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Editorial
Looking over the editorial from Disabled Honi 2020,
what is maybe most surprising is how little seems to have
changed.
The Royal Commission continues to unearth unimaginable
violences against our community. The pandemic has only
hit Sydney-siders worse over the past 12 months. Even
Josh Frydenberg has graced screens over the past week.
Last year, he was introducing a late budget. This year, he is
telling everyone to get back to life as usual.
We know what life as usual looks like. It was bad before
the pandemic, and it is unlikely to change in the near future.
And yet change it must.
Disabled Honi has always been an issue that looks
backward and orients forward, in the tradition of the
greatest historical materialists. Read this issue, and you will
see that tradition is alive and strong.
Gemma Smart reveals a radical psychiatric history armed
with lessons and communal practices we should embrace into
the future. Sarah Korte Investigates the lofty and gatekept
world of Art History, suggesting ways that disabled people
might see themselves within it. Incoming and outgoing
Office Bearers all feature. There is a discussion of a critical
political issue, and the collective shares its various cats and
catcuses, showing a present marked both by political battles
being fought, and small joys being cherished. We include a
cryptic crossword.

The Disabilities Collective and Caregivers Network
The Disabilities Collective & Caregivers Network

Contact Disability Services:

The Disabilities Collective is an autonomous collective for dsabled
undergraduate students, defined by the UN Convention on the Rights
of People with Disabilities as “long-term physical, mental, intellectual
or sensory impairments which in interaction with various barriers
may hinder their full and effective participation in society on an equal
basis with others.” This includes people who may not personally
identify as disabled, or prefer other designators, for example people
who are Deaf or hard of hearing, Mad, neurodivergent, mentally ill,
otherwise ill, and so on.

Phone: +61 2 8627 5067

USyd Disability Services
Disability Services is the main point of contact for accessing disability
accommodations during your study. Some of the accommodations
they can arrange include:
- assessment and exam adjustments, including extra time, smaller
exam rooms, use of a computer
- timetable adjustments, including making sure that your lectures
are close together, close to bus stops, or held in buildings that are
wheelchair accessible or have hearing loop equipment
- alternative formatting
- access to assistive technology
- lecture support
- library services

The Disability Discrimination Act (1992) and the Disability Standards
for Education (2005) enshrine in law the right of disabled students to
access education and training “on the same basis” as non-disabled
students. You have the right to:
- use an assistive device or mobility aid
- be accompanied by a carer, interpreter, reader, or assistant
- be accompanied by a guide or hearing dog or other trained assistant
animal
- access reasonable adjustments for lectures, tutorials, and assessments
so that you are not disadvantaged by your disability
- access lecture materials in a format that you can understand
- seek redress for abuse or harassment on the basis of disability

Email: disability.services@sydney.edu.au
Fax: + 61 2 8627 8482

SRC Legal Service contact details

The SRC is still operating its full Casework Service, Legal Service
and other support for students. While the SRC Office is closed we
The Caregivers Network is an initiative for students who provide
are providing appointments over the telephone, Zoom or Skype. Call
substantial informal caregiving support to friends or family members
9660 5222 to book an appointment with a Caseworker or a Solicitor.
who are disabled.
If you have a hearing or speech impairment, you can call them via
If you’d like to get involved in activism, social events, editing this the National Relay Service: https://relayservice.gov.au/
beloved nightmare of a newspaper, and more, get in touch! You can
Caseworkers can answer questions and concerns via email (help@
find our public Facebook page at facebook.com/USYDdis/ and our
src.usyd.edu.au). Please attach relevant documents.
Twitter at @USYDdis. Contact the OBs at disabilities.officers@src.
usyd.edu.au to be added to either of our Facebook groups, or to be
added to our mailing list. You do not have to disclose any details
Your rights as a disabled student
about your disability or caregiving responsibilities to get involved.

WE MOVE TOGETHER TOWARDS DISABILITY JUSTICE

As we end the latest of a string of uncertain years, we
again dedicate this issue to community. Take care of one
another. Love one another. Hold close the things you care
about, and the dreams you have when you imagine what
awaits us in the future.
Love and solidarity,
Sarah and Margot

Disclaimer: Honi Soit is published by the Students’ Representative Council, University of Sydney, Level 1 Wentworth Building, City Road, University of Sydney NSW 2006.
The SRC’s operation costs, space and administrative support are financed by the University of Sydney. Honi Soit is printed under the auspices of the SRC’s Directors of Student Publications (DSP):
Meiyi (Chelsea) Cao, Xi (Joe) Guo, Shiqi (Josie) Jiang, Ben Jorgensen, Angela Zhuoyue Xu, Shiyue (Stephanie) Zhang. All expressions are published on the basis that they are not to be regarded as the
opinions of the SRC unless specifically stated. The Council accepts no responsibility for the accuracy of any of the opinions or information contained within this newspaper, nor does it endorse any of
the advertisements and insertions. Please direct all advertising inquiries to publications.manager@src.usyd.edu.au.
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NEWS

Barriers to diagnosis: the function of self-diagnosis
in neurodivergent and disabled communities
Ira Patole offers a positive prognosis for self-diagnosis
ing research comes out every day. Some practitioners simply aren’t up to date with new and potentially
life-changing developments in the field and still continue to operate on outdated information they learnt
five decades ago at medical school. Many people receive multiple different diagnoses, many of them potentially incorrect before arriving at one that leads to
Many mental illnesses and psychosocial disabilities effective treatment.
are diagnosed based on self-reported patient information. Diagnosis can be an expensive, time con- Many psychiatric and developmental conditions use
suming and difficult process. Many medical profes- patient questionnaires as part of the diagnostic prosionals charge steep prices, which are not affordable cess. For people who can’t (yet) access diagnosis
if not covered by health insurance or government from a medical professional, taking the initiative to
rebates. Diagnosis of autism can cost up to $2000 look up symptom questionnaires can help them to
out of pocket, and very few psychiatrists offer assess- figure out coping strategies. It can also help them to
ment for adults; those who do are usually working in find community with other disabled and neurodiverprivate practices. Waitlists can take months or years, gent people.
especially in rural areas. Psychologists and social
workers are not considered legally capable of diag- “Lists of symptoms are often quite specific
nosing psychiatric or developmental disabilities. For and require the patient to be able to recpeople who are financially, socially, or physically de- ognise their own behaviours as a function
pendent on their families, their families may be prejof these symptoms. A lot of these sympudiced or unwilling to recognise and get help for a
toms have historically been framed as
potential mental illness.
personal failures, and people are likely to
Self-diagnosis in popular media is generally viewed
as a dangerous, misleading or attention-seeking act.
However, the truth is that there are many barriers to
receiving a medical diagnosis. In this article, I will
explain why the situation isn’t as black and white as
we’d like to think.

This leaves people without answers, without support, and without coping strategies, assuming that
they’re just broken or weird for struggling with ‘normal’ tasks. Self-diagnosis isn’t something that people
do for fun or attention; it is something people do out
of necessity.

“This leaves people without answers,
without support, and without coping
strategies, assuming that they’re just broken or weird for struggling with ‘normal’
tasks. Self-diagnosis isn’t something that
people do for fun or attention; it is something people do out of necessity.”
Online community spaces for neurodivergent groups
(like Facebook groups and Discord channels) are increasingly and vocally accepting of self-diagnosed
individuals. Some health experts and medical professionals have also come out explicitly supporting the
increase in self-diagnoses.
Medical professionals are not a uniform body of
competent experts who agree on issues. Specialists
and psychiatrists, like all people, are also products
of the society and times they live in. They are also
subject to societal opinions and misinformation.
Diagnostic categories for psychiatric and cognitive
conditions are constantly changing based on developments in scientific thinking, and new and conflict4

Even after all of these hurdles have been crossed, and
a person is in a doctor’s office and trying to explain
their symptoms, it is often the case that these people
tend to underreport their own struggles. People who
are born neurodivergent face these struggles since
birth and this state of being is normal for them. They
are much less likely to identify something as a struggle because they have never known a life without
that struggle. Secondly, they also learn a lot of masking behaviours to be able to survive in the first place.
These behaviours take a huge toll on their wellness,
but because they allow them to function within society, it is assumed that they are equivalent to a neurotypical person.

“...it is often the case that these people
tend to underreport their own struggles.
People who are born neurodivergent face
these struggles since birth and this state
of being is normal for them.”
Self-diagnosis isn’t ironclad, and sometimes people
get it wrong. Crucially, however, so do psychiatrists.
A 2019 study in Psychiatry Research concluded that
‘psychiatric diagnoses are scientifically worthless’,
due to several factors including overlapping categories, lack of recognition of the impacts of trauma,
and inconsistent decision-making rules. This means
that one patient can see three different psychiatrists

and get three different diagnoses. Studies on the reliability of psychiatric diagnosis have shown that we
still have a long way to go before we can consider
diagnostic classifications to be reliable and reproducible.

“Self-diagnosis isn’t ironclad, and sometimes people get it wrong. Crucially, however, so do psychiatrists. A 2019 study
in Psychiatry Research concluded that
‘psychiatric diagnoses are scientifically
worthless’, due to several factors including overlapping categories, lack of recognition of the impacts of trauma, and inconsistent decision-making rules.”
To conclude, there are so many hurdles to getting
a diagnosis. And while we would love to live in a
world where every person can get an accurate medical diagnosis as soon as they notice problems with
their health, difficulties with social interaction, communication, sensory overload, or executive function,
it is often not possible. I would rather people look up
their problems, and figure out a working theory to
help them find coping mechanisms and community
support, rather than continuing to struggle alone and
blaming themselves for the difficulties of being neurodivergent in a neurotypical world.

not identify them as a symptom.”

Lists of symptoms are often quite specific and require the patient to be able to recognise their own
behaviours as a function of these symptoms. A lot
of these symptoms have historically been framed as
personal failures, and people are likely to not identify them as a symptom. ADHD symptoms like being
distractible, messy, and tardy have often been stigmatised and mislabelled as a general disregard for
others and/or laziness.
The Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM V) and the International
Classification of Diseases (ICD) are the classification
manuals used to define disorders, but there is controversy around the validity of how some conditions are
understood. ‘Autism Spectrum Disorder’ is framed
by the DSM and ICD as primarily behavioural, and
neglects the sensory aspect. Recent research has
shown that the diagnostic criteria regarding ‘social
deficits’ is misleading: autistic people have no problems socially interacting and communicating with
other autistic people. The problem is communication across neurotypes: neurotypical people struggle
to communicate with autistic people, and vice versa.
Labelling this as autism causing ‘social deficits’ is a
fundamental misunderstanding of how autistic interaction works.

To my disabled friends
I miss you when we can’t be together.
(I’m sorry that this world takes everything, will take everything we have.)
I think about you often, especially when you’re sick, and hiding from me.
Your care, gentleness and generosity have expanded and remade my world and me.
(Your knowledges otherwise, your art: don’t sell it for less than it costs you.)
Thank you for choosing to travel with me, when I have not been enough and also too much.
Thank you for joy.
I love laughing with you, and surviving without you was no fun.
I feel like maybe holding each other is the best thing that I want to do.

Love,
Holly
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Into the world of monoclonal antibodies
ANALYSIS

Wilson Huang explores how a promising COVID-19 treatment highlights treatment inaccessibility
The treatment of COVID-19 is difficult as many drugs
that kill the virus in a lab would be too dangerous for
effective clinical use. However, a potential treatment
has to be general enough to target new strains but be
specific enough to not attack other important things
in your body (like your organs). A possible solution is
found in ‘monoclonal antibodies’ which can imitate the
natural antibodies generated from an immune response.
Monoclonal antibodies are a form of biologic treatment
meaning that they are created from living organisms.
Normally, our immune system has antibodies which
protect the body against dangerous foreign agents, such
as viruses, funguses and bacteria. Given the wide variety
of things antibodies must protect the body from, each
antibody has a particular ‘receptor’ which identifies and
targets different types of invaders. Monoclonal antibody
treatments for the COVID-19 disease target a particular
part of the SARS-CoV-2 virus called the spike protein.
Sotrovimab is one such antibody and was recently
provisionally approved by the Therapeutic Goods
Administration (TGA). Sotrovimab, used for the
treatment of COVID-19 in people with an increased
risk of advancement to hospitalisation and death has
shown promising results. The COMET-ICE trial with
583 participants demonstrated that the risk of COVID-19
hospitalisation was reduced by 85% by patients who were
treated with the drug. However, monoclonal antibodies
are already important to many disabled people with
established use in cancer, autoimmune and allergic
diseases.

Unlike COVID-19 monoclonal
antibodies, however, many
used by disabled people are
immunomodulatory
Unlike COVID-19 monoclonal antibodies, however, many
used by disabled people are immunomodulatory. That
is, they change or alter specific functions or processes
6
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in the immune system. So, for example, adalimumab
works for autoimmune diseases by inhibiting TNF-α
a protein that is part of the inflammatory response (in
those diseases). Adalimumab was the first fully human
monoclonal antibody approved by the US Federal Drug
Administration and is on the World Health Organization’s
List of Essential Medicines.
While sotrovimab for COVID-19 is provided for free in
the Australian public health system, other monoclonal
antibody treatments are only accessible for many under
the Pharmaceutical Benefits Scheme (PBS). While, the
PBS has allowed for better access to biologic drugs in
Australia, the PBS can still act as a gatekeeper. This is
because there are often strict eligibility criteria that is
much harsher than the approved indications, such as
requiring failure of conventional treatment.

There are often strict eligibility
criteria that is much harsher
than the approved indications,
such as requiring failure of
conventional treatment
For example, dupilumab, a monoclonal antibody
treatment used for allergic diseases, is approved to
treat moderate-to-severe atopic dermatitis and asthma.
However, it is only available on the PBS to those with
severe disease who do not respond well to conventional
treatment. Without the PBS, the drug could cost
around $22,800 a year to access leaving it unaffordable
and therefore inaccessible to many. While there are
other treatments for allergic diseases, other systemic
treatments tend to involve broad immunosuppression
and significantly higher risks, unlike dupilumab which
is not typically considered an immunosuppressant. The
key here is that dupilumab only suppresses the (type two)
inflammatory pathway that causes the allergy without
shutting down other parts of the immune system.
While it is vital for the PBS to allow patients access to
the best or most appropriate drug available to them,

ANALYSIS

cost-effectiveness is a significant barrier. Biologic drugs
can be expensive to develop and manufacture leading to
higher costs, even though prices can still be exaggerated
for profit. When the Pharmaceutical Benefits Advisory
Committee (PBAC) decides whether to recommend a
new drug for PBS listing it has to consider a drug’s safety,
clinical efficacy and cost-effectiveness compared to current
treatments. A positive recommendation by the PBAC is
necessary before a drug can be listed on the PBS.
Given this, it is obvious that more funding needs to be
directed towards funding biological treatments. This is
especially important as they can improve quality of life
and functioning, including for myself. Their cost, in part,
can be paid forward with increased tax revenue that is
needed to fund medicines. However, while part of their
cost is inevitable, there are other factors that prevent their
cost-effectiveness and hence, their inclusion on the PBS.

This, in turn, effectively extends drug exclusivity, inhibits
competition and the stalls the development of generics
and biosimilars, despite these being key to reducing cost
barriers.
Ultimately, monoclonal antibodies and other biologic
drugs are necessary medicines for many disabled people
including those with cancer, diabetes, autoimmune and
allergic diseases. However, despite their inclusion on the
PBS, many who could use them may not due to strict
inclusion criteria. Given this, it is important that there is
increased funding for the inclusion of biological drugs
on the PBS. However, it is also imperative that hurdles
affecting biosimilar drugs are eliminated to make biologics
more affordable
for patients
and more costeffective for the
PBS.

Unlike small molecule drugs, biologic drugs are
molecularly complex. For example, the chemical
formula for aspirin, a small molecule drug, is C9H8O4.
However, the chemical formula for dupilumab is
C6512H10066N1730O2052S46. With this in mind, it is clear
why it is difficult, perhaps impossible, to create true
generics of biologic drugs. Instead, generic biologic
drugs are called biosimilars, almost identical
copies that do not affect the clinical effectiveness of
a current biologic drug.
However, creating biosimilars can involve significant
regulatory and cost barriers as it is typically
harder to gain medical approval for biosimilars
compared to generics of small molecules. This is
compounded by the use of patents and evergreening
which involves stacking extra patents onto existing ones.

Ultimately, monoclonal antibodies
and other biologic drugs are
necessary medicines for many
disabled people including those
with cancer, diabetes, autoimmune
and allergic diseases

The PBAC regularly holds meetings where they consider
submissions for the PBS. Consumers are welcome to make
comments to the PBAC on submissions within a given timeframe
on their website. Typically, patient advocacy groups will notify
when this is available.
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Name: Muffin
Age: 1.5 years
Guardian: Margot
Hey there cool cats. My name is Muffin. Why don’t
you step into my office. Take a load off ;) I’m only
a year and a half old, but don’t let that fool ya.
I’ve been round the block and know a lot, including
business things, and sleep. My hobbies include
waking mum up at 2am and that’s it.

CATS AND CACTS
OF THE DISABILITY
COLLECTIVE

Name: Milo
Age: Estimated 13 years
Guardian: Sarah
Beautiful Milo was found starving on the streets as an FeLV positive boy.
ing rescued he was originally wary of people but then he discovered the
pats and laps. He had a resting bitch face despite being very sweet and
food even though he only had one tooth, he would eat so fast he would
8
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After bemagic of
loved his
get it up
his nose!

Name: Susie
Age: 7.5 (estimated)
Guardian: Gemma
Hello my name is Susie. I’m a Princess and you would
never guess that I was once a skinny feral who moved into
my human’s place of my own accord, after a strange incident with some kittens that may or may not have been
mine (we don’t talk about that). I’m a big sook that loves
tummy rubs, treats, and laying in the sun. You’ll mostly
find me asleep in a comfy spot, or getting hissy at next
door’s cat Floof.

Name: Benjamin “Benji”
Age: 7 months
Guardian: Ira
Hello, my name is Benjamin, but people call me Benji. I
have a cute blushy face and cool spiky hair. My adorableness causes people to mistake me for a soft and harmless
person, but I am actually quite deadly and terrifying and
will cut anyone who dares to hurt the people I love. :))))))
<33

Name: Bellatrix and Betelgeuse
Age: 9 years and 2 years
Guardian: Robin
Hello from Bellatrix and Betelgeuse, goblin children who act
like we hate each other but secretly cuddle when we think no
one’s watching.
9
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Adopting a Disability Lens
in Art History
ANALYSIS

Sarah Korte wants to stop ignoring disability in art history
leg. She customised her prosthetic leg with a painted
red boot.
Through her self-portraits Kahlo explores her relationship
to her disabled body. She once explained, “I paint myself
because I am so often alone and because I am the subject
I know best.” In The Broken Column (1944) for example
Kahlo stares boldly at the viewer as a fractured Ionic

A N AVan
L Y S IGogh
S
the time he spent in a mental hospital,
made
approximately 150 works including one of his most
famous, The Starry Night (1889). It is also theorised that
a medication the Van Gogh was prescribed to treat his
seizures had the side effect of experiencing yellow more
vividly. Hannah Gadsby makes this point in her widely
Van Gogh on the other hand is more commonly associated acclaimed comedy show Nanette in response to criticism
with his disabilities, although they are not often named as that taking medication would dampen her creativity,
such. Instead, Van Gogh’s narrative is one of an ‘eccentric preventing the creation of great works such as Van
artist’ who cut off part of his left ear, his madness an
Gogh’s Sunflowers (1888-89). We have the sunflowers not
essential ingredient in the creation of his artwork rather
because of Van Gogh’s suffering but because he received
than a complex set of disabilities. What is often unknown treatment. His suffering was not in fact a requirement for
is that Van Gogh’s most prolific period was when he
him to make great art.
was institutionalised and receiving treatment. During

column slices through her body, emblematic of her spine
on which she had just had surgery. She stands amongst
a cracked, arid landscape as her ruptured body is held
together with a metal corset as nails pierce her flesh, a
symbol of her chronic pain.

(right) Frida
Kahlo’s
customised
prosthetic leg

(above) Frida Kahlo, The Broken Column - 1944
Frida Kahlo and Vincent Van Gogh are two of the world’s
most well-known and beloved artists in the western art
history canon, yet neither of them is often associated with
the term ‘disabled’ in popular culture.

(below) Frida
Kahlo, SelfPortrait with
Portrait of Dr
Farill - 1951

(right) Vincent
van Gogh, SelfPortrait with
Bandaged Ear 1889

Whilst Kahlo is best known for her iconic eyebrows and
traditional Mexican attire, many wouldn’t know that
her signature long skirts were chosen partly to disguise
a thinner and slightly shorter right leg due to childhood
polio. Even her choice to become an artist was influenced
by disability following a bus accident at 18. She had
previously planned to attend medical school, but the
resulting chronic pain and injuries from the accident led
her to begin pursuing painting whilst she was bedridden
recovering. In later life, Kahlo became a fulltime
wheelchair user as well as a below knee amputee following
complications from the decreased circulation in her right
10
10
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(above) Henri Matisse using his
wheelchair whilst painting
(below) Diego Velázque, Las Meninas
(The Ladies-in-waiting) - 1656
(below-right) Diego Velázque,
Portrait of Sebastián de Morra - c. 1644

Another popular artist whose works grace the walls of
any self-respecting Instagram interior designer is Henri
Matisse. Perhaps the most popular of these would be the
Blue Nudes series, which were created in 1952 during
Matisse’s later life. Matisse referred to the last 14 years of
his life as ‘une seconde vie’ (a second life) after he became
a wheelchair user following cancer surgery. Matisse found
that his limited mobility sparked him to experiment in
more creative ways, prompting him to begin working on
his famous paper cut outs, some of which will feature in
the Art Gallery of New South Wales’ upcoming exhibition
‘Matisse: Life and Spirit’. He would direct assistants to
place the cut-out shapes on boards from his wheelchair
and sketch out shapes using a piece of chalk attached to
the end of a stick. Very rarely is Matisse’s disability even
acknowledged and when it is, he is categorised as an
‘inspiration’ whose was able to continue his career ‘in spite
of ’ his disability.
I used to think that disability did not have a place in
art history; that the western canon consisted mostly of
wealthy white men responding to previous generations
of artists and the world around them, but that they were
either shielded or uninspired by lowly cripples. I thought
that disabled people were absent from the pristine walls of

ANALYSIS

(right) Francisco Goya, Mendigos que se llevan solos
en Bordeaux (Beggars Who Get about on Their
Own in Bordeaux) - 1824-1827

the gallery because their existence was separate from the
main narrative of art history.
I have been shown Diego Velázquez’s Las Meninas (The
Ladies-in-waiting) (1656) countless times as an art history
student. Considered one of the most important works in
art history, it is a beautifully complex piece that challenges
the viewers perceptions through the use of a mirror and
by incorporating the artist into the work. What I have
never noticed, or had my attention drawn to, are the two
short statured people at the bottom right of the work.
Short statured people are actually a regular subject of
Velázquez’s and were a common feature of Renaissance
courts. Velázquez is noted for portraying them in a more
‘naturalistic’ style, as exemplified in Portrait of Sebastián
de Morra (c. 1644). De Morra stares defiantly out of the
title emphasises his independence and agency. Goya’s
canvas, his hands clenched in fists perhaps showing his
own deafness and disability may have influenced his
and Velázquez’s disdain for his treatment within the court. choice to portray the beggar in this way. This is one of the
only artworks I have seen of a disabled artist portraying
Disabled people have always existed, yet for much of
another disabled person and it makes me ridiculously
history they have served as objects rather than active
happy. It reminds me that we are here, and we have always
participants in their own artistic representation. We can
been here, and that even in the 19th century not everyone
analyse these portrayals in order to better understand how looked down upon disabled people.
disability has been understood and constructed throughout
history, ignoring them only serves to further push disabled I want to see myself in the art of the past. I want to be
people to the margins of society.
reminded that disabled people have always existed and
In art history disabled people were often used as tools and
metaphors in art to portray notions of evil and suffering.
Many religious works for example show Jesus healing
the blind, lepers and cripples; the disabled people are
passive vehicles being ‘acted upon’ within the artwork to
demonstrate Jesus’ power and compassion. Disability is
represented as a contrast to Jesus’ goodness, as something
that is evil and needs to be overcome.

12
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will continue to, and for others to be reminded as well.
I want others to look critically at representations of
disability and how they shape current perceptions. I want
disability to be viewed as a crucial ingredient to many of
the beloved artists and artworks in art history, and not
obfuscated or ignored.

Alternatively, and surprisingly for the context, Francisco
Goya’s Mendigos que se llevan solos en Bordeaux
(Beggars Who Get about on Their Own in Bordeaux)
(1824-1827) shows a disabled man riding in a wheelchair
and actively engaged in the world around him. Even the
13

Dignity
FEATURE

R Eames
Content warning: this article discusses suicidality, death, assisted suicide and healthcare discrimination

more years after being diagnosed with laws are ‘ultimately a matter for society
ALS; he lived for 55.
and government’. In 2017 the AMA
stated that they had ‘grave concerns’
Pain is treatable, though treatment is about the Victorian VAD bill, and that
often difficult to access.
they opposed it.
Dignity is subjective.

Last year in the United Kingdom a great
number of disabled people were given
involuntary Do Not Resuscitate orders
by their doctors, without their knowledge
and without their consent. This included
an ‘unprecedented’ amount of DNRs in
place for people with learning disabilities.
The UK’s Care Quality Commission said
that these DNRs had caused avoidable
deaths. Disabled people made up six
in ten of the UK’s COVID-19 deaths in
2020.
In the United States, COVID-19
deaths were disproportionately located
in Indigenous, Latinx, Pacific Islander
and Black communities. Indigenous
patients were 3.3 times more likely to
die of COVID-19 than white patients.
The pandemic exacerbated the extreme
disparities in healthcare access that already
existed: COVID-19 is less survivable for
the marginalised.
Eugenics is not a thing of the past.
Disabled people know that we are
considered disposable, that profit motives
overtake societal responsibilities of care,
that we are not considered as valuable
or productive members of society
under capitalism, and that our lives
are considered less worth living. The
metric used for medical quality of life is
Disability Adjusted Life Years (DALYs),
a measure that groups years of life lost due
to premature mortality and years of life
lived while disabled. That is, the medical
standard for quality of life considers
disability to be equivalent with death.
Recent research from UNSW found that
38% of deaths of people with intellectual
disabilities were from avoidable causes.
Every year around 400 people with
intellectual disabilities die preventable
deaths. Life expectancy is far lower than
the general population, mainly due to
discrimination. Aboriginal and Torres
Strait Islander peoples also experience
greatly disproportionate avoidable deaths
(where again, healthcare discrimination
is an enormous factor), in particular via
cardiac disease, diabetes, COPD, and
suicide.
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This year, Western Australia, Tasmania,
South Australia, and Queensland all
quietly passed ‘voluntary assisted dying’
laws that will make it possible for patients
to access lethal (unspecified) Schedule 4
or Schedule 8 poisons, to be administered
by themselves or their doctors. Most of
these laws were based on the Victorian
legislation that passed in 2017. New South
Wales was about to debate a similar bill,
delayed until 2022.
These laws have been widely reported as
very safe; so safe that they contain dozens
of safeguards. Most of these safeguards,
however, are for protecting doctors from
criminal liability, not protecting patients
from abuse, neglect, and duress. Most
clauses aren’t actually safeguards at all,
but about administrative requirements
such as labelling requirements, pharmacist
records, and the definitions of terms.
There is nothing in the laws stopping
family members from pressuring patients
into accessing VAD, or ensuring that
patients are adequately supported through
the process.
Under the Victorian legislation, people
who die by assisted suicide have their
deaths recorded as caused by the condition
that made them eligible, not by VAD.
Eligibility is determined by assumed life
expectancy - a judgement made based
on those same death statistics. Only two
health professionals need to sign off.
There is only a ten day wait.
The Tasmanian legislation has several
eligibility clauses for ‘anticipation of
suffering’ and ‘no reasonably available
treatment’. Initially Tasmanian eligibility
applied to anyone who self-described
as ‘suffering intolerably in relation to a
relevant medical condition’; an eligibility
requirement in relation to shortened life
expectancy was only added in later.

involuntary hospitalisation, and practices
of seclusion and restraint that advocates
have been trying to end for decades).
None of the Australian VAD laws
require psychological counselling for
applicants.
None of them require provision of
affordable treatment options, or pain
relief. We do not have good structures
for pain management in this country;
medical marijuana is technically legal
but expensive and difficult to access.
Even when medication is covered on the
PBS, it still requires expensive specialist
appointments to access prescriptions.
Chronic pain patients are expected to
work their way up from Panadol. In the
efforts to deny opioid access, ‘alternative
treatment’ Lyrica (aka pregabalin) has
become the top pain medication on
the PBS, despite research linking it to
increased suicidality, seizures, psychosis,
and intense withdrawal.
We do not have good structures for
terminal disease management, either.
Cancer treatment is only partially
covered by Medicare: one average,
Medicare covers 63% of the total costs of
treatment. The Consumers Health Forum
of Australia has noted that over half of
cancer patients pay at least $5000 out of
pocket for treatment, and a quarter have
out-of-pocket costs exceeding $10,000.
Some prostate cancer patients pay over
$17,000. Private healthcare patients pay
even more, for specialists that charge
higher fees for faster treatment.

US disability rights organisation Not
Dead Yet argues that ‘legalised assisted
suicide sets up a double standard: some
people get suicide prevention while others
get suicide assistance, and the difference
between the two groups is the health
status of the individual’. In the US, all of
The laws use the phrase ‘assisted dying’ the major disability rights and disability
in place of ‘assisted suicide’ because justice organisations that have official
otherwise it would require amending positions on assisted suicide oppose it.
legislation
for
suicide
prevention
Terminality isn’t exact. Stephen
(where patient wishes are overridden to
preserve life, sometimes including arrest, Hawking was told he would only live two

Other medical position statements
are noncommittal, such as those of
In Belgium in 2013 a 44-year-old
the RACGP (GPs) and the RANZCP
transgender man named Nathan Verhelst
(psychiatry), both of which avoid either
was euthanised because he was unhappy
supporting or opposing VAD laws.
with the outcome of his surgical transition,
which his doctors felt met the requirement
Palliative Care Australia’s position
for ‘unbearable psychological suffering’.
statement considers assisted suicide to
In Canada in 2018 a chronically ill man
named Roger Foley began a lawsuit after
his doctors refused to provide him with inhome care, and offered medically assisted
death instead. He was told he would have
to pay $1500 a day to remain in hospital
(that is, to live).
The ‘undignified’ factors that many
‘dying with dignity’ supporters emphasise
are more about disability than they
are about terminal illness. In Oregon,
where assisted suicide has been legal for
twenty years, the leading reasons given
by patients requesting lethal prescriptions
are ‘psychosocial factors such as perceived
loss of autonomy, or feeling they are a
burden’.
I have a painful, degenerative condition.
Sometimes people tell me that they would
kill themselves if they had to live like I do.
After I was diagnosed I wanted to die. I
didn’t, but it was incredibly hard getting
access to the supports that would allow
me to live.

be incompatible with the practice of
palliative care. This is because treatment
with the primary purpose of ending
life (rather than a primary purpose of
treating illness/pain, and a possible
secondary effect of inducing early death)
is fundamentally at odds with the practice
of end of life care. Legislating VAD also
has concerning implications for what will
or won’t be covered by insurance; in the
US, where it has been legalised, there
has been substantial documentation of
insurance providers withdrawing coverage
for expensive pain medication and lifesaving care while providing coverage for
assisted death.
Palliative doctors have suggested that
a better method would be to bolster
legislation around advance care directives,
so that doctors can follow patients’
instructions around end of life procedures
without fear of legal reprisal, and so that
patients can have autonomy and power
over the process of dying (including
refusing life-saving treatment, and the
administration of morphine to suppress
respiration and induce death – something
that is already legal). They also call for
more funding for the palliative sector.

There is a great need for radical change
in palliative and end of life care, but
palliative doctors in Australia suggest that
VAD laws actually obstruct good care for
I don’t have a moral objection to suicide,
palliative and terminally ill patients. They
also claim that the laws are insufficiently and I support people wanting to have
control over their deaths. I don’t believe
researched.
that VAD laws in their current forms are the
Support for VAD is widespread but best way to do that – and many palliative
rarely well-informed. It is also bipartisan – doctors agree. The current Australian
both One Nation and the Greens support legislation does not sufficiently preclude
VAD laws.
abuse or duress. There is a concerning lack
of alternative supports, to make sure that
Of the World Medical Association’s
wherever possible people are supported to
109 constituent National Medical
live before they are supported to die.
Associations, 107 oppose euthanasia and
physician assisted suicide. The Australian
In my opinion – as a disabled person
Medical Association states that ‘doctors whose disability will at some point kill
should not be involved in interventions me, as someone who has watched family
that have as their primary intention the members die slow and painful deaths, as
ending of a person’s life’ but that these an atheist who used to support VAD laws

until I saw the realities of our healthcare
system – there are too many fatal and
widespread problems in our current
healthcare system to safely legislate VAD.
First address the widespread abuse and
neglect in aged care and disability care.
First legislate fully funded medical care,
so people don’t have to make GoFundMes
for cancer treatment.
First address the embedded racism in
medicine, especially for Aboriginal &
Torres Strait Islander patients.
If this is about individual choice - first
consider who is given power to choose.
First ensure people are supported to
live, adapt, and have their pain treated.
Then we can talk about assisted suicide.
This is a very difficult and painful topic.
I do not enjoy arguing about it. It makes
my soul feel very, very tired.
It is, however, a necessary conversation.
If you support VAD legislation, please at
least make sure that it is informed support
- that you understand the specifics of what
you are supporting, and why. If the NSW
VAD law passes, it will be stronger and
safer if its flaws are addressed.
Importantly, not all disabled people
oppose assisted suicide legislation, and
many have complex or nuanced views
on the subject. Unfortunately these
nuanced opinions are largely neglected
by mainstream coverage, which mostly
frames the conversation as a debate
between religious opposition and family
members.
What I care about most is making sure
that disabled people have a say on laws
addressing disabled life and death.
Love and solidarity to my community,
always.
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PALA: A 1970s Radical Alternative to Psychiatry
Gemma Lucy Smart

Established in 1974, the PALA society represented a
group of people who were passionate about developing
Experiencing a mental health crisis can be both frightening alternatives to mainstream psychiatric care. They were
and liberating. While hospitals and in-patient settings can past and present psychiatric patients (consumers), mental
provide acute care for those in distress, they lack the rich
health professionals and students, and other interested
supports that, ultimately, some folks need. Imagine a live- people.
in house where those in crisis have the opportunity, time,
‘The community ethic is to stay in
and the safety they need to fully explore their experience?
This is exactly what the PALA Society in Australia was
close relationship with, to try to
inspired to create.
understand and aid a person in his
Cw: mental health, institutional settings

During the 1960s and 1970s, following the rise of antipsychiatry and critical psychology was more American,
alternatives for inpatient mental hospital-based psychiatric
care became important parts of Australia’s mental health
care system. Community-based mental health initiatives
became a central component of the provision of mental
health services in Australia, but so too were alternatives
that went well beyond mainstream medical ideas of what
the experience of mental distress, illness and crises meant
and could be.
PALA (Positive Alternatives to Psychiatry) was a
radical democratically formed and run humanistic ‘selfhelp community’ of psychiatric survivors and activist
practitioners, some of which were from The University
of Sydney and UNSW. “Pala” is the name of the
utopian society of Aldous Huxley’s “Island” and the
organisation was idealistic, motivated and in a strong
sense revolutionary.

[sic] struggle, rather than objectify
him [sic] as a safely remote
“patient”’
Influenced by the work of prominent anti-psychiatrist
R.D. Laing in Britain, the group’s primary aim was to set
up an autonomous live-in facility that operated as a home
rather than a hospital ward. You can watch the video
footage of one of R.D. Laing’s attempts to establish an
autonomous house for psychiatric patients in his seminal
documentary Asylum. Their target population was those
who had experienced a “crisis-in-living” and former
psychiatric patients but wished to explore their experience
in a non-institutional setting.
The concept of asylum was central to the project.
While traditionally asylums in the context of psychiatry
were places of control and containment, PALA and
organisations like it sought to reclaim the word’s original
meaning – as a place of sanctuary, safety, and tolerance
without institutional structures or medicalisation of their
situation(s). The idea was a radical one that echoed the
political movements of the time. In an informational flyer
PALA described the democratic structure of the house:
“The notion of delegated authority is rejected in favour
of co-operation, thus avoiding the artificial separation
between people by roles, hierarchies or credentials. The
community ethic is to stay in close relationship with, to try
to understand and aid a person in his [sic] struggle, rather
than objectify him [sic] as a safely remote “patient”.” (Pala
Society, nd.)
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A key feature of these homes was therapeutic community.

ANALYSIS
a mix of these two groups of residents.

Advertisement for parties
interested in setting
up a radical support
household for Sydney
titled
“RADICAL
PATIENTS.”
It appeared in Honi
Soit, 1974, issue 12.
(around June 1974).
Also appeared in the
Nation Review. It is
not known who placed
this ad; after the first
meeting, they were no
longer participating.

That is, they provided the option to individuals to take
medications if only if and when individuals in distress
actively wanted to do so. Some within PALA were
focussed on therapy alternatives to medication, and others
were more directly opposed. In a 1978 article in Social
Alternatives, Gerard Allan describes the overarching
distrust of medical approaches to psychiatric care:
“Medication is strongly discouraged and we reject the
traditional “quick-fix” approach of psychiatry with its
near automatic use of a wide range of mind suppressant
drugs. Certainly these drugs often lessen the “symptoms”
and at times bring a valid relief from psychic suffering but
their longterm [sic] use is counterproductive.”

The PALA ideals live on in community psychiatry, critical perspectives in mental health, and peer
research and activism
PALA’s first house opened in Glebe 1974. It ran for a
year and a half, with a second house running in Rozelle
for six months. Both houses closed at the same time
due to funding shortages. They were volunteer run,
relying on donation of time, money, goods and services
to function. Pala offered refuge and support for those
who had previously had past psychiatric admissions and
diagnoses but prioritised those in distress without previous
psychiatric history where the alternative model could
operate without complicating factors of dual care, major
tranquilliser medication and shock treatments. There were

By the end of the 1970s, PALA became a mental
health project initiative within the service range of
Bondi Junction Community Health Centre, called the
Council Street Project, located at 9 Council Street. It
provided evidence-based services intersecting with PALA
philosophy in a day program community. In 1980 Honi
Soit described the group as looking “…seriously at current
literature on alternatives to psychiatry” and advertised
a number of study groups they were setting up at that
location.
Much later a house was set up around 1982 in Waverley
with government assistance. It closed sometime in
the 1980s. This house was run in association with the
Bondi Centre and functioned as an information hub
focussed on patient rights, opportunities and referrals,
and the initiation of co-operative housing ventures of
mental health consumers. The same year the PALA
Society in Australia made a submission to the ‘Public
Inquiry into Health Services for the Psychiatrically Ill
and Developmentally Disabled’ (The Richmond Report)
arguing that:
“There is local evidence at the early stages of
decarceration that inadequate community facilities exist to
support people out of hospital. About one half the people
who contact the mental health system do not seek further
contact except in emergencies and the most common
form of treatment after hospitalisation is a mixture of
medication and entertainment… The prospects for change
in this situation are not optimistic.”
While the dream of providing alternative autonomous
housing for those experiencing a crisis-in-living that
was based on the principles of participatory democracy,
therapeutic community, and radical tolerance was not
fully realised in the long-term, the PALA ideals live on
in community psychiatry, critical perspectives in mental
health, and peer research and activism. The Re;Minding
Histories Research Group at The University of Sydney is
currently exploring the history of this period with an eye
to inspiring the activists of today by connecting them with
the heroes of the past.
With thanks to Trish Kenny and Professor Hans Pols for their
assistance in writing this article.
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Finality with Visions of Salvador Dali
ANALYSIS

A work of creative non-ficiton by Margot Beavon-Collin
_____________________________________________
Note: As a general rule, I do not like talking about my past.
When I make an exception, it is almost always because a
story brings me a great deal of joy. I offer this one in hope
that it may do the same for others.
_____________________________________________
On a Wednesday, a few weeks ago, I was told that the
blindness in my right eye would be permanent.
I’d had troubles with my eyes since I was 15, and I had
become legally blind in my right eye around the age of
20. I was unable to afford ophthalmology, and so let it be.
When I was introduced to a bulk billing ophthalmologist
a few years later, he was concerned. The swelling of the
optic nerve was pronounced. He told me repairing it
would take a miracle.
Some years later, steroids, drops, needles inside and
around my eye cavity, and here I was, sitting down and
being apologised to by a doctor who was adamant that he
had failed.
I was relieved.
***
When we tell stories, blindness and disability are signs
of either great virtue, or of terrible villainy. You are a
struggling, innocent and blind orphan, or a vicious eyepatched pirate. In one tale, messianic Keanu Reeves saves
techno-futurism, and in another evil Morty rules over
techno-fascism. You are Tiresias, bestowed with blindness,
knowledge and prophecy of Apollo, or you are Oedipus
and, after ignoring Tiresias’ prophecies, stab out your own
eyes after accidentally fucking your mum.
In reality, my blindness has just meant a lot of tests and a
lot of time in hospital.
***
I had my first surgery when I was sixteen. I had a
steroid injected into my eye socket while under local
anaesthetic. By last reckoning, I’ve had some variation of
the procedure performed at least ten times, on either eye,

I never minded how I looked. Often, I quite enjoyed it. A
bloodied eye had starred in two short films I had made as
a child. I watched Pirates of the Caribbean and went to
sleep dreaming of eye patches and peg legs.
When I was first diagnosed with Multiple Sclerosis, I had
a number of tests done. The one that sticks in my mind,
even moreso than the very impressively sized needle that
was stuck in the base of my spine, was the eye reaction
test. I was exhausted. I hadn’t slept properly since first
coming to hospital five days prior. I was far, far away from
home. The doctors had led me to a room, and told me to
look at a moving red light for what seemed like an eternity.
I was told that I wouldn’t be allowed to go home until I
had done it.
It took far longer than it should have. It hurt, I lost
concentration, I nearly fell asleep twice, and I got into an
argument with a nurse, asking whether or not the test was
necessary and whether I could do it after I had gotten back
home to Dubbo. Apparently, I could not.
I found out years later that the test was to set a baseline for
eye reaction speed. The idea was that, this way, doctors
would be able to pre-emptively tell if I was beginning to
lose my sight.
I have never done the test again, and, at least to my
knowledge, have never been compared to that baseline.
And I’m now blind in my right eye.

I talked about how I had learned to talk and socialise
with retirees from waiting rooms at the eye clinic, where
I would spend upwards of four hours every few months,
and during which the elderly were my only company.
“You’re a bit young to be here” they would say. “It’s
difficult, but I try to manage” I would reply, attempting
to contort my face so as best to resemble the piteous blind
orphan. I got a villainous glee from exploiting their pity
for Werther’s Originals.
***
When I got home from the ophthalmologist on
Wednesday, I took a moment to survey my face in the
mirror with my one good eye. The pupil has not been a
full circle for at least four years. The iris does not retract
past a certain point, and so the pupil is shaped more
like an oval squashed into the top half of my eye. There
is still a thin trail of blood from the last surgery I had a
month ago that traces the left side of the iris. It is slightly
bloodshot, more likely to do with lack of sleep than
needles, but otherwise seems unremarkable.
I know, however, that it is remarkable.

A Nand
A L Yostensibly
SIS
One of my eyes is a vestigial organ,
there
for decoration.

***
Up until Wednesday, I wanted my eye to get better. Now,
I feel relieved that the impossibility of a miracle cure
is official. I have been blind in that eye for years now,
and so my life will not change. View finders in cameras,
seemingly all designed for the right eye, will still give
me the same amount of trouble they always have. I can
read books with my left eye. When my left eye gets tired
of fighting the distortions in my right eye, I will move to
the computer and increase the text size in a pdf. When
that too becomes exhausting and distorted, I’ll listen to a
podcast, or I’ll go to sleep.
I can still see some things out of that eye, though not
in a way that might be improved by glasses. It all looks
different. More distorted than simply blurry. The image is
bent, uneven, and torn. Circles look like squares, squares
can look like triangles, a straight line bends, twists,
becomes thicker, and then thinner. My vision has been
turned into a Salvador Dali painting, though with less
intentionality. Beautiful, and messy, and absurd. It suits
me.
Maybe this finality will mean fewer surgeries. Hopefully it
will mean less of the doctor.
Ideally, I can finally justify investing in a decent eyepatch.

It probably could have waited.
***
When I was twenty-two, I met another disabled trans
person. For the first time, it was delightful talking to
another person about my myriad disabilities.
When I changed my name to Margot, they called me Peg,
and then Peg Leg. I remembered my childhood dreams
and always smiled.

I reminisced with them about how, years earlier, I had
gotten a team together for the 24 hour charity mega swim
for research into Multiple Sclerosis. On the day, only I
had turned up on time, and having not swum a single lap
above, below, around, and occasionally through the eye
itself. My passport photo for five years was of me with one of a pool since high school, I had been responsible for the
first hour and a half of the team’s contribution. I spent the
bloodied, bruised eye. My right eye.
18
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entire time wondering if any other team members would
get there before the twenty-four hours were up, and feeling
quite certain I had well and truly earned any medical
advancement that would come out of the fundraising
drive.

Art by Robin Eames
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President

Academic Progression:
Have you been asked to
Show Good Cause?

SWAPNIK SANAGAVARAPU
This week was unusually quiet, and
I enjoyed some limited leave in the
earlier part of the week.
To begin with, congratulations
to all of those who were elected at
the SRC’s 94th Representatives Elect
meeting. Despite some procedural

difficulties here and there, the meeting
went off without a hitch thanks to the
work of Julia Robins, Riki Scanlan and
Cameron Caccamo. I look forward to
seeing what the next crop of office
bearers will get up to and I am excited
to begin handing over some duties to
them.

I also raised the issue this week
of
inconsistent
late
penalties
across faculties, noting that some
assessments have late penalties of
up to 30% per day while others have
penalties of only 5%. It is a serious
issue of inequity if students are being
punished so harshly for lateness only

by virtue of their enrolment in a
particular faculty.

exciting.
Additionally we have been
meeting regularly with working bees
to build for the SGM directly. We need
to complete pre-registration using
student numbers for it to be official,
and so we really encourage everyone
who has signed up or intends on
coming to pre-register ASAP!

Finally, this month the new
education officers were elected. Their
term officially starts later this year,
but we congratulate Deaglan and Lia
on their election and are very keen to
see their hard work on the education
campaign continue into next year.

Until next time,
Swapnik

Education Officers
MADDIE CLARK AND TOM WILLIAMS
The last two weeks the ed officers
and EAG have been busy in the lead
up to the SGM this Wednesday.
We started off with the gender and
cultural studies action, that despite
the rain had strong attendance. Tom
spoke at the rally as well as staff and
student speakers from across GCS
about fighting the change proposal

and supporting the SGM.
Following this, we got the
“haunting of USyd” stunt off the
ground, creating a Halloween-themed
orientation to the horrors of USyd for
a set of terrified students. The stunt
is being made into a video to share in
the lead up to the SGM, and should
be informative, entertaining and

Women’s Officers
AMELIA MERTHA AND KIMBERLEY DIBBEN DID NOT SUBMIT A REPORT.

Interfaith Officers

Do you need advice on
a SHAREHOUSING or
TENANCY issue?
Ask an SRC caseworker!
help@src.usyd.edu.au or book an
online appointment 02 9660 5222

JAYFEL TULABING-LEE, JIEYI YAN, ANTOINE NGUYEN KHANH AND IBRAHIM TAHA DID NOT SUBMIT A REPORT.

Refugee Rights Officers
ISABELLA D’SILVA AND DREW BEACOM DID NOT SUBMIT A REPORT.

Environmental Officers

If you do not satisfy the
University’s progression
requirements (e.g., WAM of 50, failed
same unit twice, failed practical),
you may be asked to “show good
cause” as to why you should
continue studying your degree. If
you are already on a progression
‘stage’ or if you believe you are going
to fail a compulsory or practical unit
of study, consider what you need to
do with these exams and during the
summer break to help your situation.
Decide if you want to continue
in that degree. If you would rather
do something else talk to an SRC
Caseworker about how to best
“withdraw” from your course.
Keep in mind that any changes to
your enrolment may impact your
Centrelink payments or your student
visa.
If you want to continue in your
course you will need to write
about four things:
• The problems that impacted
your studies;
• The effect of these problems
(what actually happened – such
as not being able to attend
class; not able to complete
assignments at home; could not
concentrate in class);
• Your solutions to address these
problems; and
• Extra measures you are taking
to make sure you pass every

subject from now on (e.g.,
attending Faculty workshops,
using Learning Hub resources,
creating a daily timetable).
You will need documented proof
of your problems and solutions.
This might be a Professional
Practitioner’s Certificate, a police
report, a letter from a counsellor, a
study plan or some other document.
Documents in languages other than
English need to be translated by a
certified translator.
Don’t ignore the University’s
requests to Show Good Cause. If you
do, it will most likely lead to you
being excluded from your course.
If you are an international student
this may lead to your visa being
cancelled and you returning to your
home country with no prospect of
returning to Australia, even in a
tourist capacity, for at least 3 year.
If you are successful in your
Show Good Cause process you will
be permitted to continue studying,
sometimes with conditions, so keep
attending class throughout the
appeal process.
For more information on how to
“Show Good Cause” check out the
SRC’s webpage or call the office to
make an appointment on 9660 5222.
Alternatively, you can also email
help@src.usyd.edu.au for advice
from a caseworker.

Ask Abe

ISABELLA D’SILVA, DREW BEACOM, LAUREN LANCASTER AND DEAGLAN GODWIN DID NOT SUBMIT A REPORT.

SRC caseworker help Q&A

Tenancy - Eviction and your rights

Do you need help
with CENTRELINK?

Abe,
My landlord has just told me that
he wants me to move out. He said I
have two weeks to find somewhere
else. This doesn’t feel fair to me. Is
there anything I can do?

Ask the SRC!

Evicted

The SRC has qualified caseworkers who can assist
Sydney University undergraduates with Centrelink
questions and issues, including: your income,
parents’ income, qualifying as independent,
relationships, over-payments and more.
Check out the Centelink articles on our website
or book an appointment if you need more help.
srcusyd.net.au/src-help

Dear Evicted,
There are many different sets
of rules that apply to the many
different types of rental agreements.
If you are renting from a real
estate agent, it is likely that you
are a tenant, which means you are

Contact an SRC Caseworker on 02 9660 5222 or email help@src.usyd.edu.au

entitled to 21 days written notice
if you are coming to the end of
your lease, or 90 days if you are
on a continuing lease. If you live
with your landlord, it is likely that
you are a boarder/lodger and only
have whatever rights are outlined
in your contract. Usually that is
the equivalent period that you are
paying rent. So, if you pay each
fortnight, then you should get a
fortnight’s notice. If you are not
sure, please ask a caseworker to read
over your contract/agreement and
tell you what your options are.
Abe
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THE
INDEPENDENT
“Oh for fuck’s sake”
University responds to ramp
request for second building

“Yeah look… I guess…
Nah probably? It’s hard to say.”
Autistic dads share their
most strident opinions.

THE DEPENDENT
BRINGS YOU NEWS EACH
WEEK COURTESY OF OUR
SPONSORS.
THIS WEEK, THEY ARE:
the shameless EICs flagrantly
stealing 2019’s comedy template bc
it’s funnier for cripples

Exclusive: “The most
emotional I’ve ever felt”
5 editors, 4 ADHD Diagnoses, many
disabilities, 1 Disabled Honi 2021.

Disability? They’ve fixed it!
Engineering students Bradley and Toddson
have finally unveiled the results of the $50,000
venture capital injection they received two
years ago.
“Yeah look, I know Incubate was a little
peeved when it came out that we had spent
most of our liquid assets doing shrooms in the
Netherlands, but it was really important to the
process., said Bradley
“Yeah, I never knew what it would be like to
be disabled or whatever, you know, but after
hotboxing an apartment with some guy we
knew only as Gregory the Foxmen, it really
opened our eyes to new experiences.
Yeah, added Bradley, we were super crook after.

Across:
4. Condition in North and South (7)
5. Capital author calls out result (4)
6. Activist model bi ladies’ juicy tits all over
the place (10,7)
8. I eschew rulers in revolt, goes quickly downhill
11. Careful duet messed up in community connected
by language (4,7)
12. Bird of prey on bank probed the universe (7)
13. Available classic, been lacking narrative, rather
damaged (10)
16. Bisexual ends crap marriage and walks (5)
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Down
1. Story by experts with main argument generates
compelling theory belonging to Mitchell and
Snyder (9,10)
2. Cleaning solvent is said to make good oral
translator (5)
3. Our collective Saturday Night Fever (5)
7. Mad ghost, no love has I, besides hit
mobility aid! (5,4)
9. Difficult OnlyFans harlot’s initially rejecting radiant
jewellry belonging to the Deaf Community (4,2,7)
10. No sight of early birds living living in northern
dam (5)
14. Disableds working scripts, losing time (5)
15. Young sounds; excellent! (6)

The plans for their prototypes, found written
on the back of a cigarette paper, and stuffed
inside a half eaten eggplant, are reproduced
here.

The horrific damage wrought by postmodernism
on political cartoons - c.2021 (colourised)
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