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E D I T O R I A L
What is sanism? In this edition, we want the rich stories

to speak for themselves to help us understand what

sanism is and how it might operate in the world. Here

we briefly ask, what is it? We use the word so often,

when we work in areas of mental health, especially as

a peer worker. We are interested in dynamics of

power, and yet it still feels tricky to describe how it

works. Some people use the word sanism. Some

people use the word mentalism. Some people use

stigma and discrimination. Either way what we're

talking about is pejorative attitudes, stereotypes or

judgments about people based on their experience of

mental distress, or based on their psychiatric label.

When sanism is operating, we’re not collaborating as

equals on building a shared understanding of social,

emotional and spiritual wellbeing. There are many

aspects of the system that mean the service user is the

less powerful member of the partnership, and the 

 health professional is the more powerful, or less

vulnerable. People with mental distress or people

who've been labeled with psychiatric diagnoses are

often perceived as vulnerable or fragile, also as scary,

or violent, or unpredictable. When we seek to

challenge sanism in practice, we are asking what are

practitioners doing to uphold their position of power at

the expense of others' humanity. We want to ask,

where do these phrases and ideas, like "chemical

imbalance in the brain", come from? How do they

come into usage?

It’s a theory that remains unproven, but it gets talked

about like it’s a fact, and service users and their families

get told it’s a fact. But it doesn’t actually reflect the

reality. Something that came up whilst reading Rachael

and Annie’s stories was the idea that trauma rather

than “chemical imbalance” might be causing mental

distress. Yet the system is doggedly clinging to the

chemical imbalance explanatory frame.

The politics of language

How do we call people in? How do we invite them to

use more humanising language?  How do I say it so I

don’t feel like I’m ‘policing’. We’ve all had experiences

where people we care about have lovingly let us know

that we have been using language in a dehumanising

way. We want to shine a warm light on this to bring

humanity back into the way we think about sharing a

journey with people with distress.

We started talking about sanism and the theme that we

see in all these submissions is the theme of

dehumanisation. Feeling dehumanised is crazy-making,

and then your distress gets pathologised and then it

gets worse. We are talking about a lived experience of

life-interrupting mental distress and its social

consequences - when you have to unmake and remake

yourself, when you have to ask how do I have an

awesome life even with symptoms? When we react in

normal ways to abnormal situations.
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This issue presents stories that involve discrimination

in many forms: systemic, cultural, racial, structural

violence. We wanted to ask, how we bear witness in

humane ways to distress? So we got together and read

these pieces and bore witness. We realised it brought

up big feelings for us. What was happening to us as we

listened? How did it change us? The purpose of this

editorial is to warm up the readers for what follows.

The pieces are extremely evocative and we wanted to

let them speak for themselves. When we connect

human to human, it’s interesting to see what comes up

for us and what we learn and what changes us.

Many of these articles do come with content warnings,

and we leave it up to you to take what you will from it.

We don’t know the lived experience of people reading

this. We asked ourselves how we can prepare people

for coming into contact with these deeply felt stories.

We wish there was something helpful we could do. But

then we realised that maybe this desire to protect

could be paternalistic and really designed to make us

more comfortable, because the idea of other’s distress

is difficult to sit with. We hope practitioners take the

chance to encounter these stories. We hope it

emboldens people to reflect on themselves and their

practice. For some, this could be difficult and painful.

But we trust you to get through.

The Activist Practitioner Editorial Committee with

special thanks to Guest Editors: Holly Vine, Ruah

Grace, Tina Kenny

We pay our respects to the traditional owners of

the First Nations on which this issue of The Activist

Practitioner was written and acknowledge that

sovereignty was never ceded.
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"The story behind the
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back home when I used
to visit my grandparents'
place in the holidays.
They used to live near
the beach and when the
tides came lower you
can see all the beautiful
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On the 29th of May, 2020, the Activist Practitioner

editorial committee (Paul, Ruth W, Ruth N, Sahra, Max

& Miranda) came together with the guest editors for

this issue (Holly, Ruah, Tina) for a conversation on

collaboration, sanism and the false binary between

patient and clinician. The below is an edited narrative

of the conversation:

The false binary between the patient and the

professional

Holly: Something that really resonated with me during

a previous conversation is the false binary between

lived experience and not lived experience and how

professionals are asked to behave in very strange ways

and hide their own experiences of distress because of

registration. I've been really curious about that for a

long time. It kind of ties in a bit with things like medico-

legal, urban legends in organizations about worrying

that if you practice in a way that was really reflective of

self-determination and dignity of risk rather than being

risk averse that a person will lose their registration.

Especially if a person discloses about their

experiences. You guys might know about actual people

where this has actually happened. Every time

someone's telling me a story about what they're

scared of and they say, “oh people lose their

registration over this”, I try then to really respectfully

ask, “oh, do you know someone 

who's lost their registration?”, and no asshole ever

does. So, I wonder if it's an urban legend that polices

these professional boundaries and I don't know, I

wonder what it's like for you guys on the other side of

the boundary?

Sahra: There is a lot of mythology, so I absolutely agree

with you, Holly. There's mythology around this idea of

the threat of deregistration. Nobody wants a complaint

made against them. And, at the same time, it’s that fear

that keeps people really trying to tread within the

boundaries of the guidelines. This also means that a lot

of people and practitioners hide their own experiences

with mental health concerns. I've got colleagues who

have one hundred percent had things like postnatal

depression, who constantly have anxiety, and they're

terrified of other people knowing. They don't want to

seek peer supervision or support because of the fear

that it is somehow going to get back to the Psychology

Board. They think that not only am I going to suffer

through having a mental health condition but I'm also

going to then have a complaint made against me.

Miranda: I think it's so interesting, this idea that we, as

a profession, ideally, are helping to break down stigma

around mental health. We are trying to normalise these

experiences and show that it's part of being human.

Most people are going to have a struggle at some point,
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if not everyone. It’s really interesting that we do that by

day, and then there's this idea that we couldn't talk

about ourselves and what is going on for us, which

really sort of perpetuates that stigma further. I know

for myself it's not necessarily like I'm trying to hide

anything, but maybe I just don’t talk about it as much.

I've been recently reflecting on that, about how I tell

my clients that everyone should talk to a therapist and

that we all have these struggles – and yet, when it

comes to myself, opening up like that, it’s not the

same. I don’t share my tough times as openly with my

colleagues.

Paul: This is very important. I mean, we're saying, look

inside the world of what it's like as a psychologist. I

think it also goes to the reason why 

people choose to be a therapist. I look at my own life

history. I think my choice to be a therapist was built on

a complex foundation. One part of it was being other-

oriented and not knowing myself. I think there's always

a very complicated reason around why someone

becomes a psychologist. You do it on a foundation

that’s not really good and the system then promotes

this disembodiment, dissociation, and dissociative

identity by these fear-based processes that we're

discussing. I think we're a peculiar kind of species of

people that decides to help other people for a living in

a system that is problematic. It makes me think that it 

might be interesting in the magazine to have at least

one piece that talks about the lived experience of

therapists. It could be a way of showing that those with

lived experience can be advocates, and people who are

therapists can be patients. Hopefully, this can be an

equalizing kind of edition. I would have loved to have

seen something like that in my day.

Sahra: The interesting thing is, I don't know if people

would do that unless they were kept anonymous.

Max: I was thinking of writing something but I think to

myself: what are the consequences of this? 

Ruth W:  Kinda like #metoo. Acknowledging that that is

a thing that has already happened multiple times, 

 across sexuality and race as well. It’s not safe to say

that this thing happened to you, but then everyone

does. Then, there’s safety in numbers. If you had a

whole pile of people who just sent in a tweet or

something. Or maybe a paragraph or…

Paul: We have to think of a hashtag.

Ruth W: #imfuckeduptoo

Paul: Yeah, yeah, yeah. Or #therapistsaremadtoo

(laughter)

Ruah:  It's really interesting hearing that from my side

of things as a peer support worker and peer advocate.

A large part of my job is humanizing the people I

support before the clinicians. It is helping them to see

somebody here who has dreams and hopes (the client).

There's lots of lovely ways we can do it. I remember one

psychologist told me privately that he's just had a  
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child. So when I went to talk to the person I support I

told him to ask him (the psychologist) about his child

he's just had. When the person I support asked the

psychologist about the child he found the sentence

hilarious and he just softened. He made a point of

doing that, just saying “hey how's it going? You know,

being a dad and all this.” It just disempowered a lot of

the power structures and was not just him just being

somebody else that needs to be processed on the

conveyor belt. Once this sort of thing happens there's

a more human approach that goes on. These are

people with dreams and hopes. They want to relate in

a very authentic way. People who are supported are

often terrified of just being ‘processed’ or just saying

“yes, yes, yes” in case something happens. “Medication

review” is a swear word to most psychiatrists. Often

people we support say, “I'm not happy with this and

this is why I'd like a medication review”. This break

down of barriers just makes it easy to connect as

humans. It's nice to hear from your side of things as

well. Thank you.

Diagnosis bias 

Holly: I heard a joke the other day. What's the

difference between being diagnosed with Bipolar and

being diagnosed with Borderline Personality Disorder?

- Whether or not the person likes you. (Laughter).

Tina: Yeah, I've had that. I got scheduled once. Went in

bipolar, got changed to borderline (Laughter). Then

they took me off all my meds and then they found out

that I was perhaps correctly diagnosed. Also, he liked

me, he saw me reading an article, my psychiatrist in

the hospital, and then all of a sudden became bipolar

again (Laughter).

Sahra: It's so unfortunate that that's actually the case.

Holly:  It makes me think about epistemology: so the

different types of knowledge and how knowledge is

valued and how we see it. I think lots of people come at

it really experientially. So for me it was just like wow, so

many diagnoses, so conflicting, and such a changing

story. Why’s that? That's not the objective science as I

was led to believe. I thought it would be like an episode

of Star Trek where there would be some like future gun

that'd be waved over my brain and they'd be like, “Oh,

you have this [diagnosis].” Like the sorting hat.

Somewhere between Star Trek and Harry Potter.

Like it would somehow print off information about your

meds which corresponds directly because of these

things in your blood.

When I was like, “Oh, you don't know what meds will

work? Oh, because you just tested them on people who

were in lunatic asylums historically and found some

random shit worked but you don't know if it will work

for me?”  I read a paper where they gave the same

symptoms to three different psychiatrists with the

same version of the DSM and they found that you had a

30% likelihood of getting the identical diagnosis and I

was like “Fuck, it wasn't just me!”

Miranda: Wow.

Sahra: I was at a peer supervision just recently where
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exactly that same thing happened. So it's a historical

study from ages and ages ago, where there was a case

study of a woman called Georgia and she had three or

four different psychologists or psychiatrists who each

gave a diagnosis based on her symptoms. The

diagnosis was in line with what that psychiatrist or

psychologist specialized in in practice at the time. It

just reminds me how my friend has seen a couple of

different psychologists in the last several years. I

remember going to one of his sessions with him and

the psychologist was sitting at this little table with his

laptop with his body completely faced to the laptop

and he would occasionally glance over his shoulder. He

completely ignored the fact that I was even in the

room and kept referring to his copy of the DSM and

was literally flicking through pages of the DSM.

Paul: Really, a psychologist?

Sahra: Yeah. At the end, my friend’s homework was to

buy a copy of the book that the psychologist had

written and read that as part of his treatment. He

decided that he was never going to waste that money

ever again. That's an extreme example about how

supposed professionals can be so dehumanizing. 

Ruth Nelson: Can I share a really good story because

it's so unique? Last week, a psychiatrist phoned me

about a woman who consults with me. She'd given him

and me permission, but he phoned me, and he was  

humble (Laughter). Here was this white man and he

rang and he wanted to know about me as a person. He

thought what I was doing was great. Also, the woman

who consults me, he thinks she's great. He really liked

her and has known her for years. Well, that's the whole

story and it was amazing.

Sahra: I hate that that is exceptional. 

Ruth Nelson: He asked politely if he could put me in

his contacts and call me again about her.

Holly:  What comes up for me right now is the

psychiatric industrial complex. It makes me think about

the ways in which we all become handmaidens for

psychiatry within our mental health system that’s

dominated by medico-legal risk because the

psychiatrists are the head of that.

This system has co-opted psychologists and created the

dominance of diagnosis. It's not right. It is not the

psychiatrists or even the practice of psychiatry, I think

there's something bigger about the dominant paradigm

and the influences.

Sahra: That just reminds me about how students are

taught. Are all new grads taught to really be ticking all

of the boxes for living within that system of practice?

This is fear-mongering and scare-mongering and the

industrialization of psychology from the very get go.

Holly:  I could say servants. Yes, serving psychiatry.  I

was so naïve coming in, only having interactions with

the public mental health system through my own

experiences and the people who have been my

partners and family members.   
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It's called the “mental health system”, right? It's not

called psychiatry-and-other-disciplines-who-do-what-

they-say-system. At the time I thought, fine, but why

does that guy get to blow in for two hours twice a week

and tell everybody else what to do? Like what the fuck?

I was surprised that the contemporary mental health

system would work this way. I wonder, do new grads

mostly go through the sausage factory to get socialized

in that way or can grads go into private practice? Then

maybe private practice also is bringing that culture? I

don’t know.

Ruth W: I think that handmaiden is really interesting

because it's literally about women whose bodies have

been co-opted for other people's children. It's also

biblical. The other words that are coming up from me

about all of this stuff and coming back to that thing

about the binary between the practitioner and the

person with concerns, is patriarchy and colonization

and the industrialization of the profession. As a

professional you’re supposed to not have a body. Like I

remember once someone apologizing, another

clinician, for eating. I just thought yeah, you know

what, you kind of feel like you're trained to not eat or

drink.

Ruth N: Or wee. (Laughter).

Paul: And definitely not to cry. The idea of crying in a

session means you’re really “pathetic”.

Ruth N: Nothing in or out of the orifices.

Holly: So Merinda Epstein and Flick Grey talk about it

at the website ‘Our Consumer Place’. They use the

phrase “two hats” to describe people who come from a

clinical perspective and from a lived experience

perspective.

They also discuss the challenges of being a two hat. I

think there are two hats on each side, right? We've

talked a bit about health professionals who experience

mental distress or have lived experience of being

labelled with a psychiatric illness. Then there are also

people who become peer support workers who've

done a degree as a health professional before they

decide to become a peer support worker so kind of on

both sides of this false binary there are two hats.

I'm gratified to learn that there were some other

people thinking about these nuances and trying to

language it. So yeah, Paul's comment resonated with

me.

IIt makes me think about in peer support work the big

tool we use is self-disclosure. I'm thinking about the

potential for yourselves as radical practitioners to think

about using purposeful self-disclosure, about how you

came to be questioning sanism and this system.

The Mental State Exam

Holly: When I was on my rant about medico-legal risk it

reminded me of two other things, particularly this idea

of a mental state examination and the idea of insight.

Those are ideas that I've heard from my work in the

public mental health system, so I wonder to what

extent is that part of how psychologists are also taught

to work. I guess I want to say that I feel like those are

problematic concepts.
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Miranda: That's true. We were taught that in our first

year. There’s a whole lecture on how to do the mental

state exam and then in our assessment summaries or

assessment reports for each client you do one. I was

not very good at it when I started, but I did it. When I

was writing my assessment summaries, I always felt

like it added little to no information to what I was

writing. I don’t think it would have helped anything,

really. But maybe that's just me?

Paul: I've wanted, for a long time, to do a study on the

discourse analysis of the mental state exam because I

think the mental state exam is a symbol. The perfect

symbol of this dehumanising process. It's actually a

machine that's built to other the client. We're using

language that's incredibly powerful othering type of

language. Then there's a whole vocabulary that you're

taught to use. That's othering and that's objectifying 

the client and therefore then makes you feel that

they're different to you. It is an incredibly interesting

technique, but it's not a therapeutic technique. It’s a

technique of othering. I think that would be an

amazing study to explore and disentangle the

mechanism of control, and as a measure of

dehumanizing both people and their therapist. I think,

reflecting on this conversation, that's what we're

talking about. Within the mental health system, both

people are dehumanized, not just the client, but also

the professional. Coming back to what you said about

the psych industrial complex, everybody under that 

umbrella, everybody within that machine, is

dehumanised. The training contributes to that

dehumanisation. That's what is great about this

meeting because we're all in it together, fighting the

same battle; both the professionals and you guys who

are working within peer support. We're both fighting

that dehumanisation.

Sahra: The position of psychologist or whoever's doing

the MSE is the “expert”. It allows that person to make

those really quick snap judgments about the person

that they're with. Having said that we routinely use it in

practice. I one hundred percent agree with Miranda, I

find no clinical benefit of using it. I feel like, reflecting

on my own practice, why do I use it? Mostly out of

habit, mostly because we were taught that it was

essential and it is shorthand for gauging how that

person was presenting in that moment. But absolutely,

it is very othering. It is very much positioning the

psychologist, or whoever's using it, as the expert, which

is very, very discomforting.

Holly: The only way I understood it was when I started

working in the system. I assume there are people

who've been using a mental state examination tool on

me, but it was invisible to me when I was a service user

or mental health consumer. So, my journey was firstly

sitting around thinking “why is the language so heinous

in the MSEs and in people's case notes?” Then I asked a

young, quite radical colleague of mine why he was

using these words? He very apologetically showed me

his little MSE checklist and he said, ‘Oh, because I have

to do the ‘typey typey’ with the lingo and the categories

and I need to make constant assessments of people

like the panopticon*.

*The panopticon is a circular prison, and system of control devised by

social theorist Jeremy Bentham. Cells are arranged radially, from the

tower the guard can see every cell but the prisoners can’t

see into the tower. Thus, they never know if they are being watched.
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I thought, fuck how long has this been going on? Were

there people doing this about me? How were people

writing about me? How are people talking about me? It

was really profoundly alienating. I guess I understood

maybe why people hadn't told me that they were using

it because it would interrupt the therapeutic rapport,

but then I guess I felt that retrospective therapeutic

rapport rug being pulled out from under me. That

made me feel really doubtful of the conversations that

I've had with health professionals.

Tina: Can I just very quickly ask - is that assessment

the reason that they describe what I'm wearing?

Sahra: Yeah, yeah.

Holly: Yes! And how fat or not I am.

Ruth W: And how clean you are…

Paul: And how disheveled you are looking. That’s how

they describe it.

Tina: Nobody ever asked me how I normally look. They

should have been very, very concerned if I turned up

looking like I was out on a date!

Ruth W: Merle is a woman who used to be in a lot of

our meetings. She would often talk about this point

which is, how can you resist being colonizing in your

notetaking? What are you thinking about when you're

writing down what happens in that session? I find that

really interesting in terms of transparency and

accountability. Would I want the person to see what

I'm writing about? Now, if they did, what would be their

response? I’m really struck by what you said Holly

about having that rug pulled out from underneath you.

There's this supposed relationship being built, but 

then behind that there are these other things being

said. Yeah that just makes me really fucking sad. It’s a

betrayal.

Bringing people together, making space for all

voices and evidenced-based practice: 

Holly: Part of me feels really grateful for people who

have big energy and appetite for connection and are

generous in linking people together. Then there’s a part

of me that feels really angry that opportunities are so

hard to get when you're outside the system. I also think

about the times where I've been really stuck in my

‘magnet house’, stuck in my distress, and how many

amazing skills and cool ideas I had and how few

opportunities I had to express myself or make sense of

how alienating the world is. Now I have the problem of

too many amazing opportunities.  That Holly only had

the problem of not enough amazing opportunities. So,

while I'm in conversations with people, I’m always trying

to think about that open dialogue idea about the voices

we carry with us. I guess I've got the voice of Past Holly

who felt really locked out of the system and unable to

talk to anyone who would be able to change anything

that that she desperately wanted to be different. Open

dialogue did make a big difference to how I saw the

world, like a bit of a hope story about a less fucked

mental health system. I want to also give a bit of a

shout out to this idea of 'prefigurative politics’, which

asks what we could be doing in our interactions today

to parallel how we want them to be in the future. I think

that trying to make space for all voices in a

conversation does challenge sanism. It is often the

voices of the angry service users calling out the  
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"I felt that retrospective,
therapeutic rapport rug being
pulled out from under me"



discrimination and oppression, that's the hardest voice

to hear sometimes. These are the voices in me that I

find hardest to make space for within myself and

speak up about when I'm worried about being too

much, or too angry, or alienating people. So, the first

time that we met to talk with you guys a couple of

weeks ago I brought some fears with me. So yeah,

sanism makes me think about all those things.

Ruah: It’s so lovely hearing from the heart, from this

tribe and what you are doing.  From what I see so far

and from you, a wonderful incredible job of advocacy

and humanizing this dehumanizing system that I've

been a part of and worked in as somebody who's been

sidelined by their lived experience. I wish back then,

you know, I had choices like this, to receive care from

people who are offering a different way, offering a

more therapeutic and more human approach. 

This therapeutic power and connection as well that

goes beyond ideologies. It’s just people getting

together and speaking honestly about the experience

and offering other choices and opportunities in

another empowering way. It certainly sounds more

human what I've been hearing from all of you. So that’s

lovely.

Tina: I just love the sense that people with lived

experience have comrades. It's really, really important

because, certainly for me, I think for a lot of other

people that the times that we suffer because of sanism

are also the times when we're too vulnerable to even 

pick up that that's what's happening. The idea that

there are other people who fight the good fight is really

important.

Paul: It’s also very important that you know that you

are our comrades because we need you. This brings it

back to the magazine. We need you desperately to help

fight our fight too, which is to break down the system

that we are in. So it’s really a process of mutual aid. We

need your voices in this magazine because we are

trying to fight; the magazine is trying to fight a battle

against the system. It’s trying to resist it and open up

alternative ways of making meaning. I find it personally

fills me with anxiety because of the power dynamics. It

can be very scary for me too. It fills me with trepidation

and anxiety because it makes me think that I might get

in trouble for my dangerous thinking and then all of my

work is coming under a cloud. So, we need you too, to

do our work and be in solidarity. It's a tribe, and I need

you.

Tina: I find that really interesting too because the idea

that certain ideas are not evidence-based is more of a

reflection of the areas of where the research is being

done than whether there's evidence out there.

Miranda: Or where they're looking for the evidence.

Holly: I think the idea of epistemic injustice, or the way

that we view knowledge is, in itself, sometimes skewed.

In the process of trying to evidence peer work or ‘the

hearing voices’ approach, researching peer support by

measuring symptom reduction, bakes in the biomedical

model. How do you show that a person who is working

with a peer worker has lessened distress if you don't

want to identify symptoms at the start and measure

symptoms at the end? I read a great article saying

where's the research? You weren't talking to us. Also do

we even want to go there – make it evidenced-based - 

 because maybe that would only be the biomedical

view being further baked in. 

"I think for a lot of other
people that the times that we
suffer because of sanism are
also the times when we're too
vulnerable to even pick up
that that's what's happening"
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Content Warning: Racial violence, sexual violence,

physical violence, suicide, distressing and

dehumanising experiences.

Racheal Munro talked to Ruth Nelson about her

experiences and we decided to write this up at as a first

person story and, with her permission, it was read out at

Baabayn to a group of witnesses. It was then sent to Annie

Sykes as a narrative from one First Nations person to

another First Nations person. Annie spoke to Ruah about

what Racheal’s story brought up for her. We wanted to

have a conversational experience between two Indigenous

people (an Aboriginal person and a Maori person) to listen

to their experience in the system. We presented Racheal’s

words and she had time to think about what it brought up

for her. The story triggered thoughts about her own history

and how to navigate to a place of peace. We would like to

let the voices of these women speak for themselves.

We sat at Baabayn Aboriginal Corporation, on Darug

Land. We pay our respects to the elders, past, present

and future.

 June 2020

My first experience when the police decided that they

were going to lock me up and drag my daughter out of

my arms, that was probably the worst thing that's ever

happened to me. It sent me pretty psychotic at the time.

I was getting diagnosed with schizophrenia, which I

don't feel like I have. But bipolar makes sense.

I do feel that I have my manic episodes and at the

moment, I'm in a depressive bipolar state. It's totally

different to a manic state. I feel depressed. I want to

sleep all the time. My first experience was probably the

worst.

In 2014, I had a fight with my family. I took off out of

the house with no shoes on, no wallet, nothing. I was

going to walk, with my eight-year-old daughter, to my

friend's house, which was quite a long way. Halfway

there, my daughter was getting tired and didn't want to

walk anymore. So we got to this shop and there was a

phone there. So I thought, we'll ring the police for help.

The police turned up within five minutes. They put us in

the car and I thought that they were taking me to my

friend's house, which is what I said, I need to get to my

friend's house. The police didn't take me there. They

took me back to the station. I was in the waiting room

for a few minutes and I realised this is not where I want

to be. So I proceeded to leave with my daughter. I got

to the end of the police station and five or six police

followed me. They proceeded to force me back into the

police station.

When they got me back into the waiting room, they

literally dragged my daughter out of my arms,

screaming and crying. She was eight at the time. We

were hugging and they ripped us apart. I still remember

how she was holding my hand right to the last minute.

They just dragged her away from me and I didn't know 

F I N D I N G  M Y  V O I C E
R A C H E A L  M U N R O

A S  T O L D  T O  R U T H  N E L S O N
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where they were taking her or what they were doing

with her. They locked me in the cells after they searched

me where I became very unwell. I become naked in the

cells. They left me for five hours in that state on my own

before they did anything.

The police were making fun of me and ridiculing me.

One police officer was making humping suggestions to

the photocopier because I was standing there, stark

naked in front of him. That was really horrible. I didn't

know who he was, but a couple of weeks after that

incident, I saw him after I came out of the hospital and I

recognised him.

Anyway, after about five hours, they took me to

Cumberland Hospital. Overnight in Cumberland, I was

fine, but the next day one of the nurses grabbed my

hand. I had busted my hand somehow and one of the

nurses grabbed it so I tried to hit her. She didn’t know

my hand was busted but they didn't let me explain

anything either. After I tried to hit her, I had five or six

nurses jump on me and then I ended up in seclusion.

Seclusion means you're in a room with just a bed. I've

been left in seclusion that long that I've had to wee and

poo in the corner, because they won't let me out to go

to the bathroom. They usually sedate me and leave me

in there. I've been left naked in seclusion because when

I become unwell, I become suicidal and I try and choke

myself with my clothes so often I've become naked, and

I'm just left like that for hours at a time, which is really

inhumane. When I was in the hospital that first time, I 

kept on saying to them this is against my human rights,

you can't treat people like this.

I was actually really scared of going to Cumberland. My

mother had told me all her life that she was raped at

Cumberland in the 1970s when she was admitted

there. So I had these fears of things like that happening

to me in the hospital. Even though things are different

now, I still had those fears just because of all the stuff

that my mum used to tell me of her experiences in

hospital. My mother was diagnosed with borderline

personality disorder and looking back now on things

that she did and said to me as a child, I can see that. So

I grew up in that environment. Being bashed nearly

every day for being Black by your own mother is like,

you know, being called “little black slut” from the age of

seven, it affected me mentally. So, although I love my

mum, I hated her at the same time because of all the

stuff that she's done to me, which has contributed to a

lot of my mental health, which didn't actually come to

me for a long time. I was diagnosed with bipolar after

my incident with the police. But before that I didn't

notice.

When I was first in the hospital, they had me in

seclusion for about three and a half weeks. I thought I

was only in there for three days. But when I came out,

people were saying, you've been in there for a lot

longer than you think.

I was in that one little room on my own for that period

of time. The staff would come because they had to feed

me and stuff while I was in there. They would come in

and chuck the food at me, because I was being very,

very toxic at the time. Saying to some of the workers

like, oh, did you rape my mother? Did you do this? Did

you do that? I'm just really horrible when I go into the 

"When I was first in the hospital,
they had me in seclusion for
about three and a half weeks. I
thought I was only in there for
three days"
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hospital, I guess because I'm locked away from my

family. At that time, I didn't know where my daughter

was, who she was with, what she was doing. All I really

wanted was to be able to see her, to see that she was

okay. And as long as I was in that seclusion room, she

was not able to visit me. So it took longer for me to

come well, because I wasn't seeing her, and I didn't

know what had happened to her from the time when

the police dragged her out of my arms.

I don't compare myself to Stolen Generation, but at that

time, I could imagine how the people that did go

through Stolen Generation would have felt having their

kids ripped out of their arms and not knowing where

they've gone or what they're doing. All you want is to

know that they're safe and okay. Me and my daughter

had never been separated. We hadn't even had a night

apart before this incident. She was my world and then

they just dragged her out, ripped her out of my arms,

and it was the worst thing that someone could ever go

through.

I was terrified of what was happening to me at the time.

You know, I was in there over the Australia Day

weekend. And I was saying, I don't celebrate Australia

Day. It's Invasion Day. And the nursing staff were

making fun of me because I was talking like that, and

they were making it harder for me to be able to go

home, because the longer that I kept fighting with

everybody in there, the longer they wanted to keep me

in there. So, that first time that I was in the hospital, I

was there for six weeks.

They don't like if you bring politics into it. They paint you

with one brush, like everybody's the same and they

don't allow you to be yourself. So when I was kind of

protesting about being Aboriginal and wanting to do

Aboriginal things within the hospital, it’s like I was 

knocked on the head. I was not treated very nice. 

There was one day when I was there, this person had

come to do haircuts for people. And there was an

Islander fella who was very quiet and reserved. They

didn't listen to how he wanted to get his hair cut, and

they just shaved it all off. So he become agitated and

got up suddenly and bumped one of the nurses. That

nurse looked at him as assaulting him. So then I saw

four nurses attack this guy, assaulting him and then

forcing him into seclusion. But you know, it all

happened over a damn haircut. They just didn't want to

listen to him.

When they want to put you in seclusion or sedate you,

they have four or five security guards come and hold 

you down. And these security guards aren't very nice. I

don't know whether it's me being an Aboriginal person

or me going off at the time, but they've been very

physical and heavy handed. They'll dig their elbows into

your ankles or get your hand and bend it up the wrong

way. They're forcing you to do stuff that you don't want

to do.

I don't know whether they're trained in working with

mental health or whether it's just standard security. But

the security guards aren't that nice. The last time I was

in hospital, I met this nice redheaded security guard. I

called him my Ed Sheeran, who is my favourite singer.

We had a good chat in Casualty. When he was called to

come and sedate me, he actually got really, really

cranky and stopped coming. He could see the

treatment that they were doing to me was not right.

"She was my world and then they
just dragged her out, ripped her
out of my arms, and it was the
worst thing that someone could
ever go through"



He's seen it for himself and stopped coming. If you're

mucking up or something, they'll put a call over the

radio and the security guards who turn up is just who's

close by. So he stopped coming when he knew it was

me. He's seen how the other security people would

treat me and he didn't like it. I've learned to stand up

for myself when I go into hospital now. The last time

that I was in the hospital was probably the easiest that

I've had. The staff weren't too bad with me. And I was

only in there for a week and one day, which is the

shortest period of time that I've been in the hospital.

They did a tribunal thing and I'm now on a CTO,

Community Treatment Order. I've got back in contact

with a doctor that I was seeing, Dr. Phillips. 

Telling this story has really helped me because for years

I’ve been saying I want to write a book and this is, I feel,

a beginning to my dream of writing my book and

helping the next generation.

"Telling this story has really
helped me because for years I’ve
been saying I want to write a book
and this is, I feel, a beginning to
my dream of writing my book and
helping the next generation."
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This is Annie Syke’s Indigenous response to Racheal

Munro's thoughts and words about finding her voice.

Ruah: Can you just tell us a little bit about yourself?

Annie: My experience of discrimination was in the old

mental health system so coming in, being admitted as

a young Maori (Indigenous New Zealander) woman

who was ignored and no knowledge of their own

father, there was denial, in my family around being

Maori.There was certainly no acknowledgement of the

spiritual and its importance in my life. And there was

prejudice. Amongst staff. And I have to say doctors in

my treatment.

Ruah: Your first experience of this? Can you just

elaborate on that a little bit?

Annie: Yes. My first experience at 19. Sorry - I have to

go back- 1971 was my first admission. And so my years

of admission amount to about 19 years. Of the last

eight years, being  consecutive years from 88 to 91. So

I really did experience this prejudice in the early 70s of

my admission. Through the 80s as well, and over this

period, there wasn't any health knowledge or respect

for anything cultural, you know.

I didn't give permission, that they, you know -

something like an exorcism is really against Maori

culture. We wouldn't do that. And I was forced into

having an exorcism so that that's an extreme example

of hospitals to dismiss (my) Spirit, I will say.

Ruah: And then - can I just clarify, the exorcism you

mentioned - was that within the health system?

Annie: Yes, it was within. And they bought Priests in.

Ruah: How prepared were you for that? Was it just

thrust upon you or did they talk to you?

Annie: No talking to me about it. It was thrust upon

me. I was gifted spiritually then, anyway. My family was

scared and my mum wasn't nurturing, and then when I

went into hospital, of course, it got immersed into what

they considered more voices and disturbing

manifestations. My words.

Ruah: With the labels or diagnosis placed on you that

you agreed with or disagreed with - how did you find

that whole world of diagnosis and doctors?

Annie: Yes, it was very interesting. I was not told that I

was given a label for a few years, quite a few years

later. I learned it from the GP. It was on my file that I

had been diagnosed with schizophrenia.

Ruah: The psychiatrists have their own understandings

of those words. How did you define it for yourself, or

how have you defined it for yourself going forward?

Annie: First of all, when I heard that, I couldn't accept

that. I don't know whether it was because of what it

meant or what I understood about it, or my

understanding that it meant treatment was medication.
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Most recently, with the assistance of a wonderful

progressive, loving, inclusive team, I understand that

there is a wee part of me, that is, you need medication.

You know, a very monitored amount of medication

and that is necessarily daily. And the greater part of

me, they (the team) have acknowledged fully my

spiritual journey, and I am very comfortable with that,

and they have nurtured that part of my being and

embraced it. They may not necessarily understand me

and the depth of it but what it's done, it's enabled me

to walk with my voices and places and to just be who I

am.

Ruah: And could you tell me a bit about your

Indigenous roots?

Annie: I am from the Bay of Plenty in the North Island

of New Zealand. From the tribe Ngati Rangatihi. We

have a very patriarchal traditional system. Women are

still not allowed to talk on the Marae (Meeting

grounds). Today, however, in my own choosing in my

own journey, I have found my own truth and I actually

acknowledge fully the Great Mother, so I am very much

with the feminine energy. And in doing so that fits with

my values and who I am as a person and living my life

authentically today as a modern woman.

Ruah: Thank you. And can you tell us a little bit more

about your work? I mean, since the time in the hospital

and all the labels as well. How did you come to be in

Australia?

Annie: Okay, backing up to 88 again. My family

effectively had handed me over. I became the

responsibility of the hospitals, who had effectively

designated me “No Hope” because that meant my

chances of being discharged were remote.

I actually had a Psychiatrist come in and ask what I

wanted. They didn't talk to you, up until then.

.

That was not the way of the system. They talked around

you but never asked you a question or asked how you

felt. And he asked me what I wanted. I said I wanted a

chance. And that I was very over heavily medicated, so I

couldn't leave the hospital anyway. He immediately

started reducing my medication. Again, it was very

controversial with all the other doctors. I got back up

because of the delegates of the church coming to visit

patients like myself. We didn't have visitors. And I can

only say, I'm not clear on this and I’m lucky that I would

have had to have talked to them, because they were 

responsible for raising money. So, I would have told

them my story or what I wanted. And what happened

was, and it was all about the timing, that the church

congregation who didn't know me raised money for

me. I cannot even recall how I got a ticket to Australia,

or a passport, or that the date was set for November

the 11th, 1988, to fly to Australia. I said I wanted to

come to Australia. I also had a diagnosis of no hope.

And the morning of my flight, I'm still in hospital, in

their halfway house. People probably brought me up to

Auckland. Put me on an aeroplane and I flew here to

Australia with one small suitcase and they gave me

$200. I had a friend here who said to me that if ever I

could get out or get away, she would give me a place to

stay. And so that was the beginning of my life here in

Australia. My journey of recovery.

Ruah: Can you tell us a little bit about what you've been

involved with since then. I mean, that was a big deal 

 coming out of New Zealand and, maybe, could you just 
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"That was not the way of
the system. They talked
around you but never
asked you a question or
asked how you felt" 



give us a little overview of what you've been involved

with since you've been in Australia?

Annie: Yes. I actually have been on the cusp of many

paradigm changes, radical changes, social changes

here in Australia. And during that period of time, we're

also trying to navigate the public mental health system,

which wasn't able to meet my needs, unfortunately,

because my needs were too great until 2010. Prior to

that, in the early 90s, what really began my journey

was that I became involved with the gay and lesbian

counselling service. We were the first women to go in, 

before that it was men only. So, I came through those

doors, as a participant. 

And then, I did my counselling training, all my phone

counselling, and eventually became co-convener. At

that time we were looking to share senior roles, so I

would have been voted in by the members, and

became the co-convener with another guy and then I

moved, I'll just say, my political beliefs. I was very

inclusive in my thinking. And some of my beliefs might

have been too progressive because they did end up

removing me because of my mental illness.

And so from there, I was involved in sport and tennis

and moved around a lot. And then I became really,

really ill. I was ill from my years in the psych system

back in New Zealand. They never looked at any of that.

And that illness, an acute sickness, led to many serious

operations and then from there, there was a major 

decline in my physical health and my mental health still

wasn't getting the attention it required. And then in the

2000s, I was doing public appearances, I'd written the

first recovery paper. And I was doing motivational

public talks in central Sydney, moving around here.

I was also working on a big education program where

all the police and Community Services came in and they

had a whole mental health education day at Rozelle. I

was the person engaged to speak about my history and

engage with them however they required. I also wrote

papers on spirituality and what that means, I really had

a great attendance. Priests and other people came in to

hear that. I didn't continue though because I just got

sick. Again, very very sick. I'd already started

conversations about those two really important

dimensions and also I had moved in to do a lot of

cultural and counter-cultural work as well.

Acknowledging my own whakapapa (heritage) and then

I found Janet Meagher. I had crossed paths with Janet

Meagher in public engagement speaking. She was in

PRA (Psychiatric Rehabilitation Australia) and a position

opened. They'd been looking for an appointment there

for over a year. And she approached me on several

occasions to apply. I did, obviously, and that was for the

independent advocacy position, which has continued to

today. We're the only  senior independent advocate for

Flourish, Australia, so I've held that position for 19

years. There was no model, nothing to go on then. And

today, to my knowledge, we are actually still the only

advocate that sits independently within an NGO mental

health service.

Ruah: Just one more question, and thank you for

sharing that. This magazine issue is focusing on sanism

or the discrimination that comes about from those with

diagnosis or mental health challenges. In your work, 
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how would you support someone who's dealing with

this, who is dealing with discrimination, who's dealing

with the outfall of diagnosis and all the challenges?

What would you say or do that would help out?

Annie: First of all, for me, I would definitely, in myself,

be mindful of where the person is in themselves. I

would certainly reassure them. First and foremost,

acceptance (you don’t come accepting who you are)

because that's how I see it. You know, it’s no longer

separate. It doesn't define me either. It's part of me.

And so I would explore their capacities, and their

willingness or openness, and see where they are and

how they have been hurt. And there is definitely an

openness to hear. Being mindful that to not have them

hear the negative language, to get rid of it, means not

acknowledging what you're living with. So I'd just sit

with that person quietly and talk openly about my life.

And then have them share with me. Talk about

medication or not. From the way they are, I would

journey beside them.

Ruah: Just in relation to Racheal's story, was there

anything that came up for you? When Racheal told her

story about her mother?

Annie: Her mother. Yes. Yes. Yes, very much. Because,

my mother was significant. My grief and my rage

resulted from my relationship with my mum and her

inability to stand up for me, or speak for me. And the

ultimate betrayal, the sexual assault and everything at

home, mum turned a blind eye. She was interviewed

by psychiatrists when I was in hospital, and she denied

that any of that had gone on at home, that really

seriously broke me. I felt betrayed and so my

relationship with my mum was very fractured. She

couldn't talk to me unless she was drunk. When she

was sent over here (Australia) by my family to support

.

me when I had  big operations, she never stayed with

me, she wasn't here, she went and stayed with friends.

So, what Racheal wrote really resonated with me

around my relationship with my mum. I never knew

why mum was that way. I have now some peace

around that in recent years. It took a lifetime for me to

do that. I found peace. 
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"See where they are and
how they have been
hurt...From the way they
are, I would journey beside
them" 



Zonk the over-zealous zeal of your zany zoomorphic zoom

You’re yanked in Yonkers, YES!
You get the yolk for yakking down a Fat Yak while
yodelling a yummy yellow YALP and yelling  
Yada yada yada.

Xylophones x-ray and revolt against the powers who believe they be —

With a wrought-up and wrong-headed wriggle, a wrathful worried worn.
Waxy rigidity has you whirlingly worked-up, wooden-headed with wondrous wit, which you withered
into witless woe. Who’s wary now, Witchypoo?
Wired, windy and wild, wigged out, whimsy and whacky wet.
Whisper your witzelsucht slapstick, non sequitur humour and wahneinfall wishes to a Wendigo
psychosis cannibal on skid row with walking corpse syndrome. 
Want a well-built, well-lit wiretapped whacko who’s weirded-out, weary, weak-minded and wayward?
Who’s way-out wasteful, weaponised and warped with word salad and Wellbutrin wafers that wane
and whisper to the whacko you are!

Voracious villains whose visions can be villainous and violent, and your vicious vile vibrates when very
upset / very stupid / very lucid or 
very mad / bad and sad.
Varicoloured vapours vanish into voyeuristic vain and vague vacuous vacancy, voice to skull
technology.

Useless urgency makes you uptight, upside down, upset, upchucking upscale uproars upbeat,
unzipped, and you’re unthinkably untamed, unstrung and unsymmetrical.
Unspeakable things when unstrung, unsteady, unstable, unsound and unscrewed.
Unrestrained makes you unreasonable, unreal and unpredictable...
Unhinged and ungovernable when you’ve come undone. 
Unleashing uncontrollable rifts of rage in Ursula’s cave —Usurping everyone!

Troubled mind is two-toned, two-fisted and twists Tourette’s into turbulent tardive dyskinesia and
targeted individual’s synthetic telepathic torture at tribunal hearings to toke on trippy trivial tobacco
addiction. Traumatisation in vitro and counter transference 
TREATMENT RESISTANT tortuous thunder!

T H E  Z – A  O F  C R A Z Y
A L I S E  B L A Y N E Y
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Smiling surprisingly supernatural, superbly superhuman, suspicious when surreal, like suicidal
strung-out strangers who suck the spirit out of spazzed-up spendthrifts, solicitous slant-wise splitting
sociopaths, sinister schizo sicko’s and shameless, seething senile, screwball schmucks who scrimp
scandalous, and spit savage with satanic ritual abuse panic.

Rage is raucous risk and runs ravage ‘round the twist, rowdy and roughened, riotous and rattle-
brained on a rapid eye movement
rambling radical rampage!

Quease is questionable, quixotic and quirky with quantish

Puzzles of paranoid psychosis pumped puerile, predictive programming PSYOP projects provoking
preposterous personality disordered pranks in poverty places of potty-mouthed possession of
pockmark, poppycock perfectionist piles of pigshit phobic poison, pulsed with psionic inundation.
Plague phrenetic phantoms in a psychogenic fugue of pyromaniac perversion with pea-brained
police state, panic-strickened persnickety Miss Piggy’s!

Over-worked into outlandish oppositional defiant, off-kilter Oedipal drama, obsessive compulsive
Othello jealousy obliteration... Orchestrated Orwellian Order Ab Chao. Oppresive Order out of Chaos!

Nuisance nut-jobs with not the full shilling upstairs, not okay, not all there narcoleptic nightmares of
non-symmetric neuro-linguistic programming nonsense.
NON COMPIS MENTIS newfangledness.
Nauseatingly naïve and mysterious!

Machiavellian multi-coloured mutton-headed mutations of motley moon-struck misfits, Molotov
cocktails mind-bogglingly messed up from the Mandela effect, mentally deranged medleys of
maniacal maladjusted, MK-ULTRA and Monarch butterfly mind control 
Mad-As-Hatter maniacs!

LIT LUNATIC, LIT LUNATIC, LIT LUNATIC!
LUNATICS, LET’S GET LIT!

Keyed up kleptomaniacs stuck in a K-hole, keen on kaleidoscopic kuru and Korsakoff’s syndrome to
KO the knight’s move thinking, kangaroo court knuckleheaded killuminatK
AKISTOCRACY!

P A G E  T W E N T Y - F O U R  |  T H E  A C T I V I S T  P R A C T I T I O N E R  I S S U E  N O .  4 ,  D E C  2 0 2 0  



Jung’s catalytic exteriorisation phenomenon jumps
Jackass jerky jackhammer juveniles

Irritated and irrational whilst intoxicated and irate —
insanely inhumane and inflamed.
Illusion des sosies — I think your pet Iguana is an imposter! 
Inexplicably inconsiderate whilst incoherent — 
idiosyncratic, impulsive and in-a-fit.

Hysterical hypochondria, huffy and high-strung, hot headed and held-up. Hyde your Jekyll.
Hanging horrendously hospitalised — head over heels halting harebrained hallucinations…
So you better run away then, and Hyde your Jekyll!

Gung-ho and grotesque, grandiose and goosey, gang stalking gestalt therapy
gonna go crazy, gone doolally, garish gander. 
Grimoires and Goetia girls

Fuming fuddled fury, fried-feeding frenzy, frunk as duck and frantically foaming at the mouth, fool 
hardily 
and frothing at the bit.
Four out of five voices in your head say go for it!
Flip your bush, flip your lid and wig, flip the fiendish fast times of

Excessive esoteric erotomaniac extremists, enraged and enraptured Electra complex enthusiasts, ECT
candidates eliciting the embittered eccentric dunderhead who’s

Dunce-like and dumpish, dull-witted Dhat syndrome dementia 
dereistic thinking derailment déjà pensé
drooling dreadful dubious déjà vu drivel like me and my dehumanised 
double-talk droogs who are dopey and doomed, dizzy, ditsy and 
DISS MY PSYCHIATRIC DISABILITY like distorted, disgruntled ding-a-lings with demonic delirium and 
debase dark triad traits with DSM-6 depressive dual diagnosis on a DSP, dissociated abilities 
with dark force entities

Creeping on criminal crusades, cross-patched corrupt corkscrew coo-coos with contorted clairvoyant
convulsions, 
clouds of clairsentient consciousness and circumstantial speech with confabulated clang associations  
that cut covert
counterintelligence into Claparede’s paradox and disappear into Cotard delusions on Community
Treatment Orders! 
Certifiable candidates for cray-cray covert narcissistic rage in
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Bedlam’s buffoonish broke-house for the brain sick, blindly boisterous bone heads, god blimey
bizarro to the big-ticketed bemused bats in the BELFRY!

Beg your pardon about my Bipolar Bear who is backed by the
Burdekin Report, the
Burdekin Report!
Benevolently breaking barriers, barking brave and brazen,
bombastic breakthroughs with balls and backbone!

Applaud avant-garde acrimonious auto-maniacs, as keen as mustard and ardently aroused 
alcohol use disordered Type A absurdists,
anarchistic altered addicts with akataphasia.
Alphabet agencies anterograde amnesia and auditory agnosia with
acquired aphasia and astasia-abasia of the Alise in Wonderland experience fantasia!
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Canberra, The National Capital of Australia - present day.

She stopped going to work a few weeks ago. Casual.

No income. No savings. Living off a credit card. Can’t

afford to see her psychologist now. Wasn’t helping

anyway. Too many theories and none of them feel

true. It’s been a rough month. It is 4:30pm. Walking

home from another failed attempt to buy groceries,

her quiet rattling fear and confusion gives way to

shrieking when shadows swirl around her head, and

things start flying at her. She runs, ducking for cover

from invisible attackers. Kids on bikes whirr and laugh

around the corner. The shrieking becomes wailing, a

familiar storm of shame and terror and grief. The kids

fall silent and pedal faster. A dog barks. Her teeth are

chattering. Long moans move through her. She has

learnt to let them. It will be over soon. She fights her

shaking hands to open the front door of her flat. This is

her sanctuary. Except it’s not. Reflective surfaces and

the curtains seem sinister. Empty chairs are full of

presences. Everything is alive in a dead sort of way. It is

as if all of her things have all been fondled by ghosts or

a greasy-fingered home invader. The loungeroom

heaves and she runs to the car. The front door and the

gate are left open. Without deciding to, she drives very

badly to the hospital. Vodka and olanzapine at the

traffic lights. Calm down and drive. Focus. Get Help.

Olanzapine was her “magical emergency stop button

friend” at some point. It’s not so magical now.

She parks and reparks obsessively. Something is just

not right about everything. She turns off the ignition at

6:38pm and stops. Like concrete. Eyes open. Body

playing dead. At 7:25pm she wakes up inside herself

and begs the body to take a breath, to move its

eyeballs, fingers. She makes it half way out of the car

and is suspended there like a statue for another round.

It’s not so much the effects of the drugs, it’s the

shutdown that follows the panic. She shuffles,

arthymically, from the carpark to the Emergency

Department. Eight times this fortnight. Pauses. Second

thoughts. Billionth thoughts. Freezes. Turns back.

Panics. Tries again. A vortex has formed between

opposing forces. Asking for help will hurt and going

home is impossible. She is beyond exhausted, walking

on a boat with feet made of fairy floss. Her face and

head aches. One corner of her mouth twisted down like

it’s the only thing anchoring her. A familiar pain beast is

punching up at the base of her skull.

The waiting room is noisy, children are whinging, babies

are crying, TV is blaring, the lights are harsh. She rolls

with waves of panic and shame and small “p” paranoia.

Finds a corner. Noise cancelling headphones and

sunglasses. Swing dancers on Youtube. Life bubbles

back to her face. Feels like a toddler. The shards start

spinning again. Leave. Get out of here. No one can help

you now. She drags her meat to the desk, against the

prevailing winds, because she doesn’t know what else

to do. There is nothing else to do. Nowhere else to go.

She hates this place. This is the last thing on the list

before following through. She expects to be hurt in this

process but the survivor in her will take what she can

get. It hasn’t got all of her. Not completely. Not until she

is dead. Even if they sedate her and send her home

again. It will buy some time.

“Can I help you?”
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“I need help.”

“Tell me what has happened”

She fumbles with dough fingers to find her licence. “I

just…”

“Have you had any drugs or alcohol tonight?”

“Can I see the Mental Health team…” It takes

everything she has got to get out that sentence.

“Have you had any drugs or alcohol tonight?”

“Umm… it’s… what?”

The question is repeated.

“…no… well… yes….”

“What have you had?”

Talking is so very hard.

“I don’t…”

“What have you had?”

“Olanzapine… vodka…”

“How much?”

“It’s not drugs… I’m very… it’s diss… I feel very strange…

I can’t… I don’t…”

“How much alcohol? How much Olanzapine?”

She can’t remember. She is popping pills like Tic-Tacs

even though she has a general disdain for psych meds.

At times like these, meds are there when nothing and

nobody else is. It’s all they ever give her, tell her to just

get through a couple more days… just until… until…

until… until…

They think the state she is in is due to drugs and

alcohol. They don’t know what they are looking at. She

knows this thing, knows what she needs but they can’t

see it or hear it. One day maybe someone will, maybe

today. She tips out her bag on the floor to find the

meds packet. It’s a very long way down. She indicates to

the empty foil card.

“Any thoughts of harming yourself?”

She is trying to collect her things from the floor. An

orderly helps her in the end because she is taking so

long.

“What? Yes.”

“Any thoughts of harming someone else?”

No… can I…? I can’t…”

There is a family standing less than a metre away from

her with children old enough to understand.
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“Any thoughts of suicide?”

She doesn’t want to answer in front of the kids, or

these other people.

Tears start coming out in slow motion. It has been so

long. She is so tired.

“Any thoughts of suicide?”

“Yes…”

“I can’t hear you? Any thoughts of suicide?”

“YES.”

“Any plans?”

“YES!” she yells, having answered this question almost

every day for two weeks.

“Do you have access to what you need to carry out the

plan?”

“YES.” She is angry, because it doesn’t even seem to

matter to anyone anyway.

“Do you live alone?”

“…yes…”

““Sorry, can you repeat that, I didn’t hear you.”

“YES! I FUCKING LIVE ALONE! I DON’T HAVE ANY

FRIENDS OR FAMILY WHO CAN HELP ME! I HATE THIS

SHIT! I DON’T WANT TO BE LIKE THIS! I DON'T WANT 

TO BE HERE! THERE IS NOTHING, NOWHERE! I’M

TRYING…I’M TRYING…I’M TRYING NOT TO…BUT I

CAN’T-”

The nurse stands up, points to a poster and says

sternly,

“If you are going to be abusive you can leave or we will

call the police.”

It seems the more desperate you are to be heard, the

less your words mean. People only hear the tone and

the swear words.

She has her eyes closed tight and is pinching her

forearm as hard as she can. She can’t talk without

yelling now in one long continuous word,

“I’MSORRYIT’SNOTYOURFAULTYOUAREJUSTDOINGYOU

RJOBI’MTRYING!... I’M TRYING REALLY HARD!” She feels

like a child, then feels like she looks like a grown

woman acting like a child.

“Take a seat and someone will see you shortly.”

“Take a seat and someone will see you shortly.”Inside,

her knees have buckled under her in grief and she is on

her knees banging the ground with her fists. She

somehow takes a seat and disappears. Blank. Barely

breathes. A stone. They might forget about her. She is
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not sure if she is visible. Sometimes in this state she

wonders if she might just slide imperceptibly into

death. From cellular hopelessness. Someone abruptly

takes her blood pressure and sticks a thermometer in

her mouth. Tears. She feels so young. She will wait

here for hours and hours. This time, she is too scared

to go home. She sits as quietly and normally as

possible, riding the waves of thoughts too big to just

be thoughts, they are loud and fast and take up room

as sensation, spread through her body and fill the

room. Don’t deserve the breaths you take, you 

ungrateful useless bitch. Waste of space, a waste of

resources, liar, parasite, waste of tax-payers money,

everyone is sick of your bullshit, if you want to die so bad

what’s stopping you? Just shut up and do it. No one can

help you anyway, too far gone. Already dead. Harden up.

Something less like a voice and more like a gust of

wind blowing strands of her away says don’t trust them,

you are a witch, a shaman, you are anointed. Remember

your gift. You broke your vows, you are being punished for

not following the call. Last in the line. Do your job, you

have to pay. You have to clean it all up. Your great great

grandmother is trying to tell you why she slashed her own

throat...listen to us...she is here… We promise. We

promise. There are images of hanged women flying

into her forehead. It’s information, information, collect it.

Write it down. Put it all together. Don’t forget. Remember

that thing…what was it? What is it? What? What? This

one… this one. Clues. Clues. Clues. She downloads a

police sketch app and tries to catch them but they get

lost in the noise and she can’t focus. Then she doesn’t

believe herself. Even if you die, it won’t end, everyone will

know how pathetic you really are, you won’t be able to

hide anything. 

They will all know. Pissweak. Ugly. Useless. Only yourself to

blame. Acting the victim. Pathetic. Ugly. All your fault. Why

can’t you just do your job! Selfish! Evil! Narcissistic! Self-

pitying piece of shit! You’re a monster! Murderer! Not even

a person! You are poison! Stop infecting everyone! You

can’t exist! Dead already!  “SHUT UP! SHUT UP! SHUT

UP!” She realises she has shouted. People are looking at

her. Everyone is looking at you! Crazy lady! Crazy lady!

Stop being a crazy lady. Stop pretending to be a crazy lady.

Liar. These people have real problems.

She rocks harder and puts a scarf over her head to try

and block them all out, block out the light and the

noise. It works for a while. She rides waves, lets them

run through. Physical pain but quiet. Looks at pictures

of dogs on her phone. Laughs. We got this. Good girl.

Then shadows start oozing over to her from her left

side. Nothing there but something is there. She

compresses herself harder into the wall. Then there is

something on the wall, an echo of a demon, a trace of

violence, and she is sandwiched between these two

invisible horrors. Too scared to leave, but too scared to

stay. People are looking at her. Someone drops a

plastic cup and she starts screaming and can’t stop.

Like a cornered animal, her body is poised for action,

her eyes wild, but she can’t move. 

No one likes “a scene”. A nurse comes to her and is

surprisingly kind. This nurse seems to understand that

there is a person, a separate person who is inside and

above the woman who is screaming at the moment.

“Come on, darling, this way. Come with me, it’s OK.” The

separate part co-operates. She is led, screaming and

cowering through the Accident and Emergency

department. She can see other patients’ scared faces as

if she is looking through a video camera. They put her

in an empty room with a window in the door. Someone

brings her a chair.
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Spooked, teeth, legs, heart, pelvis all chattering.

Freezing cold. There are two bulky male security

guards outside her door. They look at her but they

don’t see her or interact. They just stand there looking

intimidating. What have I done? Staff are looking

through the window and talking and then someone

comes in and gives her a lemon flavoured wafer to

calm her down. Eventually she asks in a strange voice if

she can have a blanket and a cup of tea and apologises

excessively. She is sickened to hear herself. Wasting

their time.

A few more hours. Someone personable comes to talk

to her and she feels her irises dilate in hope. They ask

the same questions.

“Wait here and Dr. So-and-so will see you when he

can.”

Dr. So-and-so asks the very same questions again. Says

she can stay the night here in an Emergency

Department bed and go home in the morning. He tells

her to download a suicide prevention app. Last time

they gave her a photocopied handout about Distress

Tolerance Skills - take some deep breaths, hold a

handful of ice cubes, flick a rubber band against your

wrist, do some vigorous exercise, hit a tree with a stick.

These are not new ideas. They are given to her as if it

will never be reasonable or healthy for her to simply

need some help. If she was only more “skilled” she

would never experience these things and would never

need anyone. She has been labelled and pathologized,

she is poked, prodded and analysed, but she is also

not permitted to actually be unwell. Not trying hard

enough.

The next morning as she is leaving she notices a 

Beyond Blue poster about depression encouraging

people to “reach out”. When she looks at the app the

doctor recommended she realises that she has been

activating an inbuilt robust suicide prevention crisis

plan for weeks. The problem is that when she gets to

the final step (if a, b, c, d, and e don’t help, try f), the

final step refers her back to the first one.

There are 6 weeks of phone calls, crisis lines, go

nowhere referrals for more unhelpful help. More

opportunities to sit in a room and talk to someone

about getting some help that isn’t there, answering the

same questions over and over, 

people telling her she is being abusive when she is

exasperated. A lot of uncontrollable loud sobbing and

panic attacks in public. Someone calls the police at

some point. Missed appointments. Parking fines.

Narrowly averted accidents. Turning into oncoming

traffic. Living on drive-through Maccas.

A recommendation, a possibility, an arduous referral

process to a longer-term residential rehab unit for

people with “complex needs”. An intake interview, a

long wait to be told she is not a suitable candidate (no

reason given). “Practicing” suicide. Lethal method.

Researched this for years. A note for the courtyard with

instructions. Thoughtful about who finds her. Seconds

away from death. Stops herself, forgot to put the note

up. Trance broken when a magpie lands on the fence.

Survival surge. Just one more try…get us help. She is

admitted and spends a few days in a non-psychiatric

bed. Not sure where she is or what is happening. There 
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are five psych patients in an open ward being overseen

by non-psychiatric nurses and two security guards.

None of the patients talk to each other. The woman in

the bed beside her drinks the handwash in the

bathroom. The curtain is pulled. There is the sound of

a muffled struggle, they are trying to take something

off her, a blade? Or perhaps she is getting an injection.

When the scuffle is over, the woman quietly says to no

one;

“Just let me die… Why wont they let me die…I just want

to die”.

No one says anything.

Finally she is moved to a psych ward. She is ecstatic

and relieved. Safer. Landing. From there, she hopes,

she can stabilise and turn this around. The only way is

up.

However, the program written on the whiteboard

doesn’t actually happen. It’s even worse than last time.

She is trapped in an enforced passivity with all the

same pain that drove her to suicide, no means to do

anything about it, nowhere else to go, and no energy

left to strategise or try on her own.

The day after she arrives a nurse hands her a four

page document called My Recovery Plan. “Fill this out

and give it back to me as soon as you can, ok?” It asks

questions like “What does it look like when you are

mentally unwell?”, “What are the warning signs?”; “What

skills and strategies have you found helpful in the

past?”; “What you are hoping to achieve during your

stay at hospital”; “What are your goals?”.

It expressly says at the top of the document that this is

to be filled out in conversation with a member of your

treating team. She has fought hard to be here and not

to be dead. She wants to do the work in here, she wants

to get better, she knows what helps her. A lot of insight.

A good patient. After a few days catching up on sleep

she diligently attempts to fill it in but she is instantly

overwhelmed. It’s fuel for the self-loathing, shame and

powerlessness. After months of The Chaos, she doesn’t

know how to make sense of herself, she doesn’t feel

like a person. She is not sure whether she has a mental

illness, is going through a spiritual emergency, has a

very bad food allergy, a bad attitude, brain cancer, is

possessed by demons or is just a terrible person. She

doesn’t trust that her words have any meaning in the

world anymore anyway.

Though she is technically a voluntary patient after a few

days, what other choice does she have? During her

month long admission she will see a psychiatrist twice

for less than 15 minutes. There are moments of

righteous indignation and self-advocacy. She begs for

some help to exercise, for access to the gym - not just a

walk. She begs for some help to eat properly, for some

kind of group activity, “something….please…anything”.

A nurse says “If you are bored, you clearly don’t need to

be here.” To which she replies “if I was able to focus and

make myself do what is good for me on my own, I

wouldn’t need to be here”. She tells the doctors that

cutting out gluten, dairy and sugar makes a huge

difference to her mood and that her guts are all

messed up because she has been too chaotic to

manage her diet. As soon as the words leave her mouth

she shrinks back like a beaten dog. Entitled little uppity 
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snowflake! Just loves complaining. “Food intolerances” ha!

How indulgent. Talk about “first world problem”. I’m sure

if we stopped feeding her for a week, she wouldn’t be so

worried about gluten! They look at her as if she just

stood there, evidently able-bodied, and asked them to

wipe her arse. Every time she tries to articulate her

needs (just like she learnt to in therapy), she is left with

the sense that her needs are illegitimate. That in this

world, the fact that she hasn’t killed herself yet is

evidence that she doesn’t really “need” anything. The

longer she survives without getting those needs met,

the more apparent it becomes that her “needs” are

frivolous desires. Not sick, just bad.

There is nothing to fill the time. No human connection.

There is, however, an ample supply of white bread,

jam, biscuits, Milo and Styrofoam cups available 24

hours a day. This is the last part of the medical world

to hear about health. The earth doesn’t seem to be a

thing here either. Everything is single use, over-

packaged, plastic, processed. She is on meds that

make her want to eat the entire universe and not care

if she does. Because she “presents well” she is allowed

to leave the ward. After a week, she develops a daily

habit of going to the café downstairs, or to the vending

machine in a dissociated trance, hiding a binge and

then passing out in her room in a food coma. Anything

to make the day end. She has accumulated scabs all

over her forearms from pinching herself until she

bleeds and hitting herself with her fingernails. She

hasn’t showered for five days. No matter what she says

to staff, she feels like she is “hassling them” and

“malingering”. She doesn’t believe herself. She doesn’t

know what is real. When she gave a genuine answer to

the daily mandated “how are you feeling today? Any

thoughts of self harm? Any thoughts of suicide?”  

She may as well have saved herself the pain and said

nothing. She has stopped talking altogether. When they

directly ask her a question she answers just enough so

as not to “make a scene” of not talking. The staff don’t

notice she is sleeping most of the day unless she is in

bed at medication time or when they need to take her

blood pressure. Once when she was disappearing,

stuck sitting in a chair staring into space for a day, a

nurse took her blood pressure and perkily remarked on

how low it was, “oh you must be very relaxed! That’s

good”. She was started on three drugs at the same time

when she arrived. At night she sleeps like she is being

suffocated under a giant water balloon. There is

nowhere to go from here. This is the end of the line.

She is becoming more and more like an elephant with

zoochosis.

After a dose increase she gets speedy, irritable, grinds

her teeth, feels explosive. Trapped. She runs around

the hospital grounds a few times a day to release some

pressure, she jumps up and down in the hallway and

paces, walks loops around the yard with her hands in

tight fists. The TV is infuriating. One of the patient's

voices grates on her soul. She can’t be in the same

room. Everything is too loud. No one notices. She feels

violent. It is widely understood that this stage on meds

can be dangerous, it’s the kind of thing they tell you to

tell the doctor about but there is no point saying

anything. The patients barely talk to each other.

Empathy and attention is so scarce around here that

people are starving, and starving people are desperate

and scary and kind of disgusting to her. She can’t hear

any more horror stories. She can’t sit through anymore 
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"Everyone’s soul is being
slowly ground away in this
place... but they all seem to
think it’s normal." 



rants. There was a manic guy in here for a while who

woke up her for a day or two. Even that quickfire

absurd humour got exhausting, so much anxiety and

nervous tension running underneath it. There is no

solidarity. Everyone is drowning in their own minds.

They have all been too abandoned, too isolated, too

traumatised, too medicated to remember how to have

a conversation or to think about things outside their

own pain. Everyone’s soul is being slowly ground away

in this place (including the well meaning souls of the

staff), but they all seem to think it’s normal.

One day, feeling unbearably frustrated and having

collected over these last few months all the evidence 

she needed to support the contention that her life

didn’t matter and there was no hope, she signed out of

the ward with every intention of going home to

complete the suicide she had prepared all those weeks

ago.

Her car battery was dead.

If she hadn’t been stuck there waiting for the NRMA for

twenty minutes on a sunny autumnal day, if an

exceptionally warm souled man called Pablo from the

NRMA hadn’t told her it was his birthday, said

something deep and funny, drawn her attention to the

red brow finches through the fence, if her friend hadn’t

happened to call her, if Pablo and the finches hadn’t

thawed something enough for her to answer that call…

In the time between not being able to work and leaving 

hospital, she had lost her job, accumulated $3500 of

debt, was facing eviction notices, had put on 8kg, had

damaged family relationships, and had full blown

symptoms relating to food intolerances that she had

painstakingly worked to manage over 18 months prior

with diet and lifestyle, had an unregistered car and no

income. A whole lot of damage that could have been

avoided if she had got the help she knew she needed

when she needed it.

This is not the article I wanted or intended to write. I

wanted to write about vision, about recovery

communities on regenerative farms, with permaculture

food forests, chooks, cows, worms, work, bush

regeneration work. About healing ourselves and

healing the land, together. I wanted to write about how

we might create places and spaces where we weave

ourselves and each other back into living systems,

where the appropriate response to suicidality,

existential shame and the fall out of psychosis is to

affirm Life. All Life. Not with shallow individualistic

aphorisms from a CBT textbook stuck to an “inspiration

wall” in an otherwise out-spiring life-denying

environment, but by supporting people to participate

and attune to the life in and around them in gentle,

practical, embodied ways. I wanted to write about how

recovery and coming back to life could involve

deepening our understanding where we really are –

geographically, historically, spiritually, ecologically. I

want to talk about the medicine of participating in

place, practicing belonging, finding the flow of giving

and receiving, of grace and grit, vision and action. I

wanted to write about how likely it is, that for many of

us, worms, plants and fungi are far better therapists

than therapists. I wanted to write about intentional

communities based around group houses; about peer

run, semi-supported, community driven housing

options; about the basic idea of “somewhere to go” that

is not “away”, but in our own communities; about what 
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"I wanted to write about
how likely it is, that for
many of us, worms, plants
and fungi are far better
therapists than therapists" 



it might be like to go through an episode being held in

a container that my willingness and presence co-

creates for and with others. A container of medicinal

simplicity, nutrition, movement, breath, earth, sweat,

collective intention, service and care. A place that the

community supports and respects and is involved in.

Not some mysterious place where you go to hide, not

the kind of place single pregnant women were sent in

the 50s, not a benevolent sanitarium, or a cult.

Something very human, very practical, very grounded,

very creative. Spaces to dance and sing and work

together to metabolise deep difficult feelings and

express the pleasure of the aliveness that is always

there, still, despite. What could it look like if we

stopped outsourcing all the work to a non-existent,

over-stretched, philosophically ill-equipped mental

health industry and took on some responsibility to

think and feel deeply, together, and care for each other

in substantial ways? What would it look like if instead

of continually “educating” people about mental health

and “self care” we started learning and experimenting

with how to build cultures of mutuality. Because

neither helping or “reaching out” are as simple as they

sound. I don’t think we have many role models for the

collective maturity that is increasingly going to be

required of us through this historical transition. We

have to try, we need to be creative, not wait for

governments to catch up, we need to make better

mistakes together. These are things I want to be having

conversations about, thinking about and writing about.

I couldn’t write that article.

Every time I see the “mental health crisis” talked about

in the media and the onus is put on people to help

seek without ever addressing the inadequacy of the 

 

help that is there or even our capacity as ordinary

citizens to be with others' distress in helpful ways;

Every time I see a mental health promotions posters

with glib advice. Every time I see those same few phone

numbers on the bottom of the screen or at the end of

an article about mental health as if they are some kind

of magical talisman that’s got everything covered. Every

time I see another service providing the same things

that aren’t working. Every time I hear a conversation

about mental health as if what we are talking about is

self evident. Every time I see people in severe distress

referred to a ”useful app”, or the Beyond Blue website,

or to “talk to their GP". Every time I see suicide

prevention training that doesn’t put suicidiality in a

context, that assumes people considering suicide are

naïve, that they haven’t already done years of therapy

and tried everything available to them. Every time I

notice that still, most people comfortably assume there

is always appropriate help at the end of the line and

mental health experts that know what to do. Every 

time I hear about another person with a mental illness

assaulted or shot by police, or who ends up in jail,

knowing that they probably “reached out” many times

before that happened and were met with nothing. Or

worse. Every time I hear the false promises of the NDIS.

Every time I hear conversations about mental health

that assume the problem is just a lack of funding. 

 Every time I hear people talking as if counselling and 
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"What would it look like if
instead of continually
“educating” people about
mental health and “self care”
we started learning and
experimenting with how to
build cultures of mutuality" 



psychotherapy are the “good guys” to the “bad guys” of

psychiatry. Every time I see Instagram wellness gurus

preaching the gospel of relentless individual self-

improvement, self-care, and wisdomisms for

everything. Every time I hear peer workers talking like

a living breathing Beyond Blue pamphlet, or doing

exactly what any ordinary support worker would do.

Every time I hear the family of people who are unwell

be relieved that their loved one is “safe” because they

are in hospital. Every time I hear psychedelic therapy

talked about as if it represents a major paradigm shift.

Every time I see the great gaping holes in our collective

capacity to metabolise pain, how set up most of us are

to be lonely, isolated, narcissistic, disembodied, how

culturally bereft, emotionally stunted and wounded

whiteness is and how whiteness is at the core and

foundation of Psychiatry, Psychology and personal

growth industry…… 

Every time my body flutters with thousands of small,

indigestible, ordinary horrors of being vulnerable and

needing help in a world that shames you for it.

Systematic invalidation is a slow quiet chronic story-

less disaster. It erases. It’s like erosion, it wears you

away and hollows you out, washes the fertility away. It

can leave you without much of a self to speak with,

without much faith in your own words. And so, for

now, I write whatever I can with the voice that I have,

knowing it is nowhere near what is necessary, and not

very much like the roar that is on its way from a better

future. I write, on the off chance that it is better than

silence. 

P A G E  T H I R T Y - S I X  |  T H E  A C T I V I S T  P R A C T I T I O N E R  I S S U E  N O .  4 ,  D E C  2 0 2 0

"Systematic invalidation is
a slow quiet chronic story-
less disaster. It erases. It’s
like erosion, it wears you
away and hollows you out,
washes the fertility away"

About the author: CRN 203 398 380X is smart, deep

feeling, frequently in poverty and sick of the way

things are. This has earnt her a number of

diagnoses and consequent traumas. On a good day

she doesn't take it too personally and is delighted

to be alive.



P A G E  T H I R T Y - S E V E N  | T H E  A C T I V I S T  P R A C T I T I O N E R  I S S U E  N O .  4 ,  D E C  2 0 2 0

Over the past fifteen years, I have visited Indonesia

numerous times because of my interest in mental

health issues there. I have attended many meetings of

groups organised by caregivers and individuals with a

lived experience of mental disorder and mental

distress. Unfortunately, the name “consumers” does not

describe the members of these groups very well; in

Indonesia, it can be difficult to access mental health

care. Demand far exceeds supply, particularly outside

Java. Support groups play an important role in filling this

gap.

Mental Health in Indonesia

In 2014, Indonesia passed a mental health law, but

funds to implement its provisions have yet to be

allocated. In 2016, it passed a disability law, mandating

services to assist individuals with disabilities (including

psychosocial ones); it had already ratified the United

Nations Convention on the Rights of Persons with

Disabilities in 2011. Unfortunately, very little change can

be observed ‘on the ground’ yet. 

There are currently just under 1,000 psychiatrists, 2,000

registered clinical psychologists, and close to 7,000

community mental health nurses, for a population of

270 million—far short of what is needed. Because the

Indonesian government currently dedicates

approximately 1% of its total health budget to mental

health, and total health expenditure is around 3% of

GDP,  mental health services will not expand very much

in the coming years.

For people with (psychosocial) disabilities, there is

hardly anything organised with respect to secure

housing, stable employment, or access to the justice

system. Services supporting victims of domestic

violence hardly exist. For people with lived experience

of distress, insecure and tumultuous living conditions

often greatly contribute to their anguish. Apart from

increasing and improving mental health services, these

issues need to be addressed as well.

In 2017, Human Rights Watch published a highly critical

report entitled Living in Hell: Abuses against People

with Psychosocial Disabilities in Indonesia. This report

highlights the dismal conditions in social welfare and

informal institutions, which are often unhygienic and

overcrowded. ‘Inmates’ are regularly shackled while

medical care is only sporadically provided. In rural and

remote villages, individuals with severe mental distress

are often shackled or placed in wooden blocks, a

practice called pasung. More than 57,000 Indonesians

have experienced pasung at least once in their lifetime.

Mental Health Support Groups

Over the past 20 years, mental health activists have 

M E N T A L  D I S T R E S S ,  E X P E R I E N C E
E X P E R T S ,  S U P P O R T  G R O U P S ,  A N D
S T I G M A  I N  I N D O N E S I A

H A N S  P O L S
P E E R  R E V I E W E D  B Y  S A M A N T H A  S C H U B E R T

https://www.hrw.org/report/2016/03/20/living-hell/abuses-against-people-psychosocial-disabilities-indonesia
https://www.insideindonesia.org/a-neurological-battle-ground
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established several mental health support groups. The

Indonesian Schizophrenia Support Community

(Komunitas Peduli Skizofrenia Indonesia; KPSI), founded

by Bagus Utomo in 2001, was one of the first. In 2013,

Vindy Ariella and Igi Oktamiasih founded Bipolar Care

Indonesia (BCI). That same year, Benny Prawira founded

Into the Light Indonesia, which focuses on the

prevention of youth suicide. These groups make

accurate and up-to-date information about mental

health available to the public, provide support, and fight

the stigma around mental health issues that is still quite

prevalent in Indonesia today. Unfortunately, most of

their activities are limited to Indonesia’s major urban

centres, although these groups are attempting to

expand their reach.

For this article, I interviewed Joanna, who has a

corporate job with a large telecommunications

company and is active in  Into the Light Indonesia. One

of Joanna’s parents died of suicide ten years ago. I also

interviewed Osse Kiki, who was diagnosed with

schizophrenia approximately 12 years ago at the age of

31. He is active in KPSI and runs, among many other

things, their weekly radio program. Both Joanna and

Osse Kiki have reviewed this article and approved the

final version.

Mental health care

Osse Kiki’s father was an artist and a painter. He found

very challenging to support his family on this modest

income.  His physician “only diagnosed him as 

hypersensitive”—it was common at the time not to

name mental illness. But hypersensitivity does not

explain why Kiki’s father spent 13 years in a mental

hospital.

When Kiki was 31, he was busy planning his wedding. At

the last moment, he decided to back out—a very hard

decision that caused strong feelings of guilt,

embarrassment, and financial hardship. Kiki became

depressed and withdrawn. One night, “I still remember

I woke up around two or three in the morning, and

suddenly I heard that voice.” The voice spoke to him

about religion, the Bible, and church dogma. The voice

returned several nights in a row; during the fourth or

fifth night, it announced that “Jesus Christ would come

back to earth through me, and I would save all humans

from sin.”

Kiki told a visiting priest about this nocturnal. After the

priest alerted Kiki’s parents, they took him to a hospital.

Kiki remembers: “I still didn’t know why they took me to

the hospital. My parents first talked to the doctor. I

waited outside.” When he saw the doctor, they

exchanged a few words; “next, I was injected with

Haldol.”

Kiki’s physician prescribed four different kinds of

medication, which caused him to sleep for

approximately 18 hours a day. “I completely lost my life

—I couldn’t do anything for 2 years. I just slept. Yeah, I

just slept.”

Joanna carried her dark memories with her for years.

Only after she moved to Singapore for work did she

start to comes to terms with them “I worked in another 

"I completely lost my life—I
couldn’t do anything for 2
years. I just slept"
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country and I had a mental breakdown and I decided to

see a therapist.” Dealing with the suicide of a parent is

tremendously difficult: “And one thing I realised, I have

been blaming myself for a while, and I’m blaming my

parent as well for leaving me.” Seeing a therapist

allowed her to come to terms with this awful episode in

her life.

Social isolation

Joanna knows all about social isolation. She is Chinese

Indonesian and she “cannot say that we are quite

welcome sometimes.” While attending university, the

lecturers, tutors, or fellow students at times told her: “I

don’t like Chinese people. Why are you here?” Dealing

with this situation, Joanna told me, “is why I think that

we, the Chinese people, are trying to get by with as

minimal conflict as possible.” Never make waves and

avoid friction at all costs.

For a long time after one of her parents passed away,

she did not share her feelings with anyone: “So, when

something is going on with your mental health, like,

something is not right, it’s not like something [our

family] would talk about.” When difficulties started, ten

years ago, the family did not discuss it. Up until today, it

has not been discussed within the family: “Even me and

my [remaining parent], we don’t really talk about why,

oh, what’s wrong, until it was too late. We don’t. It’s

been almost 10 years, and we don’t really talk openly

about that.”

When Kiki stopped his medication, he was hospitalised

again. Upon admission, “I lost control … at the time the

doctor injected me and I blacked out. And when I woke 

up my hands were tied, my legs were tied, and there’s

only this small room I am in. I screamed and nobody

came.” This experience was deeply distressing. Kiki felt

completely deserted by everybody he had ever known.

This sense of social isolation, being unable to talk to

anyone about what is troubling you, can make dealing

with difficult situations much more challenging.

Stigma

To my surprise, the stigma associated with mental

disorder did not appear to affect Kiki very much. His

father had suffered from mental illness for a long time;

Pasung 

 

his mother knew what to do. Unlike many others, he

never ran the risk of being disowned by his family.

Because his family could not afford to pay the hospital

fees, Kiki’s high school and college friends donated 
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money to pay those bills (in 2014, a national health

insurance scheme was launched, which changed

situations like these). After he was discharged from the

hospital, the manager of the office where Kiki worked

made him his personal assistant in order to support

him.

Kiki asserts that self-stigma is often a problem for

individuals with schizophrenia. Most people believe that

they are no longer capable of doing anything at all and

do not consider themselves worthwhile persons. Many

individuals with schizophrenia have internalised the

severe stigma around mental disorder.

Joanna told me that stigma around suicide is still very

prevalent in Indonesia: “So people will think: if you have

something wrong with your mental health or something

like that, when something is wrong, you don’t pray

enough, you don’t go to church or the mosque, it’s

always like that. So, the stigma is there, and they judge

you. … Yeah, the stigma is still pretty much around here,

in Indonesia, especially.”

Distress

When Kiki relapsed and received the same medications

as before, he became very depressed. He felt like a

failure: “I felt there was no hope for me. I am sure that

for the rest of my life I just sleep and nothing to do and I

just, you know, I lost everything.”

According to Joanna, people in Indonesia tend to avoid

talking about difficult things, about things that are

troubling them. “So, that’s why there’s no room for

weakness, no room for rest or anything. So that’s why I

think that this is one of the challenges here, that people 

are pushing things aside, pushing things away, until it

becomes really bad to the point of no return." So,

whatever is troubling people, not being able to talk

about it makes it very difficult to receive support from

anyone.

Among Chinese Indonesian families in particular,

Joanna tells me, there is a lot of pressure to achieve. In

addition, there is a lot of pressure to get married and

start a family. Members of your extended family will

often ask: “Why are you not married yet? How come

you don’t have kids yet? Once you produce one, they

will ask: Why don’t you give them a little sister or a little

brother?” The pressure to conform can be stifling.

Because of all of this pressure, Joanna tells me, there is

simply no opportunity to deal with your own emotional

turmoil. “You don’t have time to feel like that, unless

you feel tired once in a while, right? At least you will feel

tired. It will burn you out from the inside.”

Support groups 

Kiki found out about KPSI almost by accident. His father

always accompanied him to the hospital and, one day,

“another patient had a conversation with my father and

he told my father that there’s a community for

schizophrenia and my father was really excited about

it.”

"Self-stigma is often a
problem for individuals with
schizophrenia. Most people
believe that they are no
longer capable of doing
anything at all"
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essential to fight stigma and self-stigma. KPSI is all

about recovery: “Personal recovery means that you are

living your best life, with or without symptoms, and it’s

a journey, a never-ending journey, for the rest of your

life.”

Once she returned to Indonesia, Joanna was

determined to find a support network: “Out there, I will

get some support. I am free to find support, I am free

to go to a doctor without any stigma surrounding it. So

… what Into the Light has done is … they store away

that kind of stigma there. I find that it’s okay to not be

okay. They’re there.” The people at Into the Light were

very different from what she was used to. “For them, it

is normal, going to a therapist, if you really need it.” The

contact with the people in this group made all the

difference: “They have helped me accept what

happened, they are very open with who you are,

whatever you do, whatever your background is, and I

think it has been really, really helpful for me to find

people like that [and] to get them in your circle.” Having

these contacts is wonderful, Joanna tells me, because: “I

am such a corporate slave … so you are not allowed to

have a mental breakdown. It’s all business, business,

business, 24/7.” Suicide carries an enormous stigma in

Indonesia: “There are not many people in Indonesia

who are ready to talk about suicide. It’s still really full of

judgmental people.”

Her friends at Into the Light are very important to

Joanna: “Being with a community that allows you to be

human, it really helps a lot.” She talks about this group

fondly: “meeting those people, those amazing people

with such amazing journeys. I feel like, wow, these are

all amazing humans. They have taught me a lot just by 

They attended some meetings together and “at that

time I met friends and … I knew that I am not alone.”

Kiki and his father started to attend meetings twice a

week. At one meeting, the moderator asked how he was

doing; Kiki replied “I’m just fine and … nothing … I

cannot talk and I just smoke and smoke, I don’t know

why.” He shared that he slept 18 hours a day. One of his

new friends told his father that Kiki’s state might be

caused by his medication and suggested they consult

another psychiatrist. This turned out to be a very good

suggestion. The second psychiatrist they consulted

turned out to be much better than the first one: “he was

really professional, and he was really, you know,

informative to my parents.” He also prescribed only one

kind of medication.

Osse Kiki (at the back, to the left) and his friends running the weekly radio

program of the Indonesian Schizophrenia Community Care [KPSI]

Kiki is currently very active in KPSI. This group is very

important to him, because to recover “we must learn

about our condition … you cannot just take the

medicine … that’s why in KPSI psycho-education and

peer support groups are really important.” For Kiki,

“KPSI is a second home … it is like a brotherhood.” It is 
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their life experience. They taught me that it’s okay for

you to be tired. It’s okay for you to just want to stop for

a while. You want to take a breath for a while. You want

to refocus, realign for a while. It’s okay. It’s really okay.

You should do that. And oh, wow, I’m so glad, I’m so

lucky that I found them.”

Support groups such as Indonesian Schizophrenia Care

Community, Bipolar Care Indonesia, Into the Light

Indonesia, and many others, play an essential role for

individuals with a lived experience of mental distress

and psychosocial disabilities. These groups provide

information and lend emotional support during periods

of mental distress and adverse life events. Members

support each other by creating an open and accepting

atmosphere that serves as an antidote to the

stigmatization that many still experience. Members of

support groups, moreover, also engage in advocacy and

fight against the stigma that is still rife among the

general population. The Ministry of Health now

recognises the importance of some of these support

groups; unfortunately, they do not provide any funding

for them. This means that these support groups, who

are doing very important work, operate on shoe-string

budgets they have to raise themselves, and mostly rely

on volunteers.

For more information about mental health care in

Indonesia see: 

https://www.insideindonesia.org/edition-141-jul-sep-

2020

 For support groups in Indonesia see:

 https://aidran.org/2020/08/11/mental-illness-and-

psychosocial-disabilities-in-indonesia/

A training organised by Into the Light Indonesia. The trainers hold

certificates of appreciation

"They taught me that it’s okay
for you to be tired. It’s okay
for you to just want to stop
for a while. You want to take
a breath for a while. You want
to refocus, realign for a while.
It’s okay. It’s really okay"

Samantha Schubert provided peer review specifically on

the context/background of mental health within Indonesia

based on working with disability rights movement including

people who identified themselves as having a psycho-social

disability, government and international aid agencies in

Indonesia. Any comments are based on this work and only

represent lessons learnt through that journey, situations

may have changed or be perceived differently by different

people.

https://www.insideindonesia.org/edition-141-jul-sep-2020
https://aidran.org/2020/08/11/mental-illness-and-psychosocial-disabilities-in-indonesia/


Karen Milstein is a Peer Specialist/Educator and Writer

based in Wisconsin, U.S.A. with over 20 years of

experience working with aligned community and clinical

professionals.Karen has a lived experience of mental

distress which informs her practice. Ruah met Karen via a

Sascha Altman De Brul hosted workshop.

Ruah: Karen Can you tell us a little bit about yourself.

Maybe a little bit about you, your background, where

you live.  What brought you here today?

Karen: My name is Karen Millstein I live in Madison,

Wisconsin in the USA. And I have over 20 years of Peer

Support experience - lived and lived-experience  my

whole life. (Depends on how you define mental health

challenges) but I see it as something that I have lived

my whole lived life. My current job is Peer Specialist

and I work in what's called a CSP Community Support

Program. But, in your part of the world it might be ACT

(Assertive Community Treatment). Not sure how it

would get called in Australia. I'm the only Peer

specialist. I'm on a team of about 12 or 13 Social

Workers and Nurses and a Nurse Prescriber. I've been

“sprinkled” also with working in a Peer Run wellness

Recovery Centre for 10 years, and a sprinkling of

different agencies where I’ve been able to do Peer

Support.

Ruah: C:an you tell us a little bit about to your

personal history? When you said that you have 20 

 

years working in this field and the mental health

challenges.

Karen: I've been really lucky to be able to be on both

sides of the fence in much of my life. I’m, much more

on the provider fence as a Peer Specialist but much of

the time I've been both a consumer, and I'm working as

a provider, like when I was at a place called Cornucopia

which is a Peer Run Centre. I was working at this Peer

run agency. Cornucopia was and/or is it still going on

started in 1996 by a group of Peers (people have

mental health challenges) and it's focused around

Artwork and creativity. So it was focused to help people

express themselves, and it's still going here in Madison.

I work with them as a program manager for about 10

years. I also worked as a member of a clubhouse and I

worked there also so I've always kind of straddled been

between being a consumer and also being a provider in

places.

Ruah: That's great. Thank you. Wow that's quite

extensive experience. And just for you personally may I

ask when did the mental health challenges start for

you?

Karen: They started by being diagnosed for me in 1985.  

I was born in 1963, so I was about 20 some years old

when my parents decided I needed to go to hospital.

One night I was having troubles. So officially I had a

diagnosis in 1985 when I was 20 something. But I also 
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see that my challenges go back to when I was born and

when my parents had their challenges in their life. My

mother had been abused, severely abused in her

childhood. My father had his challenges from his

parents so they really didn't know how to deal with

young children and how to raise them. They gave us a

lot of love, and that's what made me think of being

lucky and successful, but at the same time they didn't

know how to kind of take care of, to nurture me and

take care of me, so that was when I started trying to be

in relationships. As a young adult. I would just freak

out when I started getting close to people. And this still

is a challenge for me I still have challenges around

relationships. But I don't go to the hospital.

But when I was in my 20s and 30s when I tried being in

relationships I would just kind of have these, quote,

“big feelings” these big reactions to being in

relationships. Eventually, so it put me into what you

would call “psychosis” and sent me into the hospitals,

so that reaction, those ‘big feelings’ started happening

where I was diagnosed and had challenges when I was

in my 20s, in 1980.

Ruah: How would you define ‘psychosis’ just for

yourself?

Karen: I think that word and this is not my word I think

it's through a group called, they're now called Fire 

Weed. It's a group here in the U.S. They used to be

called Icarus Project but they called them ‘big feelings’. I

think that's who I'm quoting from, but psychosis is kind

of. I think it's a big feelings I think it's when you can't

hold on to your own feelings they go…. I think it's when

your language starts going really fast, when your

emotions are in an accelerated kind of place and you

just start going really faster and faster because you're

scared because you're unsure of how to deal with

society because your coping mechanisms, leave you in

a place where you're not sure how to deal with the

circumstances, you're not sure how to, you're

frightened of how to be close to people and you Just

accelerate and go faster and faster… does that explain

it? Have you ever dealt with psychosis? That things start

going fast…

Ruah: Your parents were concerned you had this sort

of challenge. Were put into a hospital for a time as well?

Karen: Yeah. I was doing things that were kind of out of

the ordinary, so I went into my parents room and said

I'm having trouble. I think part of it was, I said “Put me

somewhere where they're all women” which was a

funny thing this is, before I realized I was Queer, or

however you want to define them. And my dad got on

the phone, my mom tried comforting me. And suddenly

I was (like a couple hours later) I was in the hospital and

totally nowhere.

Ruah: Just in relation to the discrimination that follows

diagnosis or that comes about with diagnosis. Can you

tell us a little bit about the experience in the hospital

for you?

Karen: Yeah, I mean, especially at that time no one 
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asked me what had been going on for the past few

weeks because it had been accelerating. I had been

traveling with friends and started what I call, talking to

nature I just started connecting more with nature than

with human beings. And so nobody asked me what

was going on for myself, they just gave me

medications.They just didn't want to listen. I was in the

Day Room I was on the locked side of the Unit And I

tried talking I tried explaining I tried…What I needed,

so much, to try to connect with people, but they just

didn't want to listen and I was trying to cry it out. I was

trying to get somebody to listen to me and nobody

would listen to me. I was knocking at the door. And

nobody would listen to what I was saying, nobody,

nobody wanted to hear what was really going on for

me, I know this thing called Open Dialogue. We talked

about that.

Ruah: Yes. Yeah, a lot that didn't exist back then? So

sorry again Karen to hear this for you. I know about

Open Dialogue, but there was none (for you), it was the

total opposite almost It was closed dialogue.

Karen: Yes exactly they just gave me medications.

Yeah. Yeah. And part of it was useful because I was

able to just sleep and that's still a coping mechanism

for me sometimes when I'm having a really hard time.

So they did let me sleep and now it's a good thing, but

they wouldn't listen to what I was trying to say to them,

and they just didn't take that in at the time, and I think

that hospitals in general are like that they just give you

medications, and that's it. And that's their way of

dealing with you. And I think that we've got a long way

to learn about the contradiction between listening to

people who are going through a hard time with

psychosis and just throwing medications at people.

Ruah: Good point Karen as well. And that's a tough

experience for you to, to go through then. You came

through that, and then how did the Peer Work, getting

involved with Peer work connect from there. What

happened from there to get you into Peer Work.

Karen: There was something in me that just wanted to

help out and wanted to have my voice heard when I

first got Ill. I grew up in Michigan my parents were

Michigan, which is one state over from here, from

Wisconsin. And so I was having a really hard time in

Michigan. And I had a friend who is from Wisconsin and

she came over to Michigan when I was having a really

hard time and brought me to Wisconsin. And when I

got here, it was February, which we just discussed in

February its very very cold time in Wisconsin. And I 

walked. As soon as I got here I stayed in her apartment.

And I wandered over to the hospital. I wandered over

to a CSP that was very much, just started. That kind of

care and this was in the 1980s when I first started, was

the very beginning of my challenges that when I was

first starting to be diagnosed. And I had just had a huge

episode.

Ruah: What's a CSP?

Karen: Community Support Program, Do you have that

in Sydney?
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Ruah: Yes we do. We have community health centres

in Australia.

Karen: So I walked over in the middle of the winter I

walked over across town about three or four miles,

three miles I'd say, I don't know how many kilometres

that is. And I asked if I could volunteer there, and I was

struggling with my challenges. And also there was a

time where they didn't even think consumers could be

involved in that way. And they were just like sorry no

we don't want, no, we don't need your help. And so

then a couple. Let me see. A couple of years later I

went to a conference. Do you have Nami there?

Its called National Alliance for the mentally ill. Okay, 

that's a US thing that National Alliance for the mentally

ill. So, a huge organization that started in Madison

actually. And so I went to one of their state

conferences. And I was just like, I don't know why I

found to go there but I went there and I was like, these

people are just talking about me, and I you know I

heard, psychiatrists I heard therapists and they're all

talking about me and I was like, wait, my voice is not

being heard and my voice is being talked about by all

these professionals and right at that time it happened

as my life so synchronously does. I decided that I really

want a job where I can be giving my experience, and

they just right then happen to open up what is called a 

crisis aid crisis A-I-D-E. And so I applied and I got, I was

doing well enough that I got the position of working as

a crisis aide. And after that, it was just one thing I got

that job at Cornucopia that Peer Run Centre and the

job. I, I got services at “Your Higher House” the club

house where I was working, also. So  after that I was

always like getting. I always happen to be really lucky.

And that's what I always explained, and just did a lot of

the peer support and getting services . So like I was at

Your higher house and working there on weekends and

also as a staff person, and also getting the support

from your higher house, as a client. As a member. So

that defines like how my services, and my giving peer

support and getting services. Does that make sense?

Ruah: So, in your work, how would you support people

who are dealing with Saneism or discrimination? How

would you support people when they're having to deal

with or face discrimination because of  their mental

health challenges or diagnosis.What things would you

do or say, when they're struggling in that whole area of

discrimination.

Karen: I try to help them find their voices and  find

their niche. And try to help the person Look for their

centre. There's a mental health agency I have to do a

presentation for once a month. And we talk in our

presentation we talk about how people go from where

their mental health is all one big part of them. And then

hopefully it gets down to where it's just part, part of

them, and then hopefully down to where it's just a tiny

bit of them as they recover. And I would say, I'm down

to where it's just a little dot, not enough that can ever

go away. And so I try to help people on that journey.

When they're in that big place it's really hard for them 
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to be treated decently as human beings because

people have such a stigma against people who are

struggling.

Ruah: That's really interesting. So people may just see

the struggle instead of the person they may see the

challenges instead of the bigger picture of the person.

Karen: Yeah, they react, you know, even at my job, I fit

in really well, I think i do fit in. But sometimes I think

people react to the consumer part of me. And people

react to the ‘dots’ sometimes when I add to the ‘dot’

when the ‘dot’ comes out. If I let that place of the dot

too much out people kind of react to that. And does

that make sense?

Ruah: I like what you said about helping people find

this centre. What does it mean finding your centre?,

what does it mean for you to find your centre?, or is it

the reason for being or living?

Karen: What's their centre…… like one person (this

might sound silly) but she is afraid of cats, and she

wants to learn how to be around cats. I try to take her

to the pet store. When we're not in a pandemic. I take

her to a  pet store and try to help her be less afraid of

cats and just be and cook on her own and become her

own person because she, her mother comes over and

cooks for her and try to help her be more independent

and doing things for herself. I don't know I don't have

magic answers.

Ruah:  Some peoples centre is just being independent

and just overcoming some of the fears, would that be

right?

Karen: Yeah. And we went (the same person with the

cat) we went up to the top of our capitals. I live in the

capital city of Wisconsin. And we went to very top of the

Capitol building. And we went to the very top and you

can walk around the top. And I took her up there and

we walked around once and then she said I want to

walk around again so we walked around again she said

I want to walk around again. And it takes like 10

minutes, like five or 10 minutes to walk around and I

think she went around seven times. And to me that was

like such a memorable time that we did that because

she, there is something in her that just found like a

freedom of walking around the top of the Capitol

building.

Ruah: Yeah, beautiful metaphor.

Karen: And that was just a centre for her, that she

found.

Ruah: I like that I like that description, finding our

centre, which is, which is really  good. Maybe with your

permission, we could title the interview finding our

centre. 

Karen: You can. It would be great, I think, you know, I'm

working with my therapist. I've got a new one. I've had

my therapist for probably 20 years. A long, long time.
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And I've gotten, I've got a new therapist as of about

two months now, which is a huge, huge transition. And

it's weird that it's all happening around this time of

COVID. But anyway, it's the point I'm really telling you

why I've got a new therapist is between her or between

me this word has come up maybe it's why I'm using

the word centre, but, um, she and I have talked about

being centred. And it's a, I think it's a really strong

word because I think one word that the mental health,

the bio psychiatric model, talks about base being

baseline. Have you heard of that word baseline? Is that

a word that you commonly use? 

Ruah: That’s a word we use here.

Karen: I think that's a real medical model term 

because it's kind of like, like, I would never say to you

“Ruah what's your baseline?” I would never say that,

that insinuates that there's something wrong at the

base. Anyway as if there’s something broken there that

that you're going to be when you're at your baseline

there's still something broken where I’d say honestly

what the word centred It insinuates that there's

something healthy and a baseline that's healthy, or a

place, getting even get rid of the word baseline. There's

a place that's healthy or not, that centre, that ‘dot’ is

healthy.

Ruah: I  like it. In my culture, when we say Kia Ora, 

it translates as be well in your centre in your core. It's

like a greeting, its saying be well in your core in your

essence be well.

Karen: So awesome.

Ruah: Yeah, it's amazing. Yeah. And what's really cool.

Yeah, I'd be interested in knowing, other indigenous

cultures refer to the centre the core of who you are,

being the most important part, versus the biomedical

model saying baseline.

Karen: Awesome. That's wonderful. Thank you. Ruah
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“Oh yeah, I’ve done all that shit,” said the college guy on

the bus behind me. Maybe he meant bungee jumping

or diving into frozen lakes, something challenging for a

young man in his late teens or early twenties. Fear is

highly relative. No one can begin to measure the depth,

height, or size of fear within each of us as individuals.

My bungee-jumping has been a cross between fear and

obsession. A tight tie between the two. A protective

force. Rituals seared into the body. I moved a finger

slightly to the right to guard against feeling angry

against someone. It worked. Because I believed it? I

watched the LED red light on the clock as it flickered

from 10:47 to 10:48.Good luck-bad luck-good luck-bad

luck. For so long I controlled my feelings by moving

them with my body, a little finger here, a foot there. My

leg turned right. Intricate movements, an intricate

system. Encapsulated my feelings. I had an entire

system of feelings, movements, integrity wrapped up in

rituals scorched into my ways. This was my way of

finding peace, solace. My comfort zone, my safety. What

more? My body possessed. Touching every burner to

know that the house would not burn down; switched

the coffee maker to know it was off, five times, off five

times. For sure. Fire. From where arose my fear of it? A

fire from which I used to practice how I would escape as

a child. A fire I never had to flee in the first place. A fire

that haunted me all the same.

Maybe it was a fire deep within. Anger.

How did I push through the anger that started, God

knew where and when?

When I first stared up at a psych unit EXIT sign, red glow

at the end of a dark hall my first hospitalization, I knew I

had begun some long road far from ending. It was a

stop sign, yet I had to find the strength to find my way

forward.

My parents’ choice for my inability to choose which

pyjamas to wear was to send me here. I couldn’t decide

between green, red, green, red (go forward, stop, go

forward,stop). I threw them up in the air. I went down

to the end of the hall as I had my whole childhood. This

was the only way I knew to take care of myself to find

safety. If I had chosen the pyjamas myself, if I hadn’t

gone to their room, would it have all led to the same

road the same sign at the end of that dark psychiatric

ward hallway? I remember my mother cradled me in

her arms downstairs on the couch in the living room. I

heard my father in his office. Man in the office, Mother

in the living room, cuddling the child. Me. Father put his

child in the psychiatric ward. Me. Parents did what they

thought was best. That’s all they knew.

I remember questions when I arrived:

“Name the last four presidents.”

“Count backwards from one hundred by sevens.”

Then: “What has been going on in the past few weeks?”

That was the hardest question of all.

The doctors tried to listen. My answers weren’t good

enough. I was made for the locked side of their ward.

For their medications. Not for anywhere where anyone

wanted to listen much longer than fifteen minutes.

People were nice, don’t get me wrong. Just not up for 

L O C K  A N D  K E Y
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deep listening. Not up for doing much besides their job.

The doctors were so normal and I was so abnormal, so

wrong, so bad something bad had happened and now

this told me so. The people who worked there more or

less looked on, offering little help. They watched my

terror. I was terrorized. That’s what I was when I got

there, in the darkness, seeing things I concocted out of

terror, extreme terror. I yelled for people I felt a

desperate need to see but who weren’t there.In this

place to heal. To heal from what? Locked inside to heal

from a fear out there in here.

Obsession is a nasty dance with trusting oneself.

I return to my apartment only for a simple task. A

simple check. I am okay with it,this need to double

check. I am aware that the neighbours probably heard

my footsteps, in the apartment next-door or downstairs

from me or above. My heavy thuds. Who cares? I did, I

cared about my reputation as weird.

Oh well. I needed to know—know—that the burners

were off, for sure off, not glowing blue. I think I even

found one once burning blue, so now how am I

supposed to trust?

Someone was lost to me once, a most important

person, so I must never let it happen again. I stand

vigilant. So it never happens to me again. How do I trust

that I won’t lose others, lose myself most of all?

Rust runs deep, even in the most mundane things: the

stovetop, a coffee maker, a lock. I checked these things

two, three times; the burners, the off-on button, a key

turning a bolt. They were much greater than mere

buttons, burners, bolts, they could burn down the

house, burn down my soul; they could burn down

forever, unlock my faith when I checked them, how

could I allow myself not to check?

All I had to envision was the house, not even my

apartment, but the whole house I lived in, burning

down, being robbed and it was my fault the whole

apartment burglarized, burning down, because I forgot

to test the lock, check those damn burners, I forgot to

make certain.

I run my fingers so carefully along each burner. Check

the lock. If there was a pan on the burner, a frying pan,

a saucepan, the tea kettle that covered the burner, my

fingers would run under them to feel if there was heat,

fire, a burning sensation. I jiggled the door. Tightly

tightly. Lock and key. Pulled. I felt the burner. Twice,

three times. I stared at the coffeemaker. The light was

out, out. For sure. I was good.

For a moment, anyway. So sure. For sure. The house

wouldn’t burn down. Even in the pit of my stomach I

wasn’t sure though. Maybe I’d still do something that

would still make something bad happen. But for the

briefest moment everything checked out. Just trust,

okay? Small leap of faith? Tiny.

I walked out the door. I forgot all the checking in an

instant. All the anxiety and the rumination were gone.

But they lay heavy within. Burdens that never seemed

to get better. Some days I felt the burners once, some

days three times. Hard to get by without at least one

look. Without pulling the door fast behind me checking 

"The doctors were so normal
and I was so abnormal, so
wrong, so bad something bad
had happened and now this
told me so"
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that the lock was turned fast by the key. Check.

But was there a use to checking, to questioning my

trust, my faith? It was worth double-checking every once

in a while.

I was checking something within myself.

I dropped off the pamphlets today, from my

organization, the peer-run recovery centre, for people

with mental health struggles. Yes, I work there now,

years down the road in my recovery since I was locked

in this same psychiatric unit; not “sick” on the ward

today.

I watched as the nurse closed the door behind me on

my way out. Lock and key. Damn, I knew that nurse got

a modicum (if not more) of joy and power in locking the

door to the entrance of her unit. Her psychiatric unit.

Her brain, she believes, somehow healthier, saner, yes

better than the people she locks in.

She doesn’t know that one day many years ago I was

locked in her seclusion room instead of out. I was seen

as sick somehow, somehow unhealthy. Really, I was

always just struggling deeply. They say it’s like diabetes,

heart disease, all those other physical ailments. No, it is

not. My brain was different, not ill, nothing wrong. It

was just how society determines which ones fit, which

ones don’t. Society holds the lock and key. Don’t you

and that nurse understand my anger, my separation,

my fury for being and having been cut off under lock

and key for simply how my mind worked? The whole

system gets under my skin. Being told all these years

there’s something wrong with me. That’s half of what

makes me crazy, angry, mad and dangerous.

Dangerous? I’m just scared of you – the nurses, the

society - who lock me up. Can I imagine never having 

been separated from the world? No. When I’ve been

sane and thought back on my life I see the people who

are struggling looking like ghosts and I know others

struggle as greatly as I have with their being. Inside that

locked door, inside their own minds, they are sent to a

place where they must entirely question their person,

their existence, their body, this world they go inside out

to this place that isn’t. Us walking ghosts. Us walking

isn't. Us walking nots.

Some people succumb to their conditions and they are

left on the streets, in the alleys, in the group home, in

the hospitals over and over, locked into their minds. No

hope, no motivation, no will to go further. They have

failed too many times before or others have told them 

so. That’s what I see. The humans inside out. To not

have gone there what might that have been?

Something else.

If I hadn’t gotten locked up, I might have been a college

professor. A dead alcoholic. Or both. Or neither.

I don’t understand walking down the empty hall in the

middle of the night, going nowhere. I don’t understand

suddenly not safe, not taken care of or the exact

opposite,suddenly too taken care of, locked down,

pinned, strapped, constrained, rooms covered with tiny

perforations on all sides, told what to do, forever

belittled and for so long not under my own control. In

both these instances the world is taken away from you; 

"They say it’s like diabetes,
heart disease, all those other
physical ailments. No, it is
not. My brain was different,
not ill, nothing wrong"
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one you are lost—Gulliver pinned down by so many

tight Lilliputian ropes; the other the world is lost from

you—inside a room of so many dizzying tiny holes. Both

exceedingly frightening. Both panicky.

Straps. They held me down. I didn’t quite remember

getting there, shuffled through a door, separated from

my parents, almost forever lost from them. How could I

not have some resentment, pushed on a table, one,

two, three, four, all my limbs locked in place? I could no

longer thrash if that was the point. They had me, if that

was their point. What was their point? They won. How 

long I was kept there I didn’t remember. Hours it

seemed. Again, I was mentally ill in their books.

Something wrong. Seared into my wrist sand ankles, if

not my mind.

Seclusion. My first hospitalization in Madison. 1989. For

a couple days without the permission to go out of one

tiny room. You would think I’d like broad spaces,

wouldn’t you? That I’d want to run free. Go where I

wanted to go, no one telling me where to go. My dream

as a child.

When I do that, I remember the straps, the seclusion

room riddled with hundreds of tiny cavities.

There’s a line, an invisible one, beyond which I’ve

withstood terror. No one can see me cross that line. 

Beyond that line I was separated from all the world, as

if the magic tether around my neck or wrist was cut

free and I didn’t know what to do, how to take care of

myself, where to go, who was watching me, but myself.

The world was suddenly lighter, made invisible, had no

weight. I could cut trees in half, houses are made of

thin air, cars divisible by hand. The world was too

fragile, far too wobbly for my comfort, my knees

buckled. 

Once exiting the hospital after days or weeks or

months, I take my first weak breath. I can venture

barely a block. I reach for a wall, a bench. The air is thin,

as if a respirator is necessary. Alone, away from the

hospital, in the broad expanse, I panic and there is no

rescue. I take baby steps now. Both the places I had

seen long before I entered the pink and grey walls, and

also new grounds all so overwhelming. Forever opening

up places that felt frightening but enticing.

I’ve had courage to walk into places of the mind. Places

where I’ve “done all that shit.” I went to the hospital,

locked me up, strapped me down, secluded, isolated,

they said there I would be safe, they believed; they

didn’t know no one can turn off your mind. Maybe for a

month, maybe three maybe a psychiatrist can balance

my meds for a time. I jump. I dive. I turn the lock and

key. Finally, I open the door and step out the other side.

"They didn’t know no one can
turn off your mind...I turn the
lock and key. Finally, I open
the door and step out the
other side"
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Country trio The Chicks released their eighth studio

album, Gaslighter, on July 17, 2020; its title track draws

heavily from the divorce of its lead singer, Natalie

Maines. Pop/country artist Taylor Swift has accused

former American president Donald Trump of

“gaslighting the American public”. Closer to home (for

me), international students in Canada connect

gaslighting with covert racism. Gaslighting is a common

tactic against those with invisible disabilities, as well as

differing abilities, and understanding it has been critical

to understanding myself.

Patrick Hamilton’s 1938 play Gas Light (adapted to film

in the UK in 1940 and in America in 1944) sees Jack

Manningham convince his wife, Bella, that she is going

insane in an attempt to conceal his nefarious activities.

“Gaslighting” has evolved from a pattern of abusive,

deliberate acts within a relationship to include

professional relationships or groups of people, and is

also referred to as “ambient abuse”.  From Psychology

Today: Gaslighting is an insidious form of manipulation

and psychological control. Victims of gaslighting are

deliberately and systematically fed false information

that leads them to question what they know to be true,

often about themselves. They may end up doubting

their memory, their perception, and even their sanity.

Over time, a gaslighter’s manipulations can grow more

complex and potent, making it increasingly difficult for

the victim to see the truth. 

Communication is a key part of gaslighting, and so it 

tends to follow a predictable script. Here are some

examples which have been spoken to me:

“Calm down.”

“I wouldn’t worry about that.”

“I’m sorry you feel that way.”

“It’s just a joke.”

“It’s not personal.”

“Stop nitpicking.”

“You argue about everything.”

“You need a thicker skin.”

“You’re being paranoid.”

“You’re too sensitive.”

There’s a common thread of invalidation and blame

here, but also of purpose: none of these people meant

my harm in their statements, and most of them actually

wanted to help. Gaslighting is always harmful to its

target, but contrary to the original meaning (and the

above definition), it doesn’t have to be intentional on

the part of the perpetrator. This is significant for people

in marginalized groups: Others can harm us without

any understanding that they’re doing so, even despite

trying to help us. Consider the following question from

the Depression, Anxiety, and Stress Scale: "I tended to

over-react to situations."

Convincing targets that their reactions and experiences

are out of line or unreasonable is a gaslighting tactic.

Anxiety and stress can certainly lead to catastrophizing

or other forms of excess worry, but there’s also an

implication that the dignity of just “reacting” is reserved 

G A S L I G H T I N G :  G E T T I N G  O U T
O F  Y O U R  H E A D

J E N N I F E R  F E H R
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https://www.psychologytoday.com/us/basics/gaslighting
https://journals.plos.org/plosone/article/file?type=supplementary&id=info:doi/10.1371/journal.pone.0219193.s004
https://www.healthline.com/health/anxiety/catastrophizing


for the mentally well and the neurotypical. The

message is truly ambient, as sanist and neurotypical

dignities extend to housing, employment, and

relationships. Add in the notion of bootstrapping, that

everyone should be able to pull themselves into

prosperity unaided, and it’s hard to resist these

stigmas. This leads to self-gaslighting, which is realized

through shame, self-blame, second-guessing, constant

apologising, and emotional suppression.

It’s easy, perhaps even expected, for us to absorb

these toxic messages when we’re surrounded by them.

That’s why the #1 gaslighter we need to worry about is

ourselves. Minimizing our feelings and experiences can

be helpful as a coping mechanism during a crisis, but

continuing to do so keeps us in harmful situations. The

key, then, is honouring and validating what we’re going

through. Negative emotions are an important part of

the human experience, and honouring them can

benefit us. Sadness can improve judgment and

motivation. Anger can also be a powerful motivator,

and it helps us set and maintain boundaries.

Suppressing negative emotions leads us to unhealthy

coping mechanisms such as food, spending, gambling,

or drugs. It also increases the risk of anxiety,

depression, diabetes, heart disease, and cancer. It may

seem paradoxical, but letting ourselves be vulnerable

to negative emotions can help safeguard us from

them.

Emotional vulnerability scares people, however. That

fear comes not just from within ourselves about our

negative emotions (what if I can’t escape them?), but

from others around us as well. We cling to comfort

because experiencing another’s anger or sadness is

deeply uncomfortable. Typical and well-intended

efforts to ease this discomfort can also turn into

gaslighting, though, when they cross into toxic

positivity.

“It could be worse.”

“You have to think positively”

“It’ll get better”

“Everything happens for a reason”

Have any of these statements been spoken to you? I’ve

heard them all and they didn’t make me feel any better.

They inspire anger from a lack of validation, or

resignation over needing to soothe their speaker by

way of a gracious response. Positivity isn’t inherently

toxic, to be clear, but it becomes harmful when it lacks

nuance and validation. Negative emotions are further

weaponized against members of marginalized groups

with tone policing: reason and emotion are perceived

as mutually exclusive, typically by someone removed

enough from an issue so as to not be affected by it.

The key to recognizing both toxic positivity and

gaslighting lies within us. Counseling, introspection,

practicing mindfulness, and the occasional

pharmaceutical intervention have given me a strong

sense of myself and my needs. My energy is limited as

a neurodivergent person, so I try to prioritize it (no

arguing with strangers on social media) and maintain

consistent boundaries at home and at work. I identify

anger or anxiety and dig into it a bit - connecting back

to an unearthed memory is often enough. 
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"There’s also an implication
that the dignity of just
“reacting” is reserved for the
mentally well and the
neurotypical"

https://www.thebillfold.com/2013/10/the-bootstrapping-myth/
https://www.healthline.com/health/mental-health/unlearning-self-gaslighting#What-does-self-gaslighting-look-like?
https://greatergood.berkeley.edu/article/item/four_ways_sadness_may_be_good_for_you
https://www.psychologytoday.com/ca/blog/mindful-anger/201606/4-reasons-why-you-should-embrace-your-anger
https://www.theladders.com/career-advice/suppressing-your-emotions-can-be-incredibly-bad-for-your-health
https://www.hcf.com.au/health-agenda/body-mind/mental-health/downsides-to-always-being-positive
https://thoughtcatalog.com/rose-goodman/2019/11/why-toxic-positivity-is-actually-just-unintentional-gaslighting/
https://drallisonanswers.com/happiness/toxic-positivity/
https://everydayfeminism.com/2015/12/tone-policing-and-privilege/


Talk to people who lift you up and support you. If

you experience pushback, remember that isolation

is an abuse tactic.

Talk to a counselor. They can help you shore up

mentally and strengthen your self confidence.

If you are being gaslighted at work, document

interactions and events with details of dates/times,

who was present, what was said, etc.

Look for ways to get out - look for a new job, a new

living situation, etc. 

Find affirmations to tell yourself and your

gaslighter. You can choose from pre-written

examples, or write your own. Repeating phrases

such as “I am remembering correctly” helps you to

believe them.

Sometimes I think of something else to put my mind

on a different track. Sometimes I write out what’s in my

head. Sometimes I take action - this is when I’m the

most efficient at cleaning. Whatever the root is, it’s not

my fault, it’s okay to feel that way, and I have the skills

to make sense of it.

They may escalate their tactics or accuse you of

harming them (DARVO: Deny, Attack, Reverse Victim

and Offender). You want to reverse the narrative, so

give yourself plenty of healthy messages:

“Sometimes I wonder if you even want to be like other

people”, Paul says to his wife in the film adaptation of

The Gaslight. I want to be myself. I deserve to be

myself. You deserve the same, and I wish you the

strength to fight for that.

Jennifer embraced self-advocacy and the neurodiversity

movement after she was diagnosed with Autism at the age

of 35. She lives in Canada with her partner and their pets,

and loves to get outside (when there isn’t too much snow).
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"It may seem paradoxical, but
letting ourselves be
vulnerable to negative
emotions can help safeguard
us from them"

https://metro.co.uk/2020/06/13/guide-darvo-gaslighting-response-people-give-when-called-bad-behaviour-12847680/
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Regrowth after a forest fire seems akin to losing my brother to suicide.

The landscape of traumatic loss.

Leaves fall. Branches fall. 

Eventually all life falls away. 

Yet new life begins.

I had a fairly idyllic rural upbringing, as my brother Ben did. 

Then over 2 decades living in Sydney, Australia, I’ve enjoyed a career in the human services

sector.

We knew my brother had challenges; fire fronts to battle. 

He sometimes let us help.

He had a treatment team.

Even so he died; the firestorm slamming into me.

I lost a cousin to suicide decades ago; a terrible blow.

Ben’s death, however, made many of my other past problems pale in significance. 

Bullying, rural isolation and heart-breaks, now vague memories.

My first duties were to family and work.

I retreated into a sort of “Bob-the-firefighter” identity, even while questioning whether I was

in the right career.

This had parallels with my parents' involvement in the rural fire service, protecting farms just

like theirs.

Watching for “flare-ups” (of need) in others. 

Trying to douse out suffering.

Imploring others to grow, hoping I would too.

Yet like a resource-hungry tree might stifle growth nearby, progress slowed, for me and

sometimes others.

R E G R O W T H  A F T E R  W I L D F I R E ;
J O U R N E Y S  O F  A  W O U N D E D  H E A L E R

D A M I A N  R A Y N E R ,  C L I N  P S Y C H
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I fanned the flames of a secondary blaze. 

The “why” of my brother’s death.

An exhausting, obsessive search.

It hasn’t ended yet.

First, several complaints about failures of the healthcare journey my brother had walked.

The result; better staff communication, and computer-entry processes, for future patients of

a regional mental health system. 

More may come from my penultimate submission; a 25,000 word odyssey, near-completion.

I then tried to answer “why”, by counting my regrets.

We competed, fought, as brothers do.

Though built each other up, most of the time.

Eventually I accepted more of my sadness.

I saw fewer patients, forfeited money and fantasised about other jobs.

My skin grew thicker and I worked hard for a time.

Then suddenly, self-care emerged, like a new bud waiting under tough bark. 

I re-affirmed a healthier lifestyle, rather than hypocritically asking others to do so while

neglecting myself.

Viable seeds were preserved from the flames; meditation, hiking, farming, music. 

Even planning a 4,000km hike, thwarted (for now) by the recent pandemic.

In my openness, ancient ideas on acceptance and the interconnectedness of things took

deeper root in me.

Ideas now clothed in modern terms like “open dialogue”, “mindfulness” and “emotion

coaching”.

Perhaps the most fertile ground, and hardest work, has been sharing more of myself.

My brother was too selfless; too liable to put others first.

Still, I was scared of even minor disclosures of my inner world.

So cautious with those close to me, and of course, with patients.
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Shared human experience is now much more common. 

On the internet, on billboards and new wellness officers in many workplaces. 

Plus celebrities who state “it ain’t too weak to speak” (as one Aussie slogan goes).

Nonetheless, oppressive taboos about self-expression drifted, like smoke, in the air.

Self-awareness and self-compassion compacted under the ashen fallout.

Expectations of "toughness", "stiff upper lips", and “you’ll be ok; because of your professional

know-how”.

I began to rethink a dominant aspect of psychotherapy training. 

Typically termed “minimal self-disclosure”.

I like to think of it more as “self-enclosure”.

Training offers some guidance about reflecting on oneself. 

Yet little on utilising emotional reactions or personal beliefs in a clinic. 

I was to be cool, calm and clinical; while largely absent (as a person) in the room.

I’ve learned the hard way that limited self-expression stifles authenticity. 

Reduces opportunities for engagement and growth for all. 

Followed rigorously, it spread into my personal life too.

Finally, I branched out. 

I spoke up.

First to family and friends more often.

And then to an online world, incognito.

A counsellor, too, aided my growth.

Public speaking engagements sprang up.

Then, carefully, even to some patients.

I’ve shared stories of my own self-care.

Plus times I’ve fallen into excess escapism.

Admitted it’s been hard to be assertive or calm.

Practiced saying “no” to last minute requests; now keeping more self-commitments.
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Willing myself further, I spoke about my grief journey, with selected patients, at the right

time. 

A few words like “I’ve had traumatic loss once too, my brother’s suicide, I hope my experience

will help me better understand how to help”.

Guided by supervisors with fresh new philosophies.

And all this, despite a pull to be less “me”.

I even unconsciously slip into “therapist” mode in my own support group at times.

At no stage has any “breakaway fire”, or problem, occurred after self-disclosure.  

A few people didn't even register the glimpses of me, and carried on. 

Yet most were apparently encouraged by accessing my inner world.

And I was too. 

A closer connection to my feelings and needs is blossoming into a greater understanding of

others.

Empathy (for myself and others) has become a more regular primary consideration, like the

need for water and air.

I’m better able to watch patients choose and grow, more often on their own say-so.

While observing my feelings of vulnerability, when I wasn’t so often directive.

I’ve learnt that many, including my brother, would open up more this way.

I still sometimes worry more than I need when I see “sparks” and “hot embers”, especially

suicide-related ones.

And the counselling landscape I operate in is still thick, at times, with strategies and a focus

on behaviour change.

Yet I’m learning that techniques, like too many fertilisers or herbicides, can get in the way of

natural growth.

Techniques can distract from the meta-analyses of life, like purpose, spirituality and living

consciously with culture and the ecosystem.

In closing, the “dual process” model of grief dictates periods of smooth-functioning and

periods of grieving.

Forests, also, adapt to various forces; growth, fire, decay, re-growth.



So too, I’ll face days of progress, self-care and slow-burning grief.

I’ve even recalled times I sought my brother’s help.

He was grateful for chances to help others grow, adding to his sense of value.

Surely we, as family and friends, would have benefited greatly by chances to be there, even

more than we had.

If only he had felt able to express more than he did. 

Sharing a little more, it seems, can be caring after all.

Damian and his brother
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Content warning: Suicide, sexual violence, abortion 

Life is not a simple song. If you sing along you will sing it

wrong if it is not your tune.

 La Belle Dame Sans Regret arr. Idea Of North

I spent the week before Christmas last year recovering

from arguably the most serious suicide attempt that I

have ever lived through. It represented ICU admission

number six, a large series of parasuicide attempts

trailing in my wake over more than 20 years. On New

Year's Eve, I found myself trapped for 12 hours in an

evacuation centre on the South Coast of NSW as three

separate bushfires joined to create a massive firefront,

the likes of which it was being argued in the media had

not previously been recorded in our nation’s annals. As

the clock ticked over into 2020, I drove north as fast as

I dared up the newly reopened Princes Hwy towards

safety, with fires raging to my south and west.

Two days later, my feet finally hit the ground in what

would become my new home in regional NSW. To the

west of the Great Dividing Range and as far as I dared

push inland. Away from risk of further bushfire threat

but not far enough west to challenge my averseness to

hotter climates. Twenty-four hours after arrival, as my

cortisol levels began to subside, I found myself

careening towards an increased suicide risk level once

more. Shortly thereafter, I was once again pushing on

what had long ago become the ever-revolving doors of 

the hospital emergency department.

A week later, I discharged myself from the local

inpatient unit. After a short stint in a motel, I was

offered short-term accommodation. Due to the arrival

of a major international artist as part of a global

farewell tour, my motel booking had been limited to

the day of the concert. I had been offered tickets to the

show and a night in a local bed and breakfast, so I had

determined to use it as the launchpad for my first ever

10-day solo holiday, returning at the end of the month

to accept this offer of local residence.

With the bushfire risk in the Blue Mountains being

brought under control, I travelled to Sydney for my

sojourn. I flooded my Facebook timeline with posts of

photos chronicling my adventures accompanied by the

tagline #heresto2020. At night, as I journaled and

reflected on what would become a post for the

recovery-oriented blog I had begun just months prior, I

sifted through feelings arising from a profoundly buried

part of my psyche. In my short stay, I had taken in live

shows, discovered new delights and nostalgically

mused my way around locations that featured in my

childhood playground many moons ago.

I spent the national holiday at various vantage points

around the harbour, the Sydney Opera House never far

from my sight. As the day progressed, long discarded

hopes of a solo concert on her stages marking the 
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pinnacle of an emerging career as a vocalist slowly

began to slip from the depths of a tightly locked vault.

As I made my way back to my hotel well after midnight,

vibrations from the Australia Day Live concert still

reverberating through my chest, my thoughts turned

to my eldest daughter, about to embark on her second

year of university studies in Theatre Media.

Why was it that I so readily took up the role of head

cheerleader as I encouraged her to chase her dreams

and yet continued to sabotage my own? As I returned 

to my new hometown, settled in, and hit the publish

button on that blogpost, I determined to begin a

process of reclaiming essential elements of my identity

that had been set awry decades ago.

I became involved in the community, volunteering

while I applied for part-time work. The intent was to

sink the income stream into developing an online peer

support and counselling practice, the culmination of

years of volunteer work, training, and a growing

acceptance of lived experience that I had previously

argued was evidence that I had nothing valuable to

contribute. I had begun to line up theatrical auditions:

Romeo and Juliet, Cinderella and a Hurstville-based

show celebrating mental health recovery with This Is

My Brave Australia (TIMBA), that I was prepared to

commute to Sydney for if I were to be offered a part. I 

 

had joined a choir and returned to singing lessons for

the first time in over 20 years.

As COVID lockdown came into force, my daughter, who

was working at our regional theatre, lost her only

means of financial independence. As I searched for a

cheaper rental alternative, desperate to support her, I

discovered a motel owner had decided to rent out his

rooms on a week-to-week basis, the rent considerably

less than my current arrangement. I signed a tenancy

agreement and rerouted all my available funds into

keeping my daughter afloat. Six weeks into the rental

agreement, the owner hiked the rent without warning. I

then discovered that while I signed what looked like a

legal document, the owner was a hotelier. Neither he

nor I were covered under the Tenancy Act.

As I began to sift through rental listings, my inbox

started to fill with a steady stream of rejections for the

properties I was able to inspect. With the impact of

significant job loss in the community, people were

increasingly breaking leases on higher cost rentals,

demand shifting to a section of the property market

that had already been under considerable strain.

Suddenly, anyone living on government income

support as a primary income stream was even more at

risk of homelessness as landlords’ options to choose

applicants with part-time or even full-time pay packets

expanded.

Parallel to the advent of my housing chaos, some of my

more dormant aspirations began to surface. I reached

out to TIMBA’s executive officer after Hurstville

auditions were cancelled. After a chat about TIMBA's

origins, its model, and the vision, I was offered the

opportunity to work alongside TIMBA as a local 
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"I then discovered that while I
signed what looked like a
legal document, the owner
was a hotelier. Neither he nor
I were covered under the
Tenancy Act"



producer to explore staging their storytelling show

model in my own regional setting. As restrictions

began to ease, we moved from exploratory meetings

through to the audition phase, but housing struggles

also began to approach breaking point. I found myself

returning to the emergency department for assistance

from a mental health team who had little context for

where I had come from nor how far I had already

come.

As my psychosocial stressors continued to escalate,

Eric Whitacre’s Virtual Choir 6 project was released on

YouTube. Written to provide hope to a world in chaos,

it became the golden thread that traced through

possibly one of the darkest periods of suicidal ideation

that I have ever experienced. Among the 17,572 video

submissions collated into the largest virtual choral

project ever mounted, was a submission of my own.

Released following my second ED presentation in four

days, I sat on the lounge with my notebook balanced

atop a cushion as I immersed myself in the end result.

Tendrils of music and images inspired by the Japanese

art of kintsugi flooded my senses. As the piece

gradually built towards its inspiring crescendo, I could

not contain the sobs. What would have been had I not

walked away from my dreams all those years ago?

I became lost in regret, angry at promise mercilessly

snatched away by a mental health label bestowed

upon me in adolescence. An observation my

psychiatrist had made recently rang in my ears.

Diagnosis had been “disabling”. Bitterness lingered in

the liminal space that unexpected grief had bidden

entry to. What would my life have looked like, if instead

of rushing to a psychiatric conclusion as I detoxed in a

medical ward from my second ever suicide attempt 

(six months following the first), I had been discharged

home to the care of a psychologist or counsellor before

jumping the pathologised gun?

The diagnosis of a mood disorder made in the absence

of any consultation with me, the unconscious mass in

the hospital bed, was almost negligent and yet

remained unchallenged for countless years because we

trusted doctors who conversed in an unfamiliar yet

conclusive language in a landscape that was alien to

our own. In the same way I had learned Latin, Italian,

German, and French, forming vowel sounds couched in

consonants, I sang convincingly but with limited ability

to understand the lyrics I was expressing – their true

interpretation lost to foreign sensibilities. I began to

vocalise an aria of disempowerment trusting that those

fluent in its native tongue were not leading me astray. A

person-centred assessment should have included

identifying childhood trauma, date rape at 18, and

arising sexual escapism resulting in abortion which had

then triggered anguish, guilt, and desperation. The true

determinants of the crisis. But I didn’t understand that

at 19. And neither did anyone else around me.
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"The diagnosis of a mood
disorder made in the absence
of any consultation with me...
remained unchallenged for
countless years because we
trusted doctors who
conversed in an unfamiliar
yet conclusive language in a
landscape that was alien to
our own"



The ensuing sequence of events culminating in the

near-fatal overdose of December last year had become

the turning point. And yet in the face of injustices that

had been ushered in with the dawn of the Age of

Demoralisation, any belief that I could be a functioning

member of society continued to be rendered hopeless.

Railing against the idea that I was destined to rely on

welfare networks signaled that another hurdle had yet

to be cleared in the battle of freeing myself from a

pervasive schema that I had unquestioningly adopted

based on faith in experts that purported to know more

about me than I did myself.

As Sing Gently looped on repeat over the coming days

and weeks, we charted at Number 1 in the iTunes

classical charts, first in the US, then in the UK and then

at Number 44 in the Top 100. In the first week, the

YouTube video surpassed one million views. Eric

himself took to social media to congratulate us all. In

his own words, I had a hit single.  A mixture of humility

and awe began to cascade through my core, grounding

my emotional reactivity. As this urushi began to cure,

reconstructed fragments of self began to reemerge as

notions of fragility recast themselves in my soul as

beauty. At a point where I might otherwise have

completely shattered, the timing of this project

provided redemption that echoed in the very bones of

the composition itself.

As quickly as my world had narrowed to a point of

crisis, it began to expand. Rehearsals for Romeo and

Juliet began in earnest as COVID-Safe guidelines began

to crystallise. I was elected to the board of another

theatrical society and instantly connected with more

creative creatures. Emails began to filter though from

the Cinderella production team, our show postponed

but a music video project underway to keep cast

members engaged. Then came an interview and a

subsequent offer of contract work with a start-up peer

support platform that would allow me to focus once

more on my own stalled online model which had

become targeted to specifically address mental health

access gaps in regional NSW.

As we moved from auditions into the rehearsal phase

of our TIMBA show I began to reflect on the increasing

connections I had been making over the year in

advocacy circles. Opportunities had been opening up

for me to become more involved than ever in

consumer exploratory discussions, focus groups, and

even a co-design project for suicide prevention

alternatives to ED in my LHD of origin. This incredible

developing network of conversations with some truly

amazing individuals seemed out of sync with the

perspectives being offered by some of our cast

members as they developed their storytelling

approaches.

As I sat with one of our cast members over coffee I

discovered incredibly similar threads from her lived

experience intersecting with my own. “Who are you?” I

had asked, endeavouring to unearth truth of the

amazing soul that I sensed was hidden away, masked

by a tightly held belief that her severe mental health

issues should be the reason people listened. Each

attempt to follow what appeared to have been 
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"A pervasive schema that I
had unquestioningly adopted
based on faith in experts that
purported to know more
about me than I did myself"



discarded as an irrelevant strand of identity prompted

return to a recount that belied the trauma of

diagnosis, vowels of struggle couched in consonants of

disempowerment. It slowly began to dawn on me the

linchpin to sanist attitudes that continue to pervade

the recovery space. In relation to my journey at the

very least.

While on the one hand many of us work with clinical

and non-clinical supports that challenge brokenness

narratives, on the other hand, these narratives are

continually reinforced by experiences that confirmed

time and time again that we were nothing, if not

broken. In the week prior to this coffee chat I had

finalised my own storytelling edits for our fast-

approaching show and had penned the words “Stigma

is not just about the way the world is taught to see us.

It is also about the way that the world teaches us to

see ourselves." Quite unexpectedly in that meeting, I

stumbled across the understanding I had struggled to

grasp for many years. Complex mental health despair

is liberated by embracing the neurodiversity that our

socioemotional “otherness” gives rise to. When we are

taught to suppress or conceal the things that are

traditionally viewed as evidence of maladaptation and

deficit, we achieve nothing except augment senses of

failure and dysfunction.

In my case, blaming myself or others for a series of

tragic, sometimes deliberate and often unintentional

systemic failures was never going to solve the

problem. I knew the value of rewriting the song, but I

was failing to effectively sing it for myself because I

was still angry at imposed inequitable societal

structures for expecting me to perform an aria written

on my behalf in deference to the song I was trying to 

compose. I finally understood the invisible pandemic

was not mental illness, it was sanism, and that the only

hope I ever had to turn it on its head was to ditch the

repertoire chosen for me and construct my own.

As I sit here finalising this submission, I am about to

sign a 12-month tenancy agreement that will herald the

end to Fi’s Great Housing Crisis. The property is located

an hour and a half back towards the Great Dividing

Range now representative of the mountains I have

traversed in search of the assuredness that I needed to

trust that within myself which I already knew to be

inherently true. The term ‘sanism’ like other concepts

this year, was new to me but what I now understand

as academic parlance for mental health discrimination,

I realise I have been the unwitting victim of for most of

my adult life, as too have many others I journey

alongside. But my own lived experience has also taught

me that as mental health practitioners if we are to ever

effectively address the insidious nature of this beast,

we must first help to liberate its victims by seriously

challenging our own narratives, shifting our own

language, and trusting ourselves to sing our own song.
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"Stigma is not just about the
way the world is taught to see
us. It is also about the way
that the world teaches us to
see ourselves."
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Soft dappled sunlight,

The trees sway gently; 

the air warm and heavy with eucalypt.

Beyond the grass, all lovingly lain by hand lies a sanctuary;

A creek babbles as tadpoles come to the surface for air.

Songbirds call to the motherland as kangaroos bounce on soft earth.

Senses overwhelmed by the sight, sound, smell of the bush.

Childlike memories hold this place dear;

Not easy for her to access, worried her adult views shall change the

way she sees it.

She keeps her, this tiny version of herself safe. 

If she is let out too often, will she lose her specialness? 

Her mind lay out for all to see? To brush off, or to drift off to another

thought? 

“Say my name when you’re done.”

But if you just crouch down, look in her eyes, you’ll see eyes as red as

the setting sun.

Tears that mimic the brook below. 

A sigh that would shake even the trees, 

bringing gentle gum blossoms to the ground like snowflakes.

She has been waiting.

Pain and loss at losing her voice.

She wants to be heard.

To be loved once again. 

She can show you what you what you’ve been yearning for; crying

for.

E M B R A C E
E M M A  O ' D O N N E L L
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Look her in the eyes;

Embrace her.

She is not lost;

She has been here all along. 

Waiting.  

The air is heavy with eucalypt.

Come and see it with me.

About the author:  I'm 27, and have been seeing my

therapist, Amalia, for around 4-5 years. Across that time I

have battled with mental health issues that range from

self-harming to abusing alcohol. From wanting to take

control back in my life, to wanting to drink to find a place I

felt calm in, Amalia has helped me find healthy

alternatives to owning my own life. I am studying to be an

RN, and then would like to further my studies to become a

midwife. To me, to be a midwife is to empower women,

listen to their voices and be an advocate for their voices. I

would like to bring strength to women and their voices just

as seeing a psychologist has empowered and strengthened

my inner voice.

After a particular session I had with Amalia, my mind was

full of beautiful memories from my happy childhood

exploring our backyard and the surrounding bush in the

Blue Mountains with my two older brothers. I went

through the day feeling amazing and calm, and it wasn't

until being unable to sleep that I hopped up just after

midnight and wrote Embrace. For me, I escaped my adult

mind for a while, and re-lived my adventurous, wonderful,

carefree childhood.

The line about "say my name when you're done" is

wanting to share these memories and express the joy in

them, but people may not be interested. For me it was an

image of glazed-over eyes - a hard feeling to sympathise

with as I wanted to share the beauty of these memories

with someone, however for them, they weren't there, so it's

hard for them to jump in and really empathise with me.



P A G E  S I X T Y - E I G H T  | T H E  A C T I V I S T  P R A C T I T I O N E R  I S S U E  N O .  4 ,  D E C  2 0 2 0

Does the way mental health professionals talk

about, diagnose, document and refer people with

mental distress do justice to their humanity and

their personal recovery, or do they perpetuate

sanism?

Holly and Ruth both work as mental health

professionals, as educators for mental health

professionals and they are curious about possibilities

for transformation in these systems. Most of the ideas

here are drawn from Holly’s lived experience as

someone who has been on both sides of the

professional / service user boundary and her learnings

together with others in peer support groups, in the lived

experience workforce and the consumer/ survivor/ ex-

patient movement – with some ‘word-smithing’ from

Ruth to draw it all together. This article is based on a

conversation they had about the purpose and function

of clinical note taking and the Mental State Examination

(MSE) and how new practices are needed to challenge

sanism in our mental health services. They aim to

provide some suggestions about alternative ways of

thinking about and doing record keeping which are

consistent with the idea of the Consumer/Survivor/Ex-

patient (C/S/X) movement manifesto “nothing about us

without us”.

MSE and diagnosis shape how people are treated

within the health system 

“People with mental distress have a rough time of it and I’m

not talking about so-called disorders or symptoms 

here, I’m talking about stigma and discrimination, the

stereotypes of people with psychiatric labels that evoke

fear and loathing, even among health professionals.

Health professionals need to be leaders in interrogating

pejorative attitudes towards people with mental distress

and moving beyond sanist ways of working with us. In my

opinion, we still have a long way to go.” - Holly 

The law of the instrument is the idea that we develop a

cognitive bias that involves an over-reliance on a

familiar tool (in our case, the DSM/ICD and clinical

language, medico legal risk and behavioural

management frameworks). As Abraham Maslow is

quoted as saying, "I suppose it is tempting, if the only

tool you have is a hammer, to treat everything as if it

were a nail.” We want to invite readers to think critically

about how clinical language and tools like the MSE

shape our perceptions of the people in distress we

work with. How is the process narrowing our field of

vision?

“I had no knowledge of it when I was on the receiving end

of it, because it's invisible. It was invisible to me until I

became a peer support worker, who was seeing it on the

inside. What are the effects of this invisibility? It makes me

question my experiences of therapeutic rapport and I

wonder what people were writing and saying about me…?!”

- Holly

Much of the way the mental health system works is

heavily informed by historically dominant biomedical, 

S A N I S M  A N D  T H E  M E N T A L  S T A T E
E X A M I N A T I O N

H O L L Y  V I N E  A N D  R U T H  W E L L S  



patriarchal and colonial worldviews. Accordingly, we

started from the assertion that one of the functions of

sanism is to clearly demarcate who lies on which side

of the sane – insane boundary and that this is bound

up with who gets to hold power in health settings. One

of the ways this boundary is constructed and

maintained is through the MSE – which operates out of

the view of people using mental health services so that

it is the ‘sane professionals’ who get to deploy this

binary and decide who is on which side of it.

One of the purposes of a medical taxonomy system 

that categorises human beings in terms of their

‘psychology' is to be able to make predictions about

them, what they might do, whether they are a danger,

whether they need help, what kind of help they need.

When we look at this through the lens of critical

appraisals of sanism, we see that the MSE is the place

where pathology is created and how mental health

practitioners are enlisted to police the boundary

between sane and insane. The MSE is where

biomedical explanations for mental distress are

imposed on a variety of human experiences and when

people’s thoughts, feelings and behaviours are

construed as proof of their mental disorder.  People

who've been labelled with psychiatric diagnoses are

often perceived as vulnerable or fragile, also as scary,

or violent, or unpredictable. It is through the label of

mental disorder that we construct generalizations

about who people are, how we understand them, who 

they will be, or how they will act. Our perceptions of

them may be that they're either mad, sad or bad.

“When labels become so big that people can no longer see

the individual behind them, this is stigma. When a person

becomes a ‘schizophrenic’ or a ‘bi-polar’ and a ‘bi-polar’

becomes someone who is, by definition, permanently out

of control, to be monitored, not to be trusted, crazy, etc,

then this is stigma.”  One Stigma or Many? - Merinda

Epstein

There are a lot of different aspects of power asymmetry

that mean that the service user is the less powerful

member of the partnership, and the health

professional is the more powerful or less vulnerable

one. In reality, everyone can be vulnerable, but some

people get to have a professional armour that protects

them. When the ‘sane professional’ makes ‘objective’

judgements about the person with mental distress, the

person on the receiving end is supposed to be open to

this, and if they’re not then this may be described as 
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"When labels become so big
that people can no longer see
the individual behind them,
this is stigma"



resistance, lack of insight, manipulation, avoidance,

guardedness or paranoia.

Talking about us, without us… 

Health professionals of all different disciplines are

required to write notes about the people they work

with. In order to do this, we are taught to look out for

and map certain things when we are talking to a

person, to assess their mental state. We make a note

about our interactions and have various conversations

based on these written accounts, during handover or

multidisciplinary team meetings if we work in the

public system or in

reports/correspondence/paperwork to referrers and

funders if we work privately. We are supposed to be

collecting so called “objective data” about a person's

mental state. The question is, does this narrowing of

possibilities really make it objective? Does it not

remain wildly subjective?

“I think that's what seems so cruel and unusual when I’m

sitting in meetings hearing people described in deficit

based, pejorative ways, that it feels so arbitrary and

subjective.” - Holly

How does the MSE function in Clinical Practice  /

“Why would you collaborate with the risk itself?”

The invisible policing of the boundary between

sane and insane

Language is a tool and when we use clinical language,

we're not just saying something about someone, we're

also using that language to perform a function; of

othering, of differentiation, of assessment of risk. It

also perpetuates a way of thinking that is objectifying

and dynamics of 'aboutness' rather than 'withness'.

“I wonder how people would feel if it was talked about in

front of them, because when I hear the way other people

are described in their absence, it often doesn't sound

great. I don't imagine I would have liked hearing myself

described in that way. And then I guess there's also no kind

of natural justice or procedural fairness, there's no right of

reply, the deeply subjective nature and the power

asymmetry really stands out. “ - Holly

There is a lot of talking about people without them,

often a consequence of handovers and shift work

where mental health professionals are trying to share

these so-called objective understandings about people

 for their colleagues’ benefit, so that they can be

informed about who they are working with. But does

this do the opposite of help move towards someone’s

personal recovery? If the story we are told about a

person before we meet them is all about their deficits

and challenges, symptoms and crisis and nothing about

their strength, identity or what gives their life hope and

meaning, how does that affect the nature of the

relationship or the connection we can have with them?

How does this make it more challenging for health

professionals to be hopeful for people and to believe

that anyone can recover? There is an idea that people 
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with so-called ‘mental disorders’ don't know what's

good for them… that people with psychiatric diagnosis

are often a risk to themselves and others, and they

won't be able to ascertain that risk for themselves. So,

somebody else needs to make that choice, and make

that assessment. And currently in our mental health

services the dominant paradigm is that assessment is

best made in the absence of collaboration with that

person, because why would you collaborate with the

risk itself? 

“I wonder if the implications on sense of self are different

when I receive a diagnosis of broken leg or if I receive a 

diagnosis of a broken brain chemistry or broken

personality?  I reckon that’s a big part of why I don't use

the word mental illness, because the illness identity kept

me stuck for a long time. It was a relief at first to receive a

diagnosis and think, ‘Oh, great, it’s not my personal

failure, just a chemical imbalance in my brain. Not that

I’m morally broken, my brain chemistry is broken.’ That

felt like a big relief. But then, identifying with the diagnosis

got me thinking about recovery in clinical terms as being

about symptoms; monitoring them, reporting them to

health professionals, chasing the silver bullet of

medication that would eliminate them… unfortunately,

this left me with a pretty small, underwhelming life for too

long. When I sought out treatment for my mental distress

I didn't realize that it would involve other people making

sense of my experiences through a psychiatric explanation

of mental disorder and that, slowly but surely, I would

absorb this worldview, with big implications for my sense

of self. I can't say that everybody who receives a psychiatric

diagnosis will find it challenging to their sense of self, but it

is a common theme for lots of people in peer support

groups, and in the lived experience workforce and the

consumer/ survivor/ ex-patient movement.” - Holly

C/S/X movement speaks back to a history of

discrimination against people with mental distress   

The consumer/ survivor/ ex-patient movement

manifesto “nothing about us without us” is not just a

declaration of the movement’s aims, but also of its

means. It is where we want to go, but also how we will

get there. Ceasing to make accounts of a person’s life

and their treatment or care in their absence is a key

strategic demand in the movement to transform

mental health services because it makes it much less

likely that people will be spoken about in sanist and

dehumanizing ways when they are right in front of us.

It’s not impossible to convey offensive attitudes in

person but having the person in front of us or knowing

they will read what we write is a powerful deterrent,

introducing some human feedback to interrupt the

‘othering’ discourse. It's about the symbolic statement,

not talking about me without me, but it's also an

attempt to shift towards more strengths-based

recovery-orientated, trauma-informed way of running

our organisations and enacting ourselves as activist

practitioners.

In the mental health system, we're not collaborating as

equals on the shared goal of someone’s personal

recovery. That why the practice of coproduction, 
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“I wonder if the implications on
sense of self are different when
I receive a diagnosis of broken
leg or if I receive a diagnosis of
a broken brain chemistry or
broken personality?"



codesign and incorporating lived-experience workers

into all aspects of mental health service delivery,

evaluation, policy and the education of mental health

professionals is so vital to challenging sanism; because

it puts people from both sides of the presumed

‘sane/insane’ binary in a situation where they are

required to collaborate as equals.

Being believed is sacred

 “I hear lots of clinical colleagues talking about consumers

in their absence, and often the conversation involves

second guessing what they said, checking with others in

their lives for “collateral”, especially for people who

experience non-consensus reality (what gets labelled

psychosis) and it just make me feel like we are missing the

point. By focusing on ‘are they telling the truth?’ ‘Is it

consensus reality?’ I reckon we miss the more generative

questions like ‘what’s going on for them right now?’, ‘what

do they say they need?”, ‘how can I help them trust me,

especially if they are survivors of traumatic experiences

which might make that hard?’ - Holly

One of the most often quoted publications by c/s/x

movement advocates is the CHIME model, which set

out to synthesise published descriptions and models

of personal recovery into an empirically based

conceptual framework articulating five recovery

processes: connectedness; hope and optimism about

the future; identity; meaning in life; and empowerment

(giving the acronym CHIME).  This synthesis of how

people experience personal recovery and what helps

them speaks to the importance of a person feeling

respected, trusted and believed in. It’s not hard to see

how being systemically distrusted and excluded from

conversations and documentation about themselves is

at odds with these things.

Does the MSE help us support people in their

personal recovery? 

Is it controversial to say that the goal of mental health

professionals should be to support people’s personal

recovery? Mental health services are supposed to be

recovery orientated, as per various national and state

policies and frameworks. These documents and the

people involved in their development have been

focused on a mental health paradigm shift for 15 years,

yet practices like the MSE and writing or talking about

people in clinical ways in their absence continue,

perpetuating sanism rather than supporting personal

recovery.
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Perhaps the purported public goals are not really what

the policy is functioning to do. It seems like sometimes

the point of policy is actually to obscure things so that

the status quo will be maintained… Or to do just

enough differently so that we can say we're doing

something innovative, but we don't actually address

the problem of sanism in health services, or consider

critical perspectives on psychiatry as social control.

The language and tools used to define who is

‘competent’ or what counts as risk become extremely

important when considering this massive gap between

policy and practice in recovery orientated mental 

health services.  A case in point being The Stolen

Generation where ideas of competence and risk

purported to be about protecting children, but in

practice they took children away from their families

and destroyed culture. We must always be vigilant -

these practices continue.

The MSE can function to standardize things to make

them quicker and easier for professionals.

Standardization is a way that the system can get

people to do things that are approximately similar

enough so that the knowledge is interchangeable

across situations. The MSE can also help health

professionals protect themselves from medical legal

risk. Perhaps it is like a weird warm blanket. The 

practitioner might think, “This is really anxiety

provoking, I'm dealing with someone who is really

distressed. I don't really have the answers. I don't really

know what to do. And also, I don't want to get in

trouble. So, I'm just going to use this shield so that I can

feel safe.” Standardised processes can help shield

health professionals from their own fear, worry and

inadequate feelings.

Perhaps many of these rules and conventions for note

taking and clinical communication are designed to

protect the professionals, and not just from medical

legal perspective, but also from the fear of identifying

too much with the person and being overwhelmed by

their emotional pain. Mental health professionals want

to be able to go home and put this away for the night

and be with themselves and the people in their life.

Perhaps the process of taking notes is not just about

keeping a record, but it's also about how, once that

person has gone, we get to take it out of ourselves and

put it on paper and put it down and then lock it away

and have dealt with it. The depersonalizing aspect

could be purposeful rather than incidental.

The question we want to ask here is whether that

depersonalisation is necessary for practitioners to

maintain boundaries and healthy lives? Is it possible

that a collaborative way of taking notes might actually

help practitioners to feel more effective and also to

perform that same function of tying off the end of the

session? As if you are saying together “We're going to

close the door on this for today.”

Suggestions and ideas for practice - Co-constructed

notes and letters

We could adopt the idea of offering reflections (as we

see in Open Dialogue and various therapeutic and 
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dialogic approaches) and reframed written reporting

as a chance to share reflections about the work that

the practitioner has been doing with the person? Often

at the end of a session we might discuss with the

person what the main take-aways from the

conversation are, so that we can come to a shared

understanding of what we've spoken about, and what

the plan is going forward. Imagine if this was written

down or transcribed at the end of the session with the

person and this co-constructed note formed the

clinical documentation.

Or, if the person didn’t want to collaborate on the note

or we had run out of time, we could use the approach

of writing an email or a letter to the person sharing our

reflections on the conversation and saving a copy of

this in their electronic medical record, instead of

writing about them without them. Similarly, we could

turn times we are required to write reports or

correspondence to other practitioner or funders into

an opportunity to openly reflect on the work being

done together and ensure it is sent to both the person

whose recovery you are supporting and the various

other recipients.

Apart from being more ethical, sharing notes with the

person rather than storing them in professional record

keeping systems could even be a more effective and

supportive practice. People navigating the mental

health system are often doing so at a really challenging

time in their life. It's possible that we plan to continue

working with the person, but might not ever see them

again, especially as cost and geography are so often

barriers to access during chaotic times.

Having co-written or at least sent a copy of the

documentation to the person it is about means that

person has a record of the (hopefully) valuable work

we have done together. This might be even more 

helpful sometime in the future when they think again

about some of the conversations we have had together,

or when they're ready to read that book or listen to that

podcast that we recommended. Think about it like an

opportunity to leave little breadcrumbs for personal

recovery whenever we can, planting little seeds that we

might not see grow, or they might not grow for years,

but hopefully are helpful to scatter around

nonetheless.

Example of how a letter to referrer could be written

to include the person it’s about:

Dear Bob and Sally (Bob's Doctor), 

Sally, I'm writing to you to discuss the sessions Bob and

I have been having together as per the referral you

made and request another referral for an additional 10

sessions. Bob, I'm reflecting on the work we have been

doing together and I would describe the main themes

as; practicing distress tolerance skills, making sense of

traumatic experiences, developing self-compassion and

finding ways to rely less on safety behaviours like

avoidance, overwork and drug use. I have found you to

be a very kind person with an inquiring mind, a quick

wit, a big heart and a lot of love for your friends, pets

and colleagues. You have shared with me about some

very traumatic experiences that I’m so sorry you went

through and I want to emphasise that though I am

pleased to introduce you to new coping strategies you

have described a host of skilful and adaptive ways to

get through the difficult consequences of these

traumas. I am looking forward to future sessions where

we have discussed continuing with the work described

above, and possibly incorporating some EMDR or some

somatic experiencing. 

Best wishes,

James (Bob’s Psychologist)
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Our editorial team came together for a discussion

about how clinical language can advance sanist

ideas and to consider some more humanising

alternative terms. Some people will prefer some

terms and some people will prefer others. These are

our suggestions. In the future we would like to

create a living glossary that reflects how the

meaning of these terms changes over time as they

are used for different purposes.

Mental illness is problematic because it taps into a

biomedical world view which can be pessimistic and

paternalistic. Terms we think are better include: mental

distress, severe emotional distress, mental health, social

and emotional wellbeing; psychological distress; mental

health concerns.

Patient: person; young person; participant; consumer

(this taps into the history of health consumerism and

people asserting that they want choice, control and

human rights in their health services, eg. the right to a

second opinion or alternative service); client; people I

work with; people I support; people who consult with

me; people I share emotional bonds with; someone I

have big feels chats with; people who inspire me.

Suicide – the word commit is about sin and crime. You

can’t shame someone into staying alive. Please also

avoid successful and unsuccessful. Our preferred terms

include: Died by suicide; took their own life; people who

choose to end their life; feeling so hopeless I want to

die.

Psychosis: seeing and hearing things that other people

don’t; non-consensus reality; altered states; voice

hearing; extreme states of mind; unusual beliefs; big

feelings; spiritual emergency.

Drug abuser - need to talk about drug use in non-

moralistic ways. We think better alternatives are drug

user, unhelpful substance use.

Risk management – this implies that the person needs

to be managed and controlled, we all take risks all the

time, that's the price of admission In this life: dignity of

risk; exploring the possible outcomes of choices

together, e.g. ‘I’m worried that if you do X something

bad might happen’; acknowledging that risk is about

making decisions about what matters to you and

making informed choices from that.

High-functioning (it’s not really that bad, is it?) and low

functioning (I don’t see any hope for your recovery; I

don’t see your strengths); What is the person’s

assessment of what they need support with? What are

the person’s functional abilities: what are they able to

do and what do they need support to be able to do?

What supports will enable their participation in

whatever they would like to do?

Recovery – this term can feel invalidating to some

people with the assumption that things are broken,

assuming that you can’t have a good life without

symptom elimination, that it’s not a valid way to live. It

assumes that we should all conform to particular ways 

S U G G E S T I O N S  F O R  I N C L U S I V E
L A N G U A G E  I N  C L I N I C A L  P R A C T I C E
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of living, for example, making eye contact, having a job,

having a monogamous relationship. It was originally

used to refer to clinical reduction of symptoms. The

c/s/x movement tried to reclaim the word and it was

repurposed to talk about personal recovery. Some

alternatives include: Meaningful life; big awesome life;

contributing life; social, emotional and spiritual

wellbeing; living in accordance with your own values.

Borderline Personality Disorder – in many instances

this label pathologizes people who are survivors of

trauma, oppression and sexual violence – we think

better alternatives are; big feelings; complex relational

trauma; complex-PTSD.
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N E X T  I S S U E
I S S U E  F I V E  
B L A C K  L I V E S  M A T T E R  

As the editors of The Activist Practitioner, we really want to thank Holly, Ruah and Tina
who served as guest editors for this issue on Sanism.

We want to thank them for their openness and generosity and for how much we have
learnt from them, both as humans and as practitioners. Because of them there are many
voices in the journal that would never have been there, and ideas and knowledge and in
our heads that wouldn’t have been there otherwise. They have transformed us, and they
can transform you, if you let them. The article of suggestions for improved clinical
practice are some ideas that we think will be really helpful for practitioners.

We are now seeking guest editors for the next edition, which will be on Black Lives
Matter. We want to invite people to enter into a relationship with us so that we can learn
together again, If you are a Black, Indigenous or Person of Colour (BIPOC), we invite you
to apply to join us as a guest editor for the next edition. Please send us some information
about yourself and why you would like to get involved to activist.practioner@gmail.com

We are also seeking pieces for the next edition. Please see our website for information
about submissions and send your EOIs to activist.practioner@gmail.com by Jan 18 2021.

T H E   A C T I V I S T   P R A C I T I O N E R
E D I T O R I A L  T E A M :
Paul Rhodes, Ruth Wells, Ruth Nelson, Sahra O'Doherty, Miranda Cashin, Max
Loomes


