Recommendation: Immediate action to investigate and address the reported inhumane treatment
of people experiencing mental distress in the detention
NTLEN is deeply concerned for the human rights and reported inhumane treatment of people experiencing
mental distress and detained within the NT justice system.
Based on the feedback we received in our survey, NTLEN recommends that this issue is investigated and
addressed urgently by the NT Government to meet its obligations within international law.
NTLEN suggest that the Community Visitor Program (or other appropriate body) is immediately provided
with additional resources and the level of authority required to access NT detention centers and forensic
facilities, to inspect the care and treatment provided to people experiencing mental distress in detention.
Further, that the NT Government respond immediately to address any issues of concern that are raised.
The human rights of people in detention who experience mental illness or distress are made clear within
the 1991 United Nations Principles for the Protection of Persons with Mental Illness and the Improvement
of Mental Health Care.6 The standard of care should be no different to that made available to people
who are not in detention.
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Par t 1: Principles and Rights of the Patient
Section 1.1: ‘Recovery’
How can we use the legislation to promote the rights of the voluntary consumer or involuntary
patient when they are receiving care?
NTLEN recommends changing the NT Mental Health Act to strengthen and promote the rights of individuals
receiving treatment from NT Government services and the rights of their families/support people.
We know that people need to understand their rights to effectively self-advocate. Empowering people to
self-advocate is an evidenced based strategy that promotes recovery. In addition, it is a mechanism to
drive mental health reform from the bottom up. For self-advocacy to occur, it is essential that people’s
rights are highly visible and are communicated using accessible language.
NTLEN recommends the following inclusions to the NT Mental Health Act:
1. A definition for recovery and a list of enablers that promote recovery based on international
research.
2. The rights of people seeking treatment from NT Government mental health services.
3. The rights of people receiving treatment from NT Government mental health services.
4. The rights of people in the NT justice system who experience mental illness and distress.
5. The rights of families/support people for a person that is seeking access to, or being treated by,
NT Government mental health services.
6. The obligations and responsibilities of NT government mental health services working with people
who experience mental distress and their families.
7. The obligations and responsibilities of NT government services within the justice system who are
working with people who experience mental illness and distress.
8. A code of conduct to be signed by any worker at NT government services which enforces staff
obligations to treat people experiencing mental distress (and their families/support people), in a
way that promotes respect for their inherent dignity.
NTLEN recommends that the NT Mental Health Act goes one step further, and requires that the
aforementioned items be:
-

-

Transcribed into a format that can be understood by the public,
Highly visible at every location where individuals experiencing mental distress and their
families/support people are seeking access to, or receiving treatment from, a NT Government
mental health service,
Made available in printed form and in all languages spoken in the NT,
Made available online (including in audio) by displaying QR codes that can be scanned and direct
a person to the appropriate online resource.

NTLEN recommends that the rights of people listed in the NT Mental Health Act incorporate/reflect the
United Nation’s conventions and principles for treating people:
-

With mental illness,
With disability,
Who are in detention,
Who are children, and
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-

Who are First Nations people.

Should the NT Government adopt these recommendations, NTLEN suggests that it would be beneficial to
prepare a separate statement of rights for 1) people detained in the justice system, 2) people attending
court, 3) young people under the age of 18 years, and 4) everyone else. In each situation, the
corresponding statement of rights for families and support people should also be created.
NTLEN recommends additional consultation with the broader community of Territorians with lived
experience is undertaken before finalizing any information in the NT Mental Health Act that relates to
recovery, rights, service provider and worker obligations.
If targeted consultation of people with lived experience is not undertaken, then their perspectives will be
overwhelmed by the perspectives of others, and the NT Government will miss an opportunity for people
with lived experience to be active in decisions that relate to their treatment and care.
Will incorporating the concept of ‘recovery’ into the legislation change how treatment and care is
administered? Why do you think so?
Yes, incorporating the concept of recovery into legislation is the best way to change how treatment and
care is administered at NT Government services.
Unless the NT Mental Health Act includes the type of objects that we have described to promote recovery
and the people’s rights, then NT Government mental health services (and services operating within the
justice system), will not change the ways they operate.
Based on the feedback we have received; we think it is imperative for services to make significant
changes in the way that they work with individuals and families to promote recovery and healing.
We recommend that following inclusions are made to the NT Mental Health Act to facilitate the changes
required:
-

Legislating a list of people’s rights, the rights of their families/support people, and the obligations
and responsibilities of services and staff.
Legislating a definition for recovery and a list of enablers demonstrated by the evidence to
promote recovery.
Legislate the right for people to access support from the lived experience workforce (Social and
Emotional Wellbeing and Mental Health Peer Workers).
Legislating lived experience roles on the governance bodies that provide strategic direction and
oversight to NT Government mental health services and the Chief Psychiatrist.
Legislating a dedicated role on the Mental Health Tribunal for someone with lived experience of
mental distress and treatment from NT Government mental health services.
Legislating expanded powers to the Community Visitor Program and Chief Psychiatrist to ensure
NT Government services meet their obligations.

The Discussion Paper36 presented the language used to incorporate the concept of recovery in other states
and territories. NTLEN does not feel that legislation used in other states and territories is sufficient to
capture the notion of recovery, the enablers for recovery or the rights of individuals and their
families/support people.
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NTLEN recommends adopting a rights-based framework for recovery in the NT Mental Health Act as
recommended by the World Health Organisation.14 Our recommendation is based on the number of
people who expressed to us the ways in which their rights were not upheld.
The NT Mental Health Strategic Plan (2019-2025)26 provides the following definition for recovery:
“Recovery means gaining and retaining hope, understanding abilities and disabilities, engagement in
an active life, personal autonomy, social identity, meaning and purpose in life and a positive sense of
self.”
We note that this definition reflects elements of Bill Anthony’s internationally accepted definition for
recovery:20
“Recovery is a deeply personal, unique process of changing one’s attitudes, values, feelings, goals,
skills and roles. It is a way of living a satisfying, hopeful and contributing life even with the
limitations caused by illness.”
However, NTLEN recommends that a definition for recovery in the NT Mental Health Act should go further
and reflect the United Nation Convention on the Rights of Persons with Disabilities (CRPD):
“To promote, protect and ensure the full and equal enjoyment of all human rights and fundamental
freedoms by all persons with disabilities, and to promote respect for their inherent dignity.”
Further, we recommend the NT Mental Health Act should include a list of enablers for recovery based on
international evidence, including respect for culture and spirituality, and ways to address stigma.21
Do you have any suggestions for how the legislation can be changed to include the concept of
recovery?
NTLEN recommends that the NT Government further consult with the broader population of Territorians
with lived experience of mental distress and their families/support people before defining the concept of
recovery in the legislation.
However, in the interim we suggest that the following elements are considered for incorporation in the
draft NT Mental Health Act to define and promote recovery:
-

Recovery is deeply personal, unique for an individual and may change over time.

-

Recovery is facilitated when others promote and protect a person’s human rights, fundamental
freedoms and respect for their inherent dignity, culture, and the important people in their lives.

-

Recovery is facilitated when a person is supported to:
o Rebuild and strengthen their connections with people, places, community and cultural or
spiritual beliefs that are important to them.
o Understand their strengths, and how they can live their best life even with the limitations
caused by illness.
o Regain their identity and build a positive sense of self.
o Connect with people who have lived experience and can role model that recovery is
real.
o Recognise and respond to stigma.
o Regain hope and aspirations, and to take steps toward achieving their goals.
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o Regain autonomy, direct decisions that impact their life, and at a minimum, to be an
active partner in decisions relating to their treatment and care.
o Understand their rights, self-advocate, and have access to advocacy when they need it.
-

Recovery is facilitated when a person’s family or support people are:
o Are respected and supported to work collaboratively with health services and their
family member to maximise recovery outcomes.
o Are embraced by services to support communities that share a collectivist notion of
recovery.
o Have the means to understand their rights, self-advocate and have access to advocacy
when they need it.

Section 1.2: Capacity and informed consent
Do you think the legislation considers the right criteria when determining if someone has capacity?
No, NTLEN recommends that the criteria are amended.
Does the legislation need to include any other steps to make sure that a person has given informed
consent? Do any steps need to be removed?
NTLEN recommends updating the requirements in the NT Mental Health Act to presume that the person has
decision making capacity unless proven otherwise, and for the introduction of safeguards that reduce
potential for bias by doctors/decision makers who may determine that someone does not have capacity
because they are making a decision that might be considered ‘unwise’.
At the NTLEN Lived Experience Consultation, participants reviewed and discussed content from the ACT
Mental Health Act (2015) in relation to decision making capacity as described in the Discussion Paper,36
i.e.
Someone has ‘decision-making capacity’ if that person can, with assistance if needed:
a) understand when a decision about treatment care or support for the person needs to be made;
and
b) understands the facts that relate to the decision; and
c) understand the main choice available to the person in relation to the decision; and
d) weigh up the consequence of the main choices; and
e) understand how the consequences affect the person; and
f) on the basis of paragraph (a) to (e), make the decision; and
g) communicate the decision in whatever way the person can.
Such principles include the presumption that someone has decision-making capacity
-

unless the contrary is established;
capacity is particular to the decision the person is about to make;
a person must not be treated as not having capacity only because the person makes an unwise
decision;
or if the person has impaired decision-capacity under another Act, in relation to another decision.
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Participants at the consultation felt that these were useful inclusions/considerations for the NT Mental
Health Act. However, participants also noted that there is a high probability that some Territorians are at
risk of providing consent that is not informed.
This might occur when a) the person has limited English and does not comprehend the information provided
to them, or b) the person comes from a different cultural background, and they do not want to contradict
the person in charge.
It was suggested that the “Talkback” method is adopted, with the intention to ensure that people who are
from culturally and linguistically diverse backgrounds have every opportunity to understand the
information that is provided to them, and to provide informed consent.
What is your opinion about introducing the concept of investigating the ‘will and preference’ of
someone to help make decisions about mental health treatment and care?
NTLEN supports including ‘will and preference’ in the NT Mental Health Act.
We believe the same steps to explore a person’s will and preference should be taken irrespective of
whether the person is being treated voluntarily, as an involuntary patient, under a community treatment
order or as a voluntary consumer of the service.
NTLEN has anecdotal evidence that people treated by NT government mental health services are:
-

Not provided with information about other options for treatment (especially in relation to
medication),
Not explained side effects to medications,
Minimized or dismissed when conveying their concerns about the impact of side effects, and
Dismissed if they expressed a treatment preference (especially in relation to medication) that did
not align with the opinion of the treating doctor at the time.

In addition, some people have communicated to NTLEN that their prescribed medications (and often
diagnoses) were changed each time they saw a different treating doctor at NT Government outpatient
services. Due to the transient nature of the NT workforce, this has meant that some people were exposed
to repeated re-diagnosis and medication changes.
It is our opinion that this impacts far more than the people’s neurochemistry: it profoundly impacts their
understanding of their mental health journey to date, their sense of self and identity, and has been
observed to have significant and detrimental impacts to people’s recovery.
NTLEN believes that if an audit of medications prescribed at inpatient wards, or by individual treating
doctors at outpatient services was undertaken, it is likely to demonstrate dominant patterns in relation to
prescribed medications. This would illustrate that people being treated by NT Government mental health
services have had little to no input to their medical treatment regime, especially in relation to prescribed
medications.
In our experience many Territorians have disengaged from pharmacotherapy treatment immediately or
shortly after treatment orders were lifted because they experienced disempowerment and were
discouraged from being active partners in decisions relating to their treatment. Further, the legacy of
treating people in this way has generated ongoing barriers to help seeking for people who experience
severe mental illness.
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NTLEN recommends that NT Government mental health treatment services:
-

Have operational guidelines (governed by legislation) and an organisational commitment to
respect people’s inherent dignity and autonomy.
That treating clinicians are provided with professional development to recognise the importance of
empowering people to active partners in decisions relating to their treatment.
That treating psychiatrists are provided with professional development to recognise their potential
to negatively impact to a person’s recovery by providing an unsolicited change to the person’s
diagnosis and/or unsolicited change to a person’s medication.

What steps should be taken to find out someone’s will and preference?
NTLEN recommends that the NT Mental Health Act should include processes that obligate treating doctors
to document the process they have taken to obtain informed consent and to determine a person’s will and
preference. Documentation should include:
-

Evidence of the ways in which a person’s will and preference were explored,
Details of the different treatment options that were presented to the person,
Details of the side effects that were explained to the person,
Any information that the person (or their family/support people) communicated about their
experience of side effects, and
The justification for making treatment decisions that do not align with a person’s will and
preference.

Decisions that go against a person’s will and preference should be reportable to the Community Visitor
Program and Chief Psychiatrist.
NTLEN reviewed the approaches outlined in other states and territories for determining a person’s will and
preference. At the Lived Experience Consultation, the ACT Mental Health Act (2015) approach to will and
preference was presented and discussed, i.e.
Will and preference should include:
-

Advance health directive;
Enduring power of guardianship;
Anything that the person says or does that is relevant to the matter around that time;
Any other things are relevant to ascertaining those wishes, e.g. Wellness Plan;
A psychiatrist must have regard to the patient’s wishes to the extent that it is practicable to ascertain.

Psychiatrist must make a record that details:
-

The patient’s wishes, to the extent they were able to be ascertained by the medical practitioner; and
The things to which the medical practitioner had regard in ascertaining the patient’s wishes; and
If the decision made by the medical practitioner is inconsistent with a treatment division in an advance
health directive, made by the patient - the reasons the decision was made.

The consensus at our consultation was this was generally a good approach; however, the NT Mental Health
Act should incorporate special considerations (i.e., caution) or exceptions to the implementation of an
Advanced Care Plan that is several years old or does not align with recent significant changes in a
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person’s life (e.g., a person has separated from their partner who is the nominated decision maker in the
plan).
At the NTLEN Lived Experience Consultation one participant shared their personal experience of the
misuse of an Advanced Care Plan by NT Government mental health services. The person’s experience
included admission as a voluntary patient, yet staff gave no consideration to anything the person said
regarding their treatment and care, deferring entirely to the person’s nominated decision maker in their
Advanced Care Plan for all matters relating to their treatment and care.
NTLEN also notes that Advanced Care Plans were originally created for people with degenerative
illnesses or who have experienced a sudden critical injury or illness. In many of these circumstances, the
person is not able to regain the ability to provide informed consent. Many Advanced Care Plans,
including the NT Plan, do not have a recovery orientation or mental health focus more broadly.
Many people who have been inpatients have communicated their experience of being changed suddenly
from involuntary to voluntary treatment (and vice versa). NTLEN assumes that this would also change the
health service’s legal obligation to follow a person’s Advanced Care Plan (based on the person’s change
in capacity to provide informed consent).
Patients who are made voluntary may feel no more empowered to communicate their wishes for treatment
despite the change in their admission. NTLEN proposes that the NT Mental Health Act include a provision
for voluntary patients to determine whether they want health services to continue following all or parts of
their Advanced Care Plan.
Finally, NTLEN believes that Advanced Care Plans are good in theory, but are unlikely to be a useful in
practice in the NT unless the government:
1. Takes the approach of co-designing a template for a mental health and recovery specific
Advanced Care Pan in partnership with people with lived experience of mental distress,
2. Provides an ongoing investment in resources and services to support Territorians to create (and
update) their mental health and recovery specific Advanced Care Plan,
3. Creates a central repository for storing mental health and recovery Advanced Care Plans, which is
convenient for NT Government mental health services to search on admission.
NTLEN notes that the Queensland Government has taken a similar approach to that described above, and
that the National Safety and Quality Health Service Standards, User Guide for Health Services Providing
Care for People with Mental Health Issues40 includes an example of a Wellness Plan in Appendix C. The
Wellness Plan incorporates many good elements to capture a person’s will and preference in a way that
promotes recovery.

Par t Two: Person-centred approach
Section 2.1: Will and preferences
NTLEN members have historically shared their experience of
-

Poor information sharing by doctors to families, and
Doctors ignoring important information shared by families.

These experiences have been shared predominantly by families/support people, but also by individuals
receiving treatment.
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At the Lived Experience Consultation participants explored the current legislation which allows discretion
for the “practitioner, person in charge or NTCAT” to disclose or withhold information from “person’s
primary carer, parent or guardian”, dependent on whether disclosure would be in persons “best interests”.
The experience of some participants at the consultation was that confidentiality had been used as a tool to
push families out and that families were also excluded from sharing valuable information that they had
which could support the person’s treatment.
All participants at the consultation acknowledged the imperative and responsibility of mental health
services to protect patients from the mental or physical harm by sharing information inappropriately.
NTLEN recognizes the significant and substantive role that families and support people undertake
supporting their loved one to recover after a mental health crisis, long after they have been discharged
from hospital. Further, in many circumstances it is families and support people who provide safety, comfort
and care coordination, after their loved one has sought access to mental health services and been denied
access to treatment.35
The online survey that NTLEN created after the lived experience consultation asked a series of questions
related to information sharing with families. The findings support our position that:
1. Family relationships are important for recovery and that mental health treatment services should
work in ways that promote healing for families after a mental health crisis. (Qu 13)
2. Unless there is a risk of harm, the doctor should encourage information sharing with families. (Qu
14)
3. The doctor should ask a person if there is someone that they definitely DO NOT want their
confidential information to be shared with. (Qu 15)
NTLEN recommends the following changes to the NT Mental Health Act to promote the engagement of
families by mental health services to facilitate recovery:
-

-

-

-

-

Doctors and decision makers should ask a person if there is anyone that that they DO NOT want
their information to be shared with, this information should be recorded and adhered to by mental
all mental health staff.
Doctors and decision makers should be required to record and justify decisions for excluding
families from information sharing where it is determined to be in the patient’s best interests. On
these occasions, the details should be reportable to the Chief Psychiatrist.
Doctors and mental health services should be obligated to receive information that
families/support people share with them and to consider its importance for treatment decisions,
even when the determination has been made not to share information with the family/support
person in return.
Where it has been determined that it is a person’s best interest to not share treatment information
with their family/support people, then mental health services should still be required to provide
non-specific information about the experience mental illness and distress (per the Practical Guide
for Working with Carers of People who Experience Mental Illness41), and information about where
they can access support for their own needs.
All families/support people should be provided with an up-to-date copy of the Mental Health
Carers Guide created for the NT Mental Health and Related Services Act.42
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Section 2.2: Nominated support persons
Should the Northern Territory introduce a ‘nominated support person’ into the mental health
legislation?
NTLEN agrees that nominated support people should be introduced into the NT Mental Health Act.
How many nominated support persons should a voluntary consumer or involuntary patient have?
NTLEN recommends that every person treated by NT Government mental health services should have the
option to nominate a support person, and more than one nominated support person if that is what they
want.
We understand that people’s admissions can be changed suddenly from voluntary to involuntary and vice
versa, with no perceived change in the person’s need to access support to from someone to exercise their
will and preference.
It is for this reason that people being treated both voluntarily and involuntarily by NT Government mental
health services should have access to a nominated support person/s. Further, this should apply to both
inpatient facilities and outpatient services.
What kind of roles should the nominated support person have?
NTLEN recommends the following inclusions in the NT Mental Health Act:
-

-

-

-

-

If a person is being treated under an involuntary order, then their nominated support person/s
should receive all information that would normally be provided to the person’s legal advocate.
If a person is being treated voluntarily, then they should be asked which items of information they
would like shared with their nominated support person/s, this should be adhered to by the mental
health service and if not, the service should document and justify why the persons wishes were not
followed (reportable to the Chief Psychiatrist).
Nominated support person/s should be supported by NT Government mental health services to
understand the content and meaning of all treatment related information that they are entitled to
receive.
Nominated support person/s should be provided with a printed resource and explanation of their
role and responsibilities within the Act. This should include a point of contact, to provide further
advice if they require.
Nominated support person/s should sign an agreement that outlines their responsibility to
represent the will and preference of the person they are supporting, and they should have the
option to opt out of their role at any time.
NT Government mental health services should be obligated to involve nominated support person/s
that cannot attend meetings in person using telecommunication.

NTLEN would like to highlight that our lived experience consultation confirmed what we knew anecdotally:
people who have motivated and capable family carer advocates are more likely to receive better
treatment and recognition of their rights from mental health services.
We believe that introducing nominated support people will introduce further inequity between cohorts of
Territorians that are treated by NT Government mental health services, in particular it will disadvantage
people who:
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-

Normally live in a location that is far away from where they are being treated.
Come from a family or community where English is not their first language.
Do not have a support person that has requisite literacy skills.
Do not have family/friends with the skills (or motivation) to promote the person’s will and
preference.
Do not have family or friends.

Unless an additional solution is proposed, then the introduction of nominated support people will
perpetrate disadvantage for the most vulnerable people being treated by NT Government mental health
services.
NTLEN recommends that every person being treated by a NT Government mental health inpatient facility
or outpatient service, should have the option to access support from a default Nominated Support Service
that is legislated in the NT Mental Health Act. Further, the Nominated Support Service should be legislated
to:
-

Operate as an opt-out service so that it is automatically available to someone, unless they say
that they don’t want to receive support from the service.
Ensure that the person’s rights are being upheld.
Have a recovery orientation and provide support for the person’s recovery and wellbeing.

The concept for a recovery oriented Nominated Support Service was overwhelmingly supported at our
lived experiencing consultation and in the online survey.
We also proposed that the support service should be staffed by people with lived experience including
Mental Health Peer Workers and Social and Emotional Wellbeing Workers, providing a valuable
opportunity for the NT Mental Health Act to legislate the use of the lived experience workforce which is
recognized as an enabler for recovery. This was also overwhelmingly supported.
To preserve the independent advocacy function of the Nominated Support Service, NTLEN recommends
that the Mental Health Peer Workers and Social and Emotional Wellbeing Workers it employs, are not
employed by NT Government mental health services.
Further, the Nominated Support Service should be appropriately financed and established to align with
the delivery of clinical services to ensure that it is able to deliver its intended function: i.e., support people
to exercise their will and preference. However, we believe that if the Nominated Support Service is
implemented, then the NT Government has the potential to save money by reducing the number of
Personal Care Assistants employed at inpatient facilities.
Reducing the number of unskilled Personal Care Assistants and introducing Peer Workers and Social and
Emotional Wellbeing Workers, will make a significant improvement to the recovery orientation of NT
Government mental health services.
Lastly, we recommend that the proposed Nominated Support Service could work with people in the
following ways to promote recovery in NT Government mental health services:
Advocacy:
-

Receive information and communicate the will and preference of the person in matters relating to
their care.
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-

Collaborate with family, carers and other nominated support people.
Promote cultural security, human rights and recovery-oriented practice within service.

Capacity Building:
-

Provide information and support to the person about their experience of ill-health.
Build understanding of recovery and explore early warning signs and recovery strategies with the
person (e.g., Wellness Planning).
Promote healing and positive relationships with family, carers and community.

Care Planning:
-

Support care planning during treatment at the service.
Support referral processes and continuity of care relating to discharge from services.
Support development of an Advanced Care Directive.
Support referral of family and carers to appropriate support services.

Quality Improvement:
-

Support the person to submit a Patient Experience Survey.
Support communication with CVP for complaints.
Support families and carers to submit a Carer Experience Survey.

Should special provisions apply for children when determining capacity and making treatment
decisions, or applying to be admitted as a voluntary patient
Refer to NTLEN’s response provided at Section 3.3.
Section 2.3: Cultural security
NTLEN is not an Aboriginal Community Controlled Organization so will not make recommendations
regarding improvements to the NT Mental Health Act for the purpose of providing cultural security.
We believe recommendations related to cultural security are best provided by Aboriginal and Torres
Strait Islander organisations and leaders.
Instead, we will offer feedback for consideration, shared at the Lived Experience Consultation and in
response to our online survey:
-

At the consultation, the use of cultural advisors by NT Government mental health services was
proposed to increase the cultural security of services.
Our survey indicated that at least one First Nations person was not provided with access to an
interpreter when they needed one.

In addition, NTLEN would like to acknowledge:
-

Information about rights in accessible format is an essential first step to facilitate empowerment
and self-determination.
Ways to promote healing for Aboriginal and Torres Strait Islander people in the NT Mental
Health Act should include much broader considerations than simply the provision of Aboriginal
interpreters.
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-

Spirituality and culture are important elements to facilitate recovery for people from collectivist
cultures.
First Nations people should have the right to access spiritual healers in accordance with their
cultural practices.
The employment of Social and Emotional Wellbeing Workers to promote recovery for people
accessing NT Government mental health services would have a significant impact to recovery
outcomes for First Nations people.

Par t Three: Admission and Treatment
Section 3.1: Involuntary admission
What do you think about the current process of assessment and examination for involuntary
admissions?
NTLEN feels that the NT Mental Health Act is not clear about the distinction between voluntary and
involuntary admissions. There was significant confusion at the NTLEN Lived Experience Consultation about
how the NT Mental Health Act is applied to determine whether a person is treated voluntarily or
involuntarily.
Based on the wording in the Discussion Paper,36 it was interpreted that a person will be admitted
voluntarily if they ‘agree’ to going to hospital at the time of admission, making their admission
theoretically ‘less restrictive'.
However, NTLEN has concerns that people are not fully informed about the nature of their admission and
their right to access leave once they agree to be admitted voluntarily at an inpatient facility.
This is because the NTLEN has received anecdotal information from people who were voluntary patients
and told they would be changed to involuntary patients if they attempted to exercise the right to go
outside or take leave.
Section 3.2: Voluntary admission
Do you have any feedback on the current voluntary admission process?
International law is clear that voluntary patients are allowed to come and go from treatment facilities.
NTLEN believes this should be reflected in the NT Mental Health Act.
NTLEN is also concerned that a dearth of mental health treatment services in the Northern Territory
coupled with a person’s ability to provide informed consent (which determines their eligibility as a
voluntary patient instead of an involuntary patient), is used as the grounds to deny a person access to
treatment. This contravenes the persons rights to access health treatment when needed12 and to access
mental health care as part of the health and social care system in accordance with the same standards as
other ill persons.6
Section 3.4: Apprehension by the Police
What do you think about the current power of Police to apprehend a person in order to take them to
be assessed?
Given the reliance on NT Police to respond to people experiencing mental health crises, NTLEN believes it
should be an imperative of the NT Government to ensure that all NT Police are provided with adequate
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training, resourcing, and professional skill development to respond in a way that respects a person’s
autonomy and human rights.
Training should incorporate lived experience perspectives and ways for NT Police to work so there is
reduced potential for individuals and their families/support people to experience unnecessary trauma
during a mental health crisis that involves a police response.
Ideally, NTLEN would like the Darwin Co-Response Pilot expanded to operate 24 hours/day, 7
days/week in Darwin and expanded to more urban locations. However, given the movement of NT Police
around the Territory, their ongoing role responding to mental health crisis, should be recognised and their
professional development prioritized.
Section 3.3: Youth
NTLEN provided an open-ended question in its survey about sharing information when a person is under
the age of 18 years of age.
If the person is under the age of 18, what do you think should be considered when sharing
information with their parents or adult guardians?
This question provided more qualitative responses than any other text-based question or opportunity to
comment in the survey and a range of opinions were expressed. This reflects the complexities of working
with young people and their families or guardians.
Without sufficient time to undertake a thematic analysis of the data submitted, the NTLEN can only
recommend that the NT Government reviews the survey responses we have received to the 31st of May to
closely explore the needs and experiences of Territorians families.
Further, we recommend that the NT Government undertakes a specific consultation with the young people,
and the families/adult guardians of young people, who have been treated under the NT Mental Health
Act to create the most appropriate legislation for the treatment of young people by NT government
mental health services in the NT.
Section 3.5: Leave
What do you think about the current approach under the MHRS Act that grants leave to involuntary
patients?
The United Nations Principles for the Protection of Persons with Mental Illness and the Improvement of
Mental Health Care states that people with mental illness who are treated at mental health facilities have
the right to access an environment as close as possible to that of their normal life.6
It is reasonable to assume, that in a location such as the Northern Territory, this includes the right to access
a safe outdoor environment, and the ability to smoke tobacco if that is the person’s preference.
However, we are aware that people staying at NT Government mental health inpatient facilities do not
have access to either of these freedoms, unless their doctor/treating team has deemed that they have
earned the ability to take ground leave.
In addition, participants at our lived experience consultation and several who responded to our online
survey, confirmed the occurrence of NT Government mental health staff using leave privileges as a
mechanism to threaten or exert control over patients.
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NTLEN recommends that this type of coercion is treated as restrictive practice. NTLEN further recommends
that mental health inpatient facilities are improved and can operate in a way that meets international law
for people to participate in daily activities as close as possible to their everyday life, including the right to
access a safe outdoor environment and the right to smoke tobacco.
What do you think about including the granting of leave for voluntary patients in the legislation?
The Discussion Paper36 makes it clear that there is no legal basis in international law to prevent a
voluntary patient from leaving a facility if, and when, it suits them.
Yet NTLEN has evidence that a proportion of voluntary patients are told that they will be changed to
involuntary patients if they attempt to take leave without approval from a NT mental health inpatient
ward.
NTLEN recommends that the NT Mental Health Act is updated to reflect international law for leave for
voluntary patients. If doctors have the opinion that a voluntary patient should be changed to involuntary if
they attempt to take leave, then perhaps they should be admitted as an involuntarily patient in the first
instance?
Section 3.6: Search and seizure powers
What do you think about regulating the power to search someone and seize property under the MHRS
Act?
NTLEN believes that search and seizure powers should be restricted and that the NT Mental Health Act
define a list of search and seizure powers which aligns with international law.
Further, it should be legislated that the list of search and seizure powers is made available in accessible
language and is displayed at NT mental health treatment facilities.

Par t Four: Monitoring
Section 4.1: The Chief Psychiatrist
The Discussion Paper proposes existing legislative functions to transfer to the Chief Psychiatrist, what
do you think about these proposals?
NTLEN recommends that the role of the Chief Psychiatrist should be included in the NT Mental Health Act.
NTLEN recommends that Chief Psychiatrist is supported by a governance body that includes people with
lived experience. This will support the Chief Psychiatrist to maintain a recovery orientation in the
administration of their role. The governance body should include the following lived experience positions
(at a minimum):
-

A person who has experienced mental illness or mental distress and treatment under the NT Mental
Health Act, and
A family member/support person of someone who has been treated under the NT Mental Health
Act.

In addition, NTLEN recommends that the NT Mental Health Tribunal should include a dedicated role for
people with lived experience of mental illness or distress and treatment under the NT Mental Health Act.
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Section 4.2: Regulating restrictive practices
What do you think of the current approach to regulating the use of restrictive practices under the
MHRS Act?
NTLEN supports the approach to regulate restrictive practices under the NT Mental Health Act.
We presented a list of items that might be included as restrictive practices in our online survey. Based on
the responses that we received NTLEN recommends that the definition for restrictive practices is updated
to include/reflect:
-

When a person is given medication without their permission.
When a medication is given to a person without an explanation of how it will make them feel.
When a medication is given to a person using physical force.
When staff use physical force against a person.
When a person is locked in a room or an enclosed space.
When a person is restrained to a bed or handcuffed.
When a person loses access to personal items that are important to them and don't pose a risk to
anyone's safety.
When a person loses access to leave or privileges even though there is no risk to anyone's safety.

How do you think the legislation can further promote the elimination of restrictive practices?
The legislation can include Key Performance Indicators for
-

The reduction of restrictive practices (e.g., they should halve every five years) and
The increase of treatment decisions that align with a person’s will and preference.

Section 4.3: Electroconvulsive therapy (ECT)
What do you think about how the legislation regulates electroconvulsive therapy (ECT)?
NTLEN does not have sufficient information from people in the lived experience community to comment
specifically in relation to the application of ECT in the Northern Territory.
However, given the significance of side effects experienced by people who receive ECT, NTLEN
recommends that the Chief Psychiatrist provides oversight for treatment plans that involve the use of ECT
paying particular attention to the processes involving acquiring informed consent, and will and preference.

Par t Five: Forensic Provisions
Section 5.1: Procedure for summary criminal offences (Local Court)
Can we make improvements to the legislation?
Yes.
NTLEN is alarmed that the current legislation relating to criminal offenses in the Local Court includes
multiple references to the ‘availability of resources’ in relation to the provision of court ordered mental
health assessments and treatments.
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This statement contravenes international law6 and NTLEN recommends that all references related to
‘available resources’ are removed from the NT legislation. If waitlists for assessment and treatment
options are impacting the Local Court, then the NT Government has a responsibility to increase the number
of resources provided to support people to progress through the system.
Section 5.2: Procedure for indictable criminal offences (Supreme Court)
NTLEN understands that procedural fairness for indictable offences in the NT Supreme Court under the NT
Mental Health Act are better aligned with people’s rights under the CRPD.
However, NTEN has grave concerns for the treatment of people in NT detention centers who are
experiencing mental distress.
The circumstances described by one survey respondent in relation to their care and treatment wen
experiencing suicidal ideations indicate clear human rights violations.
NTLEN recommends that the NT Government provide an independent investigator to inspect mental health
treatment facilities at NT detention centers and to remedy any human rights violations immediately.
Section 5.3: Clinical pathway for forensic clients
Is the current legislation effective in regulating forensic mental health? Should forensic provisions be
contained in its own piece of legislation? Do you think the legislation provides effective and
appropriate clinical pathways for forensic clients? How can the Northern Territory improve this?
NTLEN understands that the onus is on forensic clients to prove that they should no-longer be treated under
a forensic treatment order. Given the potential for people on forensic treatment orders to be detained
indefinitely, NTLEN believes that the obligation should be on the NT government to prove that a person
should stay on a treatment order.
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