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The heritage of Aboriginal communities throughout Victoria is vibrant, rich and diverse. We
value these characteristics and consider them a source of strength and opportunity. We
recognise that the leadership of Aboriginal communities and Elders in Victoria is crucial

to improving outcomes for Aboriginal people. Also to be acknowledged, however, are the
devastating impacts and the accumulation of trauma resulting from colonisation, genocide,
the dispossession of land and children, discrimination and racism.

The Royal Commission into Victoria’s Mental Health System proudly acknowledges
Aboriginal people as the First Peoples and Traditional Owners and custodians of the land
and water on which we rely. We acknowledge that Aboriginal communities are steeped in
traditions and customs, and we respect this. We acknowledge the continuing leadership
role of the Aboriginal community in striving to redress inequality and disadvantage, and the
catastrophic and enduring effects of colonisation.

We recognise the diversity of Aboriginal people living throughout Victoria. Although the terms
‘Koorie’ and 'Koori’ are commonly used to describe Aboriginal people of south-east Australig,
we use the term ‘Aboriginal’ in this report to include all people of Aboriginal and Torres Strait
Islander descent who are living in Victoria. This approach is consistent with the language
conventions of key Victorian frameworks such as the Aboriginal Affairs Framework 2018-2023.

The Royal Commission is conscious that its work is taking place concurrently with renewed
efforts to achieve constitutional recognition of Aboriginal peoples and treaty processes that
are underway in Victoria. We commit to building on this momentum and to ensuring our work
is shaped by the voice of Aboriginal people.
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Foreword

The shared humanity of our community can be measured by the way we treat one another—
including the kindness, compassion, dignity and respect we show. Empathy should enable

us to reach out, understand and support people who are experiencing poor mental health

or living with mental iliness or psychological distress to fully and effectively participate

in our society.

Yet historically, interest from successive governments and the community in mental health
and wellbeing has been low. Despite the wide-ranging negative impacts, other priorities have
been elevated ahead of mental health. This has resulted in a mental health system that fails
to support, and in some instances even harms, those who turn to it. Demand has outstripped
supply; the system reacts to mental health crises rather than preventing them; and the
preferences of people living with mental iliness or psychological distress are often ignored.

These are the characteristics of a ‘broken’ system. It has been labelled as such by the
Premier, the Hon. Daniel Andrews MP," and by countless people living with mental illness or
psychological distress, families, carers and supporters, as well as by those working in the
system. Ms Honor Eastly, a witness before the Commission, shared:

It wasn't until | started working in advocacy in the mid 2010s that | started to understand
that a big part of what | was dealing and struggling with was a broken and traumatic
system. | had, up until that point, thought that what was happening was because | was

a broken and ill person.?

Despite the system’s failings, people have been treated with empathy and respect. As
one person described: ‘'l was lucky to find the treating doctor that | have. She’s saved my
life dozens of times through compassionate, evidence-based care.”® These experiences,
however, are few and far between.

In November 2019, the Commission delivered its interim report. It found that Victoria’s

mental health system had catastrophically failed to meet expectations and was woefully
underprepared for current and future challenges. These include population growth, changing
demographics, people’s evolving expectations and unexpected disasters.

Despite the goodwill and commitment of many people who work in the system, it is
hampered by historical and structural challenges that have emerged and persisted over
several decades. Underinvestment, poor system planning, limited accountability and
disregard for consumers’ preferences have ensured good mental health and wellbeing
remain a low priority across government and the community. Stigma and discrimination
have entrenched this.
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The implications for people living with mental illness or psychological distress, families, carers
and supporters are stark. An undersupply of community-based services has contributed to
an over-reliance on crisis responses and medication. Many people cannot access suitable
services, and even when they can, services are difficult to navigate and often do not meet
their needs. People are told they are not ‘sick enough’ to access specialist services. Human
rights are breached unjustifiably through excessive use of coercive practices. Families, carers
and supporters feel ignored by the system. Suicide continues to have a profound impact
across communities.

People expect compassion and kindness from the system, but it can traumatise and
retraumatise those it seeks to support.

The system'’s failures are relevant to everyone. Most Victorians, directly or indirectly, will
experience poor mental health. It is incumbent on us, as a community, to ensure that mental
health and wellbeing is not consigned to the shadows. Our families, friends, loved ones,
neighbours and colleagues must be able to depend on a responsive and high-quality mental
health and wellbeing system.

Despite the numerous reviews that have preceded this inquiry, royal commissions represent
a unique opportunity to review systems because of their independence, neutrality and
transparency.’ Royal commissions can provide a lasting legacy and realise the hopes and
ambitions held by many:

It is appropriate that those who lead [royal commissions] and those who observe [royal
commissions] appreciate the strategies they can use to raise the odds that they will
leave enduring legacies of public value.®

This royal commission has examined the mental health system in its entirety, with a
commitment to learn from those who have been affected—both positively and negatively—
by the system. It has engaged extensively with people with lived experience of mental iliness
or psychological distress, families, carers and supporters, including people from diverse
communities, Aboriginal Victorians, members of the workforce, academics, advocates and
government officials.

Showing exceptional determination, people with lived experience have shared deeply
personal stories in the hope of shaping a better future for themselves and others. Their
experiences and perspectives have informed the Commission’s reforms.

Building on the interim report’s recommendations, this final report outlines a set of reforms to
create a mental health and wellbeing system that is contemporary and adaptable. The future
system is centred on a community-based model of care, where people can access treatment,
care and support close to their homes and in their communities.
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The new mental health and wellbeing system will be built on compassion. Many people with
lived experience of mental illness or psychological distress, families, carers and supporters
have shared with the Commission the difference compassionate responses can make:

Compassion goes a long way. It helps you get a foot in the door—more than a foot.
You're invited into that person’s life and you can start a dialogue.®

The Commission’s reforms also look beyond the system, recognising that other social
services, such as housing, education and justice, and the places people live, work and
connect, shape people’s mental health and wellbeing. In this sense, good mental health

and wellbeing is a responsibility shared by government and all members of the community.
Victoria needs to be a place where people look out for one another, build social connections
and treat others with empathy.

The future system will not be a collection of discrete reforms tacked on to an antiquated
system, but a fundamental redesign.

While the case for change had already been established throughout 2019, great pressures
were placed on the mental health system during the final term of the Commission’s inquiry.
This included the severe 2019-20 bushfire season and the COVID-19 pandemic. These events
shone further light on the pressures on the mental health system, but also on how services
were willing to adapt and respond.

The Commission’s work has also coincided with an increased focus on mental health and
wellbeing at both the state and Commonwealth levels. Political and cross-party interest at
the highest levels of government is important if longstanding pleas to reform the mental
health system are to be acted on. After decades of a failing system, there is great urgency
that reform commences now. This requires strong political leadership to ensure change
endures and for Victoria to be looked to as a leader.

The Commission has also observed an increase in open and respectful public discourse
about the need for good mental health and wellbeing. This was apparent in the Commission’s
2019 public hearings and has also been evident during the COVID-19 pandemic.

This goodwill matters.

People have engaged with the Commission openly, willingly and collaboratively. The
Commission has consulted extensively to develop its recommendations and set out the
steps for redesigning and implementing a responsive and high-quality mental health and
wellbeing system.

A clear path for reform has been set and the momentum for change cannot be lost.
There must be leadership and collaboration between individuals, all levels of government,
service providers, the workforce, related systems and the community for reform to last.

Critically, people with lived experience must work together with mental health professionals
and others to lead, shape and drive change.

xi
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Everyone must come together in a balanced, respectful and thoughtful way. Collaboration
and mutual respect will be vital to realising the Commission’s vision of a transformed mental
health and wellbeing system.

Time is of the essence. Victorians should not have to wait any longer for services and

supports that are accessible, humane and compassionate. Implementation should
commence immediately.

The Commission extends its gratitude to everyone who has contributed and shaped its thinking.

The Commission commends this final report to the people of Victoria and the Governor
of Victoria.
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A note on content

The Royal Commission recognises the strength of people living with mental iliness or
psychological distress, families, carers and supporters, and members of the workforce who
have contributed their personal stories and perspectives to this inquiry.

Some of these stories and the Commission’s analysis contain information that could be
distressing. You might want to consider how and when you read this report.

Aboriginal readers are advised that this report may contain photos, quotations and/or names
of people who are deceased.

If you are upset by any content in this report or if you or a loved one need support, the
following services are available to support you:

e If you are not in immediate danger but you need help, call NURSE-ON-CALL
on 1300 60 60 24.

e For crisis support, contact Lifeline on 13 1114.
e For support, contact Beyond Blue on 1300 224 636.
« If you are looking for a mental health service, visit betterhealth.vic.gov.au.

o If you are in a situation that is harmful or life-threatening, contact emergency services
immediately on Triple Zero (000).
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Terminology and language

Language is powerful and words have various meanings for different people.

There is no single set of definitions used to describe how people experience their mental
health. This diversity is reflected in the many terms used to capture people’s experiences
throughout the evidence put before the Commission.

As stated in the Commission’s interim report, words and language can have a lasting impact
on a person’s life. They can empower and embolden. They can be used to convey hope and
empathy. But they can also be divisive when used to dispossess and divide, and to stigmatise
and label.

The Commission has considered the many perspectives on terminology, and acknowledges
that language can be deeply contested and nuanced. Although it has at all times tried to use
inclusive and respectful language, the Commission is aware that not everyone will agree with
the terminology used.

Another consideration for the Commission has been this report’s broad audience, including
people with lived experience, their carers, families and supporters, workers in the mental
health system, government and the wider Victorian community. This diverse audience
needs to be able to read the report and understand its intent at this point in time in the
development of the mental health system.

Below is a list of important terms in the report and how the Commission understands them.
This list largely reflects the requirement to align with definitions outlined in the Commission’s
letters patent. It is also consistent with the Commission’s interim report for the purposes

of clarity.

Carer Means a person, including a person under the age of 18 years, who provides
care to another person with whom they are in a relationship of care.

Consumer People who identify as having a living or lived experience of mental illness or
psychological distress, irrespective of whether they have a formal diagnosis,
who have used mental health services and/or received treatment.

Family May refer to family of origin and/or family of choice.

Good mental A state of wellbeing in which a person realises their own abilities, can cope
health with the normal stresses of life, can work productively and is able to make a
contribution to their community.

xiv
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Lived
experience

People with lived experience identify either as someone who is living with (or
has lived with) mental iliness or psychological distress, or someone who is
caring for or otherwise supporting (or has cared for or otherwise supported)
a person who is living with (or has lived with) mental illness or psychological
distress. People with lived experience are sometimes referred to as
‘consumers’ or ‘carers’. The Commission acknowledges that the experiences
of consumers and carers are different.

Mental health
and wellbeing
system

The Commission outlines in this report its vision for a future mental health
and wellbeing system for Victoria. Mental health and wellbeing does not
refer simply to the absence of mental iliness but to creating the conditions
in which people are supported to achieve their potential. As part of this
approach, the Commission has also purposefully chosen to focus on the
strengths and needs that contribute to people’s wellbeing. To better reflect
international evidence about the need to strike a balance between hospital-
based services and care in the community, the types of treatment, care
and support the future system offers will need to evolve and be organised
differently to provide each person with dependable access to mental
health services and links to other supports they may seek. The addition of
the concept of ‘wellbeing’ represents a fundamental shift in the role and
structure of the system.

Mental
illness

A medical condition that is characterised by a significant disturbance of
thought, mood, perception or memory.

The Commission uses the above definition of mental illness in line with the
Mental Health Act 2014 (Vic).

However, the Commission recognises the Victorian Mental lliness Awareness
Council Declaration released on 1 November 2019. The declaration notes
that people with lived experience can have varying ways of understanding
the experiences that are often called ‘mental iliness’.

It acknowledges that mental iliness can be described using terms such as
‘neurodiversity’, ‘emotional distress’, ‘trauma’ and ‘mental health challenges’.

Psychological

One measure of poor mental health, which can be described as feelings of

distress tiredness, anxiety, nervousness, hopelessness, depression and sadness. This
is consistent with the definition accepted by the National Mental Health
Commission.

Social and Being resilient, being and feeling culturally safe and connected, having and

emotional realising aspirations, and being satisfied with life. This is consistent with Balit

wellbeing

Murrup, Victoria’s Aboriginal social and emotional wellbeing framework.
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Treatment, The Commission uses this phrase consistently with its letters patent. This

care phrase has also been a deliberate choice throughout this report to present

and support  treatment, care and support as fully integrated, equal parts of the way
people will be supported in the future mental health and wellbeing system. In
particular, wellbeing supports (previously known as ‘psychosocial supports’)
that focus on rehabilitation, wellbeing and community participation will sit
within the core functions of the future system.

The Commission only departs from these terms when referring to specific data sources,
describing research works, or quoting an individual or organisation. The original language
is retained wherever possible to accurately reflect the views and evidence presented to
the Commission. For example, the Commission quotes individuals and organisations that
sometimes refer to ‘'mental disorder’, rather than the Commission’s preferred terms of
‘'mental illness or psychological distress’. Terms such as ‘disorder’ can be pathologising
and stigmatising, so the Commission only retains them if others use them to convey a
specific meaning.
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Personal stories and case studies

Throughout all phases of its work, the Commission has heard from people with lived experience
of mental iliness or psychological distress, families, carers and supporters, members of the
workforce, organisations, experts and members of the broader Victorian community through
consultations, submissions, correspondence, public hearings and witness statements.

Based on these sources, the Commission has included a selection of personal stories that
appear throughout this report. These stories provide the individual’s personal recollections of
their interactions and experiences with Victoria’s mental health system.

The Commission has also included a selection of case studies that are primarily about
services or approaches that illustrate reform opportunities or innovation.

The Commission wanted to consider a broad range of ideas for improving the mental health
system. Therefore, some of these personal stories and case studies include perspectives from
outside of Victoria.

With the permission of the individuals involved, these have been modified for privacy and

confidentiality where appropriate. In some instances, the Commission has also made
non-publication orders to protect privacy and confidentiality.
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Volume 1 Commissioners’ reflections

Compassion.

That one word—and all it encompasses—has resonated with us throughout our time as
Commissioners.

Many people with lived experience of mental illness or psychological distress, and their
families, carers and supporters, spoke to us about the difference that compassionate care
made to their lives.

At the same time, we heard of the many challenges to providing safe and compassionate
mental health care, treatment and support. These challenges include resource pressures that
limit time for the development of therapeutic relationships, risk-averse and coercive cultures
within services and social inequities.

The recommendations we make in this report seek to create a mental health and wellbeing
system built on compassion.

While numerous national and state inquiries into mental health services over the decades
have made countless recommendations, this Royal Commission has the advantage of
examining the Victorian mental health system in its entirety.

Unlike other royal commissions, our terms of reference do not refer to making redress for past
systemic failures. Rather, they direct us to report on how a reformed system can ensure ‘that
all those in the Victorian community experience their best mental health’.

This allows us to consider not only issues relating to the development and delivery of mental
health services, but also ways to prevent poor mental health, such as through public health
strategies and the promotion of human rights.

We first met as a group at the Premier’s public announcement of the Royal Commission
on Sunday, 24 February 2019. We have different disciplinary backgrounds and professional
experiences, but from the start we all recognised the privileged position bestowed upon us.

We expected to be subject to a high level of public scrutiny and that expectation was realised.
Although none of us was appointed as a full-time Commissioner and some had to balance
other duties, we chose to work as equals with regular meetings and open communication.

Enormous public trust has been placed in this Royal Commission to reform Victoria’s mental
health system to one built around compassion and hope. We have been guided throughout
by the thousands of Victorians who have made their perspectives clear about needing and
wanting a well-functioning mental health system.

Many people with lived experience of mental iliness or psychological distress presented a
hopeful vision of a mental health system. They would like to see a system that works well and
makes sure their voices are heard at all levels of service delivery, policy, research, evaluation,
leadership and governance.
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Many of those who support people living with mental iliness expressed their hope that
the Royal Commission can bring about much needed and lasting change. These support
people included family members and carers, advocates and volunteers, members of non-
governmental organisations and the mental health workforce.

We agreed at our first meeting on 7 March 2019 that we needed to engage with as many
people as possible from communities around Victoria, as well as those who had direct
experience of the mental health system.

Our letters patent directed us to establish an Expert Advisory Committee to be chaired by
Professor Patrick McGorry AO and which must include people with lived experience. The
committee was duly established and we have been grateful for the considered and detailed
advice the eight members of that committee provided us throughout our processes.

Our work was shaped by our legal duties under Part 2 of the Inquiries Act 2014 (Vic). We held
formal hearings at the Melbourne Town Hall in 2019 to ensure evidence could be tested by
lawyers in public. We chose the Melbourne Town Hall because of its accessibility by public
transport to enable as many people as possible to attend in person. The hearings were live-
streamed via the internet.

We also heard from thousands of Victorians through surveys, roundtables, formal hearings
and submissions. Participants included people living with mental iliness, family members and
carers, mental health practitioners, researchers and advocates, among others.

Unexpected interruptions to our work led us to adapt to new ways of meeting and
communicating. During our time as Commissioners, the Premier declared a State of Disaster
for Victoria on two occasions.

The first related to the bushfires that occurred during the 2019-20 summer. The second, in
August 2020, was in response to the spread of COVID-19.

These declarations were made because of extraordinary emergencies constituting ‘a
significant and widespread danger to life or property in Victoria”'

The emergencies have greatly affected the mental health and wellbeing of the Victorian
community and our responses to them will shape how we react to future challenges. The
level of cooperation across and between governments, organisations and communities
in response to COVID-19, for example, provides a hopeful glimpse of new ways of
working together.

In this final report, we provide a blueprint for a reformed mental health and wellbeing
system that will stay relevant in ever-changing and challenging times. As we stated in our
Interim report, good mental health has remained low on the agenda for public investment.
Complacency and meagre expectations have stifled reform. This is shameful and must stop.
The mental health and wellbeing system must never again be as neglected as it has been.

The responsibility for a well-functioning mental health and wellbeing system should not
belong to government alone. We have a collective opportunity to ensure all Victorians
experience their best mental health.
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Many Aboriginal and Torres Strait Islander people refer to social and emotional wellbeing as
a concept arising in connection to land, culture, spirituality, family and community. For many
African Australians, the philosophy of ubuntu describes how we all come into the world with
obligations to others and they in turn have obligations to us.

Whatever terms we use, good mental health and wellbeing is closely tied to our connection
to others. This informs our emphasis on mental health treatment, care and support in the

community, as well as the notion that we are all accountable for a system that must move
beyond crisis-driven care.

Our first principle underlying a reformed mental health and wellbeing system is that it
respects the inherent dignity of people living with mental iliness and provides holistic support
to ensure their full and effective participation in society.

We have heard confronting stories of how some people’s experiences of the current mental
health system have exacerbated their pain and distress. This is unacceptable.

Establishing a royal commission can shine a light on what has remained hidden for too
long. During our time as Commissioners, we have been buoyed by the openness with which
people have talked about stigma and discrimination directed towards those living with
mental illness.

Many Victorians have spoken about their experiences of poor mental health and mental
iliness, some for the first time. There have also been new and encouraging discussions across
the country about the importance of nurturing good mental health and wellbeing.

We are grateful for the general willingness, goodwill and commitment of members of
governments, universities and non-governmental organisations who have supported the
Commission’s inquiry, including the generous assistance provided by local, national and
international experts.

We are also greatly indebted to all who worked within and beyond the Royal Commission to
ensure its processes were carried out smoothly and efficiently. Time constraints have led to
many staff members working above and beyond the call of duty.

We have received invaluable assistance from the Commission’s CEQ, Jodie Geissler, and

all staff members, specialist advisers to the Commission and the members of the Expert
Advisory Committee. We also acknowledge Senior Counsel Assisting Lisa Nichols QC (during
2019) and Stephen O'Meara QC (during 2020) and Junior Counsel Georgina Coghlan (now
Senior Counsel) and Junior Counsel Fiona Batten. We thank all who have contributed to the
development and writing of this report.

The experience of serving the people of Victoria on this Royal Commission has been
humbling, challenging and rewarding. Our obligation to act in the public interest guided
our approach, both to our analysis of the material presented to us and to developing
recommendations for a reformed mental health and wellbeing system built on compassion.

We dedicate our endeavours to all those living with mental illness and their families, carers
and supporters.

1 Emergency Management Act 1986 (Vic), sec. 23(1).
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Volume 1 Introduction

Introduction to the report

This is the final report of the Royal Commission into Victoria’s Mental Health System. It builds
on the Commission’s interim report and articulates a vision for a reimagined system that will
support the mental health and wellbeing of Victorians for generations to come.

The recommended reforms aim to rebalance the current system so that most services

are delivered in the community close to where people live, work and study. A focus on
preventing mental illness and promoting good mental health and wellbeing will be central
to the redesign of the system, reducing reliance on services alone. When people do need the
support of services, most will receive the treatment, care and support they need through
community-based services. Hospitals will respond to the needs of people who require highly
specialised or acute care, and residential services will support people who need longer
periods of rehabilitation following a period of mental illness or psychological distress.

Building on the recommendations made in the Commission’s interim report, the reforms
outlined in this report will ensure the mental health and wellbeing system responds to the
needs of Aboriginal people. It will support the principles of self-determination, with Aboriginal
social and emotional wellbeing services designed and led by Aboriginal communities.

In the new system, services will be comprehensive and holistic and will integrate mental
health and wellbeing services with other supports for living well. Two aligned systems, one for
infants, children and young people and one for adults and older adults, will be streamed to
respond to different developmental needs and stages of life.

Reflecting the strong and vibrant diversity of Victoria’s population, the system will respond to
the needs of individuals, families, carers and supporters from Victoria’s diverse social cohorts
and communities.

New leadership will ensure people with lived experience of mental iliness or psychological
distress, families, carers and supporters have an authentic and valued role in the ongoing
development of the system and the delivery of services. New governance arrangements will
ensure greater accountability back to people and communities.

The historically overlooked and de-prioritised mental health system will be a relic of the past.

The Commission’s processes to design the future mental health and wellbeing system have
been rigorous and considered. The future system presented in this report has been shaped
by the contributions of thousands of Victorians, including those with lived experience of
mental iliness or psychological distress, families, carers and supporters, people from diverse
communities, mental health workers, researchers, service providers and others. Their
contributions were broad and covered a wide range of experiences of all parts of the mental
health system and those systems that intersect with it such as the education, criminal justice
system and the homelessness and housing systems.
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The deep knowledge of people who have experience of Victoria’s mental health system has
been complemented by the advice and expertise of people in other Australian jurisdictions,
and from around the world. A wide array of research and data has further enriched the
Commission’s understanding and has ensured the system of the future has been designed
on the best available evidence. Chapter 39: The work of the Commission outlines how the
Commission undertook its task.

The knowledge and evidence from these diverse sources underpin every topic in this final report.
The report is a companion piece to the interim report. It comprises five volumes. This

introduction provides an overview of the full report and is followed by an introduction to the
first volume, A new approach to mental health and wellbeing in Victoria.

The Commission’s purpose and establishment
A royal commission is the highest form of inquiry on matters of public importance in Victoria.

On 22 February 2019, Her Excellency the Hon. Linda Dessau AC, the Governor of the State
of Victoria, established the Royal Commission into Victoria’s Mental Health System. The

Governor appointed Ms Penny Armytage AM as the Chair of the Commission and Dr Alex
Cockram, Professor Allan Fels AO and Professor Bernadette McSherry as Commissioners.

On the day the Commission was established, the Premier, the Hon. Daniel Andrews MP, said
the mental health system was ‘broken’. He added:

until we acknowledge that and set a course to find those answers and a practical plan
for the future, people will continue to die, people will continue to be forever diminished.'

The Victorian Government has made a public commitment to implement all the Commission’s
recommendations.”

The letters patent that officially established the Commission require it to report on:
how Victoria’s mental health system [could] most effectively prevent mental illness, and
deliver treatment, care and support so that all those in the Victorian community [could]
experience their best mental health, now and into the future.’

The Commission was asked to deliver an interim report by 30 November 2019 and a final

report by 31 October 2020. Due to the widespread impacts of the COVID-19 pandemic, the
deadline for the final report was amended to 5 February 2021.*
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The interim report

The interim report details the outcomes of the Commission’s first 10 months of work and
should be read in conjunction with this final report. It gives an overview of the current
state of the mental health system in Victoria. Community consultations, online and written
submissions, roundtable discussions, consultations with an Expert Advisory Committee,
public hearings, data and research all contributed to the interim report.

This initial report made clear the extent of the reform required to give Victorians the mental
health and wellbeing system they need and deserve. It was clear that the system, as it
currently stood, was not well prepared for the extent of reform needed. On this basis, the
report made nine recommendations to lay the foundation for future reform and provide an
initial response to the urgent need for additional services.’ These initial recommendations
are currently being implemented.

The case for reform

The interim report presents a detailed picture of the context for reform across all aspects
of service delivery and operations in the current mental health system. This picture is based
on detailed analysis of the extent of and trends in mental illness and psychological distress
among Victorians, and by the contributions of people who use—and try to use—the system,
and those who work in it.

Inconsistent data collection and different definitions of mental iliness make it difficult to
present an accurate picture of the number of people in a population who experience mental
illness at any given time. Data analysed for the interim report estimates that around 20 per
cent of the population experience some degree of mental illness or psychological distress in
any given 12-month period.®

Figure 1 sets out the projections for the number of Victorians who will experience mental
illness during the 12-month period of 2021.

The Commission notes that the diagnostic and medical framing of the language used to
describe prevalence in the data is at odds with the wider approach taken by the Commission
elsewhere in this report to understand experiences of mental illness or psychological distress.
The descriptions of levels of ‘iliness’ in the figure do not convey the broader and dynamic
nature of mental health and wellbeing, and some of the terms used can be stigmatising and
disempowering.” The terms used in the data are, however, commonly used in existing mental
health frameworks and literature.® The Commission is reporting this data in order to present
an accurate and consistent picture of the estimated number of people who are likely to
experience mental illness or psychological distress in 2021.

n
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Figure 1: Estimated prevalence of mental illness, Victoria, 2020-21
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Level of need

At risk groups
(early symptoms, previous illness) Mainly self-help resources, low
intensity interventions including digital mental health.

Mild mental iliness

Mix of self-help resources including digital mental health and low
intensity face-to-face services. Psychological services for those who
require them.

Moderate mental iliness

Mainly face-to-face clinical services through primary care, backed by
psychiatrists where required. Self-help resources, clinician-assisted
digital mental health services and other low intensity services for

a minority.

Severe mental illness

Clinical care using a combination of GP care, psychiatrists, mental health
nurses, allied health professionals. Inpatient services/pharmacotherapy/
psychosocial support services/coordinated multiagency services for
those with severe and complex illness.

Sources: Commission analysis of the Department of Health (Commonwealth), National Mental Health Service Planning
Framework; Department of Health (Commonwealth), the Fifth National Mental Health and Suicide Prevention Plan 2017;
Department of Environment, Land, Water and Planning, Victoria in the Future 2019.
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As the figure indicates, it is no small number. An estimated 1,147,000 people in Victoria are
likely to experience some level of mental illness or psychological distress at some pointin
2020-21. Another way to think about this is to imagine that this is someone in every family or
in every close friendship group who will need treatment, care or support in 2020-21.

A further 1,607,000 Victorians will be at risk of developing mental iliness, either showing signs
or having previously experienced an episode of illness.

This is a major health and wellbeing problem for Victoria and must be comprehensively
addressed. As Victoria continues to respond and recover from COVID-19, now more than ever,
working to support the mental health and wellbeing of the community must be a priority—a
reality recently acknowledged by the Victorian Premier, who said, ‘[als we recover from this
pandemic, we can’t lose sight of what matters most—the health and wellbeing of our families,
friends and communities.”

As well as affecting many Victorians, the interim report noted that mental illness accounts
for a substantial proportion of what is termed the ‘burden of disease’ in Australia, or the
cumulative impacts of the number of people affected, deaths and associated costs. When
substance use and addiction are included, mental iliness is second only to cancer.® The
estimated ‘burden of disease’ from mental iliness is higher in Victoria than most other states
and territories and has worsened marginally between 2011 and 2015 (the most recent period
for which data are available).”

Despite the high prevalence and substantial impact of mental illness and psychological
distress on Victorians, there is an insufficient and piecemeal approach to preventing poor
mental health and to promoting good mental health. The insufficient focus on, and resourcing
of, prevention contributes to the constant and growing pressure on the state’s already
under-resourced mental health system.

The Commission’s interim report discussed the nature and extent of under-resourcing in the
mental health system as a longstanding problem that was identified more than a decade
ago.” The situation has worsened over time. The lack of investment in the mental health
system, coupled with increasing demand pressures, has meant that services have become
crisis-driven, and many who require specialist mental health services do not receive it.®

The meagre resources in the public mental health system are currently directed to people
with the most severe and urgent or acute experiences of mental illnesses, and yet frequently
fail to provide treatment, care and support of the necessary intensity and duration even for
this group.

However, under-resourcing is only part of the picture. The multiple sources of evidence that
the Commission considered in preparing the interim report highlighted problems with many
aspects of the system’s operation including service planning, design and mix, leadership and
governance, and workforce capacity and capability.

In its interim report, the Commission noted that the existing Victorian mental health

system has ‘catastrophically failed to live up to expectations’™ It described how, despite the
ambitious reform agenda articulated in the 1990s, the inadequate funding and planning that
followed, together with increased demand, have led to a mental health system that is unable

to support the mental health and wellbeing needs of the Victorian community.

13
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The Commission found that the existing service system is fragmented, with large gaps
between the different types of services available. It found ‘a serious and often detrimental
mismatch between what individuals seek and what the system offers’”® Weak governance
arrangements and a lack of coordination between the Commonwealth and the Victorian
governments have caused access and navigation challenges for people living with mental

iliness or psychological distress, families, carers and supporters.

This situation has been long in the making, as successive governments have neglected the
development of the mental health system.

Interim report recommendations

In its interim report, the Commission was clear that large-scale, transformational change was
required but that groundwork needed to be laid before it could pursue the kind of ambitious
reform agenda that was required.

To begin to address this lack of preparedness, the interim report’s nine recommendations
focused on areas to be addressed as a priority. These recommendations would enable the
Victorian Government to lay a strong foundation for reform while the Commission continued
to build its understanding of the possibilities to fundamentally transform the system. It
undertook this work with consumers, families, carers and supporters, people who work in the
mental health system, academics, researchers and other experts.

The Commission recommended in its interim report that the Victorian Government:

1. establish a new entity, the Victorian Collaborative Centre for Mental Health and
Wellbeing, to bring people with lived experience together with researchers and
experts in multidisciplinary clinical and non-clinical care to develop and provide
adult mental health services, conduct research and disseminate knowledge with the
aim of delivering the best possible outcomes for people living with mental illness or
psychological distress

2. provide funding for 170 additional youth and adult acute mental health beds to help
address critical demand pressures

3. expand follow-up care and support for people after a suicide attempt by recurrently
funding all area mental health services to offer the Hospital Outreach Post-suicidal
Engagement (HOPE) program

4. expand Aboriginal social and emotional wellbeing teams throughout Victoria,
supported by a new Aboriginal Social and Emotional Wellbeing Centre

5. establish Victoria's first residential mental health service designed and delivered by
people with lived experience of mental illness or psychological distress and offered as
an alternative to acute hospital-based care

6. expand lived experience workforces (including the consumer workforce and the family,
carers and supporters workforce) and extend workplace supports for their practice

7. develop education and training pathways and recruitment strategies to prepare for
workforce reform and address current workforce shortages

14
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8. design and implement a new approach to mental health investment comprising a new
revenue mechanism (a levy or tax) for the provision of operational funding for mental
health services and a dedicated capital investment fund for the mental health system

9. establish the Mental Health Implementation Office as a new, temporary administrative
office in relation to the Department of Health and Human Services under the Public
Administration Act 2004 (Vic) to implement the Commission’s recommendations.

The Victorian Government has begun implementing these recommendations, funded through
an initial commitment of almost $870 million in the 2020-21 State Budget.”

Guiding principles

As well as making recommendations to be addressed as a priority, the interim report set out
guiding principles for the remainder of the Commission’s inquiry and the development of its
final recommendations. They reflect the Commission’s aspirations for a future system that
better supports the mental health and wellbeing of all Victorians.

The guiding principles have informed the policy directions that the Commission has
developed, tested and refined during the second part of its work. They have helped provide
consistency within and across the topics covered in the final report and have acted as a
standard to guide development of the recommendations. The Commission has made minor
updates to the wording of the principles to align with language used in its final reform
directions (refer to Chapter 2: The Commission’s approach to reform).

The conduct of the Royal Commission

The Commission’s task was to conduct a policy-based inquiry—in other words, to examine
policy and research, to undertake analysis and to make recommendations to inform the
design of the future mental health and wellbeing system. The Commission went about its task
in an open, transparent and inclusive way, including following ‘best practice approaches to
engagement with people with lived experience’ as required by its letters patent.”

Throughout its deliberations, the Commission was supported by an Expert Advisory
Committee made up of members with lived experience and professional and sector
experience with Victoria’s mental health system. It was chaired by Professor Patrick McGorry
AO, Professor of Youth Mental Health at the University of Melbourne and Executive Director
of Orygen. The committee provided formal advice across the life of the inquiry on a range

of topics including how to involve stakeholders in the Commission’s processes, how to raise
awareness of mental health and wellbeing, and the likely impact of the Commission’s findings
and recommendations.

The Commission began by conducting open community consultations around the state
and made a public call for submissions. Commissioners undertook site visits and a range
of individual meetings to help understand the issues and to further define the scope of the
Commission’s work. This was followed by public hearings and roundtables—all of which
substantially informed development of the interim report.

15
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In the second phase of its work, the Commission undertook targeted consultation that would
further the design of the new mental health and wellbeing system. Ideas and options for
reform were developed through focus groups, with input from people with lived experience of
mental iliness or psychological distress, families, carers and supporters across Victoria.

Complementing the contributions to the inquiry from people with lived experience, the
Commission sought input from people whose expertise comes from professional involvement
in the mental health system in Victoria and elsewhere, including researchers, mental

health practitioners and clinicians, managers and administrators. Roundtables, panels

and additional witness statements were used to gather information on topics that were
considered to be high priority, and to test ideas as they were developed.

Through this process of continuous involvement, the Commission was able to develop and
clarify its thinking and refine its ideas until it was satisfied that the future system design

would achieve ‘practical, prioritised, efficient and sustainable outcomes’.”®

Overall, the Commission received more than 12,500 contributions to its work, including
through consultations, focus groups, roundtables, public hearings, witness statements,
surveys, workshops and more than 3,200 submissions from individuals and organisations.”
This substantial participation conducted over nearly two years informed the Commission’s
recommendations and will continue to inform implementation.

Navigating the report

This final report spans five volumes containing 40 chapters and 65 recommendations. While
topics have been dealt with separately to make it easier to explain the main aspects of the
future system, no single volume, chapter or recommendation operates in isolation. Together,
they articulate the Commission’s vision for the future mental health and wellbeing system.

e Volume 1details the contextual factors shaping the mental health system and the
landscape within which it will be reformed. It explains the Commission’s approach to
redesigning Victoria’s mental health system and the need for improved accountability
for the outcomes that matter to people living with mental iliness or psychological
distress, families, carers and supporters. It outlines how the future system will be
grounded in an approach to mental health and wellbeing that considers the broad
range of causes and consequences of mental illness or psychological distress and
seeks to improve the mental health of all Victorians. This volume then sets out the
fundamental architecture of the new service system—a system that will be based in the
community and will deliver services that are accessible and simpler to navigate, with
clear pathways to timely and appropriate supports.

e Volume 2 describes the collaboration and partnerships needed in the environments
in which people live, learn and work to promote good mental health and wellbeing. It
also outlines an improved mental health and wellbeing system response for people of
all ages. It explains how the system will work for infants, children and young people,
and for older adults. It details major reforms that will provide an improved response for
people who have experienced or are experiencing trauma, and for people who need
supported housing. Finally, the volume describes the coordination required in the new
system to implement wider strategies and actions on suicide prevention and response.
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Volume 3 outlines how the system will promote inclusion and address inequities in the
mental health and wellbeing system. It describes the central role of people with lived
experience of mental illness or psychological distress, families, carers and supporters
in the future system. It explains how the new system will support Aboriginal social and
emotional wellbeing, and how it will respond to the needs of diverse communities.

It details integrated approaches to treatment, care and support for people with
co-occurring mental iliness and substance use or addiction. It also details the future
system design for people living with mental iliness who are in contact with the criminal
justice system, including the youth justice system. It addresses how the new mental
health and wellbeing system will provide an improved response to people who live in
rural and regional Victoria. Finally, it describes what will be done to address stigma
and discrimination.

Volume 4 describes how the new system will be led, governed, supported and overseen.
It details the commissioning and partnership arrangements required to support and
drive the delivery of services that meet people’s needs. It explains the features that will
ensure the system provides high-quality and safe services. Finally, it outlines what is
required to support a sustainable workforce for the future.

Volume 5 starts by looking forward, outlining how the system will continue to be
transformed. It sets out the technology, information and expertise required for a
contemporary system, and how it will drive continuous improvement. It also details
considerations for implementing the Commission’s recommendations and proposes
a 10-year implementation agenda that comprises three waves of reform. The volume
concludes by looking back at the work and processes of the Commission itself.
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Volume 1: A new approach to mental
health and wellbeing in Victoria

Introduction

This volume details the contextual factors shaping the mental health system and the
landscape within which it will be reformed. It explains the Commission’s approach to
redesigning Victoria’s mental health system and the need for improved accountability for the
outcomes that matter to people living with mental iliness or psychological distress, families,
carers and supporters. It outlines how the future system will be grounded in an approach to
mental health and wellbeing that considers the broad range of causes and consequences

of mental iliness or psychological distress and seeks to improve the mental health of all
Victorians. This volume then sets out the fundamental architecture of the new service
system—a system that will be based in the community and will deliver services that are
accessible and simpler to navigate, with clear pathways to timely and appropriate supports.

The Commission’s approach to reform

The mental health and wellbeing system of the future will need to support the diverse needs
of people living with mental iliness or psychological distress, families, carers and supporters.
As the events of 2020 have clearly demonstrated, it will also need to be a system designed to
adapt and respond to unforeseen pressures.

The Commission has identified the major trends and themes affecting the system, including
large-scale events—bushfires and COVID-19, issues of population change and increased
use of technology—and the critical features that a future system must have to deliver
better and more equitable outcomes for Victorians. These features include a responsive
and integrated system with community at its heart, having contemporary and adaptable
services, re-establishing confidence through effective prioritisation and collaboration, and
establishing a system attuned to promoting inclusion and addressing inequities.

To achieve this, the Commission adopted a ‘systems approach’ to transform the mental
health system. This broadened the Commission’s focus beyond the obvious components of
the current mental health system and helped it to consider a wider range of seen and unseen
‘system conditions’ that influence the system—both positively and negatively.

The Commission also recognises that achieving good outcomes for individuals, including
people with lived experience of mental iliness or psychological distress, families, carers
and supporters, and for the workforce and community, is fundamentally important

and foundational to the Commission’s reform agenda. The Commission recommends

a new Mental Health and Wellbeing Outcomes Framework that adopts a broad view of
mental health and wellbeing outcomes—for individuals and the population—over short-,
medium- and long-term timeframes.

Refer to Chapter 1: The reform landscape, Chapter 2: The Commission’s approach to reform
and Chapter 3: A system focused on outcomes.
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Taking a public health approach to mental health and wellbeing

The future system will be grounded in an approach to mental health and wellbeing that
considers the broad range of causes and consequences of mental illness or psychological
distress and seeks to improve the mental health of all Victorians. The public health approach
that the Commission has laid out promotes the human rights of people who experience
mental illness or psychological distress by recognising their dignity and freedom as well as
their right to the highest attainable standard of physical and mental health. This approach
has been developed following deep consideration of the factors that shape good mental
health and wellbeing, with a focus on the whole of the Victorian population. It will implement
measures to promote good mental health and prevent mental iliness, including dedicated
resources to address the causes of mental iliness.

The public health approach is described in detail in Chapter 4: Working together to support
good mental health and wellbeing.

The new service system architecture

The new service system architecture will bring together responses that promote good mental
health and wellbeing, a broad range of government and community services, and primary
and secondary mental health-related services with a diverse mix of mental health and
wellbeing services at the local, area and statewide levels.

Two aligned service systems will be established—one for infants, children and young people
up to their 26th birthday (discussed in Volume 2 of this report) and the other for adults and
older adults.

The future system is based on a community-based model of care where people receive the
most appropriate treatment, care and support for their needs at any given point, close to
where they live, to the extent that this is possible. Mental health and wellbeing treatment, care
and support will be integrated with the support that people receive for their physical health
care. For those who need it, mental health and wellbeing treatment, care and support will be
integrated with support for substance use or addiction.

Community mental health and wellbeing services will not only expand in volume and reach.
To support a consistent and responsive service offering, as well as dealing with current
inequities and variability in the services that are available, all community mental health and
wellbeing services will offer three core functions:

e an expanded range of treatments and therapies and wellbeing supports (currently
known as ‘psychosocial supports’), improved care planning and coordination,
day-to-day practical assistance and connections to other community services
including housing

e services to help people find and access treatment, care and support and a new
comprehensive response to emergencies and crises that is available 24 hours a day,
seven days a week

e supports for primary and secondary care providers (such as GPs and community
health services) from mental health specialists, or shared care arrangements between
specialists and GPs and community health services to better support consumers.
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The future system will comprise a new architecture.

Mental health and wellbeing services will consist of six levels spanning from informal supports
through to the most intensive statewide services. Fundamental reform will occur via 50-60
new Adult and Older Adult Local Mental Health and Wellbeing Services. Dedicated local
services for infants, children and young people will also be a feature of the new mental health
and wellbeing system.

Treatment, care and support of people with high-intensity needs will be provided through
22 Adult and Older Adult Area Mental Health and Wellbeing Services and 13 Infant, Child and
Youth Area Mental Health and Wellbeing Services.

Mental health and wellbeing services will be organised around eight regions overseen by
Regional Mental Health and Wellbeing Boards. Existing boundaries will be realigned, with
catchments dismantled. People will not be turned away from services because of where
they live.

Better linked statewide services, including with the Commission’s proposed Collaborative
Centre for Mental Health and Wellbeing, will reduce the distance people need to travel to
access highly specialised treatment, care and support. The new system architecture is
described in full in Chapter 5: A responsive and integrated system and Chapter 6: The pillars
of the new service system—community-based mental health and wellbeing services. New
structures to support the management and oversight of the system are described in Volume
4: The fundamentals for enduring reform.

Improving access to community mental health and wellbeing services, crisis
responses and bed-based services

The Commission’s reforms will deliver a service system that is accessible and simpler to
navigate, with clear pathways to timely and appropriate supports. Integration between
services mean people will be supported to get the right treatment, care and support at the
local, area or statewide level, or via other services such as GPs. People will also be able to find
clear and up-to-date information on services from a website designed to help them better
understand their mental health and wellbeing needs, to find services and supports and to
connect with online self-help resources. A new statewide phone line will be established.

There will also be an expanded crisis response. Each Adult and Older Adult Area Mental
Health and Wellbeing Service will provide a coordinated 24/7 telephone or telehealth service
for people in mental health crisis. The service will be accessible to people in the community
who are in extreme distress, and to providers.

The expanded crisis response will provide crisis assessment and immediate support and will
be able to mobilise a crisis outreach or emergency service response. The service will also
provide referral and follow-up as required. Staff will include clinicians and peer workers.

Supplementing these approaches, a range of alternative responses for people in crisis will

be developed including safe spaces and drop-in centres, crisis respite facilities and a crisis
stabilisation facility for adults and young people.
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Finally, there will be better support for police and ambulance call-outs where they

are attending to a mental health-related emergency. A 24/7 telehealth model will be
implemented, combined with in-person co-responses where a mental health professional will
accompany first responders. A secondary triage and referral service will be used to divert
those people who do not need a police or ambulance response. These reforms are described
in Chapter 8: Finding and accessing treatment, care and support and Chapter 9: Crisis and
emergency responses.

Bed-based services will also be reformed. The Commission has once again recommended
additional beds be delivered; and in the new system, treatment, care and support will be
respectful, compassionate and delivered with a focus on safety. New models of care will
be developed for delivery by multidisciplinary teams and in various settings, including
people’s homes.

There will be new rehabilitation services within system-wide rehabilitation pathways aimed
at providing extended and intensive support to people who need ongoing mental health
care with extra supports. New models will be co-designed and trialled in community care
and secure extended care settings. Chapter 10: Adult bed-based services and alternatives
provides further detail.

The Commission acknowledges the sexual and gender-based violence that occurs in
some inpatient and residential settings. This must be a relic of the past. Measures to
address violence and ensure the safety of all will be introduced into hospital and other
residential settings.

Together, the reforms outlined in this volume set out a new approach to mental health and
wellbeing in Victoria built around a community-based model of care where it is easier for
people to get the treatment, care and support they need, when they need it, and as close to
home as possible.
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11 The importance of context

The Royal Commission’s interim report explored the many factors that shape mental health
and wellbeing, including psychological, biological and social factors that can change over a
lifetime.! Good mental health is not just the absence of mental iliness; it is the ability to lead a
life of value. This means a health response, while critical, alone is not enough.

Mental health means different things to different people, but the World Health Organization
defines it as:

a state of well-being in which an individual realizes his or her own abilities, can cope with
the normal stresses of life, can work productively and is able to make a contribution to
his or her community.?

Mental health therefore stretches beyond a single system, and promoting good mental health
is a major responsibility shared by the community. It requires broad, forward-looking social
and health policy and structures, public information and engagement, and education.

Understanding this broad context, the Commission formed a view that transforming
Victoria’s mental health system would involve the ‘full continuum’ of effort from prevention,
and promotion of mental health, through to improved treatment, care and support for people
living with mental iliness or psychological distress.

It also determined that to design a new system, it needed to engage widely with people to
hear about their experiences of Victoria’s mental health system. It had to understand the
expectations and needs of Victorians now and into the future, how those considerations
might change, and what would need to be put in place to enable the system to adapt.

This chapter draws on the Commission’s interim report findings on the experiences of
mental health and wellbeing. It outlines some of the main contextual factors the Commission
considered in undertaking its consultations, deliberations and system design, including the
context within which the system currently operates, and the trends that will shape it moving
forward. It then explains what these factors mean for the reform agenda.

Chapter 2: The Commission’s approach to reform builds on the discussion in this chapter

and explores the processes and approach the Commission used to develop its blueprint for
transformation.
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111 An evolving landscape

Victoria’s mental health system sits within the health system. This system is complex, and
compared with other service systems, it has some unique features including: involvement
from all three levels of government—Commonwealth, state and local; universalism through
access to Medicare; private health funding and insurance; and a mix of service offerings and
evolving financial arrangements.

Reforming these structural complexities, as important as they are to the provision of

health services—and to people’s experiences of these services—is outside the scope of this
Commission. However, the Commission was interested in exploring which of these broad
features of the health system present an opportunity for mental health reform; for example, it
considered whether the Victorian mental health system could use universal platforms such as
maternal and child health services, or whether the shared interests of governments could be
harnessed to respond to the poor health outcomes of the ‘missing middle’.

Further, the Commission explored the reform approaches governments, here in Australia
and internationally, have used to overcome structural complexities in healthcare systems.
These include shifting the focus from providers to consumers; seeking value for expenditure
in terms of consumer outcomes; using information to create better systems; and dealing with
quality of care and population health concerns. All of these approaches can apply to the
context of mental health, and are examined in this report.

The Commission also explored the well-recognised relationship between mental health and
the broader social determinants of health. While social service systems were beyond the
scope of the Commission’s letters patent, critical connections between these systems and
mental health and wellbeing were examined. The Commission chose to focus on several of
these intersections within the remit of the state government in depth, particularly housing,
justice and alcohol and other drug services, and did so through its community consultations,
public hearings and analysis of the data. Further, the Commission considered large-scale
social service inquiry and reform efforts occurring concurrently in other jurisdictions—for
example, the Royal Commission into Aged Care Quality and Safety and the Royal Commission
into Violence, Abuse, Neglect and Exploitation of People with Disability.

During the Commission’s final months, the Commonwealth Government publicly released
the Productivity Commission’s Mental Health Inquiry Report. The Commission was cognisant
of the unique opportunity presented through the timing of that report and the synergies
between and across the proposed agendas. The Productivity Commission’s program of work,
along with that of other inquiries, is cited throughout this report.

Importantly, however, the Commission committed not only to transforming a system within
its current context but to an enduring reform program. The Commission sought advice from
a variety of experts in systems design and other fields to identify the most important trends
and ongoing issues that would shape Victoria and therefore the system for many years to
come.® These trends are presented below.
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Large-scale disruptions

There were large-scale disruptions during the Commission’s term, including a severe 2019-
20 bushfire season and the COVID-19 pandemic. These events affected the Commission’s
direction and approach and changed many Victorians’ ways of living. Mr Terry Symonds,
the then Deputy Secretary, Health and Wellbeing, of the former Department of Health and
Human Services, summarised the impact of these events on Victorians, including on their
mental health:

I think it is appropriate to acknowledge ... how difficult 2020 has been for the Victorian
community. The pandemic, which overlapped with the devastating bushfires over the
2019-2020 summer, has had longer-lasting impacts on us than on other parts of the
country. The toll this is taking on our collective mental health cannot be underestimated.*

These bushfires were devastating. Due to the scale of the fires and the impact on people’s
properties, it is considered to be Australia’s most destructive fire season on record.®
Thousands of Victorians experienced great distress and uncertainty as towns and families
were evacuated and people faced the prospect of losing their homes and loved ones.

It was also a long fire season, with record-breaking temperatures and extremely low rainfall
leading to 3,500 different fires in Victoria during this period.? This meant that people—
particularly those living in rural and regional Victoria—experienced extended periods of fear
and loss. Many Victorians are likely continuing to experience these feelings because of the
bushfires.” As the Royal Commission into National Natural Disaster Arrangements described:

Thousands of Australians - locals and holidaymakers — became trapped. Communities
were isolated, experiencing extended periods without power, communications, and
ready access to essential goods and services, or access to cash or EFTPOS to pay for
their most basic needs.?

For Victoriq, this fire season marked a decade since the 2009 Black Saturday bushfires. That
disaster, which resulted in 173 fatalities, had a significant impact on the wellbeing of many
Victorian families and communities.’ One study found that three to four years after the
bushfires, rates of people reporting symptoms that indicated ‘mental health problems that
were beyond levels likely to be manageable’ and that ‘may require professional support’ were
approximately double the levels expected in a population not affected by disaster.®

Unfortunately, the incidence of severe weather-related events is only likely to increase. It is
likely that climate change may be associated with more frequent large-scale bushfires in
the future and that fire seasons like those of 2019-20 will not be considered unusual.”" Other
climate-related events such as drought are also likely to recur and will have a lasting impact
on businesses and on people’s livelihoods and wellbeing, particularly in rural and regional
communities.

The 2019-20 bushfires overlapped with the introduction of COVID-19 to Australia and its
spread in the community. The COVID-19 pandemic has had broad and significant economic
and social impacts for Victorians. People have lost their lives, loved ones and endured long
periods of separation from their friends and families.
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The world is still coming to understand how severely the COVID-19 pandemic has affected
people’s mental health. However, studies indicate there may be increased rates of depression
and anxiety, as well as substance use and suicidal thoughts.” In particular, lockdowns and
working from home are likely to have increased people’s feelings of loneliness and social
isolation while reducing behaviours that support good mental health.”

The increase in job losses and economic uncertainty is also having an impact on mental
health and wellbeing. A Black Dog Institute survey of 5,070 people during the first COVID-19
lockdown found that half of respondents reported ‘moderate to extreme’ worry about their
financial situation™ and more than three-quarters reported their mental health was worse
since the outbreak began.® Indeed, the statistics on the pandemic’s financial impact on
Australia are sobering. On 2 September 2020 Australia officially fell into a recession for the
first time since 1991, with Australian gross domestic product down 7 per cent in the June
quarter, the largest quarterly fall on record.” A report released by the City of Melbourne in
August 2020 estimated that for both the City of Melbourne and Victoria, monthly job losses

were ‘threefold higher than those of the 90s recession””

There are also a number of population groups that may be more strongly affected by the
COVID-19 crisis than the general population, such as older adults, healthcare workers,
COVID-19 patients and their families, children and women.” As illustrated in Figure 11, and
described in more detail in Chapter 13: Supporting the mental health and wellbeing of young
people, the negative mental health impacts of COVID-19 have been particularly striking for
Victoria’s young people. Ms Kym Peake, the then Secretary of the former Department of
Health and Human Services, goes further, describing how the unprecedented impacts of

the COVID-19 pandemic are likely to ‘compound disadvantage for vulnerable Victorians and
increase demands on Victoria’s mental health system in the short and longer term.”

The Victorian Government’s service delivery data illustrates some of the early effects the
pandemic and associated lockdown measures have had on Victorians’ mental health
needs. As shown in Figure 1.2, the number of mental health-related ambulance cases—
where Ambulance Victoria has attended to a patient at a scene and filled out a patient
care record—has increased this year. This report explores many other trends related to the
COVID-19 pandemic and its effects.

The Commission also heard of some positive outcomes associated with the large-scale
disruptions of 2020. The Commission observed that many mental health services and
organisations adapted quickly, offering new services, including through digital mediums.
This new approach has worked well for some, as people can receive services within their

own homes, and creates efficiencies for providers.” Digital service delivery can also reduce
barriers for people living in rural and regional areas or who may otherwise struggle to attend
services (such as those with limited physical mobility) and has the potential to do so long
after the pandemic has been brought under control. These themes are explored in Chapter
24: Supporting the mental health and wellbeing of people in rural and regional Victoria and
Chapter 34: Integrating digital technology.
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Figure 11: Number of mental health-related presentations to emergency departments,
among people aged 0-17 years, Victoria, 2017 to 2020
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Source: Department of Health and Human Services, Victorian Emergency Minimum Dataset 2017-18 to 2020-21.

Notes: Excludes type of visit code “19' (COVID-19 assessment clinic) and triage category code ‘6’ (Dead on arrival).
Interim data only. Data extracted 21 December 2020.

Stage 3 COVID-19 restrictions: Was implemented on 30 March 2020 and again on 8 July 2020 for metropolitan
Melbourne and allowed people to leave their home for only four reasons: work, caregiving or receiving, exercise and
shopping for essential goods and services.

Stage 4 COVID-19 restrictions: Was implemented on 4 August 2020, and in addition to the restrictions under Stage 3,
additional restrictions limited travel to up to 5 kilometres from a person’s home for necessary goods and services. Only
one person per household could leave home to shop once per day. Curfews were in place from 8:00 pm to 5:00 am
every night to reduce the number of people leaving their homes and moving around.

Second step: Was implemented on 13 September 2020 for regional Victoria and on 28 September 2020 for metropolitan
Melbourne, and eased restrictions with a strong focus on moving activity into outdoor well-ventilated, outdoor areas
wherever possible. The second-step restrictions balanced population mobility and wellbeing while ensuring the
infection rates were driven down.

Third step: Was implemented on 16 September 2020 for regional Victoria and on 27 October 2020 for metropolitan
Melbourne, and eased restrictions with a focus on reopening core components of the economy in a safe and steady
way. A key milestone during this step was the alignment of metropolitan Melbourne and regional Victoria restrictions
on 8 November 2020.

Last step: Was implemented on 22 November 2020, and eased restrictions with a focus on enhancing social
interactions such as increasing private gathering limits and permitting non-contact and contact sports, as well as
further changes to support Victoria’s economic revival.
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Figure 1.2: Number of mental health-related ambulance cases, Victoria, 2019 to 2020
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Source: Ambulance Victoria.

Notes: Reports the number of ambulance cases where the clinical information captured within the patient care record
indicated the case was mental health-related. Includes emergency and non-emergency cases where Ambulance
Victoria has attended to a patient at a scene and filled out a patient care record. Interim data only. Data extracted 22
December 2020.

Stage 3 COVID-19 restrictions: Was implemented on 30 March 2020 and again on 8 July 2020 for metropolitan
Melbourne and allowed people to leave their home for only four reasons: work, caregiving or receiving, exercise and
shopping for essential goods and services.

Stage 4 COVID-19 restrictions: Was implemented on 4 August 2020, and in addition to the restrictions under Stage 3,
additional restrictions limited travel to up to 5 kilometres from a person’s home for necessary goods and services. Only
one person per household could leave home to shop once per day. Curfews were in place from 8:00 pm to 5:00 am
every night to reduce the number of people leaving their homes and moving around.

Refer to Figure 11 for more information about COVID-19 restrictions in Victoria.

The Commission also witnessed how the pandemic has helped increase the community’s
focus on mental health. Governments in Australia and around the world have introduced
new initiatives and strategies to support people’s mental health.” It is also possible that
the shared experience of living through the pandemic may unite people and increase their
kindness and empathy towards each other, as United for Global Mental Health noted:

The mantra ‘We are all in this together’ signals the universality of this shared experience
and many are offering psychosocial social support to one another.”

At the individual level, the pandemic also provided positive opportunities for people with lived
experience of mental illness and psychological distress to share what they had learnt from
dealing with panic with the broader public.”®

The pandemic has also prompted a positive shift in the use of data between health services,
academia and research institutes, and government. It has encouraged the integration of
information—such as advice from health experts and rapid literature reviews—in public
policy and government decision making.
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The Victorian Government has shown it can act swiftly to create the senior policy bandwidth
needed to work collaboratively to solve complex problems and meet shared goals.* All of
these advances will be critical in rolling out the Commission’s reform agenda.

In summary, the major disruption of the COVID-19 pandemic has challenged and changed
what many, including the Commission, had identified as the forces and trends shaping the
mental health system. The pandemic has made some services, like telehealth, come to the
fore. It has also changed other patterns in Victoria, such as population growth. Crucially for
this Commission, it has increased pressure on the social determinants of mental health like
unemployment. Ultimately, though, the COVID-19 pandemic, like the bushfires, has made
Victorians more aware of the importance of mental health and wellbeing and of the critical
importance of adaptive service systems. As described in Chapter 36: Research, innovation
and system learning, the Commission has designed a system that includes the necessary
capabilities to foster ongoing improvement, learning and adaption.

Population growth and demographic changes

Population and demographic trends are critical in system design because they can help
governments decide how services should be resourced and distributed, and therefore how
quickly and equitably they can respond to consumers’ needs.

Victoria has been Australia’s fastest-growing state, changing the way social and health
services must be planned. Victoria’s population grew by 98,000 people in the 2019-20
financial year. Melbourne was also Australia’s fastest-growing capital city. In 2017 it was
predicted that Melbourne’s population would surpass Sydney’s between 2031 and 20577

As shown in Figure 1.3 and Figure 1.4, at the time of writing, largely due to COVID-19 and the
associated decline of overseas migration, population growth has slowed, making it difficult to
predict future trends with certainty.

At the 2016 Census, 491 per cent of Victoria’s residents were either born overseas or have

one parent who was born overseas.” This is an increase from 46.6 per cent in 2011 and 43.6
per cent in 2006.” The proportion of Victorians speaking a language other than English at
home was 26.0 per cent in 2016 compared with 231 per cent in 2011.°® The needs of Victoria’s
culturally diverse communities are important to service planning, particularly for those in the
community who have survived trauma and dislocation, such as refugees or asylum seekers.

The population of Aboriginal people in Victoria is also growing, increasing by almost 10,000
between 2011 and 2016, growing from 37,992 to 47,788.”° As discussed further in Chapter

20: Supporting Aboriginal social and emotional wellbeing, the principle of Aboriginal
self-determination must be central to the design and delivery of social and emotional
wellbeing support services for Aboriginal people.

The movement of the population within Victoria and settlement patterns also greatly
affect the design and planning of mental health services. People living in rural and regional
communities already require more, and more accessible, mental health services than those
living in central Melbourne.®
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Figure 1.3: Annual population growth, Victoria, 2015-16 to 2019-20
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Source: Commission calculation using Australian Bureau of Statistics, Australian Demographic Statistics, 2015-16
to 2019-20, cat. no. 3101.0, Canberra <www.abs.gov.au/statistics/people/population/national-state-and-territory-
population/jun-2020>, [accessed 17 December 2020].

Note: Changes are partially impacted by the COVID-19 pandemic and the resulting Australian Government closure of
the international border from 20 March 2020.

Census data indicate that over the past decade there has been a trend towards people
moving from capital cities to regional areas.’ While data on the effects of the COVID-19
pandemic on population movement is still emerging, anecdotal evidence suggests that more
Melbournians are interested in moving to rural and regional areas for a better quality of
life.* With working from home being a ‘new normal’, long commutes to work in the city are
less likely to feature in some workers' lives. This means the detrimental effects of commutes,
such as the disparity between the quality of life in the inner city versus that in middle- and
outer-suburban communities, are likely to decrease.®® Further, remote working arrangements
may give people in rural and regional communities access to a greater variety of jobs, with
better pay than jobs in rural and regional communities typically offer.®

Critically, in addition to population shifts, Victoria’s population is also ageing. As with much
of the global population, declining fertility rates and increased life expectancy are causing

a rise in the proportion of older Victorians across the state. As of 2019 it was estimated that
during the next three decades the number of people aged 65 years or older will double, rising
from 16 to 21 per cent of the Victorian population.®

The ageing population means that the nature of services required from government is
shifting. The Victorian Government will need to strengthen its focus on supporting older
adults to remain independent and actively participate in society. Prevention of mental iliness
among older Victorians, and support for older people living with mental iliness, is explored in
Chapter 14: Supporting the mental health and wellbeing of older people.

34



Volume 1 Chapter 1: The reform landscape

Figure 1.4: Population growth, Victoria, 2001 to 2022

5,600,000
5,400,000
5,200,000
5,000,000 o | |
./
4,800,000 >4
®
4,600,000 ./
&
4,400,000 P
&
4,200,000 P
./
—
4,000,000 _e
_®
3,800,000 ~®
o—®
3,600,000 P
—
3,400,000
5833885882582z eE22888
[w} o
S 98883938 38RRRERERII_RRELERYE
Calendar year
—@— Before COVID-19 Prior projection —®— Post COVID-19 projection

Sources: Australian Bureau of Statistics, National, state and territory population, June 2020, <www.abs.gov.au/
statistics/people/population/national-state-and-territory-population/latest-release#states-and-territories>,
[accessed 30 December 2020]; Commonwealth Government, Budget 2019-20: Federal Financial Relations, Budget
Paper No. 3,2019.

Rising inequality and insecurity

Inequality was a theme regularly raised to the Commission; in particular, how social and
health inequalities affect or determine mental health and wellbeing, and how a transformed
system might respond to varying needs across communities.

As the Productivity Commission noted in its 2018 report, Rising Inequality: A Stocktake of the
Evidence, wealth inequality in Australia has steadily grown since the early 2000s.*® Moreover,
the inequality is stark: the average wealth of a household in the highest 20 per cent of
Australian income earners is 100 times that of the lowest 20 per cent.¥

Mental health is shaped by the social, economic and physical environments in which people
live.*® Research indicates that those who experience poverty and/or disadvantage face an
increased risk of developing a mental illness and experience disproportionately poor health
outcomes.* For example, unemployment and job insecurity is linked with poor mental health,*
as are other factors such as housing and access to resources such as water and food.*
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As the World Health Organization’s Commission on Social Determinants of Health expressed,
to improve population health outcomes action must be taken to improve people’s daily living
conditions—including tackling the inequitable distribution of power and resources:*

The development of a society, rich or poor, can be judged by the quality of its
population’s health, how fairly health is distributed across the social spectrum, and the
degree of protection provided from disadvantage as a result of ill-health.*

Social disadvantage such as poverty is not the only social determinant of mental illness—
gender discrimination, poor social status, family violence and physical ill-health are also
factors.* Some of the most powerful causes of inequality in access to mental health services
‘are the social conditions in which people are born, grow, work, live and age, as well as the
systems that shape daily life.*®

Victoria’s existing mental health system is characterised by inequality, as access to services
is often determined by a person’s age, residence, cultural background and identity. For
example, inconsistencies in the availability of mental health services exist in different parts
of Victoria. While the divide is most acute between rural and metropolitan areas of the state,
within Melbourne there are great discrepancies. As Associate Professor Dean Stevenson,
Clinical Services Director at Mercy Mental Health, told the Commission:

I strongly believe that, if you live in Wyndham, or you live in Footscray or you live in
Toorak, you should be able to access the same level and the same quality of services,
and that’s not the case across Metropolitan Melbourne.*®

In Victoria’s existing mental health system, inequality can be perpetuated if a person is unable
to pay for services. Out-of-pocket expenses can sometimes result in consumers on lower
incomes being unable to afford the treatment, care and support they need,” especially where
they need to bear part of the cost to see a private psychiatrist. Even people who can afford to
pay part of the fee may have to wait to see someone, particularly in rural and regional areas.”
To increase equality for all Victorians—irrespective of where they live or their socioeconomic
status—governments will need to consider how to increase the equity of supports.

Not only are inequality and social disadvantage bad for population health outcomes, but
excessive inequality can also erode the stability of society and undermine public trust in
governments and their services. Research undertaken by the Organisation for Economic
Co-operation and Development indicates that income inequality prevents proportions of
the population from fully participating and investing in society, and can impede economic
growth.”® This persistent disadvantage can also erode social cohesion and public trust:

Excessive inequality in any society is harmful. When people with low incomes and wealth
are left behind, they struggle to reach a socially acceptable living standard and to
participate in society ... When a minority of people accumulate income and wealth well
above the rest of the population, this can lead to excessive concentration of power that
becomes self-perpetuating, fraying the bonds of social cohesion and trust.*®
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These are critical but complex considerations in system design. The Commission was
bound by its letters patent to reform the mental health system and therefore committed
to embedding design elements to reduce inequality. The Commission’s recommendations
seek to make future mental health and wellbeing services more equally available to people
of different age groups, those living in different areas across Victoria (including rural and
regional communities) and diverse groups.

It acknowledges, however, that to improve mental health outcomes and re-establish trust in
the system, a whole-of-government and community response is required to address social
inequalities. Related findings are articulated in detail in Chapter 3: A system focused on
outcomes and Chapter 4: Working together to support good mental health and wellbeing.

Technology and ways of working

Technology has been increasingly used and relied upon over the last decade, and this trend
has rapidly accelerated in the context of COVID-19.”

New technology is one of the biggest forces transforming our interactions, and it is reshaping
service systems globally and locally.* In countries like Australia, digital technology has become
central to the way many people live. It permeates people’s work and social lives, influencing how
they communicate, find, receive and share information, and how they engage with services.®

Technological innovations continue to radically transform many sectors and how people engage
with them, streamlining and improving the consumer experience to make accessing and
receiving products or services customer friendly, individualised and quick. Over the past 10 years,
sectors such as banking, commerce, travel, insurance and retail have all adopted digital and
technological solutions to redesign how they connect with people. These sectors have overhauled
their front-end entry and navigation approach, with most shifting to digital platforms.>

These changes have led some people to expect fast, personalised and easy experiences when
they engage with services across all sectors.”® This includes government services, which are
increasingly moving to digital formats in response to these changed expectations.®

Recent developments in information and technology present opportunities for the Victorian
Government in its delivery of the future mental health and wellbeing system. It now has the
ability to collate and use data to inform the development and delivery of more personalised
and readily accessible services. As Professor Mario Alvarez-Jimenez, Director of Orygen
Digital, told the Commission: ‘[elmerging technologies will increase the reach, intensity,
personalisation and immediacy of mental health care.””

It is important to note, however, that in some ways the rise of technology and shift to digital
services may be increasing inequality and limiting the ability of some to participate in
society. As one participant at the Commission’s roundtable on innovation said:

what we're seeing a lot through COVID, is people adopting technology. And it's been

great, except for the people who can’t access technology, who don’t know how, who
can't afford technology [or] who don’t have the literacy to use it.*®
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Not only is technology changing the way people engage with and deliver services but it is
also changing the way they work. Technology is increasingly used to give people greater
flexibility in the hours and location of their work, and they are working from home more
often.®® While this gives people more freedom in how they use their time, and supports
workforce diversification, the impact of flexible working arrangements on people’s health and
wellbeing is still largely unknown.®® The role of digital technology in the future mental health
and wellbeing system is outlined in Chapter 34: Integrating digital technology.

This trend is also changing the nature of the workforce. While it gives some people more
options, it heightens uncertainty for others. There are increasing numbers of platforms, for
example, that specialise in matching workers with potential clients who want tasks done
purely online. Such work, often characterised as part of the ‘gig economy’, enables people to
work as much or as little as they choose.’’ However, though people gain the ability to work

on their own terms (that is, where they want, when they want), many workers both within and
outside the gig economy feel uncertain about and insecure in their employment. One recent
study indicated that 83 per cent of employees report fear about losing their job due to the gig
economy, a looming recession, a lack of skills, cheaper foreign competitors and automation.®

The Commission is aware there are different views about the rise of technology and the impact
it has on mental health. For example, while evidence suggests that social media can pose a
risk to people’s mental health and wellbeing, some studies indicate that online social networks
can provide feelings of increased emotional support and belonging and therefore support
mental health.®® Professor Rob Moodie, Deputy Head of School and Professor of Public Health
at the University of Melbourne, reflected on this conflicting evidence in his witness statement:

Social media can be damaging for mental health. It has definite upsides to help people
connect, to form groups to stay in contact. But it also has in my view, a paradoxical
ability to divide and isolate people in an unprecedented way. It is said that ‘comparison
is the thief of joy’. Social media invites people to constantly compare themselves with
others. The premise of social media was that it should connect us, but | worry that

we are replacing real hugs with ‘e-hugs’ and this sense of separation and constant
comparison is detrimental to our individual and collective health. The ability to remain
anonymous, to troll, to cyberbully is not only devastating in terms of damaging mental
health but can lead to forms of tribalism and fragmentation which in turn makes it hard
for effective policy making and effective governance.*

Exploring this complex societal issue was not directly within the Commission’s remit. However,
the Commission recognises the importance of promoting and protecting the mental health
and wellbeing of young people, who may not yet grasp the challenges of social media and

the inherent impact it can have on wellbeing in a rapidly changing world. These themes are
explored in Chapter 11: Supporting good mental health and wellbeing in the places we work,
learn, live and connect.

The fragmenting nature of social connection
The level of social connection and support that exists between individuals and groups within

a population—also referred to as ‘social capital’—is critical for maintaining mental health
and wellbeing, both for people individually and for society as a whole.
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Increased social capital is associated with improved mental health. It is particularly important
for preventing mental illness and addressing risk factors such as social isolation and
loneliness.®® A study that systematically reviewed household income and labour dynamics in
Australia found that Australians who felt they had a greater sense of belonging, higher levels
of practical support and greater trust in others reported better mental and general health.®®
Research also suggests that social capital helps people recover from mental illness.”’

Over the past decade, Australia’s social capital has been changing and may be declining in
some areas. The Australian Bureau of Statistics found that rates of volunteering, engaging
in social groups (such as sport or arts) and participating in civic groups and organisations
(such as unions and political parties) are all in decline. It also found that digital forms of
communication and social networking had provided new and different opportunities for
people to connect with others.®

The ways in which people connect and engage is changing, shifting from traditional
community-based institutions such as churches to online platforms and social media,
particularly in the context of the COVID-19 pandemic. This is leading to both poorer mental
health and more complexity in delivering mental health services because, as Professor
Moodie observed, ‘[t]hose who are alone and have poor mental health ... are less likely to
know where to find mental health services and whom to contact’®

In particular, research indicates that Australians are experiencing higher rates of social
isolation and loneliness. This is especially true for older Victorians, aged 65 years or older™
and for young people aged 15-25.”' As explored in Chapter 11: Supporting mental health and
wellbeing in the places we work, learn, live and connect social isolation and loneliness are
risk factors for various physical and mental conditions, such as ‘cognitive decline, depression,
and heart disease.”” Chapter 14: Supporting the mental health and wellbeing of older people
illustrates the impacts that social isolation and loneliness can have on the mental health and
wellbeing of older Victorians.

Evidence before the Commission highlighted how the declining role of community-based
organisations and associations can increase feelings of social isolation:

One of the key ways for people to support their mental health is their capacity to be a
part of a group or collective, which promotes a sense of identity, inclusion and belonging.
Historically, there were relatively stronger community-based organisations and large
associations—such as the Returned and Services League, Scouts and Guides, and
Country Women's Association—that promoted and supported social connectedness

... As the strength and membership of these social institutions and associations have
started to decline, so too have people’s feelings of belonging and community. With

the increasing atomisation of our society over the coming decades, people may find it
increasingly difficult to achieve a feeling of belonging.”
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Community expectations and trust

The Commission has conducted its work in a context within which expectations for service
delivery are high.

The community expects governments to be effective and to deliver beneficial outcomes
while being efficient and economical in their spending.”* As noted earlier in this chapter in
relation to digitalisation and service reform, many people have come to expect personalised,
customised, real-time and interactive services and products.”” Mental health services are one
form of care where there will be heightened expectations of service providers.

There is a strong correlation between providing a good experience for consumers and
building and maintaining public trust in governments:

Customers often use the quality of customer experience as a proxy for measuring
government performance and its ability to provide essential services, often at critical
life stages. Given that customers are setting a high bar for government services, and
that bar is rising, governments have an imperative to act fast on customer experience
to influence trust.”®

Trust in government is at an all-time low. In December 2019 the Australian Election Study
revealed that only 25 per cent of Australians considered that governments could be trusted to
do the right thing. This was the lowest score recorded since this data started being collected
in 1969 and is almost a 20 percentage point decline since 2007 Trust in leadership appears
to be highest when it is localised—for example, with local community leaders.” Indeed, the
Commission observed during the COVID-19 pandemic that governments had to work more
closely with local leaders to build communication and connection.

Levels of trust and satisfaction with how democracy works in Australia is also linked to
income. The lower a person’s income, the less satisfied they are with democracy.”” An inability
to influence decision making, and rising inequality, may be contributing to the lack of trust
the community has in government. A lack of public trust also appears to be driven by ‘a

growing sense of inequality and unfairness in the system.’®

These considerations illustrate the need for issues of equality and community engagement
to be part of service and systems design, with citizens more actively engaged in decision
making and reform. They also point to the need for institutions that generate trust through
accountability and transparency. These critical themes are explored in Chapter 27:
Effective leadership and accountability for the mental health and wellbeing system—new
system-level governance.
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1.2 Implications for reform—
critical features in a new system

In today’s environment of change, disruption, rising inequality, uncertainty and social
fragmentation, supporting the mental health and wellbeing of Victorians is more important
than ever. As the Commission concluded in its interim report, however, for too long Victoria's
mental health system has been a low priority and under-resourced. It cannot meet current
expectations and is ill-prepared to respond to future trends.

But there are signs of positive change. Before the COVID-19 pandemic, the Commonwealth
and state governments started to show greater recognition of the importance of mental
health and wellbeing, and now in response to the pandemic, they are placing even greater
importance on this aspect of people’s lives. Now, the Victorian Government needs to take
advantage of this momentum and rebuild the state’s mental health system.

The Commission, considering the trends outlined in this chapter, has identified several features
critical to reforming the mental health system. These features—as outlined in Figure 1.5
below—will collectively strengthen the system to improve the mental health and wellbeing of
Victorians. A future system that comprises features of prioritisation, collaboration, adaptability,
simplicity and equity will be better positioned to meet the mental health and wellbeing needs
of Victorians in a world where these needs are continually shifting and evolving.

Figure 1.5: Features of the reformed mental health and wellbeing system
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Re-established confidence through prioritisation and collaboration

Because there are indications that public trust in government is low, the Commission

has concluded that the Victorian Government will need to engage citizens and empower
local communities differently if it is to deliver on the Commission’s reform agenda. This

is especially true for a system such as the mental health system, where the relationship
between the government, service providers and people with lived experience is impeded by
many factors: a history of service failures, a lack of accountability and widespread stigma
and discrimination against people living with mental iliness or psychological distress.

People should expect and trust that when they need treatment, care and support, they
can receive it in the public health system. In relation to mental health, however, this

is not currently the case. As the Commission described in its interim report, there are
many Victorians who need specialist public mental health services but are not receiving
support.? It also identified that those who are receiving support are not always receiving
high-quality care.®

But there is hope that this Commission and the Victorian Government’s commitment to
undertake the recommended reform will bring change. People are hopeful that they, and their
families and loved ones, will be able to receive quality services that ultimately help them to
live more fulfilling and healthy lives. As one person said, ‘As consumers all we have is hope. We
need real change.”®®

The Victorian Government will need to build on the momentum gained in recent months

and years, delivering on its public commitment to fully implement all of the Commission’s
recommendations and prioritise the mental health and wellbeing of the Victorian community
for many years to come.

In addition to prioritising the mental health and wellbeing system, the Victorian Government
will need to change the way it engages with the community. The Victorian Government should
consider Victorians as active partners in designing and delivering services, rather than
passive recipients of services designed by someone else, and it should involve Victorians from
all kinds of backgrounds, locations and age groups in this process.

Another way to rebuild the public’s trust is to expand the system’s boundaries. Because

trust in government is strongest at the local level, the government needs to look beyond
traditional services and peak organisations to consider and take advantage of the strengths
of trusted local institutions. In fact, it is impossible for one single entity or system alone to
tackle the complex challenges the Commission has identified, such as rising inequality,
social fragmentation and large-scale disruptions. As explored in this report, the Victorian
Government will need to work collaboratively with different levels and portfolios of
government, service providers and communities to promote mental health and wellbeing
and to deliver a variety of supports from different providers in a coordinated way. Public and
private sectors must also find new ways to work together.
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Ms Sue Williams, CEO of Cabrini Health Australia and Board Member, Victorian Institute
of Forensic Mental Health, who gave evidence in a personal capacity, said there is much
potential in this regard:

I think that if there was greater understanding of the respective sectors and their core
capabilities, both sectors would be more willing to collaborate. This can be done in a
variety of ways including, for example, through ... partnerships, joint training initiatives ...
all of which can help to cross-fertilise ideas, break down barriers ..2*

The new system stewards must redefine and broaden what constitutes expertise; they must
elevate lived experience by treating consumers, families, carers and supporters as partners
and experts in their own right; and they must embrace and invite new actors—people and
organisations—into the system. This requires new ways of working to harness commitment
and diverse ideas:

For consumers to be heard, especially at the higher levels, or at any level of an
organisation, organisations need to go out of their way to listen to them. Rather than
encouraging consumers to speak in ways that are easier to listen to, sometimes
organisations need to improve their ability to hear.®®

[Better solutions would be possible if] the decision makers heard from and actually
understood the people experiencing the problem.®

Collective effort and shared purpose can also help people trust the system again. Through its
work, the Commission has been concerned that many organisations and individuals working
in the system have not been consistently unified in their calls for change. If the mental health
system of the future is to be successful greater unity will be required, and the current and
emerging actors within the mental health system will need to collaborate to keep mental
health a priority:

In order for government not to exploit potential divisions in mental health advocacy
arising from potentially conflicting priorities, and thereby turn its back on continuing
systematic reform (or merely grease the squeakiest wheel), it is critical that a
broad-based coalition of stakeholders take a single, unified message to government
and deliver it effectively and repeatedly ... and that individual stakeholder groups stand
solidly in support of this coalition.”

One step in this direction was the Commission’s recommendation to establish the
Collaborative Centre for Mental Health and Wellbeing, which will embody a new approach to
mental health characterised by collaboration, responsiveness and continuous improvement
(the role and functions of the collaborative centre are outlined in Chapter 36: Research,
innovation and system learning).
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A responsive and integrated system with community at its heart

In this uncertain and complex environment, and where responsibility for the Victorian mental
health system is shared between the Victorian and Commonwealth governments, it is critical
that people are supported to access and navigate the system. People should be placed at
the centre of the service system, and agencies should work together to create a system that
respects the experience and needs of individuals. The system should also have localised
community care at its heart.

Together, these elements will make up the new responsive and integrated system the
Commission envisages, as outlined in Chapter 5: A responsive and integrated system.
To deliver it, the Victorian Government will need to work with the service system, and in
partnership with local and Commonwealth governments.

By working with local and Commonwealth governments to clarify governance arrangements
and deliver more integrated services, the Victorian mental health system will become easier
for consumers, families, carers and supporters to navigate. It will be critical that the Victorian
Government implements the Commission’s reform agenda in a way that, at all times, keeps
the focus on the experience of its consumers. This will ensure consumers, families, carers and
supporters are more easily able to find and receive services.

Community is, of course, important for more than just service provision. The Commission
considers social connection as fundamental to mental health and wellbeing. Building and
maintaining social connection requires active contributions from all parts of a community.
Professor Sir Michael Marmot, Director of the Institute of Health Equity at University College
London, giving evidence in a personal capacity, summarised this point:

All of us in the community have a role to play in supporting good mental health and
wellbeing. As we say ... 'health is a human right’—‘do something; do more; do better’®®

This goes beyond the activity of collaboration to the complexities inherent in human nature
and to concerns of connection and belonging. As Mr David Pearl, innovator, author and public
speaker of The Studios, London, giving evidence in a personal capacity, shared with the
Commission:

My observation is that people feel more well when they belong somewhere to something.
It is obvious and a cliché, but a lot of people don’t feel they belong ... There is a difference
between physical proximity and the feeling of being connected, and we shouldn’t
confuse them.*

A system has to be ‘alive’ to these considerations—the important ‘civic building blocks that
can enhance an individual’s sense that they are valued’*°

Contemporary and adaptable services

In today’s environment, where consumers expect more personalised, real-time and
interactive services, the Victorian Government will need to use technology to deliver services

in a way that is convenient and adaptable to people’s needs. This will also require using data
and information to help services to deliver better outcomes.
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Uncertainty is more prevalent than ever. The government will need to equip the future mental
health and wellbeing system to adapt and respond to change. Large disruptions and shocks
are likely to continue, be they natural disasters, pandemics or economic downturns. Many
strategies assume that the state can predict, plan, command and control. In the case of
major and unforeseen disruptions, however, another set of skills is needed—skills in ‘adaptive,
collaborative, local responses to complex policy issues.”” Associate Professor Simon Stafrace,
Chief Adviser for Mental Health Reform Victoria, who gave evidence in a personal capacity,
told the Commission:

The difference between technical and adaptive challenges [is] starkly evident in the
response of nations to the 2020 coronavirus pandemic ... The technical challenge

of preventing and treating the infection is similar in each country, but the adaptive
challenge draws on an infinite number of individual, interpersonal, social, cultural,
political and economic factors unique to each community.”

The Commission explored how it could create an adaptive system that uses research and
evaluation to drive data- and evidence-informed policy and innovation to grow and improve.
Importantly, the Commission has recommended a system that is designed to listen to, learn
from and be led by the people it serves. As Ms Mary-Ann O’Loughlin AM, former Deputy
Secretary of Skills and Higher Education, in the New South Wales Department of Education
giving evidence in a personal capacity states:

Adaptive responses are participatory and collaborative, including with deep community
engagement and multiple stakeholders: they need to be informed by 360-degree
intelligence and have broad-scale ownership. They must draw upon local knowledge and
frontline workers. They must be strongly informed and shaped by the local context and
social networks.*®

A system attuned to promoting inclusion and addressing inequities

Recognising the effects of rising inequalities, the Commission concluded that it would be
necessary to embed the goal of equity in its design of the future mental health and wellbeing
system. As Professor Sir Marmot told the Commission:

Unfair distribution of [power, money and resources] creates avoidable health inequalities,
known as health inequities. Conversely, health equity ‘means fair opportunity to live a
long, healthy life. Inequities in health are not inevitable or necessary they are unjust and

are the product of unfair social, economic and political arrangements’.*

To achieve health equity, the system manager, the Victorian Department of Health, must be
able to respond to people and populations in Victoria with the greatest need by redistributing
resources and by carefully considering how to arrange services to provide adequate,
localised care. This will be particularly important for already underserviced parts of the

state, or certain disadvantaged populations, and will require better funding, planning and
commissioning arrangements.
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The Department of Health must also respond and adapt as the factors driving inequity evolve.
It should work to take action, along with other departments and governments, to improve the
determinants of mental health. As Ms Georgie Harman, CEO of Beyond Blue, stated:

Mental illness prevention approaches must consider the uneven distribution of risk and
protective factors, including socioeconomic disadvantage. The social determinants

of health are particularly influential (e.g. unemployment, poor education, inadequate
housing) and should be prioritised.*

While many of these considerations are outside the Commission’s scope, it has recommended
in Chapter 3: A system focused on outcomes establishing an outcomes framework to better
inform decision making and drive accountability for mental health and wellbeing.

To address inequities, the new system must have inclusion at its heart. Many different
perspectives will be needed to shape the system of the future, and a key part of this process is
to ensure socially excluded populations are, to quote Professor Sir Marmot, brought ‘in from the
cold ... to provide them with the opportunity to be part of a diverse and flourishing society.’*®

1.2.1 Using the critical features to create change

The features identified above—prioritisation, collaboration, adaptability, responsiveness
and equity—have guided the Commission in its work, which, as determined by its terms of
reference, was to ‘report on how Victoria’s mental health system can ... [support Victorians] to

experience their best mental health now and into the future’?

The terms of reference focus on the mental health and wellbeing of Victorians and reinforce
the future-focused intent of this inquiry. The Commission’s role was not to concentrate on
mental health services or providers, governance and funding issues alone, or indeed on any
specific component of the mental health system. Instead, it was asked to take a system-wide
view with the aim of improving outcomes for the Victorian community. The Commission took
this to mean that it needed to extensively examine demographic and societal trends, the
broader context or ‘conditions’ of the system that influence its operation, and the parts—or
levers—of the system where a small change would produce a large, positive impact.

Designing a new system that acknowledges the current shortfalls within the system but also

looks forward to the future was a challenge for the Commission. How it undertook that work—
that is, its approach to systems design—is the subject of the next chapter.
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21 The need for a systems
approach to redesign Victoria’s
mental health system

The Commission determined early on that major changes would be needed to create a mental
health and wellbeing system that delivers better mental health and wellbeing outcomes for
Victorians. There are entrenched problems with the current system, some of which reflect the
unintended consequences of deliberate decisions by successive governments.

As the Commission noted in its interim report, Associate Professor Simon Stafrace, Program
Director of Alfred Mental and Addiction Health, Alfred Health at the time, and now Chief
Adviser of Mental Health Reform Victoria, described the effect of these decisions:

the system is achieving exactly the results it was set up to achieve, every time a decision
was made to take funding out, without keeping track of its impact on patients and their
families. It is achieving the results it was set up for, every time decisions were made

to fragment the system further by introducing elements that linked poorly with one
another and that were not integrated with the broader health system of preventative
primary health ... every time we ... turned a blind eye to deteriorating hospitals, the
sub-standard accommodation, the homelessness, the poverty and the violence that

is all too common an experience for people with severe mental iliness. ... We all have a
hand in where we are today.'

Governments have made many attempts to improve mental health outcomes in Victoria.
Since the early 1990s, there have been at least 12 Commonwealth or Victorian Government
‘strategic plans’ for mental health (refer to Figure 211).

The Victorian Government’s 1994 Victoria’s Mental Health Services: The Framework for
Service Delivery was one of these plans. The framework laid a strong foundation for reform
and aimed to achieve ‘the same high standards in our mental health system as are expected
in our general health system.”® Despite these ambitions and the strength of the government'’s
proposed approach, investment in the mental health system continued to be insufficient to
meet the needs of people living with mental illness. This remains the case today.*

The Victorian Government has known for at least a decade of these challenges. As described
in a mental health strategy for 2009 to 2019:

Action is needed not only to address the current needs of the Victorian population but

to plan for the projected numbers of people likely to be seeking help for mental health
problems in ten years’ time.®
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Figure 2.1: Plans and reports relating to Victoria’s mental health system, 1990 to date
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The Commission found that this continued lack of investment in, and failure to give priority
to, mental health relative to other areas of health expenditure are the result of deep-seated
stigma and discrimination, among other factors. The Commission’s evidence suggests that
community attitudes can prevent people with mental health issues from seeking support and
reduce policymakers’ willingness to invest in mental health.? As one doctor submitted:

services and research funding are not fairly distributed based on need—I see ‘physical’
health conditions such as cancer receiving disproportionately larger funding and
world-class health services, when the need is much greater for mental health. The
stigma is top-down and until the Government leads by showing parity and fairness, the
people with mental iliness will feel stigmatized. Until the message that mental health IS
health, then we are never going to reduce stigma.”

211 A system in need of transformation

Due to a continued lack of funding and neglect, the Victorian mental health system is
ill-equipped to meet Victorians’ mental health needs.

To compound the situation, population growth and other societal changes have contributed
to a significant increase in the estimated number of Victorians requiring mental health
services.? In an already under-resourced system, these demand pressures mean that many
people living with mental illness or experiencing psychological distress—including people
who require intensive supports—can not access mental health and wellbeing services. In
short, the system rations the vital mental health services that Victorians need.
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System pressures, such as under-resourcing and outdated infrastructure, make it challenging
for the mental health workforce to provide effective, contemporary care. There are also
workforce shortages and an unevenly distributed workforce often more pronounced in rural and
regional areas.’ As outlined in the Commission’s interim report, staff feel they are being deskilled
and constrained by working environments that do not support their practice or development.”

In addition to these pressures, there is no clear oversight of mental health service delivery.
A major contributor to the system’s complexity, in fact, is that no single entity has complete
oversight or control of the mental health system, and responsibility for funding and oversight
is primarily shared between the Commonwealth and Victorian governments.” This has led
to inadequate system planning characterised by limited demand forecasting, fragmented
approaches across catchment areas, poor infrastructure planning and piecemeal
implementation of previous reforms.” It also means that any major system reforms must
overcome traditional sector, government or departmental boundaries of responsibility,
which can act to limit collaboration, accountability and oversight. The Commission has
also observed that the lack of oversight, in particular, has also contributed to inadequate
monitoring and measurement of consumer outcomes and the inefficient and ineffective
allocation of funding.”

When the Commission considered these factors together, it was clear that simply identifying
improvements to the existing system would not deal with the root causes of current failures,
and the ineffectiveness of past reforms reinforced that point. Instead, the Commission
decided to undertake a transformational redesign of how mental health treatment, care and
support are delivered in Victoria. This led the Commission to publicly commit to delivering
an ‘ambitious blueprint’ to transform the mental health system into a mental health and
wellbeing system, despite the complexities involved in doing so.

21.2 The nature of complex systems

It is difficult to achieve positive and enduring change in any complex system, including
Victoria’s mental health system.” This is because the features of complex systems can lead to
unpredictability and unintended outcomes.

Complex systems are a group of visible and invisible interconnected parts that function
together to achieve a goal. They are often characterised by:

e interdependent relationships with other systems

o deep, interdependent relationships between system parts, including parts that operate
as a 'system within a system’

¢ dynamic behaviour, including an ability to self-organise, adapt, learn and develop new
features over time in response to change, the outcomes of which are often unpredictable.®

These features, together with the challenges they pose to system-wide transformation,
are briefly described in the following sections.
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Interdependence

Complex systems are by their nature ‘open’ systems with fluid boundaries. They do not exist
in isolation and often share deeply interdependent relationships with parts of other systems.
It is often unclear where one system stops and another starts because of these relationships
and the various influences one system may have on another. Relationships across system

or sector boundaries relating to policy, governance, funding or regulation mean achieving
change or working towards a specific outcome will involve people with different interests in
multiple systems.

The relationship between the mental health system and the housing sector illustrates this
interdependence: just as mental health can affect a person’s housing stability, a person’s
housing stability can also affect their mental health.” This means that decisions that
substantially impact housing affordability or access to public and social housing can in turn
influence a person’s mental wellbeing, the subsequent demand on services and the mental
health and wellbeing outcomes of consumers—issues that are managed primarily by the
mental health system.®

Interdependent relationships between systems can also produce positive outcomes. This
occurs when policy, funding and governance decisions are made in one system having
first considered and understood the interdependent relationships with other systems. For
example, evidence highlights how investing in integrated housing and support for young
people living with mental illness not only improves mental health outcomes but also goes
on to have a positive impact on consumer and system outcomes in other sectors including
general health care, criminal justice and social services.®

While the Commission was limited in its scope to the mental health system, it has identified
opportunities for integration with relevant sectors throughout this report.

Dynamic behaviour

Complex systems, such as Victoria’s mental health system, are also characterised by their
dynamic nature—how they change, grow or decline in response to broader changes within
or around the system. For example, emergent digital technologies continue to shape the way
the mental health system delivers treatment, care and support. There is growing use of and
support for digital self-help tools,” and helplines such as Beyond Blue, Lifeline and Suicide
Call Back now offer, or are moving to offer, multichannel and flexible access to support
through text and web-based chat services.

Although constant change and adaptation occurs in complex systems, the exact nature
and outcomes of this change are not entirely predictable. Changes in one part of a complex
system have the potential to create large changes in other parts of the system that can

be seemingly unrelated in time, proximity or proportion to the initial change.” This means
that attempts to change a complex system can often produce unintended outcomes or
consequences in other parts of the system.”

Figure 2.2 outlines how broader changes in and around the mental health system cause the

system to adapt, creating a range of unintended consequences for services, those seeking
mental health and wellbeing support, and the broader public.
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Figure 2.2: Example of unintended outcomes caused by system adaptation
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Complex systems not only constantly change but also have the capacity to self-organise,
learn and evolve over time. Without a deliberate intervention or change, a complex system

is capable of developing new (emergent) features, functions or purposes. Emergent features
can improve the system’s ability to meet a desired purpose, or erode it. In Victoria’s mental
health system, the inability of the system to meet the needs of the ‘missing middle’ is an
example of an undesirable system feature that has evolved over time. A large service gap
exists for people who cannot access mental health services because their needs are too
complex for primary care services but who also do not meet the high threshold for treatment
in a public specialist clinical mental health service.®
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This has emerged as a consequence of funding structures and investment decisions; demand
pressures; service fragmentation; and inadequate community-based service capacity. This
‘missing middle’ is now a defining feature of the current system.*

Understanding such adaptive and emergent features can only occur with a deep analysis of
system parts, their interrelationships and the overarching purpose guiding system behaviour?

The challenge of achieving positive and enduring change

The Commission used a ‘systems change’ approach to design the future mental health and
wellbeing system described in this report. Systems change refers to processes, methods or
practices that change the underlying influences on system behaviour, the way system actors
(including the people who regulate, fund, work in and govern the system) behave, or how the
overall system functions.

Systems change cannot be achieved by directing or controlling a complex system to
produce an outcome.”® The relationships between system parts, together with the constantly
changing nature of complex systems, mean complex systems must instead be influenced

or encouraged to produce a desired outcome. This is achieved by shifting the underlying
conditions that hold the most influence over how the system, and those people within the
system, operate.”

In relation to the mental health system, for example, this may require changes to parts of
the system that appear distant, unrelated or even counterintuitive to achieving the desired
outcome. These underlying system conditions include:

e structures, policies and practices
e resources (such as people, knowledge, information, infrastructure or funding)
e the relationships between system actors or parts

« the values, beliefs and attitudes that inform how people interact with or operate
in the system.”®

A deep and accurate understanding of these underlying conditions, how they relate and how
they influence the behaviour of the mental health system will commonly reveal the changes
that are most likely to produce the intended outcome in the system. While smaller, isolated or
temporary changes to the system could be achieved by changing the underlying conditions
of the system, the success of enduring and positive system-wide transformation is likely to
rely on other factors including:

e the clarity of the vision for change
e the strength and unity of leadership

e the degree to which system actors, consumers, families, carers and supporters are
engaged and empowered

e whether a culture of ongoing learning and improvement is fostered as part of
the change process.”
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Traditional problem-solving approaches may not adequately consider these factors, and
therefore they are not effective tools to promote systems change.* Instead, a broad range of
systems-specific methods and tools can be used to create positive and enduring change in
complex systems.”

David Stroh, who writes about ‘systems thinking’, suggests that one of the main differences
between traditional problem-solving approaches and systems approaches is the priority
placed on motivation, collaboration, a continuous learning mentality and identifying the
underlying system conditions that will produce positive changes across the system.* These
approaches force a deep awareness and understanding of the features of complex systems
and make the transformation of such systems possible (refer to Box 2.1).

Box 2.1: How systems thinking deals with challenges
of change in complex systems®

Systems thinking:

¢ motivates people to change because they discover their role in worsening
the problems they want to solve

e encourages collaboration because people learn how they are creating the
unsatisfying results they experience

o focuses on afew important changes over time to achieve large system-wide
impacts that are also sustainable

¢ promotes continuous learning, which is an essential characteristic of
meaningful change in complex systems.

21.3 The complexity of Victoria’s mental health system

Victoria’s mental health system is indeed a complex system. As discussed in Chapter 1: The
reform landscape, it is heavily influenced by the wider context in which it operates, and its
components are very closely connected. Its complexity arises from three main features:

e the complex nature of poor mental health and mental iliness, the social factors that
affect people’s mental health, and the resulting relationship between the mental health
system and other service systems

e the scale and diversity of different system parts and individuals, groups or
organisations that operate in or influence the way a system behaves, including the
complex relationships between the parts of the system

« the different perspectives of system actors, consumers, families, carers and supporters
on issues relating to mental health.
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The complexity of mental health and its causes

The causes of poor mental health are complex. Mental illness can be influenced by people’s
social, cultural, economic and physical environments. Public housing, social security, general
health, education, justice and employment policy and services can all affect a person'’s
mental health and wellbeing.** A person’s access to mental health services can also be
influenced by surrounding social conditions that have little direct connection with the mental
health system.*® These factors mean the mental health outcomes of the Victorian community
do not rest within the control of any one system, sector or entity.*® Any attempt to change
Victoria’s mental health system must consider this broader ‘mental health ecosystem’—
including the interrelations within and between other systems, sectors and the mental

health system.”’

The scale and diversity of system parts and relationships between them

The scale, diversity and relationship between the parts and actors within Victoria’s mental
health system also contribute to its complexity. The Commission estimates that more than

11 million Victorians will experience mental illness each year.® Many will seek or use some level
of informal or formal support through Victoria’s mental health system.

The system provides diverse mental health services including: primary care and general
counselling; clinical treatment and wellbeing supports (currently called ‘psychosocial
supports’); public specialist mental health services; and emergency and crisis services. These
services are delivered in different settings—including homes, community-based clinics,
private practices and hospitals—and access to services is often organised by a combination
of age, location and severity of illness.

The mental health workforce is similarly diverse, with medical, nursing and allied health staoff,
peer workers and a wide range of social and community service professionals providing
services to consumers. It is in fact so diverse that historically it has been difficult to determine
its exact make-up.*

The relationships between the different structural parts of the system—or system enablers—
that support the delivery of mental health treatment, care and support also contribute to

the system’s complexity. Mental health service providers and services are subject to varying
governance, funding and regulatory arrangements. These arrangements may be specific to
particular services, workforces, locations or consumers. Specific arrangements also apply to
broader functions beyond service delivery. These include data and information management,
research and innovation functions.

In addition, the shared roles and responsibilities of the Commonwealth and Victorian
governments provide another major source of complication. Each government applies
different governance, funding and regulatory approaches to the system depending on service
and provider type.
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The lack of clarity about these different approaches contributes to the complexity and
fragmentation of the system.”® This view is shared by all levels of government, with the Prime
Minister stating at the release of the Productivity Commission’s Mental Health Inquiry Report
that ‘the system is too complex and uncoordinated .., and calling for streamlined processes
to resolve those 'important areas ... where mental health services have been found to be
ambiguous or missing’” This is a view strongly shared by those who experience and work in
the system and has been acknowledged by and between services themselves.”

Different views about mental health

A range of perspectives about mental health also contribute to the system’s complexity.
Aligning the interests of those who regulate, fund, govern, use, need, work in or benefit from
the system is difficult.

Even within these individual interest groups, there can be vast differences in views about how
mental health treatment, care and support should be provided, why rates of mental illness
remain relatively constant and why problems with the mental health system persist.*

These diverse perspectives and interests form part of the fabric of Victoria’s mental health
system. While they may not be visible, they comprise the values, attitudes and beliefs, power
dynamics and relationships that create the underlying conditions for the system’s operation.

21.4 Changing the mental health system

This complexity, and the level of change envisaged by the Commission, required an inquiry
process that went beyond identifying opportunities for isolated improvements to the existing
system. As one person told the Commission, ‘[wle don’t want to fill in the pot holes, we want a
new road.”**

The Commission determined that Victoria’s mental health system needed more than
improvements to obvious system structures or to existing services or programs. It needed
more than just funding for new programs. Instead, it needed a systems approach to change—
an approach that sought to understand the underlying conditions that would transform

the current mental health system into a mental health and wellbeing system that measures
good mental health in terms of a person’s ability to participate, enjoy and achieve their full
potential in all aspects of life. To achieve this transformation, this systems change approach
would also have to support a fundamental shift in the purpose and structure of the mental
health system towards a focus on responsive and accessible community-based services that
are integrated with other services to support consumers’ wellbeing.

Adopting a systems approach to achieve this transformation has meant responding to the
complexity of the system, clarifying areas of focus, determining the major system levers
necessary for enduring and positive change, and fostering a culture of inclusive engagement
throughout the Commission’s inquiry.
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2.2 How the Commission
adopted a systems approach

The Commission used a range of processes to develop its understanding of the existing
system and to identify the most effective reform options. These included formal inquiry
processes such as gathering evidence through public hearings, community engagement and
public submission processes. The Commission also regularly exercised its power to require
relevant organisations to produce documents and other evidence under the Inquiries Act
20174 (Vic) to support its inquiry.

To supplement these, and to inform its approach, the Commission also drew on academic
research and literature on systems change, including the systems change framework (refer
to Figure 2.3). This framework is similar to other methodologies used to support systems
approaches, including the United Kingdom Design Council’s ‘double diamond’ innovation
framework and the ‘transformative systems change’ framework created by Professor Pennie
Foster-Fishman and colleagues.*

The systems change framework comprises a four-stage process of inquiry:

o define the situation—define the purpose of the system and the planned change

e gain clarity—better understand the underlying problems and conditions that affect
the system

« find leverage—find out where to intervene in the system for the greatest impact

e act strategically—take steps to create and sustain positive change.

Each stage provided a way to frame and understand the Commission’s focus and activities.
The stages encouraged the Commission to consistently ‘lift’ its analysis and discussions

to focus on reforms that would transform Victoria’s mental health system, not just improve
its parts.

The systems change framework also reflects the Commission’s efforts to embed a broader
systems-change mindset in its work. Encouraging systems practice, purposeful engagement
with interested parties, and ongoing reflection and learning helped embed this mindset.

Box 2.2 explains this concept.

2.21 Purposeful engagement

The experiences, perspectives and expertise of the public, particularly people with lived
experience, formed a critical part of the Commission’s inquiry process.

This sentiment was reflected in the Commission’s first public statement:
We want to hear from as many different people as possible and we will provide multiple

ways for people to share their experiences and make contributions throughout the life
of the Commission. This will be a Royal Commission for all Victorians.*®
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Figure 2.3: Systems change framework
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Box 2.2: How the Commission embedded a
systems-change mindset in its work

Systems practice meant tackling ambiguity, complexity and uncertainty with
confidence. It involved looking across the system to assess potential impacts of
change, down into detailed system parts to identify the root cause of issues and
then lifting back up to see how, as a whole, the Commission’s reforms would work
together to achieve a single, unified purpose.

Purposeful engagement acknowledged the important role of the public in shaping
the Commission’s reforms. In particular, the Commission listened to the voices

of people with lived experience, the mental health workforce and people with
diverse expertise in areas outside of the mental health system. By supporting
continued conversations between people with diverse perspectives, expertise and
experiences, the Commission made it possible for new insights about the system
to emerge and be incorporated into the future system’s design.

The Commission’s continued reflection, learning and adaptation promoted a
flexible and responsive approach to uncertainty and complexity. It adapted
to major societal events like the 2019-20 summer bushfires and the COVID-19
pandemic and their social, economic and mental health implications. It also
adapted its work to reflect major policy developments that came from royal
commissions and inquiries happening at the same time, the Productivity
Commission’s Mental Health Inquiry Report, and new funding and program
initiatives announced by the Victorian and Commonwealth governments.

Systems change begins with diverse, deliberate engagement. Understanding diverse views—
and the different histories, cultures and goals that inform them—is critical to identifying
reform opportunities.”’ Deliberate and focused engagement also helps transform systems by
finding the systemic and often hidden causes of issues, identifying overlooked resources and
seeing familiar issues in new ways.*®

To foster inclusive and diverse engagement in the process, the Commission tailored its
approach at each stage of the inquiry (refer to Figure 2.4). Early on, the Commission
undertook broad engagement to provide opportunities for the public to identify underlying
issues with the current system and to share their ideas about how to reform it. This feedback
helped further define the main reform challenges and opportunities for further investigation.
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As the inquiry progressed, the Commission’s engagement approach became more focused.
This helped clarify the underlying system conditions contributing to the current state of the
system and to identify which system levers should be used to effect major transformation.
The Commission heard from people with a detailed understanding of the mental health
system, including consumers; families, carers and supporters; the workforce; mental health
academics; and government officials with system responsibilities.

The Commission used public hearings, witness statements, roundtables, focus groups and
targeted consultations to understand these different experiences and perspectives. This
input helped the Commission test its understanding of the system and gain deeper insights
into the issues identified by the public.

As the Commission’s attention shifted to identifying opportunities for reform, it used witness
statements, targeted panel hearings, a dedicated Expert Advisory Committee and Consumer
Foundations Working Group, roundtables and focus groups to inform its deliberations. These
processes brought together perspectives on one or more specific reform issues identified by
the Commission.

Throughout the inquiry the Commission also considered broader expertise outside Victoria’s
mental health system. It engaged with mental health experts in most Australian states and
territories and sought specific advice from international experts in mental health policy and
service delivery, lived experience, system governance and performance monitoring, as well as
healthcare system transformation and design. The Commission obtained valuable insights
from New Zealand, the United Kingdom, Scotland, Canada and the United States through
these engagements.

The Commission’s engagement activities are described in more detail in Volume 5 of this report.

2.2.2 Promoting the voices of those with lived experience

Alongside the Commission’s broader engagement approaches, it sought to harness the
perspectives of people with lived experience.

The central role of lived experience in systems change is highlighted in systems literature.*
This is most clearly described by healthcare systems expert Professor Jeffrey Braithwaite and
colleagues, who argue that placing the patient (or consumer), their experience and wellbeing
at the heart of system reform is the ‘most crucial’ lesson of successful healthcare reform in
recent times.*

The Commission adopted specific and tailored engagement approaches to promote the
voices of people with lived experience. These included holding dedicated consumer and
family, carer and supporter 'human-centred design’ focus groups and establishing a
Consumer Foundations Working Group to provide the Commission with further consumer
perspectives across its work program. Human-centred design involves putting the user at
the heart of the design process to support citizen-centric decision making and create health
policy solutions that better serve the community.”
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These approaches were designed to challenge the prevailing power dynamics of the system
reported by people with lived experience. For example, in the Commission’s focus groups,
people with lived experience of mental iliness or psychological distress described feeling
invisible and having little influence, neither in the community, nor within the services and
structures of the mental health system:

I want to be respected. | feel like I'm not listened to. | feel I'm unsafe, lonely, isolated and
trapped in in-patient centres ... There’s a lack of respect, dignity and compassion.®

it just malkes] you feel disheartened ... like that you can’t go back [to a service provider]
because then they’re not actually listening. They're looking for [a] box to tick on paper.
And that'’s their purpose rather than actually understanding what you ... need.*®

Similar experiences were also identified through family, carer and supporter focus groups:

we're often kind of delegated to being invisible, but we don’t want to be
invisible anymore.>

at the end of the day, you know, | feel like | was absolutely left behind and | fell through
the cracks.”

I think in that sense, as a carer I'm not listened to ... sometimes | need that support and
guidance to help me and even still, there are situations where it doesn’t matter how hard
| fought, I'm not going to be listened to.*®

As consumer academic Ms Cath Roper and colleagues note, without acknowledging or
dealing with these power imbalances, those with the most power will continue to enjoy ‘the
greatest influence, regardless of the quality of their ideas or skills.”’

The Commission is grateful for the diverse contributions it received from people with lived
experience. These contributions are highlighted throughout this report.
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2.3 How the Commission identified
problems and reform opportunities

In complex systems it is common for undesirable outcomes or positive changes to come from
parts of a system that are hard to see. They can result from the relationship between system
parts or actors, the distribution of power, organisational culture or deeply held and hidden

assumptions, values or beliefs—often termed ‘mental models’*®

For this reason, in the early stages of engagement the Commission sought to clarify the
underlying conditions of the mental health system that contributed to people’s negative
mental health outcomes and experiences. At the same time, the Commission also worked to
find out people’s aspirations for treatment, care and support experiences. The aim was to
look deep within the system to identify the right changes, in the right parts of the system, that
would transform the system as a whole.

Both traditional inquiry processes—such as submissions, public hearings and community
consultations—and more innovative engagement processes supported the Commission
during this stage. For example, the Commission engaged a market research company to
conduct a community sentiment survey that helped identify current attitudes and perceptions
about people living with mental illness and about Victoria’s mental health system. The survey
results helped to shape the Commission’s reforms relating to stigma, discrimination and the
role of communities, places and sectors in promoting better mental health.

2.31 Understanding different perspectives

It is important to consider diverse perspectives to understand not only the system but also
how to change it.>®

The Commission used human-centred design activities, formal hearing panels and
issues-based focus groups to gain new insights into the mental health system and to clarify
where the underlying problems and potential opportunities for reform existed.

Drawing on human-centred design practice, the Commission hosted a range of focus groups
with consumers, families, carers and supporters as well as representatives of the mental
health workforce.

Through these workshops, participants helped the Commission clarify priorities and the
main aspirations they held for a future mental health and wellbeing system. This allowed

the Commission to compare the perspectives of people from different groups, ages and
locations to identify points of commonality and difference for further investigation. Problems
and opportunities were categorised by theme to guide subsequent reform deliberations. For
example, Figure 2.5 shows how contributions from workforce focus groups were thematically
grouped and considered by the Commission.
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Figure 2.5: Top issues of concern identified at workforce focus groups
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The Commission noted that even though different groups had different experiences and
perspectives, this did not always lead them to identify different priorities for change. For
example, consumers, families, carers, and supporters often had very similar hopes for
the future mental health and wellbeing system. These were captured in five overarching
statements about the future (refer to Figure 2.6).

Figure 2.6: Overarching statements about the future of mental health and wellbeing services
identified through human-centred design
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Source: ThinkPlace Australia, Correspondence to the RCVMHS: CSP.0001.0113.0001, Phase 1, Human Centred Design
Insights Report: Validation of the Current System Experiences of, and Aspirations for, Victoria’s Mental Health System,
2020, p. 16.
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The Commission used hearing panels as another approach to participation. Organised by
topic, these panels provided the Commission with the perspectives of multiple experts at the
same time. Panels comprised people with lived experience expertise and people with service
delivery, system management, regulation, governance, legal and academic expertise. Experts
shared their perspectives on evidence before the Commission, discussed ideas for reform and
responded to the ideas and perspectives of other panellists. These panel discussions were led
by Counsel Assisting the Commission.

2.3.2 The role of datq, research and traditional inquiry methods

The Commission also used traditional inquiry methods to clarify underlying system
structures. In addition to the 3,267 submissions and detailed engagement summaries

it considered, the Commission used more than 7,500 research articles and reports to
understand current issues and reform opportunities. During the inquiry, more than 12,000
pages of analysis were produced and considered as part of the Commissioners’ formal
deliberations and discussions alone.

Data also helped deepen the Commission’s understanding of the current system. The
Commission used the Victorian Social Investment Integrated Data Resource to consider the
mental health and wellbeing needs of certain populations at a specific time (cross-sectional
data) and over time (longitudinal data). Longitudinal datasets provide valuable insights
about mental health over a lifetime, which cannot be derived from standalone datasets. This
data resource combined information on Victorian health care, community care, education,
crime and safety.

The Commission also created a merged deidentified dataset. This included a range of
Victorian and Commonwealth data. It provided new insights into how Victorians use mental
health services and allowed the Commission to undertake analysis that had not previously
been possible. This merged dataset helped the Commission understand how consumers use
Victoria’s mental health services and other intersecting service systems (such as housing
and justice). This provided the Commission with insights relating to different cohorts and
demographics, and helped identify priority groups and services for integration. Examples of
these innovative approaches to data, including to inform workforce planning, are highlighted
throughout this report.
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2.3.3 Partnering with global experts

The Commission partnered with international experts and universities to support the
identification of leading practice in systems design, and to place its work in a wider context.
Leaders in areas as diverse as business, academia, systems engineering and design,
implementation science, public policy, regulation, digital services and social innovation
provided valuable expertise to the Commission.®®

They helped the Commission to distil the complexity of Victoria’s mental health system, to
place it in a wider societal context, and to identify opportunities to reform it. In particular, the
Commission acknowledges those who advised it through its systems advisory function, and
the Monash University Sustainable Development Institute, which held several ‘future focused’
workshops for the Commission. Others also pushed the Commission beyond a traditional
mode of inquiry; for example, the Business Council of Australia hosted a roundtable with
large digital companies; and Mr David Pearl, founder of Street Wisdom, educated staff on the
power of community and the value of place. Chapter 39: The work of the Commission outlines
the breadth of this engagement.

2.3.4 Perspectives on problems and reform
opportunities across the mental health system

People’s individual experiences and professional perspectives, combined with detailed
research and data analysis, strengthened the Commission’s understanding of Victoria’s
mental health system. This meant the Commission saw beyond individual events, experiences
and perspectives to identify important patterns or trends within, and across, the system.

Some parts of the system were more obviously identifiable—like its structures, policies and
processes. Others were less visible, like the power dynamics at play and the way the system
allocates its resources. As illustrated in Box 2.3, deeply held and often hidden assumptions,
values or beliefs (mental models) can also have a significant effect on how a system operates.

In systems practice, this process is commonly associated with the ‘iceberg model’® As inputs
are collected and analysed as a whole, they form the basis for deep insights beyond those
easily seen on the surface of the system. Figure 2.7 shows the relationship between individual
inputs, system insights and the underlying problems or opportunities for change. The
Commission repeated a similar process for each systemic pattern or trend it identified.

Themes emerged from individual events and experiences shared with the Commission, as
well as from analysis of systems performance information and data. The Commission used
these themes when it went on to identify which changes could be used to effect enduring
and positive system transformation.
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Box 2.3: The influence of ‘mental models’ on the way systems work

Mental models are often overlooked when examining systems. They reflect
society’s deepest assumptions, values and beliefs, and have a critical influence
on how systems work.?? If harnessed correctly, they are capable of totally
transforming the way systems work.%®

The Commission identified underlying assumptions, attitudes, values and beliefs
that contribute to a damaging mental model of mental health in Victoria. If
these are not addressed, they will reduce the effectiveness of the Commission’s
other reforms:

e The public still struggles to understand mental illness and lacks empathy
for people living with mental iliness. This in turn causes self-stigmatisation
of people living with a mental iliness, and it can discourage them from
getting help.**

e Stigma, discrimination and prejudice are still common experiences for
people with mental illness. Ms Kym Peake, the then Secretary of the former
Department of Health and Human Services, identified these beliefs and
attitudes towards people with mental illness as being ‘at the heart’ of
the imbalance in how the general health and mental health sectors are
resourced.”®

e There is a widespread belief—based on isolated events, fear or ignorance—
that people with mental illness are dangerous. This can result in risk-averse
policies that reflect public fear or ignorance rather than evidence, and may
have a greater than necessary impact on people with mental illness.®®

One of the clearest examples of damaging mental models of mental health
was expressed by Professor Patrick McGorry AO, Executive Director of Orygen
and Professor of Youth Mental Health at the University of Melbourne who gave
evidence in a personal capacity. Professor McGorry explained the prevailing
'‘bigotry of low expectations’ that erodes the effectiveness of the mental
health system:

[the bigotry of low expectations is] about the low expectations that we’ve
been forced to have for recovery in our [mental health] patients. ... the
system is forced into just accepting that the best that you can do for a
patient is that they can be not acutely unwell and bothering the emergency
department. ... And more subtly, if they’re just at home and they’re
reasonably happy and not suicidal or depressed, but not working and just
languishing, that’s also okay.”’

Chapter 25: Addressing stigma and discrimination further discuses stigma and
discrimination and the Commission’s related reforms.
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Figure 2.7: |dentifying the underlying problems with Victoria’s mental health system
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2.4 Finding ways to transform
Victoria’s mental health system

Having identified the underlying parts of the system—from structures to mental models—
contributing to current problems, the Commission started considering potential reform
opportunities. From here, it shifted its focus to transforming the system. At this stage of the
inquiry, the Commission wanted to identify systems levers—that is, those parts of the system
where a small change would create large, positive changes across the system.

2.41 A clear vision to support reform

Before examining ways to change the system, the Commission needed to identify the desired
outcomes of the system’s transformation.®® The Commission’s guiding principles, which were
developed following its community consultations, served this purpose (refer to Figure 2.8).
These principles reflect the Commission’s aspirations for a new mental health and wellbeing
system. The Commission’s recommendations each contribute to one or more of these
principles.

2.4.2 Identifying ‘levers’ of change

As stated at the beginning of this chapter, changing a complex system is difficult. System
transformation occurs when a profoundly different structure, culture or level of performance
emerges due to changes to what has previously been accepted as a possible or necessary
outcome of the system.®® It is more than adding new parts to the system or improving
existing ones; it involves rethinking how the system’s structures, relationships and culture
work.” The United Kingdom’s National Health Service highlights how visible and less visible
parts of a system, such as relationships, values and mindsets, must be considered as part

of systems change:

to bring about fundamental change in complex systems we also need to recognise
the importance of patterns of positive mindset and behaviour.

Often, the failure to achieve fundamental change through re-organisations, new
programmes, and service re-design efforts lies in the fact that the underlying patterns
of relationships, decision-making, power, conflict and learning in the system remain
unchanged and unchallenged.”

Recognising that systems change requires ‘shifting the conditions that are holding the
problem in place’,”” the Commission had to ‘lift’ its thinking to identify the system levers

capable of transforming Victoria’s mental health system.
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Figure 2.8: Guiding principles for Victoria’s mental health and wellbeing system

Guiding principles for Victoria's
mental health and wellbeing system

The Royal Commission acknowledges that mental health and wellbeing
is shaped by the social, cultural, economic and physical environments in
which people live and is a shared responsibility of society.

It envisages a mental health and wellbeing system in which:

The inherent dignity of people living with mental iliness or psychological
distress is respected, and necessary holistic support is provided to ensure
their full and effective participation in society.

Family members, carers and supporters of people living with mental iliness
or psychological distress have their contributions recognised and supported.

Comprehensive mental health treatment, care and support services are
provided on an eguitable basis to those who need them and as close as
possible to people’s own communities—including in rural areas.

Collaboration and communication occur between services within
and beyond the mental health and wellbeing system and at all levels
of government.

Responsive, high-guality, mental health and wellbeing services attract
a skilled and diverse workforce.

People with lived experience of mental illness or psychological distress,
family members, carers and supporters, as well as local communities,
are central to the planning and delivery of mental health treatment,
care and support services.

Mental health and wellbeing services use continuing research, evaluation
and innovation to respond to community needs now and into the future.

Note: These principles are in large part based on the many contributions made to the Commission, as well as relevant
international documents such as the United Nations’ Convention on the Rights of Persons with Disabilities, the

World Health Organization’s publications on mental health (including its 2014 report with the Calouste Gulbenkian
Foundation on the social determinants of mental health) and legislation such as the Commonwealth Government'’s
Carers Recognition Act 2070.
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To do this, the Commission lifted its focus away from the detailed specifics of underlying
problems and opportunities to look across the system and consider how system-wide
conditions were keeping the system, and its problems, in place.”® As outlined below, these
systems conditions include:

o readily visible parts, such as government policies, organisational practices or the
allocation of resources

e« observable parts, such as relationships and connections or power dynamics

« hidden parts, such as underlying beliefs or values.”

Once these conditions were understood, ‘system levers'—places where a seemingly small or
discreet shift in one part of the system produces big changes across the system—could be
identified and actioned.”

The Commission first exercised this approach in its interim report, laying the groundwork
and immediate priorities for change. For example, the ‘lever’ of the Victorian Collaborative
Centre for Mental Health and Wellbeing, while just one institution, holds a mandate to
influence mental health and wellbeing treatment, care and support across Victoria, with a
view to changing some of the ‘deeper’ characteristics of the system. While the Collaborative
Centre will affect observable system conditions by increasing system resourcing and
improving mental health treatment, care and support practices and system-wide policies,
its core functions will also address, in some way, the relational, power and mental models
that influence the current system'’s operation. A core function of the Collaborative Centre, as
described in the interim report and evidenced by the centre’s title—is collaboration: to bring
together people with lived experience, including consumers, families, carers and supporters,
researchers, and clinicians to ‘work together to improve service delivery and research.” It
should also have influence beyond the service system, with its role described as ‘positively
influencling] the way society thinks about mental health”” and its purpose including ‘to
demystify perceptions that perpetuate the stigma and discrimination that people living with
mental illness continue to experience.”®

As Figure 2.9 shows, system-wide transformation requires changes to all conditions—those
that are readily visible, those that are observable and those that are hidden. In addition to
changes to direct policies, practices and resources, the Commission considered reforms
that would:

e improve relationships and connections across different parts of the system

« tackle power imbalances between system actors, consumers, families, carers
and supporters

e challenge deeply rooted attitudes, values and beliefs that were inconsistent with
the Commission’s vision for reform.

Unless these conditions are aligned with the Commission’s overarching reform intent,

changes to structures, policies and resources would be unlikely to achieve the profound
transformation that is required.
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Figure 2.9: Conditions of systems change
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2.4.3 Identifying reform directions to transform
Victoria’s mental health system

The Commission sought ideas for reforms that would ‘shift the conditions’ of Victoria’s mental
health system. The initiatives it identified built on work done during the Commission’s 2019
participation activities—particularly the human-centred design focus groups—and again
focused on consumers, families, carers and supporters, the workforce, and people with
specific expertise in different parts of the mental health system.

Participants identified future design features that would contribute to more compassionate,
effective and contemporary mental health treatment, care and support services. These
features helped shape the Commission’s final recommendations.

The Commission used the results of its various participation activities to identify and refine
a number of potential reforms. This work was informed by broader engagement activities
with experts in related systems in Victorig, across Australia and internationally, as well as
dedicated data, policy and research analysis activities.

Final recommendations were then formulated based on their capacity to transform Victoria’s
mental health system in line with the Commission’s guiding principles. This assessment was
made by determining the capacity of the recommendation to shift the necessary underlying
conditions of the system. They were also tested to ensure they were enduring, and in line with
letters patent, sustainable and practical.

Figure 210 shows the conceptual relationship between the recommendations and the
underlying conditions in the Commission’s vision for a transformed mental health and
wellbeing system.
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Figure 210: How the Commission’s recommendations seek to influence the underlying
conditions of systems change.
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2.5 Acting strategically to
implement systems reform

Taking action to change the conditions of the mental system as proposed in the
Commission’s recommendations is the final stage of the systems change framework.
This is more commonly referred to as reform implementation.

While the Victorian Government will be responsible for implementing the Commission’s
recommendations, it will be guided in this by the Commission’s implementation approach.
This approach is outlined in Chapter 37: Implementation. The Commission encourages the
following implementation considerations for achieving systems change.

2.51 A commitment to purpose

The complex and emergent nature of systems requires an adaptive implementation
approach.” In fact, the ability to adapt to local conditions, share decision-making authority
and promote local reform innovations are hallmarks of high-performing systems.®

The Commission’s reform ambition is more than the sum of its parts. During implementation,
the Victorian Government will need to hold the vision and aspiration of this Commission as

a whole. Recommendations have been designed to work together, and implementation must
consider the relationships between reforms. Strict implementation approaches that focus

on acquitting specific recommendation requirements rather than working to achieve the
Commission’s overarching reform intent risk undermining the scale of system transformation
imagined by the Commission.

For this reason, wherever possible, the Commission has adopted a ‘minimum specification’
approach to its recommendations. This approach emphasises both the Commission’s reform
intent and the necessary reform action. In doing so, the Commission aims to balance clear
and precise descriptions of what is required to transform the system with clear statements
about what the reforms should ultimately achieve.

Outside of stipulating minimum requirements of the recommended action, the Commission
has embedded, where appropriate, a level of flexibility within its recommendations. This
ensures those who will implement the recommendations can account for factors such as
broader changes to the system’s environment that occur after the Commission’s inquiry,

or the particular needs or conditions of local communities.®’ Rather than fostering a ‘set
and forget’ implementation mentality, it is the Commission’s hope that implementing its
recommendations is a catalyst for new and continued learning and improvement guided
by the Commission’s reform intent.
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2.5.2 Continued listening, engagement and learning

Meaningfully connecting with diverse system actors, especially people with lived experience,
has been at the heart of the Commission’s approach. This connection has deepened the
Commission’s understanding of the complexity of the system and guided its thinking

about reform. To implement the Commission’s recommendations effectively, the Victorian
Government must continue to listen to and learn from the ideas, experiences and
perspectives of those in the system as it moves from the high-level system design outlined by
the Commission, into detailed design and delivery. This includes those using it, those working
in it, those managing it and the wider public. Understanding the true effect of the proposed
reforms—both on people and the broader system—can only be achieved through diverse and
continued purposeful engagement with those in the system. The Commission emphasises
that people with lived experience, alongside the mental health workforce, must be involved in
the implementation process and be part of the new decision-making structures that will lead
the future mental health and wellbeing system.

The Commission also emphasises the critical role of ‘cycles of learning’ in ensuring the
continual evolution and growth of the mental health and wellbeing system beyond the
Commission’s reforms.® A learning culture is an essential part of reform implementation.
People in the system must be encouraged to collaborate and learn, be supported to
challenge and improve prevailing attitudes, behaviours or practices and be equipped with
timely and accurate information to measure and improve outcomes. This learning culture
must be grounded in effective research, evaluation and innovation initiatives. These themes
are explored in Chapter 36: Research, innovation and system learning.

2.5.3 Leadership, collaboration and accountability

Achieving enduring change requires strong leadership. Strong leadership must continue to
advocate a clear and inspiring vision for system reform, service improvement and better
consumer outcomes. It must be capable of identifying and harnessing the strengths, energy
and contributions of diverse interests in the system to achieve that vision and hold services
accountable for delivering better outcomes. Without this, as the Hon. Julia Gillard AC, Chair
of Beyond Blue notes, there is a risk that government inaction is justified by division or
competition between key players: ‘decision-makers get let off the hook if advocates compete
and criticise, rather than cohere.”®

Similarly, collaboration between governments, across different sectors and between service
providers will also be a feature of effective implementation efforts. This will require new
approaches to overcome traditional barriers to collaboration including policy, sector and
government boundaries. Efforts to align the interests of different governments, sectors and
service providers to achieve mutually beneficial outcomes will be required; and these efforts
must be underpinned by genuine engagement and, where appropriate, shared decision making.
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Effective governance and accountability arrangements are required to instil public confidence in
the mental health and wellbeing system. They are also a critical supporting function for system
leadership and cross-sector and cross-government collaboration.® The system leadership and
oversight functions of the Mental Health and Wellbeing Commission will hold a central function
in this regard. The new commission must work to elevate the status of mental health across
government and the broader community, and demonstrate an ongoing commitment to holding
the government to account for realising the reform vision outlined in this report.

2.5.4 Sequencing implementation efforts for success

The scale of the system reform envisaged by the Commission and reflected in its
recommendations will lead to one of the most substantial service system transformations

in Victoria’s recent history. It will also reflect a significant undertaking for the Victorian
Government—particularly in light of the policy, budget, workforce and mental health service
demand pressures associated with the COVID-19 pandemic and the 2019-20 summer
bushfires.

In designing an implementation approach for its reforms, the Commission has been
conscious of recommending an approach that balances the pace and scale of reform with
the urgency of addressing the substantial problems outlined in its reports. The Commission
has given priority to the implementation of recommendations within the first two years of
government receiving its report that:

* respond to urgent service requirements

o deal with the deeper underlying system conditions that will lay the groundwork to
sustain successful broader reform efforts over multiple years

o reflect the building blocks (or are a necessary precondition) for other recommendations.

The Commission has further sequenced the implementation of its remaining
recommendations over two further waves of reform that extend over a 10-year period. This
approach will support existing and new organisations to fulfil their immediate service delivery
requirements, build new capabilities required for the reforms and support a sustained,
long-term commitment to reform over successive years.

The Commission’s broader implementation approach is outlined in Chapter 37: Implementation.

2.5.5 A long-term focus on better outcomes

As noted earlier, the implementation of reforms outlined in this report, will require a ‘lift’ in
focus from the specific requirements of each recommendation, to a longer-term vision for the
collective impact of the reforms. The implementation process must consider the system-wide
implications of the Commission’s recommendations, and maintain a focus on the desired
outcomes, particularly the health outcomes, of the reform agenda.
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As outlined in the Commission’s letters patent, the Commission was asked to be strategic and
to focus on outcomes as it conducted its inquiry. The Commission has worked to give priority
to recommendations that will individually and collectively improve outcomes for people living
with a mental iliness; their families, carers and supporters; the mental health workforce and
the broader public.

As the next chapter: Chapter 3: A system focused on outcomes shows, the reform agenda

for the Victorian Government includes developing a Mental Health and Wellbeing Outcomes
Framework that will guide the planning and investment decisions for the system in the future.
An outcomes approach will support the Victorian Government, across all portfolios, to work
together towards the ultimate vision for the system, and will act as a guiding light to support
reform activity. The Commission expects this outcomes approach to continue to push the
boundaries for system reform beyond the life of this Commission and its recommendations—
which will be a collaborative effort.
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Recommendation 1:
Supporting good mental
health and wellbeing

The Royal Commission recommends that the Victorian Government:

1.

2.

build on the interim report’s nine recommendations and develop a Mental Health and
Wellbeing Outcomes Framework to drive collective responsibility and accountability for
mental health and wellbeing outcomes across government portfolios.

through a newly established Mental Health and Wellbeing Cabinet Subcommittee,
chaired by the Premier (refer to recommendation 46(2)(a)), use the Mental Health and
Wellbeing Outcomes Framework to monitor outcomes to inform planning and policy
decisions.

use the Mental Health and Wellbeing Outcomes Framework das a mechanism to inform
government investment processes and assess the benefits, including the economic
benefits, of early intervention.

update the Mental Health and Wellbeing Outcomes Framework and publicly report on
progress against outcomes at a service, system and population level, every year.
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31 A new approach to outcomes

Achieving good outcomes for individuals, including consumers, families, carers and
supporters, and for the workforce and community, is fundamentally important and
foundational to the Commission’s reform agenda. The terms of reference in the Commission’s
letters patent specifically direct the Commission to inquire into ways to deliver the best
mental health system outcomes, and then to recommend the process by which to deliver
those improved outcomes for Victorians.’

Outcomes are, of course, the consequences of actions or interventions, such as the way
services are delivered. They indicate what is working and what is not. When outcomes

are articulated to define an aim and that is then monitored, reported and used to make
comparisons—they serve several functions. These include supporting government and
service providers to deliver treatment, care and support to achieve the best health, wellbeing
and safety of Victorians, and promoting accountability and confidence in the system.

It is the Commission’s expectation that an outcomes approach that is transparent and
captures what matters most to people; that is applied to government, service providers and
the broader system, will help, through and as part of systems design, transform the mental
health and wellbeing system.

The Commission recognises that it is not alone in calling for an outcomes approach. In
contributing to the Commission, many people and organisations asked the Commission to
consider outcomes and outcomes measurement?® and their ideas on how to improve mental
health and wellbeing outcomes are shared throughout this report. Outcomes frameworks
provide the instrument to connect ambition with policy, service delivery and agenda setting,
and are increasingly used by governments to do so. As Dr Michael Porter points out, they
should be seen collectively as a core foundational element of an evolving health system:

Achieving good ... health outcomes is the fundamental purpose of health care.
Measuring, reporting, and comparing outcomes is perhaps the most important step
toward unlocking rapid outcome improvement ... Outcomes are the true measures
of quality in health care ... Thus, outcome measurement is perhaps the single most
powerful tool in revamping the health care system.®

However, maximising the multiple purposes of outcomes, and embedding them in processes
to facilitate change, is not without its complexities. There are challenges in adopting

an outcomes approach—outcomes can be difficult to define and often concentrate on
immediate results rather than the longer term. As Dr Porter notes:

There is no consensus on what constitutes an outcome, and the distinctions among

care processes, biologic indicators, and outcomes remain unclear in practice. Outcome
measurement tends to focus on the immediate results of particular procedures or
interventions, rather than the overall success of the full care cycle for medical conditions
or primary and preventive care.’
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In its 2019 report on mental health outcomes, the King’s Fund acknowledged the tension
between different approaches to outcomes—in particular, balancing the population health
perspective with an emphasis on the individual:

Should we focus on improvements in the overall health and wellbeing of the

population ... ? Or should we focus on delivering responsive care that is tailored to
individuals, attending to their personal needs and aspirations? Both are laudable
objectives, and the simple answer is that we should try to do both, but they do not sit
entirely comfortably together. Some service users and professionals clearly believe that
the balance has shifted too far towards the pursuit of generalised outcomes for the
population rather than attending to the individual. Any approach to outcomes that loses
sight of the individual is surely part of the problem, rather than the solution, and unlikely
to lead to humane or effective care.’

While the Commission agrees there are multiple points of balance to be struck, it
recommends a new Mental Health and Wellbeing Outcomes Framework that adopts a
broad view of mental health and wellbeing outcomes—for individuals and the population—
over short, medium and long timeframes. This is a key feature of the systems approach

the Commission has used, discussed in Chapter 2: The Commission’s approach to reform.
As leading systems thinker and author Mr David Stroh points out:

it is easy to be seduced by short-term data and readily measured outcomes even
though they might not be indicative of long-term gains. By contrast, systems thinking
focuses on both qualitative and quantitative data [and] assesses progress differently
over multiple time horizons ..°

Adopting a broad perspective of outcomes is necessary to reflect ‘the realisation that

[the public service works] in complex, interwoven systems where boundaries are fuzzy,

and governments engage with many other actors to achieve outcomes'’ Reflecting this
complexity will require the Mental Health and Wellbeing Outcomes Framework to serve
multiple functions. At its core, however, it should support the evolution of the mental health
and wellbeing system using a ‘whole-of-system’ approach—enabling service providers,
regions, communities and all levels of government to collaborate and drive positive change.

From a ‘whole-of-government’ perspective in Victoria, the framework will improve
accountability and collaborative decision making across and between government portfolios.
This will require deep consideration of the breadth of potential factors contributing to
achieving good mental health and wellbeing outcomes, regardless of which government
portfolio is responsible. When implemented effectively, the Mental Health and Wellbeing
Outcomes Framework will help shift the emphasis from narrow, fragmented and transactional
decision making to a broad, holistic and system-level perspective of mental health and
wellbeing. This new perspective will be better at identifying what works and more capable

of embedding positive improvement across the mental health and wellbeing system.?
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Specifically, the benefits of an outcomes approach will include:

e providing a true measure of healthcare quality to guide improvement efforts—from
immediate outcomes of treatment, care and support, to longer term recovery9

e improving planning and investment decisions—by supporting different participants
in the service system to come together to consider trade-offs and make appropriate
decisions; sometimes greater spending in the short term can open new opportunities
for improved outcomes and cost savings in the medium to long term™

e ensuring greater government and provider accountability—measuring only outputs
can result in too much focus on tracking individual items, such as services delivered;
measuring outcomes, however, moves the focus to value delivered”

+ allowing the system to adapt deliberately and incrementally over time—health
systems have historically used intensive, one-off interventions to overcome problems;
increasing the emphasis on outcomes, including long-term outcomes, can shift the
emphasis from one-off approaches that favour ‘quick wins’ to approaches that are
steadier, more incremental and generate long-term gains.”

Additional evidence before the Commission supporting each of these benefits is discussed
throughout this chapter. Key terms are listed in Table 3.1.

Ultimately, the Commission considers that a clear and consistent vision, reflecting a common
approach to system outcomes, will be critical in unifying the diverse interests, skills and
experience of those participating in the system and its reform. It will also be critical in holding
them accountable for their contributions towards those outcomes. This is particularly
important in mental health systems, which have been characterised as being ‘'squandered

by territorialism’ in a climate of limited resourcing and severe demand pressures.” As the
Hon. Julia Gillard AC, Chair of Beyond Blue, said, all parts of society must work together to
ensure the success of the future mental health system:

Whole-of-government, whole-of-sector, whole-of-community, every-one of us has
a role to play.”
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Table 3.1: Key terms

Outcomes domains

Categories or groups of outcomes relating to broad areas of mental health
and wellbeing. For example, outcome domains could relate to providing
safe and high-quality mental health services, or could relate to consumer
satisfaction with service delivery and treatment, care and support.

Indicators

Qualitative or quantitative measures that can help determine change or
progress and can be used to determine whether short-, medium- or long-term
outcomes are being achieved. When indicators are used to measure the
outcomes of a particular program or intervention (for example, resulting

from reforms), they are measured from a baseline (before the program or
intervention), at regular intervals after the intervention starts, and at the end.®

Outcomes

Changes to the health or wellbeing of a person, group or population that
result from some kind of intervention or multiple interventions. Interventions
are defined very broadly and include particular models of treatment, care
or support or making health services more accessible or acceptable to
consumers. Individual health outcomes are measures of individual health
and wellbeing status. These can be measured in the short, medium and long
term. Population-level outcomes are measures of aggregated data on the
health of a population—for example, the population of Victoria or Australia.
Qutcomes are measured using indicators.

Whole-of-
government

Although there is no universally agreed definition of whole-of-government
approaches (often interchangeably referred to as ‘joined-up approaches’),
the Commission uses this phrase to denote different areas of government
(for example, health, human services, justice and corrections) working
together to achieve shared outcomes.”

Whole-of-system

The Commission’s terms of reference define the mental health system by
reference to mental health services that are funded wholly, or in part, by
the Victorian Government. As the terms of reference define the remit of the
Commission, it is these services that largely, although not solely, form the
focus of the report. When the Commission refers to ‘whole-of-system’ in
relation to the mental health system, the reference is to a broader system.
This includes not only public sector bodies and organisations at the federal,
state and local government levels. It includes all people and organisations
who participate in—or are connected with—the new mental health and
wellbeing system recommended by the Commission.
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3.2 Fundamental challenges
with previous approaches

Governments are increasingly developing outcomes frameworks to guide their efforts

in particular policy areas, and Victoria is no different. Outcomes frameworks have been
established in Victoria across multiple policy areas—including family violence, Aboriginal
affairs, disability and community resilience—with the central goal of ensuring adaption,
learning, iteration and improvement.”

Victoria’s first early attempt at a mental health outcomes framework was Because Mental
Health Matters: Victorian Mental Health Reform Strategy 2009-2019. The strategy stated
that ‘[m]ental health reform needs to be driven by a set of agreed outcomes, regular
monitoring of progress, and accountability structures that provide transparency on what is
being achieved’”® Recognising the broad factors that influence mental health and wellbeing,
the strategy committed to developing ‘new monitoring and accountability arrangements
based on a shared whole-of-system outcomes framework incorporating health and social
indicators that reflect broader individual and community goals’.”™ While no indicators were
proposed, and the outcomes set were only preliminary, the structure recognised the inherent

requirement to consider mental health in a wider societal context.

This work was taken forward under Victoria’s 10-Year Mental Health Plan, released in
November 2015. The plan also recognised that a broad perspective is required to support
mental health and wellbeing, one that goes beyond the mental health system:

Universal education and healthcare, liveable cities, good jobs, safe communities, stable
and affordable housing and healthy families are among the building blocks of mental
health and wellbeing.*

Reflecting this broad perspective, the plan’s outcomes extended to inclusion and
participation, recovery and self-management (refer to Table 3.2).”' The government continues
to develop and refine these outcomes and reports against them (including new and revised
outcomes) annually in Victoria’s Mental Health Services Annual Report.”

In the latest annual report, released in December 2020, data was reported against 12 of the
16 outcomes, with four of the indicators still being developed.”® Data indicates that some
progress has been made in recent years—for example, in relation to the mental health and
wellbeing of Victorians—with the proportion of the Victorian adult population with high or
very high levels of psychological distress decreasing slightly overall across the three years
prior to 2018 (from 17 per cent to 15 per cent).* In relation to the majority of other outcomes,
however, the data showed little improvement, relatively stable results, or slight declines. In
particular, the measures indicate issues with equality of outcomes, with data showing that
Aboriginal Victorians continue to be over-represented in clinical mental health services®™ and
suggesting the proportion of the Victorian rural population experiencing high or very high
levels of psychological distress has been slowly increasing.” It should be noted, that accurate
results may, however, only emerge after long periods of time.”
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Table 3.2: Current Victorian mental health outcomes in Victoria’s 10-Year Mental Health Plan

Domain Outcomes

Victorians have good mental 1. Victorians have good mental health and wellbeing at all ages
health and wellbeing. and stages of life.

2. The gap in mental health and wellbeing for at-risk groups
[is] reduced.

3. The gap in mental health and wellbeing for Aboriginal
Victorians is reduced.

4. The rate of suicide is reduced.

Victorians promote mental 5. Victorians with mental iliness have good physical health
health for all ages and stages and wellbeing.
of life. 6. Victorians with mental illness are supported to protect

and promote health.

Victorians with mental iliness 7. Victorians with mental iliness participate in learning and
live fulfilling lives of their education.
choosing, with or without 8. Victorians with mental iliness participate in and contribute

symptoms of mental illness. to the economy.

9. Victorians with mental illness have financial security.

10. Victorians with mental iliness are socially engaged and live
in inclusive communities.

11. Victorians with mental illness live free from abuse or violence,
and have reduced contact with the criminal justice system.

12. Victorians with mental illness have suitable and stable housing.

The service system is accessible, 13. The treatment and support that Victorians with mental

flexible and responsive to people illness, their families and carers need is available in the right
of all ages, their families and place at the right time.
carers and the workforce is 14. Services are recovery-oriented, trauma-informed and

supported to deliver this. family-inclusive.

15. Victorians with mental iliness, their families and carers are
treated with respect by services.

16. Services are safe, of high quality, offer choice and provide a
positive service experience.

Source: Department of Health and Human Services, Victoria’s Mental Health Services Annual Report 2019-20, 2020, p. 18.

Mental health outcomes are also captured and reported at the national level. This occurs
annually through the Productivity Commission’s Report on Government Services, covering
Australian, state and territory governments’ management of mental health and mental
ilinesses. While largely focused on service provision, the annual report does cover issues

of prevalence of mental iliness, social and economic inclusion of people living with mental
illness, stigma and discrimination.”® However, measures against the indicators are limited in
number and largely based on historical considerations. For example ‘timely access to mental
health care’ does not reflect contemporary community service provision, and in 2020 is still
reported as the proportion of people who present to an emergency department, and the time
it takes for them to be seen®
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More broadly, the National Mental Health Commission monitors major mental health system
reforms and the mental health system generally. It reported on these matters in its annual
national report and in the Fifth National Mental Health and Suicide Prevention Plan, 2018
Progress Report.®° In 2018 the National Mental Health Commission released a new monitoring
and reporting framework for mental health and suicide prevention, using the framework

to identify outcomes based on the Contributing Life Framework.” The Contributing Life
Framework considers factors that influence a person’s mental health. It also recognises that
while access to healthcare services is important, this alone may not enable people living with
mental iliness or psychological distress to live fulfilling lives. Acknowledging that there is no
single definition for ‘fulfilling lives’, the National Mental Health Commission describes it as:

a fulfilling life enriched with close connections to family and friends, good health and
wellbeing to allow those connections to be enjoyed, having something to do each
day that provides meaning and purpose, whether it be a job, supporting others or
volunteering, and a home and being free from financial stress and uncertainty.*

The Victorian Government already supports a collective approach to outcomes, as noted
in the Outcomes Reform in Victoria report.’® Encouragingly, this report recognises that
shared outcome frameworks provide a common language and a ‘starting platform’ to
support collaborative action on shared outcomes.®** This can, in turn, assist government
to consider the broader social, economic and environmental drivers of outcomes, and ...
ensure frameworks cut across traditional policy divisions’* The Commission agrees with
the direction of this work, which states that outcomes need to be ‘clear, unambiguous and

high-level statements about the things that matter for people and communities’*

These efforts demonstrate that governments are interested in understanding and publicly
reporting on outcomes. Yet, as explored below, fundamental challenges with approaches to
date have contributed to the aspirations of the state and national frameworks not yet being
fully realised and translated into action. A bolder approach is required.

3.21 Mental health outcomes approaches
have been narrowly applied

The mental health outcomes approach adopted in Victoria demonstrates a commitment to

a wide definition of mental health and the importance of wellbeing. For example, Victoria’s
10-Year Mental Health Plan contains the domain that ‘Victorians with mental iliness live fulfilling
lives of their choosing, with or without symptoms of mental illness’,¥ with associated outcomes

measures including financial security, social engagement and economic participation.®®
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However, significant shortcomings include that only two of the six indicators that relate
to living a ‘fulfilling life’, namely learning and education, and stable housing, have been
established and applied since the plan was launched in 2015.% Even with this rectified,
outcomes measures need to be taken further and connections between them developed.
As Professor David Copolov AQ, Professor of Psychiatry and Pro Vice Chancellor of Major
Campuses and Student Engagement at Monash University noted:

| consider that the most important outcome measures for anyone with any mental

iliness are that they: (a) have the best quality of life possible, which optimises their
capacity to contribute to society and to enjoy close social connectedness; (b) are in an
integrated system where they go from hospital into the community knowing that there is
security of accommodation joined up with various services, including employment, legal,
and social services and the provision of educational opportunities.*°

For this to happen, Professor Copolov argued that outcome measurement needs to be
reformed to capture a comprehensive view of people and their circumstances.”

Indeed, the Commission has heard that current approaches do not always measure the
things that are most important to people. For example Ms Cath Roper, Consumer Academic
of the Centre for Psychiatric Nursing at the University of Melbourne reflected that services do
not measure a person’s sense of agency over their own lives.®

Ms Mary O’'Hagan MNZM, Manager Mental Wellbeing at Te Hiringa Hauora in New Zealand
shared similar observations:

If the people who use services designed these measures they would look completely
different. They would not obsess over symptoms and risks and deficits but would be
focused on holistic wellbeing and on the things that are important to us all: How do | feel
about myself? Am | connected to a social network and a cohesive culture and family? Do
| have secure housing? Do | have a valued contributing role? ... *

The Productivity Commission also recognised the importance of the social determinants
of mental health and the need for a focus on wellbeing in outcomes approaches. The
Productivity Commission was, however, critical of the current approach to monitoring
and reporting outcomes:

Given the importance of social determinants and the effects of mental ill-health on
a person’s functioning, a lack of monitoring and reporting on personal factors, such
as employment, physical health and income, is a significant shortcoming.**

As recognised in the Commission’s interim report, and discussed in Chapter 4: Working
together to support mental health and wellbeing, the causes of poor mental health are
multifaceted.”® Across people’s life spans, mental health and wellbeing outcomes are shaped
by factors including: genetic and neurobiological factors; life experiences; and social, cultural,
economic and environmental conditions.*® Broadly, social determinants can act as ‘risk
factors’, increasing the likelihood of developing poor mental health or impeding recovery; or
they can be ‘protective factors’, which may prevent or reduce the negative impacts of some
forms of mental iliness, or facilitate recovery.”
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Social determinants influencing mental health and wellbeing outcomes extend beyond the
reach of mental health and health policy portfolios. Because mental iliness is associated
with several social factors, access to mental health services alone does not go far enough

in responding to poor mental health and wellbeing outcomes.* For example, Ms Robyn Kruk
AO, Interim Chair of Mental Health Australia, giving evidence to the Commission in a personal
capacity, stated that many of the ‘levers’ that can improve mental health outcomes do not
directly relate to health or mental health. Effective action, therefore, requires a variety of
outcomes to be described, measured, monitored and reported.*

Using narrowly focused mental health outcomes measures also risks ‘skewing’ the attention
within both services and the system more broadly. James Mansell, an independent consultant
with experience using data to support investment approaches to state sector reforms in

New Zealand, advised that a broad range of indicators are needed for a ‘balanced system”:

Indicators overly focused on ... high-risk adverse events tend to skew the system towards
being too coercive and too focused on tertiary responses and risk management, rather
than on lifting general well-being.*

Adopting a narrow range of outcomes measures can have unintended consequences.

For example, if services adopt a narrow focus to manage occupational safety, they may
become over-reliant on risk management and assessment,” which in turn may lead to
increased use of restrictive practices (further discussed in Chapter 31: Reducing seclusion
and restraint). Mental health services need other options to improve the safety of consumers
and staff, and to reduce the use of seclusion and restraint. This includes alternatives

that respond to increasing distress or agitation, help prevent conflict and enable earlier
interventions (de-escalation).” Adopting a comprehensive outcomes framework can support
this by broadening the approach of service delivery beyond the sole focus of managing

risk, to instead simultaneously provide safe environments for consumers and staff and
promote delivery of recovery-oriented treatment, care and support, and uphold the rights

of consumers.

Finally, it is important that outcomes measures, once properly and comprehensively
established, are applied across multiple settings and cohorts. As the Victorian
Auditor-General acknowledged in a 2019 review of Victoria’s mental health system, indicators
of the outcomes within Victoria’s 10-Year Mental Health Plan are currently only collected for
people living with mental illness or psychological distress who are already in contact with the
mental health system:

There are few measures in the outcomes framework for the 10-year plan that directly
capture performance against providing access to services or increasing service reach—
this is despite the acknowledged performance problems in this area—which shows a
lack of focus on the most pressing issue the system faces.*

There are no measures of wait times for services, the numbers of consumers declined
or delayed service due to capacity constraints, or consumer-reported experience of

service accessibility.>

The importance of capturing outcomes across the population, including regionally,
is discussed in section 3.3.
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3.2.2 Government silos work against efforts to improve outcomes

The influence of siloed approaches to interrelated social and policy challenges is well
documented in Australia and internationally. These challenges are also apparent in Victoria’s
mental health system. Mental health services are not well connected with each other, with
other health and treatment services, or with other support systems and services.®® In the
absence of a whole-of-government approach spanning areas of government:

A single agency will often not recognise or respond effectively to the
inter-connections between the outcomes it is seeking and those sought by other
agencies. This fragmentation means there is no-one with visibility of the system
as a whole and of its performance.®®

In her evidence, Ms Carolyn Gullery, Executive Director of Planning, Funding and Decision
Support for the Canterbury District Health Board in New Zealand, gave an example of the
duplication and potential fragmentation that can result from health system silos:

In my experience, health systems end up looking like how the funders organise
themselves. If funders of the health system organise themselves in silos, then the health
system will also work in competitive silos duplicating service responses.”

Mental health and wellbeing outcome frameworks that adopt a whole-of-government
approach have the potential to create a more complete picture, support connections and
align efforts towards common goals.”® Because the system is so complex, and the needs of
individuals are varied and often interrelated, the overall effectiveness of the system hinges on
the actions of multiple participants, their relationships with one another and the structures
that guide them.* Building a shared understanding about interrelated outcomes and ways

of working across program and organisational boundaries is therefore critical.®® But the way
in which governments are structured and currently organised reinforces siloed approaches
to decision making. These structures sometimes present barriers to effectively responding to
the multifaceted needs of individuals.”

The National Mental Health Commission reflected:

there is currently a fragmented approach to dealing with social determinants and their
influence on mental health, with responsibility for mental health-related policies and
programs dispersed across Australian Government portfolios ... Mental health and social
determinants policies should not be created in silos.*

Silos can also result in a failure of departments or policy areas outside of mental health—for
example, employment or justice—to view mental health as an area of shared responsibility:

where mental health-related data is collected, and could contribute to person-centred,
outcomes-focused monitoring and reporting, it is unclear to what extent it is used. ...
This could be in part because mental health is not seen as a key area of responsibility
of non-health portfolios.®®
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It is the Commission’s view that—given different departments and portfolios influence mental
health and wellbeing outcomes both positively and negatively—they should be collectively
accountable for ensuring outcomes improve over time. The existing mental health outcome
frameworks do not recognise the interdependencies between different portfolios, nor do they
facilitate collective accountability, both in Victoria and nationally. Existing frameworks and
measures mostly do not support government agencies to work as one, do not support shared
understanding and shared direction, and do not support difficult decisions about prioritising
investments and understanding trade-offs.

3.2.3 Siloed funding and budget processes
impede collaborative investment

Silos between government departments can be exacerbated by siloed funding and budget
process arrangements. Placing a greater emphasis on outcomes in commissioning—the
planning, purchasing and monitoring of services—can help overcome existing silos and bring
disparate parts of the system together around a shared focus. Mr Terry Symonds, the then
Deputy Secretary of Health and Wellbeing in the former Department of Health and Human
Services, suggested that:

At all levels, the outcomes focus of commissioning will be an engine for collaboration.
The outcomes that consumers and communities nominate as the most important
cannot be achieved by any one service, or any one level of government. When there is a
genuine shift towards outcomes, it heightens the incentive to collaborate.*

Despite the best efforts of individual departments to work together to manage systems and
commission appropriately, structural challenges in overarching budget processes exist.

In particular, a singular focus on the funding and accountability of individual portfolios,
departments and service providers make it difficult to collaborate. Mr David Martine PSM,
Secretary of the Department of Treasury and Finance, told the Commission:

The output funding model is premised on holding individual departments and portfolio
Ministers to account for delivery of an output ... This can present challenges where
effective delivery of an output relies on the effective delivery of related outputs,

which is common in social services. For example, there is a presumed interdependent
relationship between homelessness and mental health service systems.®®

Another shortcoming of the budget model is its spotlight on individual activities and services
over a single year or four-year budget cycle. This does not encourage joined-up or long-term
investment approaches. This often leads, for example, to failing to prioritise resources for
prevention activities. Mr Martine acknowledged this context:

the output model is focussed on the activities and services delivered, with reporting on
agreed performance measures generally framed around a financial year. Outcomes
are often measurable only over a longer timeframe, particularly to test the impact and
sustainability of gains over time.®®
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This view was supported by Mr Andrew Greaves, Victoria’s Auditor-General, who was critical
of the public sector’s approach to outcome measurement and the output funding model:

Systemically, | note the lack of a mature outcome measurement and reporting
framework has been, and remains, a feature of the Victorian public sector. While
reporting on outputs is important, the output-based budgetary framework has
not fostered, and is in many respects antipathetic to, measuring and reporting on
outcomes.”

But the current model does not mean collaboration is impossible. Mr Martine gave
evidence that:

While the output model ostensibly does not support funding a single output across
multiple portfolios or departments ... additional arrangements are put in place such

as providing funding to multiple departments for the individual aspects of a joint or
common activity for which each is responsible. This is sometimes referred to as a whole
of government approach ...

While the Commission recognises efforts towards greater cross-portfolio collaboration in
relation to mental health and wellbeing funding and budget processes, the current system
needs to change to enable a longer term, true whole-of-government investment approach.

3.2.4 Limited use of information and data in
performance management and system oversight

Outcomes frameworks, when implemented effectively, should operate at two levels: supporting
collective stewardship of an entire system, as well as individual organisational accountability—
for example, through performance monitoring (discussed in Chapter 28: Commissioning for
responsive services). To enable this, the right information needs to be collected (specific

but also broad in nature, as discussed in section 3.21), and then used and reused in clear
accountability structures, at the service provider level, regionally and statewide.

Governments at all levels already collect information on mental health and wellbeing, but,
as multiple participants of the Productivity Commission mental health inquiry noted, it is not
effectively rationalised.®® The Productivity Commission also noted that even where data is
collected and has the potential to translate into meaningful person-centred reporting, how it
is used often remains unclear.”

There is no indication that the mental health outcomes reported annually in Victoria’s Mental
Health Services Annual Report, nor by the National Mental Health Commission, are used to
drive accountability, or inform decision making. Indeed, the Victorian Auditor-General’s report
on child and youth mental health noted that in Victoria, the former Department of Health and
Human Services lacked a ‘clear method’ for monitoring and overseeing the mental health
system.” This not only makes it hard to advise government on system challenges or resource
needs, but it also makes it difficult for the department to fulfil its role to protect ‘the most
vulnerable’ Victorians.”
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The Victorian Government has recognised that strong oversight and management is required
to achieve good outcomes:

We would welcome the Royal Commission’s advice on how we could progress with
developments to ensure we have the system capabilities to support strong management
and oversight, focused on achieving outcomes for individuals and the community.”

The need for strong accountability and oversight is also a challenge facing the Commonwealth
Government. A recent review of the Australian public service by the Australia and New Zealand
School of Government examined how accountability could be improved to drive better
government decision making. The review highlighted the need for change in the way the public
service evaluates outcomes and learns from this evidence to continually improve.”

This challenge and desire for change is also global. A report on member countries of the
Organisation for Economic Co-operation and Development stated:

The quantity of performance information available to decision makers has substantially
increased; however, countries continue to struggle with issues of quality and with
ensuring information is used in decision making. It takes time to develop ... indicators,
and even longer to change the behaviour of key actors in the system (politicians and
bureaucrats) so that they use this information ...””

Impediments to the change sought—that is, better information collection to drive better
accountability—are many but include limited or inconsistent data collection and reporting”
coupled with limitations relating to leadership and coordination.” The Commission’s view

is that the new Mental Health and Wellbeing Outcomes Framework will address these
challenges, as explored below.
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3.3 A new mental health and wellbeing
outcomes framework for Victoria

As outlined in Chapter 2: The Commission’s approach to reform, there are entrenched problems
with the current mental health system, which in most part reflect the unintended consequences
of decisions by successive governments. That chapter, and the Commission’s interim report,

note that ‘the [current] system is achieving exactly the results it was set up to achieve’”

Yet many people have shared with the Commission their ideas and vision for the outcomes
they seek from a reformed system, as expressed throughout this report. Distilled from

the Commission’s human-centred design work and described in Chapter 2, common,
high-level outcomes identified by people with lived experience include: access to safe,
healing and restorative care settings; receiving compassion and care; and belonging to

a supportive community.”

The new Mental Health and Wellbeing Outcomes Framework for Victoria must build on the
Commission’s work and provide a clear picture of what a high-quality, contemporary mental
health and wellbeing system looks like. The framework will represent a public commitment to
the vision for a transformed system.

As outlined throughout this report, improving the mental health and wellbeing of Victorians
will require action through a whole-of-system and whole-of-government approach. This

will enable all levels of government, service providers, businesses and communities to
collaborate to drive change. As Dr Margaret Grigg, CEO of Forensicare, told the Commission,
‘[tIhe complexity of the mental health system is that there is no single agent that can be
responsible for all the mental health outcomes of a community’® Indeed, as stated in a
personal capacity by Professor Sir Michael Marmot, Director of the Institute of Health Equity
at University College London, taking action to reduce particular inequalities ‘does not require

a separate health agenda, but action across the whole of society”®

3.3.1 Design features of a new mental health
and wellbeing outcomes framework

The Commission has developed a set of design features to be used by the Victorian
Government to guide establishment of the new Mental Health and Wellbeing Outcomes
Framework. These features have been informed by witness statements, public submissions,
expert advice, the wider academic literature and reference to other mental health and
wellbeing outcomes frameworks. The design features are set out in Box 3.1.

The features identified by the Commission have also, in part, been guided by advice from

James Mansell, who delivered an ‘information blueprint’ to the Commission that outlined the
essential information and structures required to support decisions based on outcomes.*
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Box 3.1: Design features of contemporary mental
health and wellbeing outcomes frameworks

Mental health and wellbeing frameworks must be developed with people,

not for people

Extensive engagement, with broad representation from those who use, work in,
regulate, fund and oversee mental health systems, and also those who work in
adjacent social services, should inform the development of mental health and
wellbeing outcomes frameworks. It is crucial that the framework be created in
partnership with consumers, families, carers and supporters, and as captured in
recommendation 49—outcomes must reflect what matters most to the people
who are the beneficiaries of the service or system.®® As the Commonwealth
Treasury has previously suggested, ‘it is individuals who count and what they

value in life that matters’®

Mental health and wellbeing frameworks must take a broad view of mental health
and wellbeing

Mental health and wellbeing should be defined broadly in mental health and
wellbeing outcomes frameworks, and should consider the social determinants

of mental health and a community’s own perspectives on what contributes to
good mental health and wellbeing. Access to housing, education, meaningful
employment and living free from discrimination should be considered.®*® Some
frameworks go further, considering a person’s relationship to their surroundings,
feelings of safety and their capacity to enjoy the natural and built environment,
including their ability to be mobile.*® Other frameworks consider the idea of
individual ‘opportunity’. This approach highlights how wellbeing is affected by a
person’s real, substantive, legal and social opportunities to live a life they value.
Considering ‘opportunity’ helps to highlight the importance of achieving equitable
wellbeing outcomes, the relationship to social justice and to rights across a
community.

Mental health and wellbeing outcomes frameworks must draw on diverse inputs
Traditional population health and service performance measures must be
combined with other information to provide a rich and accurate picture of the
impact of investment decisions and service interventions. Population, consumer
satisfaction and workforce surveys and linking administrative data across
government portfolios are examples of additional information inputs that should
be considered.®?® Economic analyses of wellbeing can also take into account
factors such as the distribution and sustainability of opportunities and other
factors that contribute to wellbeing, such as individual and community risk and
complexity of life choices.
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Mental health and wellbeing outcomes frameworks should include regular
reporting requirements, including public reporting against strategic objectives
that drive accountability

Regular public reporting, including against identified targets and timeframes, is
commonly used to keep governments, system managers and service providers
accountable for improving outcomes. For example, the Australian Capital
Territory’s wellbeing framework publicly reports against all indicator data every
two years,® while the World Health Organization’s Mental Health Action Plan
2013-2020 centres on global and national mental health targets including, for
example, reducing the rate of suicide in member states.”

Mental health and wellbeing outcomes frameworks should adopt a whole-
of-system lens that informs the decisions and activities of service providers,
governments and the wider community

Mental health and wellbeing outcomes frameworks serve multiple, interrelated
functions. They should guide decisions, including investment decisions, by
providing services and governments with an evidence base for ‘what works'.
They should provide a clear picture of the quality and effectiveness of treatment,
care and support provided by services, as well as the impact of those services
on the mental health and wellbeing of the population.” Effective frameworks
will also influence the wider community. They harness and unify the efforts of
non-government organisations, entrepreneurs, businesses, local community
groups, schools and individuals to contribute to outcomes.*

3.3.2 Key components of a new mental health
and wellbeing outcomes framework

Using the design features, the Commission recommends that the government develops a
Mental Health and Wellbeing Outcomes Framework including outcomes domains, outcomes
and indicators. The framework will measure individual and population-level outcomes, and
include targets as strategic objectives. Figure 31 depicts the key components of the framework.

The Commission has set its vision for the new mental health and wellbeing system through its

guiding principles. The Commission’s vision should be used as the foundation for developing
the framework’s vision.
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Figure 3.1: An overview of the key components of the future Mental Health and Wellbeing
Outcomes Framework

Outcome
domains

Outcomes

Common elements of outcomes
frameworks to inform development

Developed with people, not for people
Draws on diverse inputs and information
Regular reporting reguirements, including public
reporting against strategic objectives that drive
accountability
A ‘whole-of-system’ lens that informs the decisions and
activities of service providers, governments and the
wider community

Indicators

Short-medium term Medium-long term

108



Volume 1 Chapter 3: A system focused on outcomes

Outcomes domains are an important organising feature of a comprehensive and meaningful
outcomes framework. They are a mechanism by which desired outcomes can be strategically
and clearly mapped to the overarching vision.*® As noted by the former Department of Health
and Human Services in the Victorian Public Health and Wellbeing Outcomes Framework:

Domains are organising principles or ‘dimensions’ ... The domains provide ‘line of sight’
from the overall vision to the outcomes, and describe key components of achieving the

vision. These are our ‘descriptions of success’.®*

In relation to outcomes domains, the Productivity Commission indicated that the National
Mental Health Commission should monitor progress against outcomes in the five broad
outcome domains from the National Mental Health Commission’s Contributing Life Framework:

e thriving, not just surviving

e ensuring effective care, support and treatment

e engaged in meaningful activity

e maintaining connections with family, friends, community and culture

« feeling safe, stable and secure.®

Given the breadth of reform recommended by the Commission, and its vision for a new
mental health and wellbeing system, the Commission recommends that the Victorian
Government considers adopting these broad outcomes domains as a ‘starting point’ or
basis for the new outcomes framework. Nesting within the outcomes framework will be more
specific outcomes domains for service delivery, as part of the new performance monitoring
and accountability framework recommended in Chapter 28: Commissioning for responsive
services. The performance monitoring and accountability framework will comprise a uniform
set of performance domains, adopted from the National Mental Health Performance
Framework 2020,”® that will provide a clear and consistent set of expectations for service
delivery—that it is appropriate, effective, connected, safe, accessible and that it delivers
value. The first four of these domains also relate to quality and safety, and are discussed
further in Chapter 30: Overseeing the safety and quality of services.

3.3.3 Outcomes and indicators in the framework

Outcomes and indicators sitting within the outcomes domains should be framed by

a person-centred approach to outcomes measurement, as noted by the Productivity
Commission.”” As Dr Alice Andrews, Director of Education in the Value Institute for Health and
Care and Assistant Professor in the Department of Medical Education at the University of
Texas' Dell Medical School, said:

We must measure what we achieve for and with patients rather than what we do to
them, in order to identify where improvements are needed.*®
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At the individual level, measurement should occur over the short—-medium term and the
medium-long term. The rationale for the measurement approach at the individual level is that
it balances immediate results of particular interventions—for example, wait times in emergency
departments—with the longer term health and social outcomes that matter to the person:®

Outcomes should be measured for each medical condition covering the full cycle of
care. ... It is the overall results that matter, not the outcome of an individual intervention
or specialty (too narrow), or a single visit or care episode (too short). ... For chronic
conditions and primary and preventive care, outcomes should be measured for periods
long enough to reveal the sustainability of health and the incidence of complications
and need for additional care.'”

We need to create incentives or other measures to make the system accountable for
long term outcomes, which are much more meaningful indicators of ‘success’ for the
people who are using the services."”

Medium to longer time horizons also enable a deeper exploration of the value of alternative
approaches to delivering mental health and wellbeing treatment, care and support. As
outlined in Chapter 13: Supporting the mental health and wellbeing of young people, for
example, it is widely accepted that early intervention improves outcomes in the early years
of an illness. A reformed system and the collection of information across a longer timeframe
will increase the evidence base in relation to the longer term benefits of early intervention
approaches. The new outcomes framework must capture and measure these benefits.

To aid implementation of an outcomes framework in Victoria, in Table 3.3 the Commission
presents an example of an approach to outcomes and indicators that importantly
incorporates both individual (short-medium term and medium-long term) and population
levels. At the population level, a range of measures can be brought together to help
understand whether the whole population is healthy and flourishing. But individual outcomes
are important too. For example, comparing population-level outcomes with outcomes

of specific consumer groups and individuals can highlight where there are significant
differences. These differences can provide valuable insights, informing where further
attention and new and different approaches may be required. There is further discussion of
individual and population approaches to outcomes in the following sections.

The Commission presents two examples of an applied approach to outcomes and indicators,
including targets as strategic objectives, from an individual outcomes perspective and from a
population outcomes perspective, in Figure 3.2.

3.3.4 Individual mental health and wellbeing outcomes

As outlined in Table 3.3 a critical component of a new outcomes framework will be individual
mental health and wellbeing outcomes—measured in the short, and medium-long term. In
her evidence, Mrs Lucinda Brogden AM, Chair of the National Mental Health Commission,
commented on the importance of individual, consumer-level monitoring and reporting:

Monitoring how well consumer and carer needs are being met is a key component
of monitoring the performance of the mental health system. Ongoing monitoring
and reporting [at the consumer level] also contributes to service improvements and
improved future outcomes for consumers and carers.'”
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Table 3.3: Example approach to outcomes and indicators across the individual
and population levels

Individual short-
medium-term outcomes

Mental health and wellbeing
outcomes

What outcomes are meaningful
to consumers, families, carers
and supporters, service providers,
the workforce and the Victorian
community? How should the
mental health and wellbeing
system collectively maximise
individual outcomes?

Short-term outcomes relate to
individual experiences of services
(reported by consumers, families,
carers and supporters or the
workforce), as well as changes

in mental health and wellbeing
for consumers, such as physical
health changes, resulting from
interventions (within or across
models of care).

Indicators

What information can be used
to measure mental health and
wellbeing outcomes

108

Examples include rates of
emergency department access,
clinical outcomes before and after
treatment, care and support,
family, carer and supporter
satisfaction with services,
including measuring people’s
sense of agency and engagement.

Individual medium-long-
term outcomes

Measuring mental health and
wellbeing outcomes in the
medium-long term is important
and should include clinical and
consumer-reported outcomes.
Further, medium-long-term
outcomes will include factors
that affect a person’s longer term
mental health and wellbeing
outcomes and include housing,
employment, education, social
connectedness and substance use
or addiction.

Examples include service delivery
and associated wellbeing
outcomes, including related
government areas (employment,
financial and legal assistance,
alcohol and other drug services).
These indicators must include
consideration of whether gains
in wellbeing are sustainable and
whether they endure after the
service has ceased.

Population outcomes

Population outcomes are designed
to measure the mental health

and wellbeing of all Victorians.
This includes people who are not
currently accessing, and those
trying to access, mental health

or wellbeing services. Population
outcomes can measure things such
as community resilience including
after large-scale adverse events
such as bushfires. Measuring
population wellbeing outcomes
should include a broad range of
factors that support wellbeing such
as housing, employment, financial
inclusion, income, educational
attainment, social and community
connectedness and personal
safety. Some population outcomes
will be measured at the national
level—for example, through the
National Mental Health and
Wellbeing Survey.

Examples of population indicators
can include: quality of life;
psychological distress in the
community; statewide suicide
rates; community resilience and
recovery rates after community
trauma (such as bushfires);

rates of homelessness; rates

of employment; education
attainment rates; crime rates;
community perceptions of

safety surveys; family violence
rates; rates of family breakdown
including child protection; financial
exclusion and income disparity.
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Figure 3.2: Applied approach to outcome domains, outcomes and indicators

Example (individual)

All Victorians experience their
highest possible level of mental
health and wellbeing

Safe, secure and stable housing

Victorians living with mental
iliness or psychological distress
have a safe home

« Consumers have their basic
needs met

« Consumers are satisfied
with the home they live in

« Consumers feel part of their
community

Example target:
(improvement over time from
baseline):

« Increased proportion of Victorians
who report living in safe, secure

and stable housing

« Decreased proportion of
consumers who are homeless

Vision

Outcomes

domains

Indicators

Example (population)

All Victorians experience their
highest possible level of mental
health and wellbeing

Positive mental health and
wellbeing

Victorians live in a society where
mental health and wellbeing is
promoted and valued

« Awareness in the population
of the signs and symptoms
of poor mental health

« Recognition in the
population of the
importance of good mental
health and wellbeing

« Help-seeking behaviours in
the population

Example target:
(improvement over time from
baseline):

« Increased resilience of
adolescents

« Decreased attitudes
and behaviours that
stigmatise or de-prioritise
mental illness

Source: Example (individual) adapted from: Stephen Bennett and Lena Etuk, Developing a Shared Outcome
Framework for the Housing and Homelessness Sectors, Project 2: Homelessness Sector Outcomes, 2017, p. 14.
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Measuring and monitoring outcomes at the individual level also contributes to a more
equitable system, ensuring the outcomes achieved in relation to different cohorts—for
example, age, gender or location cohorts—are visible and comparable.

Dr Andrews suggested that, over time, a greater focus on equitable service delivery,
is likely to reduce health disparities:

If we do not measure health outcomes for every single patient, we do not know the
extent of these disparities. Once we know, we need to redesign health systems and
services so better health is available to all.*

Current approaches to measuring individual outcomes for consumers includes the use

of Health of the Nation Outcome Scales—a 12-point scale used by health professionals in
public mental health services to measure clinical complexity and outcomes of treatment.
The Commission notes the many uses of the Health of the Nation Outcome Scales, but also
the differing views about its utility as a measure of understanding effective treatment,

care and support.””® Recognising these challenges, while at the same time acknowledging
the importance of monitoring outcomes of short-term experiences of services, in Chapter

28: Commissioning for responsive services, the Commission proposes a more holistic and
comprehensive approach to individual outcome measures that will build on and complement
current approaches.

It is also important to measure individual outcomes in the medium-long term. This includes
measuring longer-term mental health and wellbeing outcomes where treatment, care and
support is enduring. Further, it is important to measure accurately how poor mental health
outcomes affect outcomes in the justice, child protection, family violence and employment
systems; and how poor outcomes in these sectors affect mental health and wellbeing.
Measuring these outcomes will provide a ‘compelling case and narrative evidence for earlier
investment or [illustrate] the failures of earlier stages of the system to turn lives around.””®

For example, and as discussed in Chapter 16: Supported housing for adults and young
people, a medium-long-term outcome measure may relate to the availability of safe,

secure and stable housing. While mental illness does not guarantee a person’s trajectory

to homelessness, it does increase a person’s likelihood of experiencing housing instability

or homelessness, and vice versa.'” Without access to stable housing, it can be difficult for a
person to concentrate on anything other than finding a safe place to live, including their own
mental health and wellbeing.*®

When a person does access a mental health service but lacks safe or stable housing, the
mental health treatment, care and support received can also be compromised if they are
discharged into homelessness or other forms of inadequate housing.””® This is of particular
interest, as well as concern for the Commission, given that in 2019-20 there were 13,647 public
specialist mental health consumers of all ages experiencing housing problems in Victoria.™

The relationship between mental health, housing and homelessness demonstrates the
importance of collecting meaningful and dynamic information about the housing-related
outcomes of consumers involved with Victoria’s mental health system. Figure 3.2 contains an
example of an individual outcome, indicators and targets relating to housing availability for
Victorians living with mental illness or psychological distress.
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3.3.5 Population mental health and wellbeing outcomes

Outcome measures must also consider regional and whole-of-population outcomes. This

is necessary to support a balanced approach to planning and decision making and to

align government and community focus on mental health and wellbeing and changes in
population mental wellbeing over time.™ Population outcomes can measure whether people
are resilient and well supported in their community. They can also indicate whether the
mental health and wellbeing system supports people to get the right service at the right time.

Recognising the broad range of factors contributing to mental health and wellbeing,
population outcomes include: community resilience and recovery rates after community
trauma (such as bushfires or other natural disasters); rates of employment; education
attainment rates; crime rates; community perceptions of safety; family violence rates; rates of
family breakdown including involvement of child protection services; financial exclusion and
income disparities; and legal need and access to justice. Outcomes might also be developed
with reference to research about specific indicators of disadvantage. The Mental Health and
Wellbeing Outcomes Framework will seek to bring into prominence the relationship between
these factors and mental health and wellbeing.

In addition to whole-of-population measures, the Mental Health and Wellbeing Outcomes
Framework should measure outcomes for people who may be at risk of experiencing

mental illness or psychological distress. Mental Health Victoria and the Victorian Healthcare
Association argue that effectively responding to the different needs of different population
groups should feature in the Commission’s recommendations and reforms:

specific consideration [should be] given to the specific needs of all key population
groups to ensure equity across all demographics including age, gender, location,
race/ethnicity, sexuality, gender, identity, health status and life experiences ... Otherwise,
there is a risk that broad system reform will further entrench the invisibility of population
groups whose individuated needs differ to the needs of the ‘mainstream’ population.™

One of the most effective ways to combat the risk of specific population groups becoming
‘invisible’ is to develop outcomes and indicators that take account of specific groups to
determine if their outcomes are comparable with the broader population. Anglicare Victoria
submitted to the Commission that this approach will play an important role in making the
new mental health and wellbeing system more equitable by providing ‘a better basis for
ensuring that high-risk groups are being effectively supported and that available resources
are being most appropriately targeted’.™

However, to measure outcomes in this way, care and attention must be paid to what

data is used to measure outcomes and how information is collected. There are particular
populations whose experiences and outcomes may not be captured using traditional data
collection methods: for example, people who live in supported accommodation may not be
reached by household or phone survey methods (a common way to measure population
mental health). Alternative arrangements will need to be established as part of the
information architecture discussed in section 3.4.2.
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3.3.6 Carefully designed targets

Well-designed targets—stipulating specific, defined outcomes—send a clear signal that
motivates people and encourages them to prioritise activities to achieve the target over
other activities." Ms Kym Peake, then Secretary of the former Department of Health and
Human Services, considered targets to be one way to ensure ‘mental health remains

front-and-centre of government’s agenda’™

Targets can also drive a more balanced approach to service delivery across both
community-based services and acute care in hospital settings—a foundational consideration
throughout this report. Mr Angus Clelland, CEO of Mental Health Victoria, considers there is a
place for targets to encourage balanced investment that does not prioritise one part of the
system over another:

Community-based services can be delivered at considerably lower cost than
hospital-based mental healthcare services, although neither is a replacement for the
other. We need to ensure that investment is appropriately balanced between services to
ensure the optimal benefit for individuals, families and carers, and the State. We need to
set access, quality and outcome targets to be worked towards which can be monitored
by a statewide oversight body ..."

But targets can also have unintended consequences. They may encourage effort and
resources to be moved away from where they are needed. Targets may also lead to ‘gaming’,
where efforts lead to improved performance against a target, with no net social benefit.””
James Mansell’s ‘information blueprint’ supports a balanced approach to avoid directing
efforts to selected areas of the system to the detriment of others." Setting targets should

be an active process, with recalibration and balancing over time. Rather than providing an
indication of a pass or fail, they should be considered strategic objectives.

Targets may play an important role in developing system priorities. For example, the
Transport Accident Commission has shifted to a safe-system approach in relation to road
safety. In doing so, it has adopted the ‘Towards Zero' target in relation to the Victorian road
toll. Multiple specific initiatives are then implemented under the umbrella of the ‘Towards
Zero' system target—for example, the Safety Barriers Save Lives initiative.™

The Department of Health already identifies service-specific targets for mental health.

For example, the Victorian Health Services Performance Monitoring Framework 20719-20
describes using targets and other intelligence to identify areas of risk and poor performance.
In particular the framework highlights the importance of trends against targets and also
contextual factors that influence them.” The targets within the framework, however, are

not used for broad strategic application, nor shared in the context of developing system
priorities, nor for continuous improvement with year-on-year monitoring towards a desirable
goal. The Commission considers that the Department of Health should adopt an alternative
approach using carefully designed targets for these purposes as part of the new Mental
Health and Wellbeing Outcomes Framework.
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3.4 Accountability for the framework

The Commission has outlined the design features, laid a foundation for a vision, suggested
outcome domains and has given guidance and direction regarding outcomes and indicators
in this and other chapters. The full Mental Health and Wellbeing Outcomes Framework,
however, must be developed methodically as the Victorian Government works through its
implementation agenda. Importantly, the framework cannot be static. It must be ‘up to the
moment’, and so it should be developed contemporaneously at the same time as the first
wave of the Commission’s reforms, and regularly refreshed. Current whole-of-system and
whole-of-government input is required, as is leadership from people with lived experience of
mental iliness or psychological distress, and the expertise of families, carers and supporters,
mental health and wellbeing services, other social and related services, researchers and

the workforce. It will be updated and expanded as information architecture is reformed and
grows, yielding richer and more interlinked sources of data over time.

The framework will be agreed through a consultation process with community, and
accountabilities against the outcomes will be clearly defined. While departments and
organisations may individually be responsible for specific outcomes, collective accountability
will be established through whole-of-government arrangements.

Importantly, the Mental Health and Wellbeing Outcomes Framework should, over time, align
with any national guidance and standards for reporting requirements.

3.41 Responsibility for the development
and oversight of the framework

A range of information and inputs are required for the Mental Health and Wellbeing
Outcomes Framework to function effectively (refer to section 3.4.2), from multiple government
departments and agencies, the Department of Health, the Department of Premier and
Cabinet, the Department of Treasury and Finance, and the new Mental Health and Wellbeing
Commission. Collectively these departments and the new Commission should work together
to establish the Mental Health and Wellbeing Outcomes Framework and ensure the
framework is aligned to the whole-of-government outcomes approach so there is consistent
language across portfolios.

Mr Symonds agreed with the importance of a range of institutions supporting the framework,
suggesting that a mental health commission has an important role:

I think we can do more to aggregate consumer outcomes and feedback and use them,
along with other data and inputs, to drive improved performance at both the system
and service level. A Commission, as in the case of New Zealand, may champion and
support that.™
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As a new impartial body, the Mental Health and Wellbeing Commission, outlined in Chapter
27: Effective leadership and accountability for the mental health and wellbeing system—new
system-level governance, should monitor the new Mental Health and Wellbeing Outcomes
Framework. Responsible for holding the government to account for the overall performance
and quality and safety of the mental health and wellbeing system, and elevating and
sustaining mental health and wellbeing as a priority in government decision making, it will be
well placed to report, annually on progress.

In his advice to the Commission, James Mansell suggested that an independent approach is
critical to maintaining the integrity of the information and in preserving trust in government:

Because the government is not just a rule maker, but also a participant with [its] own
interest in reusing information, and the most coercive of the parties, consideration must
be given to limiting [its] power such that trust is maintained.™

This approach is also supported by the National Mental Health Commission, which
considered that coordination of a whole-of-government approach must be separate from the
body that monitors and reports on system outcomes:

It is important that the responsibility for policy delivery and coordination be separated
from the responsibility to monitor, evaluate and report on policy outcomes, so that
independence and integrity can be achieved for both functions.”

The framework should align with the current Victorian outcomes guidance and standards
discussed earlier in this chapter.™ At a minimum, reports issued by the Mental Health and
Wellbeing Commission must contain: service, system and population-level data; tracking
against set targets over time; and short-medium and medium-long-term data. Each of these
data items must be broken down so they can be used at the regional and area levels, as well
as at the statewide level. The new commission will also generate reports for community and
government institutions to ensure transparency and inform decision making.

3.4.2 Information architecture for the framework

The new Mental Health and Wellbeing Outcomes Framework cannot succeed without
information and associated architecture. In this context, ‘information architecture’ refers

to the ‘designed foundation for how information can be acquired, integrated, organised

and used in shared use environments’.” Creating a culture of good-practice information
collection, use and sharing is essential to enable a more coherent, efficient and impactful
system.””® Using shared and diverse data, information, knowledge and expertise is crucial

to transforming systems™ and crucial to an outcomes approach. It allows for good
measurement and visibility of outcomes, including the suitability, efficiency and effectiveness

of programs and policies.”
The National Mental Health Commission and the Productivity Commission both highlighted

the need for future mental health services and systems to be underpinned by high-quality
information and data to improve consumer outcomes and system accountabilities.”
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The datasets used to measure outcomes are diverse.™® They include:

e administrative data—for example, de-identified consumer records

linked data—for example, Commonwealth-funded services
e consumer, family, carer, supporter and workforce experience data

e pathways data and population outcomes data.

The new framework must provide for collection of required datasets.

If the Mental Health and Wellbeing Outcomes Framework is to truly be person-centred, its
supporting information architecture must also be person-centred. This requires information
to be captured, analysed and reported in a way that creates a meaningful picture of
outcomes. Achieving this requires an information architecture that meets three core
objectives:

e It must draw on information that reflects the diversity of services that support consumers.

e It must support a multivariant (multi-outcome) analysis of consumers’ mental health
and wellbeing outcomes by considering them alongside broader consumer outcomes
that affect mental health and wellbeing—such as housing, employment and physical
health considerations.

» It must enable a longitudinal (long-term) view of outcomes capable of distinguishing
between limited short-term gains and sustainable long-term improvements, including
the ability to quantify and report on the benefits of prevention and early intervention
initiatives.””'

Additionally, information architecture must support the collection of workforce experience
data, recognising that more active efforts are needed to improve the wellbeing of the
workforce, and its crucial role in a contemporary mental health and wellbeing system.
Monitoring the wellbeing of the workforce, and associated initiatives, is discussed in Chapter
33: A sustainable workforce for the future.

Achieving these core objectives will require the department to use a range of individual

and population-level datasets, including those that may need to be extracted from broader
service and government portfolio repositories such as justice and housing. The framework
must allow the datasets to be linked and brought together, with appropriate safeguards.
Chapter 35: New approaches to information management outlines the Commission’s vision
for contemporary information management approaches for the future mental health and
wellbeing system. An aggregated (de-identified) data repository will be fundamental to a
new information management system. This repository will need to capture and link service
information, intervention information and outcome information to help identify where service
and system improvement is needed. A future mental health and wellbeing system will see
consumers, families, carers and supporters, service providers and frontline workers involved
in the design and implementation of future information management arrangements.
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3.4.3 Alignment with the Commonwealth’s
mental health and wellbeing framework

As described throughout this report, there is considerable complexity and duplication
between the Victorian-funded and Commonwealth-funded aspects of Victoria’s mental
health system.

Each level of government takes a different approach to measuring and reporting outcomes.
The Productivity Commission acknowledged that this imposes an ‘excessive administrative
burden’™ Different reporting approaches are especially challenging for non-government
organisations that must balance multiple unique reporting requirements for different
commissioning bodies.® This restricts performance comparisons across providers, reduces

accountability and limits the ability of providers to learn from one another.®

A common set of outcomes at the state and national levels can support ‘one system’
and coordinated action across levels of government, encouraging both horizontal and
vertical integration.

In its Mental Health Inquiry Report, the Productivity Commission called for greater national
leadership to streamline reporting, reduce burden and improve standardisation:

Australian, State and Territory Governments should provide national guidance to
standardise reporting requirements across regions. This would reduce administrative
burdens for service providers and facilitate comparisons on a consistent basis for
planning and research purposes.™

This problem is also recognised by the National Mental Health Commission. In its submission
to the Productivity Commission mental health inquiry, it stated that it:

recognises there is still much to do to move the routine monitoring and reporting focus
towards consumer and carer outcomes and include social determinants through a
cross-portfolio remit.”®

supports the intent of the draft recommendation for the Australian Government

to establish a National Mental Health Strategy to cement cross-portfolio
whole-of-government efforts and coordinate the supporting strategies into a shared
outcome model. In effect, this is what is being achieved through the Vision 2030 and
its roadmap.”’

This Commission acknowledges the commitments made by the Victorian Government in
recent policy statements and submissions to the Commission to measure and understand
outcomes, and to use this knowledge to drive a culture of collaboration, adaption and
continuous learning.
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Mr Symonds reflected on this commitment:

It is my experience that, as research and data evolve over time and increase our
understanding, outcomes frameworks must also be iteratively updated and improved to
reflect consumer experiences, contemporary priorities and evidence. As we learn more
about how to measure experiences and outcomes, we will keep improving the mental
health outcomes framework, and the indicators that sit under it."*®

The goal of the Department of Health should be to work with the Commonwealth, as part
of a shared agenda and future agreements on mental health, to expand uniform state
and national outcome measurements, including through formal mechanisms such as the
Productivity Commission’s annual Report on Government Services.

~-000C
0o000O0T"
000000
2000000~
000000 C
O0O0O0O0
0000~
[eNey
o e e e e




Volume 1 Chapter 3: A system focused on outcomes

3.5 Using the Mental Health and
Wellbeing Outcomes Framework
for system transformation

To be effective in supporting the transformation of the mental health system, the new Mental
Health and Wellbeing Outcomes Framework must be applied using a whole-of-system and
whole-of-government approach.

The Commission’s terms of reference define the mental health system as comprising mental
health services that are funded wholly, or in part, by the Victorian Government. However, the
Commission refers to a broader system when it uses the term ‘whole-of-system’. This includes
not only public sector bodies and organisations at the federal, state and local government
levels; but all people and organisations who participate in—or are connected with—the new
mental health and wellbeing system. The Commission’s interim report outlines the scope of
the current system.” In particular, Figure 31in the interim report shows the breadth of those
participating in—and connected with—the existing system.”*® They include, for example,
individuals, the not-for-profit sector, other community organisations, private sector service
providers, employers, private schools, private tertiary providers and religious organisations.
Chapter 5: A responsive and integrated system describes the future design of the Victorian
community-based mental health and wellbeing system.

Below are the key ways the new framework should be applied by ‘system participants’,
including government, to support development of the new community-based mental health
and wellbeing system, and broader system transformation.

3.51 Outcomes to inform decision making

Outcomes can be used to define and measure value, and as such they should be used to
help decision-makers—including service providers and government—to understand if their
actions are delivering the best outcomes for individuals and the population.

New processes to embed the new Mental Health and Wellbeing Outcomes Framework in
decision making will be required. The new bodies, structures and entities across the system
as outlined in Chapter 5: A responsive and integrated system and Chapter 27: Effective
leadership and accountability of the mental health and wellbeing system—new system-level
governance, must actively use the Mental Health and Wellbeing Outcomes Framework within
their operational and executive governance arrangements to plan and make decisions.

Government-wide and community-wide approaches to mental health and wellbeing
outcomes must be enabled through the recommended Mental Health and Wellbeing Cabinet
Subcommittee to be chaired by the Premier. The Cabinet Subcommittee should review the
outcomes reported using the new framework and use the information to inform policy and
investment decisions (refer to section 3.5.2). Members of the subcommittee must be jointly
accountable for these outcomes, sharing responsibility and driving collective approaches

to improvement.
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Only through the collective effort of ministers can government strengthen the ability across
multiple portfolios to influence the social determinants of mental health and the risk and
protective factors lying outside the mental health service system.

Under the new structures, accountability for outcomes will also need to flow across portfolios
and through departments to portfolio agencies and other layers of government. For example,
reporting on the Mental Health and Wellbeing Outcomes Framework at the regional level will
inform the strategy, planning and decision-making functions for the recommended Regional
Mental Health and Wellbeing Boards. Boards of community services, primary health services
and public hospitals will use the Mental Health and Wellbeing Outcomes Framework in a
similar way. A common framework—and reporting against that common framework—will
help ensure shared responsibility for limited resources and the direction of those resources to
areas where they will have the greatest impact. An example of the power of such an approach
is that of the Canterbury District Health Board (refer to the case study).

New processes alone, however, will not be enough to ensure outcomes are actively used

in decision making. As outlined in Chapter 2: The Commission’s approach to reform, the
characteristics of complex systems like Victoria’s mental health system mean that system
conditions, such as culture, values, power dynamics and relationships between people or
organisations, can affect processes. Strong leadership, as occurred within the Canterbury
District Health Board, will be required to encourage a new approach to decision making, and
this must be demonstrated within government:

the integration of performance measures into budgeting and management systems is
not just about changing processes but is also about transforming the behaviour of both
public servants and politicians throughout the political system.™'

3.5.2 Outcomes to support data-driven investment decisions

The Mental Health and Wellbeing Outcomes Framework will form a link between the
Commission’s interim report recommendation for a new approach for mental health
investment (recommendation 8) and government decision making about how best to use that
investment. The new Mental Health and Wellbeing Outcomes Framework must be used to
ensure funding, including that raised by a levy or other mechanism, is directed for maximum
impact. It will deliver on what Dr Peggy Brown AO, a psychiatrist who has held a number of
leadership roles in the mental health sector, considered should be a priority:

We should have a much stronger focus on the outcomes that are being achieved for the

dollars that are being spent, not just on the activity, and in particular the outcomes that
matter to the people who seek our assistance ..."?
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As extensively outlined in the Commission’s interim report, mental health has not secured
adequate funding during the past decade."® Higher funding for mental health in more recent
years appears to be an exception to the trend over the last decade, as Ms Peake observed:

Taking the example of community mental health services, while considerable growth
funding was allocated to community mental health services in 2016-17 (2.3 per cent)
and 2017-18 (7.0 per cent), this followed a period of zero growth funding over the three
years prior.

New funding has often been allocated to smaller initiatives to ‘patch-up’ service gaps,
rather than to core service capacity."

At the same time, other government services have on average experienced sustained
operational funding growth.® The share of all Victorian Government health services
expenditure allocated to mental health declined from 18.3 per cent in 1996-97 to 12.8 per cent
in 201617, with mental health historically being the ‘poor cousin’ of the health system."” This
lower priority has also been reflected in sometimes lower levels of political support for mental
health when compared with other services.®

The Commission recognises that government investment decisions in a fiscally constrained
budget inevitably face trade-offs. Yet decisions not to invest now can have much higher costs
later—as Figure 3.3 illustrates.

The Commission estimated in its interim report that the economic cost of poor mental health
in Victoria is $14.2 billion a year."*® These costs include forgone wages, out-of-pocket costs
and unpaid care. They are borne by every Victorian, but people living with mental iliness or
psychological distress are affected the most, and families, carers, supporters, governments

and employers also incur costs.™

On the current trajectory, a range of costs related to poor mental health is likely to increase.
This is in part due to cost pressures that reflect broader community trends, including an
increasing demand for mental health services. It is also due in part to higher relative costs of

providing human services compared with other types of services or products.™

Investment to improve mental health and wellbeing brings long-term benefits. Improving
mental health and wellbeing is intrinsically valuable because it has direct and indirect social
and financial benefits, increasing community participation, improving productivity and
reducing costs. Much of this relates to the fact that many people living with mental illness or
psychological distress are in the workforce or are of working age.”™ For example, in its interim
report, the Commission was able to estimate the economic benefits of improved mental health
and wellbeing by providing improved treatment, care and support to reduce the intensity of
symptoms and improve engagement in day-to-day activities. The Commission found that a 15
per cent reduction in the ‘level of need’ experienced by people diagnosed with a mental iliness
would deliver $11 billion in additional economy activity in the Victorian economy annually,
reflecting the benefits of increased productivity and higher workforce participation.”®

This chapter has already outlined how government’s traditional budget processes focus
too heavily on ensuring the efficiency of services and outputs. These processes have not
delivered outcomes that matter to people. They have also not acknowledged the various
service costs associated with these outcomes.
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Case study:

Collective impact model—
the Canterbury District
Health Board

New Zealand’s Canterbury District Health Board achieved positive population health
outcomes by uniting the health sector to better use limited resources.

In 2006, under a newly established CEO, the Canterbury District Health Board made a
critical discovery. Through conducting an analysis, the board found that the current
way of operating was unsustainable—the board was running a deficit and population
growth and ageing was creating rising admission rates and wait times. It found that,

if nothing changed, Canterbury would need another hospital by 2020 (with more

than 500 beds), as well as 20 per cent more GPs and practice nurses as well as an
additional 2,000 residential care beds for the older adult population. Not only was there
insufficient funding to establish these additional services but there was also a lack of
qualified staff.

Over the course of two to three years, the board undertook a collaborative process
(which included a six-week event with more than 2,000 participants from across the
health system) to identify a set of strategic goals and principles. The process was
underpinned by a focus on placing the patient at the centre of the service system.

In 2008 the board signed off on the set of principles that would shape the approach to
redesigning services. One of these principles was that those in the health system—from
primary care, to community-based services, to hospitals, public and private—would work
together to recognise that there was ‘one system, one budget’. Another principle was
that ‘Canterbury had to get the best possible outcomes within the resources available,

rather than individual organisations and practitioners simply arguing for more money’.
Developing and agreeing this shared vision for change was a key enabler for reform.

As Mr David Meates, the CEQ, said: ‘[wle need the whole system to be working for the
whole system to work'.

Another key enabler for change was establishing a pooled budget. The board

shifted from contracting a whole range of external services (mental health, district
nursing, allied health and so on) based on input-defined, competitive and often
fee-for-item-of-service contracts, to ‘alliance’ contracting. Alliance contracting, based
on a model used in the construction industry, assumes that multiple organisations can
achieve better outcomes by working together on agreed contracts.
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It is a collective contract with pre-agreed gains and losses dependent on the
overall performance of all the parties, rather than with penalties solely for whoever
fails within it.

While an element of competition remains because patients are still able to choose their
provider and GPs choose providers to which they refer, the culture of the health system
improved because different health services now have an incentive to work together to
achieve better outcomes for consumers, rather than competing for funds.

Canterbury has, in effect, used its purchasing power and its moral influence to
harness others into a joint endeavour aimed at effecting change beyond the
board’s purely technical reach.

These steps, along with a number of other key initiatives and reforms, led to great
progress towards improving the outcomes of the Canterbury community. Over the
past decade, as Canterbury has undertaken this reform, acute admission rates

have continued to decline, and when comparing acute medical length of stay and
readmission rates across New Zealand, Canterbury comes third among the 20 health
boards across the country.

The Canterbury example illustrates how shared responsibility and a better use of
limited resources can have a great impact on the health outcomes of a population.

Source: Nicholas Timmins and Chris Ham, The Quest for Integrated Health and Social Care: A Case Study in
Canterbury, New Zealand, 2013, pp. 8-9, 15,19 and 50.
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Figure 3.3: Estimated flow-on costs of related government services
as a result of poor mental health, Victoria, 2018-19
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Source: Royal Commission into Victoria’s Mental Health System, Interim Report, p. 370 and Appendix C: Background to
economic analysis.

Note: This is a conservative estimate because it only considers multiple service use among people accessing public
specialist clinical mental health services in 2017-18. It does not account for people who (a) may have been accessing
private services or (b) may have been living with mental illness but were not accessing public specialist clinical mental
health services in 2017-18.

The Productivity Commission suggested that more focus should be placed on measuring, and
reporting on, mental health expenditure:

Monitoring expenditure on interventions is necessary for assessing their efficiency
relative to alternative allocations. This information is critical for decision makers
seeking to improve mental health outcomes by reallocating resources.™

It is important that the Victorian Government is supported to make decisions about
trade-offs with the right information about the long-term consequences of these decisions
on outcomes. A shared outcomes approach involves making decisions about the best use of
resources and redirecting investments when they are not delivering the desired outcomes.
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The Department of Premier and Cabinet’s Outcomes Reform in Victoria report states that:

When we know where money is spent and what it was meant to achieve, we can more
confidently determine what is working, what isn’t working and what needs to change.
This can provide us with greater confidence to redirect resources from areas that
aren’t achieving our intended results, allowing us to deliver greater value to people
and communities.”™

The Commission recommends that the Victorian Government use the Mental Health
and Wellbeing Outcomes Framework as a mechanism to inform government investment
processes and assess the benefits, including the economic benefits, of early intervention.

To fully embed this new approach in budget cycles, and to facilitate transparency, an
alternative approach to the traditional output performance measures in the Victorian Budget
papers will be required. Single service ‘output’ measures should be replaced with outcomes
measures that cover multiple portfolios and align with the Mental Health and Wellbeing
Outcomes Framework.

The Commission has examined various whole-of-government approaches to social policy
and investment. Box 3.2 gives an example of an outcomes approach in New Zealand that is
driving a whole-of-government wellbeing investment strategy.

The Victorian Mental Health and Wellbeing Commission will report on measures under the
new Mental Health and Wellbeing Outcomes Framework. To enable more robust investment
decisions, reports must also be generated for government to coincide with key milestones

in the annual budget cycle. In particular, reports will be generated to inform deliberations of
the Expenditure Review Committee. This is tied to the Commission’s recommended approach
in Chapter 36: Research, innovation and system learning that adequate evaluation is a
condition of funding for all new mental health programs, initiatives and innovations.

3.5.3 Outcomes to inform commissioning

While the Victorian Government will use the Mental Health and Wellbeing Outcomes
Framework to inform its investment decisions, taking into account whole-of-system
considerations and the benefits of early investment, deliberate resourcing approaches must
occur throughout the system.

At the departmental and regional levels, an effective outcomes framework will help embed
value-based mental health care in Victoria’s new mental health and wellbeing system.
‘Value-based health care’ encourages service providers to achieve the best possible

% In evidence to the

outcomes for consumers or patients in the most cost-efficient way.
Commission, Dr Andrews explained how achieving patient (or consumer) outcomes is the core

purpose of value-based health care:

The goal of value-based care is to create more value for patients by focusing on the
outcomes that matter to them, rather than solely reducing the cost of delivering care.”™
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Box 3.2: New Zealand’s National Wellbeing Budget and Strategy

In 2019 New Zealand announced the world’s first ‘wellbeing budget’® The
wellbeing budget shifted the focus from increasing gross domestic product to
improving the welfare of people.

From this point, all new government spending was expected to work towards six
priorities: taking mental health seriously, improving child wellbeing, supporting
Mdaori and Pacific Island people, building a productive nation, transforming the
economy and investing in New Zealand. Wellbeing is the focus of each priority.

The first wellbeing budget had a strong focus on mental health and the broader
determinants of mental health. Speaking publicly about this budget, the New
Zealand Prime Minister, the Rt Hon. Jacinda Ardern, declared:

Of course in order to tackle mental health issues, we must look at the
complex and interwoven issues that contribute to them. There is no point

in targeting mental health if we don’t also invest in homelessness, family
violence, poverty and other issues that contribute to stress in life. And that’s
what this Wellbeing Budget has done.™

The success of the budget is measured by the Treasury’s Living Standards
Framework.®™ The Living Standards Framework contains 12 measures of
wellbeing, including measures of health, housing, knowledge and skills, social
connections and jobs and earnings.” The measures are publicly available on an
interactive ‘dashboard’ on the New Zealand Treasury’s website."®

The Living Standards Framework is a way to support government agencies to
be more cohesive so public policy on wellbeing, spending and other government
interventions is aligned to improving intergenerational wellbeing.”®

The New Zealand Treasury recognised that its economic analysis ‘focuses
on increased incomes, and is separated from departmental expectations
and expenditures that have wider wellbeing objectives’® The framework
and dashboard are designed to improve the consistency of the Treasury’s
economic and fiscal advice across the whole range of economic, social and

environmental policy.”®

The New Zealand Treasury considers providing better intelligence means that
governments will make more informed decisions. While government decisions are
often political and ethical in nature, Treasury expects that choices will be made
with greater awareness of the trade-offs.
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Ultimately, decisions about acceptable levels of factors within the
Framework, distributional choices, and trade-offs between competing

goods are ethical and political in nature and are therefore not amenable

to definitive policy solutions. However, highlighting these choices and
trade-offs will help ensure Treasury’s advice is robust and that governments’
decisions are well-informed."®

The Treasury is planning to refresh the framework in 2021, its website stating:

We continue to develop the framework to reflect the feedback we have heard
and as we learn more about what is needed to make it more useful in our
advice to officials and ministers.”’

The Commission’s recommended approach to value-based funding, to be pursued in

parallel with implementing an activity-based funding model for mental health services, is
described in detail in Chapter 28: Commissioning for responsive services. To be successful,
the Commission believes these reforms require a clear and transparent outcomes framework
that takes a whole-of-system view of performance. By defining the ‘outcomes that matter’ to
consumers, the ‘value’ of mental health treatment, care and support can be measured and
monitored by Regional Mental Health and Wellbeing Boards, the Department of Health and
the Mental Health and Wellbeing Commission and used by service providers and consumers.

Measuring individual consumer outcomes will be instrumental in supporting new ways of
funding and commissioning across the entire mental health and wellbeing system. These
new approaches will focus on value and outcomes rather than just activity and outputs. It will
complement the Commission’s recommendations around developing consumer-completed
measures and family, carer and supporter completed measures, outlined in Chapter 28.

The Mental Health and Wellbeing Outcomes Framework is a core input into value-based
health care. By helping to identify what matters most to consumers, an outcomes framework
will support value-based funding approaches to align with, rather than inhibit, the existing,
intrinsic motivations of professionals to deliver the best possible care.”®® This will be achieved
by ‘alignl[ing] the work and incentives of health care delivery with the reason most health
professionals entered the field in the first place—to help people achieve better health®

Most importantly, however, because value-based health care will be framed by the outcomes
that matter most to consumers, it will offer providers greater flexibility to listen, and respond,
to the diverse needs of consumers. As one consumer noted, ‘helping’ consumers must start
with a focus on what a consumer needs, not a funded or required activity of a provider:

You have to make a system where people don’t do things to follow the rules; they do

things to follow their heart. ... | need help. But | want it done with a better understanding
[of] ... what | need, not what they need to give me.”®
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3.5.4 Outcomes to drive improvement and
enhance confidence in the system

Outcomes can encourage collaboration by creating a ‘collective sense of purpose,
importance and direction’” The transparent use of outcomes can help direct reform
endeavours and ‘provide a shared view as to whether reforms are being achieved’” Ms Peake
suggested that broad and inclusive outcomes that respect the contributions of different
professions, sectors and organisations can help to ‘coalesce efforts across functional and
professional boundaries’” Coalescence of efforts through collaboration across functional
and professional boundaries—inside and outside government—is a key contributor to

a system that improves and evolves through learning and adaption. This is because
participants adapt and change the system—and change their own behaviour—in response

to measured outcomes.

As noted in Chapter 36: Research, innovation and system learning, an adaptive system is one
that can identify and test new ideas, gather evidence about what works, and translate this
into effective treatment, care and support. In an adaptive ‘learning’ system, evidence about
what works is used to continually improve professional practice, service design and system
policy and to drive collaboration. ‘Feedback loops’ are required between different types

of research, services, government and consumers to successfully translate evidence into
practice. Those feedback loops are strengthened by a framework against which outcomes
can be measured.

To facilitate this learning and evolution, clear and transparent reporting of the Mental Health
and Wellbeing Outcomes Framework will be required. The measures of the framework should
be reported annually and be provided regularly to the Mental Health and Wellbeing Cabinet

Subcommittee for review. This body holds ultimate accountability for the outcomes reported.

The Mental Health and Wellbeing Commission must also generate regular reports for
community, service providers and government institutions to inform decision making and
their approach to the reform agenda.

There are numerous examples of the role a transparent approach to outcomes can play in
driving service improvement. Sweden has long been a global leader in value-based health
care, which it envisioned as a structure for rebuilding healthcare systems. Dr Porter describes
Sweden as having ‘the overarching goal of value for patients’, shifting health care from siloed
considerations such as access, cost containment or convenience.” Access to high-quality
data has been critical to Sweden'’s dedicated approach to value-based care, pioneered
through quality-based health registries and digital health records that ‘provide quality
indicators designed both to enable further improvement and to allow for the evaluation of
healthcare delivery'” Critically, the registries publicly post data on health quality indicators.
The Swedish National Board of Health and Welfare and the Swedish Association of Local
Authorities and Regions jointly publish regional and service-level comparisons of healthcare
quality and efficiency, including outcomes related to different health conditions, the impact
and effectiveness of drug therapies, and patient access, experiences and confidence in
service providers.”®
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Karin Géransson, a policy analyst at the Swedish Association of Local Authorities and
Regions, explained how publishing data on quality and value of health care is improving
outcomes for people in Sweden:

In Sweden, the national quality registries give a unique possibility to achieve the goal of
equal care and treatment. ... They provide knowledge of how healthcare works and can

be improved. These registries, together with the traditional health data registries, have

helped save many lives and improve healthcare in Sweden.”

This kind of transparency ensures consumers and communities have confidence in the
services they are using—a system without data is a system in which the confidence of
consumers and the public is more likely to erode over time.

A further example of the use of transparency to support an adaptive learning system is
Ontario, Canada’s Rapid Improvement Support and Exchange, profiled in Chapter 36:
Research, innovation and system learning. Box 3.3 outlines how transparent sharing of
provider experiences supports an adaptive learning system.

Box 3.3: Ontario’s Rapid Improvement Support and Exchange (RISE)

RISE is a collaborative platform designed to help new Ontario Health Teams
to learn and improve quickly by trialling and evaluating local approaches
and sharing findings about the outcomes with other teams. It is a model that
continually ‘ups its game in achieving the quadruple aim of improving care
experiences and health outcomes at manageable per capita costs and with

positive provider experiences’.”®

According to RISE, rapid learning and improvement involves six steps:”°

e identifying a problem or goal

o designing a solution based on data and evidence

e implementing the plan (possibly in pilot and control settings)
o evaluating to identify what does and does not work

e adjusting, with continuous improvement based on what was learned from
the evaluation and from other health teams

e disseminating the results to improve the coverage of effective solutions
across the health system.

RISE supports rapid learning and improvement among teams through coaching,
collaboratives and communities of practice. The research expertise and
resources provided by RISE enable teams to assess and share experiences of
success and failure. As outlined in Chapter 36: Research, innovation and system
learning, over time, this transparent sharing and dissemination of findings builds
capacity for Ontario to become a sustainable, self-improving system.
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As these examples indicate, decision making and informed approaches to investment require
outcomes and indicators to be measured and reported. But outcomes frameworks should not
just be used as ‘internal tools’. Outcomes and measures must be shared and communicated
broadly to provide information, influence behaviour and enable deliberation, collaboration
and learning. This transparent approach will promote engagement and strengthen
confidence in the system, which is particularly important for people working in the system
and those who use it:

Transparency around outcomes is also very important for consumers. It is important
that a consumer feels confident choosing a particular health service because they know
they will get better care.™

Combined with the Commission’s recommended approach to service delivery, which includes
greater choice for consumers, and the recommended structural enablers for a new ‘learning’
system outlined in Volume 5, the Mental Health and Wellbeing Outcomes Framework will chart
the course for better treatment, care and support, and improved mental health outcomes.
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Volume 1 Chapter 4: Working together to support good mental health and wellbeing

Recommendation 2:

Governance arrangements for
promoting good mental health
and preventing mental illness

The Royal Commission recommends that the Victorian Government:

1. establish within the Mental Health and Wellbeing Division, a Mental Health and
Wellbeing Promotion Office, led by a Mental Health and Wellbeing Promotion
Adviser, who reports to the Chief Officer for Mental Health and Wellbeing (refer to
recommendation 45(1)).

2. enable the Mental Health and Wellbeing Promotion Office to develop and coordinate
a statewide approach to the promotion of good mental health and wellbeing and the
prevention of mental illness which:

a. delivers the economic and social benefits of good mental health and wellbeing
across the population;

b. is informed by public health principles;
c. promotes and is informed by human rights; and

d. focuses on reducing inequities in mental health and wellbeing outcomes.
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41 Promoting good
mental health and wellbeing

411 Shifting the focus to ‘mental wellbeing’

At the heart of the Commission’s reforms is a vision for a mental health and wellbeing system
that fundamentally shifts its focus towards promoting and delivering good mental health and
wellbeing. As Ms Georgie Harman, CEO of Beyond Blue, observed:

We largely have a system built for adults in crisis, rather than a system that invests
proactively in mental health promotion and prevention aimed at families, communities
and universal settings like schools.’

In delivering on the recommended reforms, the Victorian Government must aspire to what the
World Health Organization describes as a ‘state of well-being’ in which ‘an individual realizes
his or her own abilities, can cope with the normal stresses of life, can work productively and is
able to make a contribution to his or her community’?

Good mental health is about more than an absence of mental iliness.® As part of its inquiries,

the Commission held several community workshops that included small group discussions on
personal interpretations of mental health. One participant explained how their group viewed

mental health:

We talked about attitudes of confidence and self-esteem, balancing core values and
actions, sense of community. We talked about connection to community, being able
to have a sense of control, and less uncertainty about the future. We talked about the
ability for us to understand when things are not going right, when we’re not happy.*

VicHealth—the Victorian Health Promotion Foundation—also describes ‘mental wellbeing’
as having many components:

Mental wellbeing is a dynamic state of complete physical, mental, social, and spiritual
wellbeing in which a person can develop to their potential, cope with the normal stresses
of life, work productively and creatively, build strong and positive relationships with
others and contribute to the community.®

VicHealth's definition of mental wellbeing is adopted in this chapter.

Promoting mental wellbeing and preventing mental illness will be essential strategies for
Victoria’s future mental health and wellbeing system. Achieving a better state of mental
health and wellbeing requires new approaches to strengthen prevention and promotion, to
ensure all parts of government and the Victorian community play their role, and to focus on
the whole population—including but not limited to people with lived experience of mental
illness. This will require the Victorian Government to be bold and to invest in prevention now,
in order to achieve a reduction in mental iliness in the future.
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41.2 A future with less mental illness

The primary reason to increase investment in preventing mental iliness is the potential to
reduce human suffering and to improve people’s quality of life. Evidence indicates that
prevention strategies can reduce the prevalence and therefore the personal impacts of
mental illness, as described in section 4.2; at the same time, there is evidence to indicate
that prevention can also reduce the financial losses and economic costs to society that are
associated with mental illness.

The Commission’s interim report highlighted that approximately 20 per cent of Victorians
will experience a mental iliness in any given year.® Mental iliness, and injury from suicide or
self-harm, is one of the top five ‘burden of disease’ groups in Australia.” Victoria has a higher
estimated burden of disease from mental illnesses than most other states and territories.?

In 2015, the burden of disease from mental illnesses in Victoria was estimated to be 26.5
disability-adjusted age-standardised life years lost per 1,000 people in the population.® In its
interim report, the Commission estimated that the economic cost of poor mental health to
Victoria is $14.2 billion per year.®

The Productivity Commission’s Mental Health Inquiry Report noted that ‘anxiety and
depressive disorders are the most common form of mental iliness, accounting for
approximately half of the health loss due to mental iliness’" The Productivity Commission
estimated that in 2018-19 the cost of mental ill-health and suicide to the Australian economy
was up to $70 billion per year.” This included direct expenditure to care and services, the
cost of lower economic participation and lost productivity, and the cost of replacing support
provided by carers. The Productivity Commission estimated there was an additional annual

cost of $151 billion attributed to disability and premature death due to mental illness.”

Many of these costs are likely to be avoidable. The Productivity Commission has
recommended reforms across prevention, early intervention and improved mental health
service delivery.” It has estimated that the benefits resulting from its recommended reforms
‘could reach up to the equivalent of nearly $18 billion per year (an improvement of up to
84,000 quality-adjusted life years).” These benefits would arise from improved quality of life,
increased incomes and reduced government expenditure.’®

Researchers at the London School of Economics and Political Science and associated
organisations have examined the estimated return on investment from prevention strategies
and the lifelong costs that can be avoided.” They found, for example, that:

in the United States, targeted programs were shown to generate a positive return on
investment, taking into account benefits to the health, education, and criminal justice
sectors, as well as the labor market upon reaching adulthood. These ranged between
$1.80 and $3.30 for every $1 spent on programs targeted at children with behavioral
problems.®

The research also found that prevention programs targeting parents could generate a return
of up to $9.29 for every $1spent.” In Australia, the Productivity Commission found significant
returns for employers who invest in workplace mental health initiatives and referred to
estimates that for every $1invested in workplace initiatives, the return ranges from $1to $4.%°
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Evidence indicates a stronger economic case for some types of prevention activity than
others.” Those with a stronger case were reported as including measures to tackle bullying
and insecure housing and initiatives to support employment and access to nature and
green spaces.”

41.3 Defining ‘prevention’ and ‘mental health promotion’

In relation to mental illness, the term ‘primary prevention’ describes policies, initiatives or
activities that seek to ‘prevent the initial occurrence of a disorder’.”® An important feature of
primary prevention is its focus on the whole population. This is what ultimately distinguishes
it from early or 'secondary’ intervention, or treatment, care and support services, which

are sometimes categorised as ‘tertiary’ interventions.® Primary prevention is achieved

by reducing the risk factors associated with mental illness and strengthening protective
factors.” It aims to prevent the illness or condition occurring in the first place.”® The World
Health Organization’s Mental Health Action Plan 2013-2020 identified prevention as a priority
strategy for improving population health and wellbeing.” Throughout the remainder of this
chapter, ‘prevention’ is used to denote primary prevention.

The promotion of good mental health—commonly referred to as ‘mental health promotion’—
describes ‘actions and advocacy to address the full range of potentially modifiable
determinants of health, including actions that allow people to adopt and maintain healthy
lives and those that create living conditions and environments that support health’?® Mental
health promotion is a strategy to improve the mental health of everybody in the community,
whether they experience mental illness or not.” The Commission emphasises that it is possible
for people to flourish and experience mental wellbeing throughout their lives, even at the same
time they may be experiencing mental iliness.*® In a wider sense, mental health promotion
efforts can ‘raise the position of mental health’ and promote awareness of mental health at
every level, from individuals and families through to government and business.* Throughout
the remainder of this chapter, ‘promotion’ is used to denote mental health promotion.

Prevention and promotion are related and overlapping strategies.* Throughout this chapter
and report, references to ‘prevention and promotion’ refer to the prevention of mental

illness and the promotion of mental health and wellbeing, unless specified otherwise. These
strategies seek to ensure that people who are well are supported to remain well, and they help
promote good mental health for people living with mental iliness. In its submission, VicHealth
highlighted that prevention and promotion have the potential to change the lives of many
Victorians, now and in the future.®*® The Victorian Council of Social Service also emphasised
that increased use of prevention strategies can contribute to a reduction in the prevalence,
incidence and impact of mental iliness.* The evidence for this is discussed in the next section.

Professor Rob Moodie, Deputy Head of School and Professor of Public Health at the University
of Melbourne, highlighted that a strengthened approach to prevention will support greater
integration of prevention and promotion strategies with treatment, care and support
services. He described the importance of having a strong and effective treatment, care and
support system while also ensuring those working in the system are aware of, engaged in and
supportive of actions to prevent people from becoming ill in the first place.®
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Ms Nicole Bartholomeusz, Chief Executive of cohealth, described how reducing the
prevalence of mental illness will deliver benefits to the mental health service system by
reducing costs and service demands on the tertiary mental health system.*®

Prevention United also described prevention and promotion strategies as being
complementary to mental health treatment, care and support:

Prevention and treatment are complementary rather than competing endeavours and
it is essential to focus on both if we are serious about reducing the impact of mental
health conditions on individuals, their loved ones and on the whole community.”’

The Commission also recognises that increased mental health promotion activity and the
delivery of efforts to prevent mental illness are likely to improve health equity more broadly.
This is explored further in Volume 3: Promoting inclusion and addressing inequities. As the
World Health Organization observes, government investment in public health contributes to
reducing health inequalities in the long term.*® Ms Robyn Kruk AO, Interim Chair, Mental Health
Australia, giving evidence in a personal capacity, described how a focus on determinants will
assist governments in tackling health inequities:

The mental health of people is affected by the social, economic, and physical
environments in which they live. Many risk factors for mental iliness are associated
with social inequalities. Implementing strategies to address the social determinants
of mental health will improve the living conditions of people across the life stages, and
reduce risks of the mental health issues associated with social inequalities.*

The Commission heard that mental health promotion and efforts to prevent mental iliness
have an important place alongside treatment, care and support in addressing health
inequities. For example, Mind Australia called for ‘policy and program solutions that remedy
inequalities in social and economic determinants in equal measure to those that deal with

the clinical treatment and management of the symptoms of mental illness’*°
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4.2 The case for prevention

There have been significant global developments in the field of primary prevention over
the past 20 years following advice from the World Health Organization to give priority to
population-wide interventions and primary prevention strategies.” There is a growing body
of evidence that indicates prevention can be effective in reducing the prevalence and cost
of mental illness as described in section 412.%

There is limited evidence that some forms of mental iliness, such as schizophrenia and
bipolar mood disorder, can be prevented.”® However, there is evidence to indicate that
some preventative approaches can delay the onset or reduce the severity of psychosis.*

A recent review of prevention evidence found that, in some circumstances, it is possible to
prevent the onset of anxiety conditions, certain forms of depression, certain behavioural
disorders and substance use or addiction.”® The review identified the types of strategies that
can be effective in reducing risk factors and strengthening protective factors across a range
of settings and age groups. These strategies include:

e parenting programs

e social and emotional development programs

e creating supportive environments for mental health
e strengthening community action for mental health

« developing mentally healthy public policy.*®

In its submission, Prevention United made the link between public policy broadly and the
factors that shape mental health:

While public policy approaches for the prevention of mental health conditions have
received less explicit attention, there are nevertheless various existing policies that
make an important contribution. For example, child maltreatment, family violence,
racism, homophobia and transphobia are all major risk factors for mental health
conditions and existing laws, regulations and policies to tackle these problems are
therefore a crucial element of a comprehensive approach to prevention.”

Prevention United expressly highlighted the need to eliminate child abuse to reduce
mental illness:

Studies suggest that by eliminating child abuse we could potentially reduce the
prevalence of anxiety and depression in our community by around 20-25%.*®

Many government departments and portfolios have the capacity to influence these and other
determinants of mental health and wellbeing, as discussed later in this chapter.
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An evidence review commissioned by the National Mental Health Commission also

indicated that a wide range of primary prevention programs are effective in reducing mental
distress and illness.”® The National Mental Health Commission conducted modelling to assess
the potential economic benefit of investing in prevention and concluded:

Overall the modelling shows that there is good evidence for investing in a range of
preventative interventions, both on the grounds of cost effectiveness and cost savings.
These include less demand on the health budget through use of mental health services
(such as less hospitalisation and use of community based services), as well as increased
productivity (via less absenteeism and presenteeism in the workplace).*

Although the evidence base is growing, Ms Harman explained the reasons behind the relative
evidence gap:

Research commissioned by Beyond Blue in 2018 revealed a lack of services or programs
with prevention of anxiety and/or depression as their focus. The prevention gap is
significant for mental health, though it is common to physical health as well. Given

the longer timeframes and the number of people required to demonstrate preventive
efficacy, it is often much easier to get funding for a treatment program, so the evidence
base reflects this bias.”

The Commission recognises there are significant economic and other negative impacts
arising from mental illness and that prevention strategies based on evidence can reduce
these impacts. However, the Commission reiterates that the most important reason

to strengthen prevention is to reduce suffering and promote wellness for the general
community. Bethany Henry’s story (overleaf) illustrates how prevention initiatives can
strengthen factors that protect against mental illness and can support mental wellbeing.

The Commission envisages a future where more people like Bethany can be supported by
prevention and promotion initiatives that promote human rights and ultimately improve
quality of life across the population.® It is the Commission’s position that creating a stronger
focus on prevention now is essential to reducing mental iliness in the future, and in supporting
more Victorians to live healthier lives.
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Personal story:

Bethany Henry

Bethany is 19 years old and lives in Melbourne. Bethany recently finished high school
and is now employed in the university sector.

Back in 2018, Bethany was not feeling so good about herself or her place in the world.

It probably wasn’t the best time of my life mentally and physically. | had health
complications, but | also had mental health complications. School wasn’t very
good for me, social life wasn’t very good for me at the time.

Bethany heard about a young women'’s leadership program at the local council.
All young women were welcome to sign up, so she did.

The sessions were delivered by council staff and guest speakers who covered a range of
topics, including leadership, relationships and life skills. Above all, the program provided
a safe environment to connect, share and learn.

Bethany said she quickly gained more confidence in herself as a result of the program
and now plays a more active role in her community.

| wasn’t the type to stand up for myself or, you know, voice my own opinion ... And
everything in my life kind of then felt out of control because of that.

| became a person who was able to stand up for myself and speak up.

Bethany explained that the session on financial literacy helped her to understand her
rights at work and built her confidence to negotiate, while the session on respectful
relationships helped her to see her situation with new eyes and to realise she was

not being treated well. The presenters and the other young women helped her feel
connected and supported. Bethany said the leadership focus was about building
participants’ sense of self-worth, and this helped her to see herself differently.

| feel the leadership aspect actually comes from finding the leader in yourself.

Bethany has stayed connected to the program and her local community. She is now a
mentor and guest speaker in the program and feels good about giving something back.

It was really nice to be able to come back to the group and kind of give what | had

already taken and give back to the cycle of everything that happens with these
beautiful individuals.
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The program has shown Bethany that her voice matters. She now believes that change
is possible because she can see there are people who are willing to listen. She also said
the program has given her more strength to face the challenges that life will bring, and
to ask for help.

The program has also definitely taught me that I'm allowed to not be okay. And
that not being okay is a natural thing that happens in our lives. It is also okay to
recover, to heal, to get support, to get help from people.

Source: RCVMHS, Interview with Bethany Henry, November 2020.
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4.3 Designing a public
health approach to strengthen
prevention and promotion

In seeking to reorient the system to focus on and better promote good mental health and
wellbeing, the Commission has drawn on several frameworks and approaches. This includes
adopting a public health approach—underpinned by a human rights framework—to address
the factors that ultimately shape mental health.

4.31 Focusing on the whole Victorian population

Recalibrating the mental health system from a focus on iliness to a focus on wellbeing

will make it a system for all Victorians. Prevention and promotion strategies will be an
important vehicle for widening the focus to the entire population.”® Indeed, a key feature

of universal prevention and promotion strategies—as distinct from ‘selected’ or ‘indicated’
interventions—is their focus on the whole population.®

Prevention and promotion strategies should also reflect ‘proportionate universalism’ in the
sense of policies and programs being ‘universal yet proportionate to need'> The principle of
proportionate universalism supports investment in universal actions and interventions that
are adjusted and diversified according to the level of need, rather than investment solely in
programs for the most disadvantaged groups, or without consideration of differential need.
The principle recognises that inequalities in physical and mental health exist everywhere.
As Professor Sir Michael Marmot, Director of the Institute of Health Equity at University
College London explained:

Mental iliness, in general, follows the social gradient. There is good evidence that the
more common mental ilinesses (depression and anxiety) ‘are distributed according
to a gradient of economic disadvantage across society and that the poor and
disadvantaged suffer disproportionately from common mental disorders and their

adverse consequences’.®

The principle of proportionate universalism is highly relevant to Victoria because some

social groups and communities within Victoria experience disproportionate exposure to risk
factors and determinants, and have a higher rate of mental illness.” VicHealth submitted that
where government investment is directed to the whole population (with adjustments), rather
than focusing solely on particular cohorts or communities, the benefits of investment will be
distributed more evenly across the population while also supporting intensity of action where
it is most required.®

Additionally, an intersectional approach is an important perspective through which to
consider and address the convergence of multiple determinants and/or identities in shaping
an individual’s mental health outcomes.*® Chapter 21: Responding to the mental health and
wellbeing needs of a diverse population describes intersectionality in more detail.
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The Commission recognises that people identify with many attributes, and concludes that
an intersectionality framework has value in ensuring all Victorians have the opportunity to
experience good mental health and wellbeing.®

Another mechanism to support population mental health and wellbeing is the adoption of a
‘'whole-of-life’ approach to ensure actions are taken across infancy, childhood, adolescence,
adulthood and older age, and at important transition stages throughout the life course.”
Prevention strategies should be designed to address the specific risk or protective factors
that are influential for the age cohort they seek to target.®” For example, Professor Louise
Newman AM, Professor of Psychiatry at the University of Melbourne and Practising Perinatal
and Infant Clinician, highlighted that investment in healthy child development in the first
three years of life provides a good basis for emotional health, mental health and resilience
and will be likely to reduce the burden of mental iliness in the future.®®

In delivering on the reforms recommended in this chapter, the Victorian Government must
ensure prevention and promotion strategies have a universal orientation. They must reach
and deliver benefits for the entire Victorian population, with consideration given to different
need. The strategies should reflect the differential exposure that people have to risk factors
for mental illness and the different opportunities for prevention across the life course.

4.3.2 Adopting a public health approach

Public health is defined as ‘the art and science of preventing disease, prolonging life

and promoting health through the organized efforts of society’.*

Evidence before the Commission asserts that a public health approach would considerably
strengthen efforts to reduce mental iliness and to increase mental wellbeing in Victoria.
Professor Helen Herrman AO, former President of the World Psychiatric Association and
current Head, Vulnerable and Disengaged Youth Research at Orygen stated that promotion
of mental health is integral to public health and that a public health approach can
encompass prevention and promotion alongside treatment, care and support.®® Professor
Sir Michael Marmot explained that public health responses are required alongside, and in
addition to, individual and treatment-oriented responses because public health responses
are more effective for achieving prevention outcomes.®®

The public health approach provides a good framework to guide action and a common
ground to bring diverse disciplines and sectors together. As Professor Herrman explained:

In my experience, the term ‘public health’ typically refers to what a community can
do in an organised and collective way to improve health in communities and reduce
inequalities in health status.”

The principles, concepts and practices of public health are well established in relation to
chronic physical illness and other forms of disease. The Commission notes that there is

not only one single public health framework—rather that there are several principles and
features that differentiate public health from other approaches, as summarised in Figure 4.1.
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Figure 41: Principles and features of a public health approach

&)
A cyclic process of defining the problem
through data; establishing the causes
of the problem through research;
finding out what works to prevent
% the problem; implementing effective
- interventions across settings; and
monitoring impacts and outcomes!

Erppowerment and Strategies that are
participatory approaches— universal, aimed at
that is, approaches that give Ve W the population and
people power and encourage // proportionate to need?

them to participate—especially '
for disadvantaged groups®
/

/

/ Principles and

~ & f f ‘ =]
= eaturesofa |
blic health |
Priority given to investment .\-\ p u / A focus on the social
in primary prevention, \ and environmental
health promotion and \\ a p p roac h / determinants of health?®

early intervention’ \

\ A commitment to reducing
Use of regulation and | health inequalities, which
governance to influence FE}‘\:Q, refers to the systematic
policies and systems, differences in health that
especially where there are could be dealt with through
complex or intersecting Shrcillonseand reasonable action and are,

i & . > v
determinants monitoring to assess the therefore, judged as ‘unfair

problem and measure the
effects of interventions
on health outcomes®

Source: 1. World Health Organization, The Public Health Approach, <swww.who.int/violenceprevention/approach/public_
health/en/>, [accessed 28 October 2020]; 2. World Health Organization, Social Determinants of Mental Health, p. 8;

3. Faculty of Public Health and Mental Health Foundation, London, Better Mental Health For All: A Public Health
Approach to Mental Health Improvement, 2016, p. 11; 4. World Health Organization, Equity, Social Determinants and
Public Health Programmes, 2010, p. 5; 5. World Health Organization, The Public Health Approach; 6. Sharon Friel,
‘Chapter 33: Governance, Regulation and Health Equity’, in Regulatory Theory (Canberra: ANU Press, 2017), pp. 573-590
(p. 579); 7. World Health Organization, World Health Report 2002, p. 147; 8. Herrman and others, 2017, p. 98.
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Many of these principles and features are evident in approaches to other health and social
issues in Australia such as tobacco control, road safety and trauma, HIV/AIDS reduction, obesity
and overweight prevention and the prevention of violence against women.®® Examination of

the successes across these various health and social issues has highlighted the enablers and
barriers for a public health approach to support measurable public health outcomes.

In her witness statement to the Commission, Ms Kruk outlined a comparison of various health
movements in Australia and highlighted the success of tobacco control efforts over many
decades. Ms Kruk observed that ‘success was driven by the fact that there was agreement at
the Commonwealth and state level about the desirability of reducing smoking rates. And a

long-term commitment to jointly progress’®

Ms Kruk also shared observations from the field of obesity prevention:

Childhood obesity can be likened to mental health in relation to the fact that it is a
difficult measure to change with successful outcomes beyond the reach of any one
funding body. It touches on so many aspects and areas of government. It requires
involvement at the community level, in education systems and in local government.”

A Victorian Government review highlighted that there has been limited success in public
health approaches to obesity and attributed this to the strategies in this field being
'dispersed’ and that there is ‘no systematic, coordinated approach to the targeting and
prioritisation of preventive strategies’” To confront the many limitations on effective action
in the area of obesity—such as lack of targets and agreed strategies, limited funding,
underdeveloped evidence base and lack of formal mechanism to provide ‘visibility and
coherence’—researchers and advocates have suggested that government leadership is
needed to set an agenda and create a way forward.”

In contrast, the same review highlighted success factors in Australia’s response to the HIV/AIDS
epidemic. These included the rapid establishment of coordinated strategies and the
empowerment of civil society and activist groups, backed by a bipartisan, long-term and
multifaceted approach.” The approach is discussed in the HIV/AIDS public health reform case
study later in this chapter.

A public health approach is also likely to support more integrated approaches to physical
health and mental health. These are strongly linked, as Dr Tim Moore, Senior Research Fellow,
explained in his personal capacity:

Mental health is intimately linked with physical health, social health, and biological

health, and is shaped by our nutritional, social and physical environments and the
lifestyles these allow.””
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In its submission, VicHealth described a ‘two-way’ relationship between mental health and
other conditions, such as cancer, chronic obstructive pulmonary disease and diabetes, and
suggested that prevention and promotion for mental health would also deliver benefits in
these other health areas.”

Despite this, the strong links between mental and physical health are not yet broadly
reflected in public health approaches. Professor lan Hickie AM, Co-Director of Health Policy
at the Brain and Mind Centre, University of Sydney, explained that mental health is not yet
embedded in public health priorities or approaches.”® Professor Hickie suggested that:

mental health needs to have a much bigger footprint within the existing public health
system, which has information systems that provide real time feedback about the
effectiveness of public health services and changes in the health status of populations.”

The Commission asserts the need for the Victorian Government to adopt a public health and
human rights approach to underpin prevention and promotion efforts in the future mental
health and wellbeing system, with mechanisms in place to support coordination and sustained
effort. This approach will help ensure strategies target the whole population, address the
many factors that shape mental health, involve many sectors taking action and are monitored
more consistently. This approach also supports a focus on reducing inequalities in mental
health and in society more broadly. Furthermore, this approach is also likely to strengthen
embedding of mental health into Victorian public health policy and investment in relation to
health and wellbeing more broadly. Finally, a public health approach will support the Victorian
Government to take a more preventative approach to mental health and wellbeing.

4.3.3 A focus on human rights

The Victorian Mental lliness Awareness Council told the Commission that ‘human rights
are the most critical underpinning factor to achieve the aims of the Royal Commission
into Mental Health'”® Australia is a signatory to the International Covenant on Economic,
Social and Cultural Rights.”” Articles 121 and 12.2 of the Covenant obligate States parties
to ‘recognize the right of everyone to the enjoyment of the highest attainable standard of
physical and mental health’ and to take steps ‘to achieve the full realization of this right’*

The Honourable Professor Kevin Bell AM QC, Director of the Castan Centre for Human Rights
Law at Monash University, giving evidence in a personal capacity, described the role:

Indeed, only a public health approach, with other population-wide measures, can
effectively address the social determinants of mental health. However, the system
must be underpinned by the normative foundation of human rights to ensure equality,
non-discrimination and respect for dignity. A public health strategy is an organised
program of action which should be underpinned by but cannot substitute for human
rights as that normative foundation. Moreover, human rights themselves are a
determinant of mental health.”'
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At the global level, there is emerging evidence that the principles of public health strongly
overlap with human rights frameworks. New perspectives and insights are emerging from
recent approaches to health challenges, such as poverty and indigenous health, to support
the improved integration of human rights and public health.® The HIV/AIDS public health
reform case study illustrates the impact of the public health approach in reducing HIV/AIDS.
The approach had a strong focus on human rights, which was primarily achieved through
collaboration and partnership approaches.

The World Health Organization’s Mental Health Action Plan 2013-2020 sets out ‘cross-cutting
principles and approaches’ that integrate human rights and public health and applies them to
mental health care and promotion. This includes the principle of empowering people with lived
experience of mental illness in all aspects of the system and adopting a multisectoral approach.®

One of the four objectives of the action plan recognises that ‘responsibility for promoting
mental health and preventing mental disorders extends across all sectors and government
departments’® The action plan suggests that future international approaches to

mental health and wellbeing should draw heavily on public health and human rights.

The Commission has concluded that approaches to prevention and promotion in the future
Victorian mental health and wellbeing system should align with these action plan principles

and has embedded these considerations into its recommended reforms.

4.3.4 Influencing the factors that shape mental health

The factors that shape mental health are often referred to as the social determinants of
mental health.® The social determinants of mental health are broad and diverse, but they

are a critical consideration for reforming the mental health and wellbeing system and for
creating a stronger focus on good mental health and wellbeing. Social determinants include
individual characteristics, such as a person’s cultural background or socioeconomic situation,
as well as societal, community and environmental conditions, such as social disadvantage,
discrimination or ecological events.®

Mrs Lucinda Brogden AM, Chair of the National Mental Health Commission, explained:

Some of the most powerful root causes of health inequalities are the social conditions
in which people are born, grow, work, live and age, as well as the systems that shape
the conditions of daily life. These conditions are collectively referred to as the social
determinants of health. Social determinants can strengthen or undermine the health
of individuals and communities.”’

The Victorian Mental lliness Awareness Council submission emphasised that a response to
the social determinants of health is a vital element of the state’s broader response to mental
health. The submission stated that ‘an effective, state-wide response to mental health must
respond to social determinants, and this requires a response that stretches far beyond the

health system"®®
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Case study:

HIV/AIDS public
health reform

Since the first case of AIDS in Australia almost 40 years ago, Australia’s public health
response to HIV/AIDS has been underpinned by a partnership approach between the
Commonweadlth Government, state and territory governments, people with and affected
by HIV, community organisations, researchers and clinicians.

Australia’s HIV/AIDS public health approach has consisted of a broad range of
prevention and promotion strategies delivered in many settings over several decades.
Current efforts are guided by the Eighth National HIV Strategy 2018-2022.

Ms Alischa Ross, former CEO of YEAH, a national health promotion organisation focused
on youth-led sexual health and HIV awareness initiatives, said Australia is globally
recognised for its approach to addressing HIV.

Starting from the first National HIV strategy in 1989, Australia’s response is built
on a partnership approach at all levels of government, and most importantly,
engaging the communities that are directly affected and the priority populations
most at risk. Our early response was one of the first times that governments

sat down with affected communities as equal players at the decision-making
table and that’s really what a partnership approach focused on action and
outcomes is about.

Ms Ross said the partnership approach had been effective because of the
implementation of targeted and nationalised initiatives with shared goals and
indicators to measure impact.

It’s important to consider the interplay between areas of government where
there are shared responsibilities to coordinate effective public health responses.
Implementation plans over the years have drawn on different expertise, whether
that’'s community groups in terms of advocacy, health promotion and prevention,
or clinicians in terms of workforce development, treatment and research.

Ms Ross said the public health responses since the early 1990s, as well as the evolution
of HIV treatments, have helped guide responses to other infectious diseases and public
health challenges and have therefore made a major contribution.

HIV has taught us many of the best practices that guide our current approaches to
coordinated public health responses. In the case of HIV, addressing issues around
stigma and discrimination have enabled wide spread prevention education and
encouraged people to get tested and access treatment and support early.
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Mr Simon Ruth, CEO of Thorne Harbour Health (formerly the Victorian AIDS Council),
said the involvement of community organisations has been a driving force in achieving
tangible outcomes.

The community response in HIV has always been incredibly strong. It was through
the campaigning from those groups, where we really pushed the notion ‘talk

to us not about us’, that we started to get capital investment in research from
government to work with them to address HIV.

Sources: Australian Government, Eighth National HIV Strategy 2108—-2020, <www1.health.gov.au/internet/main/
publishing.nsf/Content/ohp-bbvs-1/$File/HIV-Eight-Nat-Strategy-2018-22.pdf>, [accessed 9 November 2020];
RCVMHS, Interview with Alischa Ross, November 2020; RCVMHS, Interview with Simon Ruth, November 2020.
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The social determinants of mental health and wellbeing can be characterised into five domains:

« Demographic factors: the specific demographic characteristics of populations that
convey risk for, or protection from, mental illness (such as gender and age)

e« Economic factors: the production, consumption and transfer of wealth that convey risk
for, or protection from, mental iliness (such as financial stability)

e Local community conditions: characteristics of an area or community that convey
risk for, or protection from, mental iliness over and above what is attributable to the
individual characteristics of community members (such as location, access to nature
and relative neighbourhood deprivation)

e Environmental events and life experiences: serious disruptions to the functioning of
either a community or individual that exceed its ability to cope through use of its own
resources and convey risk for mental iliness (such as natural disaster and trauma)

e Social and cultural context: the ways in which the organisation of society, social
interactions and relationships affect risk of, and protection from, mental iliness (such as
social connectedness and social participation).®®

A range of factors can heighten or lessen the risk of poor mental health. For example, social
determinants can affect the mental health of children and young people in particular,

such as children who experience adversity or trauma in childhood including through child
abuse or neglect, family violence, the mental iliness of their parents or other caregivers,

or bullying.’® Children of parents with ‘significant’ mental illness are twice as likely to

develop their own mental health challenges.”’ Compared with children living in the least
disadvantaged areas, children living in the most socioeconomically disadvantaged locations
are approximately twice as likely to be ‘developmentally vulnerable’ which can impact on
their future mental health.*

There are specific risk and protective factors that affect people at different life stages, as
shown in Figure 4.2. The Commission notes that supportive and positive relationships through
family and social networks are an important protective factor across all life stages. The
important role of social relationships and social connection is discussed further in Chapter 11:
Supporting good mental health and wellbeing in the places we work, learn, live and connect.

Social determinants that act as risk and protective factors exist within the conditions of
everyday life. This means they can be modified in everyday places or settings—for example,
within families, schools, workplaces and the community more broadly. In early childhood and
adolescence, for instance, some of the strongest protective factors for mental health include
positive family functioning, community support and physical activity.”® These factors are not
driven by the formal mental health system.

It follows that the social determinants of mental health can be actively addressed outside
of health settings and services, and by people who live and work outside the mental health
and wellbeing system. Professor Sir Michael Marmot told the Commission that the ‘causes
of those causes’ are complex and also lie outside the healthcare system.** This means there
are opportunities to influence the drivers of mental health in settings and sectors outside of
the formal mental health and wellbeing system, as well as across multiple departments and
portfolios within government.
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Figure 4.2: Key risk and protective factors for mental health and wellbeing by lifestage

Lifestage

Children

Teenagers

Perinatal
period

Adults

and the

general
population

Older
adults

Key protective factors

Positive family functioning
and support

Supportive communities

Physical activity and access
to green space

Foster care and kindship care
Individual resilience factors
Positive parenting style and
family functioning

Positive teacher and peer
relationships

Social support (including online)

Community support and sense
of belonging

Physical activity and access to
green space

Individual resilience factors

Physical activity

Social support and networks
High-quality social relationships

Supportive integrated online
networks

Social support
Physical activity

Employment

Physical activity and access to
green and blue space

Social support and networks
Diet and nutrition

Alcohol reduction

Own ethnic density

Social support and networks
Physical activity
Internet use

Key risk factors

Factors related to refugee status
Homelessness and out-of-home care
Screen time and sedentary behaviour
Chronic illness and obesity

Maternal prenatal influenza

Food insecurity

High screen time, social media
time and/or cyber-bullying

Poor family functioning

Chronic illness and obesity
Out-of-home care

Factors related to refugee status
High-demand academic environments
Adverse events

Substance abuse or addiction

Social isolation and loneliness
Homelessness

Being a sexual minority
Migration

Cyber-bullying

Childhood and lifetime abuse
Chronic medical conditions

Stress and unsupportive relationships
Disturbed sleep

Multiple births

Antenatal anxiety

Substance abuse

Social isolation and loneliness

Insecure employment, unemployment or
unsupportive work conditions

Economic inequality

Factors associated with migration
and refugee status

Homelessness and poor housing conditions
Caregiving
Physical health conditions

Stressful events (including childhood
events, intimate partner violence,
recession and drought)

Being in a sexual minority
Food insecurity
Smoking

Death of a partner
Social isolation and loneliness

Being a caregiver for someone
with dementia

Source: DJ Rickwood and others, ‘Mental wellbeing risk & protective factors: An evidence check rapid review brokered

by the Sax Institute for VicHealth’, Sydney: Sax Institute, 2019.
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The Healthy Parks Healthy People case study in this chapter illustrates how non-health
departments can contribute to mental health objectives. As Mrs Brogden told the Commission:

many other government portfolio areas and community services play a critical role in
addressing the social determinants of health, in areas such as employment, education,
housing, justice and social security.”

4.3.5 Many places and environments
can influence mental health

The Commission recognises that prevention and promotion need to be delivered both within
and outside of the mental health service system in order to address the social determinants
of mental health. The places or environments for delivery are often referred to as ‘settings’, as
described by VicHealth:

Settings are the places and social contexts in which people engage in daily activities,
where environmental, organisational and personal factors interact to affect health and
wellbeing. They might be geographic areas, organisations or virtual spaces, and they are
the environments in which primary prevention and health promotion action takes place.®®

Scientia Professor Helen Christensen AQ, Director and Chief Scientist at the Black Dog
Institute, highlighted that targeting activity to settings will ensure that activity is spread
across the community, is universal and engages the whole community.” The services that
provide treatment, care and support play a role in prevention and promotion alongside the
people and services in these additional settings.

Figure 4.3 summarises the many places, settings and environments in Victoria outside of the
mental health system. Several mainstream settings have been identified as priority settings
for mental health and wellbeing due to their high level of existing mental health promotion
activity, as well as their potential to achieve considerable reach across the population. The
Commission heard that these settings—specifically, communities and place-based initiatives,
workplaces and employment, and education, including schools, early childhood and tertiary
settings—are already active in promoting mental wellbeing and may therefore be better
prepared than other sectors to implement new initiatives. These settings can also strengthen
the reach of prevention and promotion because most people will participate in them at
some time in their lives. The recommended approach in these priority settings is described

in Chapter 11: Supporting good mental health and wellbeing in the places we work, learn, live
and connect.

Beyond universal settings like workplaces and schools, there is emerging evidence indicating
the role that other settings can have in influencing good mental health and wellbeing—
including arts and creative industries; sports and recreation; digital settings; and social and
community services.

Recent evidence suggests that 98 per cent of Australians engage with the arts including
cultural activities, music and books, live events and online interactions.” Arts and cultural
activities have indicated benefits for mental wellbeing, with a recent evidence review in
Victoria noting that, ‘overall “strong evidence” of the impact of arts interventions, programs
and activities on mental wellbeing and social health was found’*®
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Figure 4.3: The places, settings and environments that influence mental health and wellbeing
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As an example, the Big Anxiety festival case study in this chapter illustrates the role that
arts settings and cultural events can play in opening conversations about mental health, for
people who have experienced mental illness and also for the broader community.

There is also emerging evidence about the role of sports and recreation clubs in promoting
mental wellbeing. For example, a recent survey indicated that one-third of respondents

in regional and state sporting associations rated mental health and wellbeing as a high
priority.°® The survey report suggested that:

Community sport offers an ideal space to better support [mental health and wellbeing]
within the community as part of a primary prevention approach. It provides a trusted
network where people feel socially connected. It also offers a site where potential risk
factors can be targeted and replaced with more supportive factors linked to notions of
wider inclusion and connectedness.”

Participants in the Commission’s East Gippsland Roundtable agreed there is a significant
role for sport and recreation in mental health and wellbeing. One participant said, ‘If we can
provide a really supportive community sport framework where those incidental conversations
can happen in a supportive way for young people and for adults, men and women, | think
that would be really good’; however, he highlighted that more resources were needed for
community sport to have an impact on mental health promotion.’

The role of green spaces and the natural environment in mental health promotion is also
emerging. An evidence review of prevention indicated that some of the most effective
interventions involved, or were delivered in, natural environments.”” Likewise, evidence-based
modelling shows that increases in neighbourhood vegetation cover may reduce symptoms

of depression, stress and anxiety.”” The Healthy Parks Healthy People Framework described
in this chapter aims to increase the role of green spaces and the natural environment in
promoting good mental health.

Digital environments and digital strategies are becoming essential to mental health
promotion. Interventions may be placed in the digital environment itself, or they may
complement interventions in offline or ‘real-world’ settings. However, digital strategies should
not be considered standalone strategies. As Ms Harman explained:

We should take full advantage of the wide reach of digital technologies to help people
better understand and invest in their mental health.'®®

In saying this, we need to remain conscious of digital inequities and accept that
telehealth and digital mental health services are not the silver bullet, but must be part
of the solution to system reform and to improve population mental health.”®

Mr Matiu Bush, Founder of One Good Street and Deputy Director of the Health Transformation
Lab at RMIT, expressed a similar view. Mr Bush said, ‘the best interventions to tackle
loneliness include a combination of tactile and digital approaches, often in combination.””” Mr
Bush highlighted the role of digital technology in enabling social networking, in coordinating
activities and volunteers and in helping families and carers. He forecasted a significant role
for digital technology in prevention and promotion as Victoria’s population grows older, larger
and more complex, and as more Victorian startups choose to focus on mental health."® Mr
Bush also suggested there are potential cost savings from developing technology that helps
to predict and prevent mental and physical health issues.”®
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Finally, social and community services and allied health settings are also potential sites
for prevention and promotion. Sectors such as housing, justice, aged care, family violence
and youth services could all play a more effective role in mental health promotion. As the
Victorian Council of Social Service highlighted:

Community services are well-connected with some of the most vulnerable members of
our community. They maintain strong relationships with people who access them, and
are well-placed to identify and act on the early warning signs for mental iliness before
a person reaches crisis point. They can also act as soft entry points to mental health
services. With the right supports at the right time and in the right place, services can
often intervene early and help people from becoming unwell."

Therefore, many places and environments can support mental health promotion. In addition,
the Commission recognises that many professionals in varied sectors and settings can
contribute to mental health and wellbeing through their everyday work practice and
interactions. Ms Lin Hatfield Dodds, Associate Dean for the Australian and New Zealand
School of Government of the Crawford School at the Australian National University, described
in her personal capacity how prevention and promotion strategies will require input and
effort from people and professionals across many sectors and many parts of the community.
As Ms Hatfield Dodds said, good mental health is ‘everybody’s business’ and ‘every civil
society organisation is able to support good mental health’™

People and professionals in all the places and environments referred to above should

be viewed as potential contributors to the ‘workforce’ for prevention and mental health
promotion. The Prevention United submission suggested there is an opportunity in Victoria
to leverage the capacity of professionals across many places and environments to support
prevention and promotion while also recognising there is value in supporting mental health
promotion specialists to provide leadership and guidance for others.™

The role of contributors and mental health promotion specialists within prevention and
promotion is illustrated in Figure 4.4 and complements the role of providers of treatment,
care and support. ‘Contributors’ may include youth workers, sports coaches, human resource
managers and others who can adopt mental health promotion practices into their daily work,
and have the potential to promote mental health and wellbeing in their interactions with
individuals and communities. ‘Specialists’, on the other hand, may include health promotion
officers, mental wellbeing program coordinators and prevention experts whose core business
is to promote mental health and who can support prevention and promotion activity

within organisations and systems. They can also provide advice and expertise to support
contributors and others. There is potential to strengthen the role of both contributors and
specialists within many sectors including community and social services,™ local governments,
community health, primary care, existing health agencies and mental health providers, as
well as sports, education, human resources, arts and housing.™
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Case study:

Healthy Parks
Healthy People

Healthy Parks Healthy People was established by Parks Victoria in 2000 and has now
become a global movement highlighting how human health and the health of nature
are linked. More specifically, it promotes the many health and wellbeing benefits of
connecting with nature, with a strong focus on mental health.

Parks Victoria leads implementation of the Healthy Parks Healthy People Framework,
building cross-sector partnerships to connect people to parks for health and wellbeing
benefits. Partners include environment, community and health sector organisations,
corporate and philanthropic organisations, different levels of government, research
partners, volunteers and a wide range of service providers.

Tony Varcoe, Director, Community Programs at Parks Victoria described the sorts of
activities Parks Victoria and its partners use to promote parks as positive settings for
mental health.

Focus areas include nature-based activities (e.g. Junior Ranger, outdoor
education, mindfulness in nature) to build positive child and youth mental health
and resilience, encouraging park activities for healthy and active ageing (e.g.
volunteering and walking), providing nature trails for people with dementia or
sensory issues, nature-based programs for new migrants and refugees, improving
experiences in nature for people with a disability (e.g. all abilities camping and
all-terrain ‘Trail Rider’ wheelchairs) and partnering with Traditional Owners to
facilitate access to Country for improved wellbeing.

The Heathy Parks Healthy People Framework contributes to outcomes for Victoria’s
Public Health and Wellbeing Plan 2019-2023, including ‘improving mental wellbeing’. It
includes short- and medium-term measures to assess the physical and mental health
outcomes of target populations that are attributable to parks and nature.

The Healthy Parks Healthy People Framework is underpinned by the Victorian
Memorandum for Health and Nature, a statement co-signed in 2017 by the Minister
for Health and the Minister for Energy, Environment and Climate Change to provide
stronger connections between environment and health policy.

Mr Varcoe said an interdepartmental working group was set up to develop improved
collaboration within government and to deliver the intent of the Memorandum.



Volume 1 Chapter 4: Working together to support good mental health and wellbeing
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The Working Group, including representatives from Parks Victoria, Sport and
Recreation Victoria, the Department of Environment, Land Water and Planning
and the Department of Health and Human Services, has initially been a small
and focussed group looking to identify short to medium-term collaboration
opportunities. The structure is flexible and seeks to engage both government
officers and decision-makers to support integrated policy and programs.

Mr Varcoe said these connections had also informed policy changes to support mutual
outcomes. This includes stronger recognition of the role of parks and open spaces in
the Public Health and Wellbeing Plan 2019-2023 and also recognition of the health and
wellbeing benefits of valuing nature in Protecting Victoria’s Environment - Biodiversity
2037, Victoria’s plan to stop the decline of native plants and animals and improve our
natural environment.

Source: RCVMHS, Interview with Tony Varcoe, November 2020; Parks Victoria, Healthy Parks Healthy People,
<www.parks.vic.gov.au/healthy-parks-healthy-people>, [accessed 20 November 2020]; Healthy Parks Healthy
People Framework, Parks Victoria, 2020.
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Case study:
The Big Anxiety

The Big Anxiety is an arts festival exploring mental health founded by the University of
New South Wales, in association with the Black Dog Institute, and now RMIT. Professor
Jill Bennett, its Founding Director, believes that the arts are ‘the best means we

have for developing rich and empowering ways to communicate and share complex
experience’. Accordingly, every exhibit at the festival, whether it be a hi-tech interactive
environment or a one-on-one dialogue, is intended to encourage conversation about
the trauma, anxieties and stresses of everyday life, and to involve people from all parts
of the community to support collective mental health.

Professor Bennett explained the festival combines three elements: people, arts and science.

People and communities are the key to understanding experience; the arts provide
the means to connect; and the science ensures an evidence-based approach to
the work of the festival.

Lived experience is critical to the festival. As Professor Bennett puts it, ‘the art is
generated from lived experience.’ Exhibits are developed from community projects
that offer high-level creative and technical support for people with lived experience
to address issues central to them. The festival also nominates ambassadors, who
Professor Bennett says are ‘just ordinary people with some kind of lived experience’.

Professor Bennett notes The Big Anxiety is not just about what is being exhibited; it is
about the nature of the engagement.

We knew from the start that the purpose had to be to create enriching experiences
for people with their own lived experience. We want the work to have direct mental
health benefit. That might be in terms of promoting understanding, agency and
self-reflection, and in some cases, participating is directly linked to recovery.

Using the arts as a mechanism to emphasise mental wellbeing for everyone led

to the theme of the 2019 festival: cultivating empathy. Professor Bennett says that
empathy is critical to enabling people to ‘care and support for others and to defeat
stigma’. Exhibits were designed to encourage people to reflect and to build their skills

in listening to different voices. In the festival’'s ‘Empathy Clinic’, exhibits presented
first-person perspectives on lived experience, to challenge assumptions and to test how
sharing perspectives can change people’s views.

One of the exhibits, ‘/Awkward Conversations’, was based on the simple idea of
one-to-one conversation in a supportive environment. Participants booked a
conversation with a person who has some kind of lived experience with mental health
challenges or disability. Professor Bennett notes the resulting dialogues were often
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‘guite subtle but high impact discussions’. Another exhibit, ‘Listen up’, was a meditative
‘soundscape’ where visitors could listen to stories from Aboriginal people of trauma,
violence and abuse in a supportive setting.

Professor Bennett says the real measure of the festival’s success is not just the people
who attend, but the quality of engagement people feel that they have experienced.
Honor Eastly, one of the Festival Ambassadors explained how the festival contributes to
broader wellbeing.

The Big Anxiety is a unique opportunity to think about mental health not as a
health issue, but a philosophical and cultural question. It asks of us: how do we live
good lives in the modern world?

The Big Anxiety includes projects that bring people together using arts to process
difficult life experiences. Jenny McNally, a survivor of institutional abuse, collaborated
on an immersive film shown at the festival and spoke about how her involvement in the
festival contributed to her recovery.

I've always had trouble dealing with my journey, my journey’s been very hard.

I think that’s the most amazing thing, was that | was believed. I've never been
believed in my life. And to then go to the university and bring my children in, and
to have my first born son ... to sit there and say ‘Mum, this is stunning and now |
understand your story, | understand who you are.’ It gave me back my own reality.
You know, | didn’t have to pretend anymore.

Andrijana Miller, a festival volunteer with lived experience of trauma, said the festival
does bring in people who would not necessarily seek help, because art is seen as ‘safe’.

This festival for me creates a very safe space for something that is very unsafe or
creates a very unsafe experience, like a trauma or Post Traumatic Stress Disorder
or anxiety.

The Big Anxiety will take place again in Melbourne in 2022, where it will explore the
theme ‘reimagining mental health’.

Source: RCVMHS, Interview with Jill Bennett, July 2020; The Big Anxiety <www.thebiganxiety.org> [accessed

22 July 2020]; The Big Anxiety 2019 Podcast Series; The Big Anxiety 2017 Festival Summary; The Big Anxiety
2019 Report; YouTube, Jenny McNally Interview, Parramatta 2017, The Big Anxiety, <www.youtube.com/
watch?v=4hFS8-Fqg-c8>, [accessed 5 November 2020]; YouTube, The Big Anxiety 2019 - Festival Highlights, The
Big Anxiety, <www.youtube.com/watch?v=kiQMVd2XVOO0&feature=emb_logo>, [accessed 5 November 2020].
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However, a planned approach is required to provide the right resources, such as training and
networking opportunities, to these sectors and to ensure the approach complements planned
activities for the mental health workforce described in Chapter 33: A sustainable workforce
for the future. The Victorian Government'’s Building from Strength plan, in the family violence
areq, provides an example of a planned approach to supporting multiple workforces both
inside and outside of the formal service system, with the objective of changing outcomes for
individuals and communities.™

Figure 4.4: The role of contributors and specialists in prevention and promotion
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Another important aspect of working across places, settings and environments is the role
of partnerships. Stakeholder agencies such as VicHealth emphasised that partnerships
across sectors are important to support public health action and ‘can increase the
efficiency of systems that have an impact on health by making the best use of different
but complementary resources’™ VicHealth also suggested that, looking to the future,
‘establishing partnerships or alliances with experts from within the sector and from
non-health sectors’ is an important function of coordination.” Similarly, Professor Herrman
highlighted the role of partnerships in increasing the impact of health promotion efforts
and avoiding real or perceived competition for resources.” The critical role of partnerships
has been highlighted earlier in this chapter in relation to the achievements made in
tobacco control and also HIV/AIDS prevention including intergovernmental and cross-sector
partnerships. The coordination of partnerships will be important in the future public health
approach to mental health and wellbeing in Victoria, including collaboration across health
and non-health sectors and across government and non-government agencies.
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4.3.6 Supporting all Victorians to make a difference

The Commission recognises that members of the Victorian public can play a more significant
role in prevention and promotion through day-to-day action in their neighbourhoods,
networks and communities. Communication and social marketing are important strategies
in mental health promotion to engage the general public in this way. They are part of a public
health approach and should be delivered alongside other health promotion strategies such
as organisational development and policy reform.™

In the context of mental health promotion and prevention, public communication strategies
can help to increase public knowledge about what constitutes good mental health and
wellbeing. This type of activity would be complementary to, but distinct from, efforts to
reduce stigma and discrimination around mental iliness, as described in Chapter 25:
Addressing stigma and discrimination. Public communication can increase knowledge
about the role every person can play in promoting mental wellbeing among family, friends
and social networks—for example, by promoting open conversations, offering help in the
community and supporting social participation. Community members told the Commission
that this can be helpful long before a person experiences mental illness:

We need more education about what mental health is. | think there could never be
enough education when it comes to mental health.™

If a community were better able to spot and gently interact with members of that
community who are presenting, even just the beginnings—we are all under stress, these
are very stressful times. A more grassroots, non-intrusive conversation would be really
helpful. It's a sign of a healthy community.”™

We want to apply that help-offering behaviour to mental health. We want to equip men
with the skills to approach a colleague and say, ‘Mate, you're not looking too good.

Can we have a chat about where you're at?’ An offer like that can open up an honest
conversation. Some people, and particularly men, may be a bit guarded, but you'd be
surprised how people will open up when they’re approached in a genuine way.”

Public communications activity also has the potential to generate support within the
Victorian public for prevention and promotion:

An effective campaign can increase the likelihood that the community will support
legislative and policy changes that will have a significant positive impact on promoting
mental health. These campaigns help governments garner the political will to make
changes that might otherwise face insuperable opposition.™

In the future, public communications activity should align with prevention and promotion
initiatives. However, it should specifically aim to help Victorians build the knowledge, skills
and confidence needed to play a more active role in the mental health and wellbeing of their
friends, families and networks. Ideally the communication activity will provide a broad and
engaging call to action across the population, with a focus on wellness rather than iliness.
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4.4 Limitations of current approaches
to promote mental health and
wellbeing and prevent mental iliness

4.41 Prevention and promotion efforts
are piecemeal and uncoordinated

Many agencies in Victoria are currently delivering initiatives to promote mental health and
prevent mental illness. At the state level, Victoria’s 10-Year Mental Health Plan describes

the government'’s intention to focus ‘greater efforts in mental health promotion and illness
prevention’. Responsibility for the plan ultimately sits with the Minister for Mental Health,

and the Mental Health and Drugs Branch of the Department of Health is responsible for
implementing it The plan describes the need to ‘take action in health promotion, prevention
and early intervention that is not restricted to government services’ and to ‘drive change
through the community sector and private sector’” However, the extent to which this has
occurred is unclear. It is also unclear how much this plan has enhanced the government’s
investment in prevention, as opposed to reclassifying existing efforts, because there is limited
attention to prevention and health promotion in the plan’s priority actions.”™ Furthermore, the
Commission heard of missed opportunities to develop ‘synergies’ between Victoria’s 10-Year
Mental Health Plan and other government strategies that have the potential to influence
mental health and wellbeing.”™

In addition, ‘improving mental wellbeing’ is a priority of the Victorian Government’s Public
Health and Wellbeing Plan.”® This plan is an initiative of former Minister for Health Ms
Jenny Mikakos and is currently coordinated by the Public Health and Prevention Unit of the
Department of Health. The plan is the Victorian Government’s overarching priority-setting
strategy in relation to public health and wellbeing and is required by the Public Health and
Wellbeing Act 2008 (Vic).”® The current plan (2019-2023) sets out an approach to achieving
improved public health and wellbeing outcomes for ‘all Victorians' and seeks to:

e encourage action around the factors that contribute most strongly to the burden of
disease and health inequalities

e ensure all parts of the sector work together towards clear outcomes

« take into consideration the wider determinants of health, both social and economic,
in the design and delivery of public health and wellbeing interventions.™®

In the area of ‘Improving mental wellbeing’, the plan aims to achieve a reduction in the
prevalence of mental illness and acknowledges links to other state-level strategies such as
Victoria’s 10-Year Mental Health Plan; however, the plan does not include any specific actions
or objectives towards this goal.”™ Moreover, mental wellbeing is not included as a focus area
in the plan, which means there are no specific ‘strategic actions’ outlined for addressing this
area of health.
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The Public Health and Wellbeing Plan is also intended to provide a foundation for municipal
health and wellbeing plans at the local government level. This is discussed further in
Chapter 11: Supporting good mental health and wellbeing in the places we work, learn,

live and connect. The municipal health and wellbeing plans are required by the Public
Health and Wellbeing Act. When being prepared, the municipal plans must have regard

to the state plan.®® Local councils play an important role in mental health as community
leaders, planners, employers, managers of public spaces and providers of services and
infrastructure.® Chapter 11 also describes the many examples of mental health promotion
efforts that have been carried out by community leaders and community-led organisations,
often with very limited resources.

However, in its submission, the Victorian Council of Social Service noted significant gaps in
the outcomes reporting across the two state government plans, which are discussed in the
next section of this chapter:

While the Department of Health and Human Services (DHHS) tables a Mental Health
Services annual report in Parliament each year, this report focuses heavily on the work
of DHHS and the clinical mental health sector. No data is available or reported against
many of the outcomes related to broader wellbeing measures, including participation in
education, work or community life. The Public Health and Wellbeing Plan also provides
an important platform for measuring population level health outcomes. However, its
scope is limited to the health and human services areas of government.

In addition to the statewide plans described above, the Victorian Government also provides
health promotion funding and prevention guidance to support delivery of prevention and
promotion at the community level—for example, through primary care partnerships, women'’s
health agencies and community health agencies.”®

VicHealth also plays an important role in supporting action through cross-sector
partnerships and community mobilisation, and contributes substantially to the research

and evidence base for mental weIIbeing.137 Indeed, VicHealth led the first attempt to
coordinate and provide a framework for prevention and promotion efforts in Victoria in
2005."® VicHealth's current strategy to improve mental wellbeing focuses on increasing social
connection for young people and improving gender equality.”

While there is a moderate level of activity and many stakeholders in prevention and
promotion, the main weakness in the current system is the gap in coordination of public
health efforts. The Victorian Council of Social Service suggested that, to take a strategic
approach to mental health promotion and prevention in Victoria, a new approach is
required that provides ‘system oversight and guidance’ and offers capacity to ‘coordinate
investment, research and monitoring’.140 Witnesses such as Professor Herrman identified the
need for ‘coordinated efforts’ to support many actors and agencies to deliver an integrated
approach to health promotion.” The former Department of Health and Human Services was
responsible for leading public health approaches across many health areas, including mental
health; however, following COVID-19 there has been recognition that changes are required in
departmental structures to allow for a more dedicated focus on specific portfolio areas."
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The Commission agrees with Prevention United’s assessment that:

‘Everyone’ does a ‘bit’ of prevention, but no-one seems to ‘own’ prevention and
accountability is not transparent. As a result, while there is activity on multiple fronts,
it's unclear how much is being invested, in what way, and whether it's having an impact.
We're pedalling but we're not necessarily moving forward."®

Prevention United advocated for establishing a new entity with leadership responsibility:

In our view, the best way to overcome this fragmented approach to the prevention
of mental health conditions is to devolve responsibility for planning, commissioning,
coordinating and monitoring initiatives (directly or indirectly) focused on the
prevention of mental health conditions, to a new entity tasked with fostering

a multi-sectoral approach.”*

4.4.2 There are gaps in measuring and monitoring outcomes

Measuring the impact of prevention is difficult because it involves measuring the absence of
a problem, rather than the absence of a service or the outcome of services.” This means a
different measurement approach is required.

The Victorian Public Health and Wellbeing Progress Report,*® published in 2019, reflects the
public health and wellbeing priorities identified in the Victorian Public Health and Wellbeing
Plan 2015-2019. The progress report provides a snapshot with respect to the key indicators

of health and wellbeing.”” However, the report draws on limited data and surveillance to
measure improvements in mental health and wellbeing, a deficiency that also characterises
the scorecard of Victoria’s 10-Year Mental Health Plan. Annual reporting on that plan includes
some selected measures of mental wellbeing but does not provide any surveillance or
monitoring in relation to the social determinants of mental health across the population.™®

In the Primed for Prevention Consensus Statement, several mental health organisations
called for improved tracking of investment and outcomes in prevention. They suggested that
a priority action is to:

Develop a prevention monitoring framework, in consultation with key stakeholders,
and embed prevention indicators into regular national population level surveys and
reporting frameworks."

Prevention United submitted that a coordinated approach to prevention monitoring would
support quality assurance and the development of implementation standards for prevention
programs; it would also support public reporting of outcomes arising from government
investment in prevention.™
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The challenge of measuring impact in the short term towards a reduction in prevalence in
the long term is comparable with other areas of policy reform, including the prevention of
violence against women. In a framework document for measuring the impact of prevention
action over time, Our Watch stated:

it may take ten years or more of multi-pronged and sustained prevention efforts to
create quantifiable change against prevalence indicators.

Participants at the Commission’s Public Health Roundtable agreed that the impact of
prevention on mental health can be difficult to detect in the short term and therefore it is
important to measure other outcomes and indicators.™

In this context, progress measures and medium- and long-term indicators are required to
support monitoring of the impact of preventative measures over time. As an example, Figure
4.5 illustrates the long-term impact on the mental health of children and young people
following investment in school-based prevention programs, with a focus on social and
emotional learning. The Department of Education and Training’s model, Rights, Resilience
and Respectful Relationships, is used as the basis for this illustrative example to indicate
how a variety of indicators can be used to measure the impact of prevention programs at
different time points.™

Figure 4.5: Prevention indicators at different time points
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In Chapter 3: A system focused on outcomes, the Commission proposes a new approach to
setting and monitoring outcomes for the mental health and wellbeing of all Victorians. The
outcomes framework will capture the broader determinants that influence mental health and
wellbeing, to encourage ‘whole of individual’ and ‘whole of community’ approaches that draw
on the intelligence and resources of multiple government portfolios.

There is emerging global research to support improved monitoring of mental wellbeing

in Victoria. For example, the What Works Wellbeing Centre in the United Kingdom has
highlighted a large range of evidence-based indicators at the population level across many
domains such as social connection, social inclusion, resilience and subjective wellbeing.™

In Canada the Positive Mental Health Surveillance Indicator Framework combines data on
mental health outcomes with data related to the individual, family, community and societal
determinants of mental health to provide a comprehensive assessment of population mental
health.® In addition, some authors suggest that strengthened measurement of subjective
wellbeing would help to assess the proportion of people who are ‘flourishing’ or experiencing
good mental health, which is different to assessing the proportion of people who are
experiencing mental illness.”
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4.5 Transforming the approach
to prevention and promotion

There is a significant opportunity in Victoria to establish a renewed public health approach
to mental health and wellbeing as a core element of the future mental health and wellbeing
system. Without this reform, it is less likely that the Victorian Government will make an impact
on the prevalence of mental illness nor the costs associated with it. It will take enhanced
investment into prevention and promotion, improved coordination of these efforts and
strengthening the position of mental health in public health activity to make a significant
difference.

As outlined in Figure 4.6, the Commission calls for the Victorian Government to adopt a public
health and human rights approach to underpin mental health promotion and prevention
activity. This should be done as a matter of priority. As Prevention United submitted:

It's time to try something new. It’s time to add prevention to the policy and funding mix
because without greater investment and action to prevent mental health conditions
from developing in the first place, we will never be able to ‘shift the dial’ in mental health

in Victoria.™®

Figure 4.6: A public health approach to improve mental health and wellbeing
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4.51 Creating new leadership—a new Mental
Health and Wellbeing Promotion Office

Victoria has a unique opportunity to build on a strong prevention and promotion history and
establish a new leadership function to coordinate statewide cross-sector prevention efforts.
The Commission acknowledges the importance of leadership, particularly in the context of
the social and other trends described in Chapter 1: The reform landscape, and in the context
of new and emerging challenges to mental health such as climate change and the impact of
social disadvantage; indeed, some researchers suggest that the mental health impacts of
COVID-19 may only be prevented or reduced through a cross-sectoral approach underpinned
by strong coordination.”’

The Commission recognises there are several agencies currently delivering prevention and
promotion efforts across Victoria; however there is no one agency or office solely dedicated
to coordinating those efforts.

The Commission recommends that the Victorian Government establishes a dedicated Mental
Health and Wellbeing Promotion Office to lead a statewide approach to promotion and
prevention. The goal of the office will be to improve mental health and wellbeing for the entire
population including people who are experiencing mental iliness.

In determining the optimal governance and leadership arrangements for mental health
promotion and the prevention of mental iliness, the Commission considered several models.
The Commission has determined that the most suitable location for the new office is inside
the new Mental Health and Wellbeing Division in the Department of Health, as described

in Chapter 27: Effective leadership and accountability for the mental health and wellbeing
system—new system-level governance. Locating the Mental Health and Wellbeing Promotion
Office inside the government unit responsible for system-wide governance will (a) align

with the department'’s responsibility for statewide coordination; (b) support integrated
planning and delivery of prevention and promotion alongside other system functions; and (c)
strengthen capacity to drive whole-of-government prevention and promotion activity.

The new office will be well resourced and led by a Mental Health and Wellbeing Promotion
Adviser (the Adviser), a senior executive position reporting to the Chief Officer for Mental
Health and Wellbeing in the Department of Health.

The Adviser will ideally have experience leading significant public health efforts, including

in areas related to human rights and social justice, in change management and working
across government portfolios. The Adviser’s role will involve overseeing the office’s operations
and leading cross-sector and whole-of-government engagement in prevention and
promotion. The Adviser will represent the office within the Department of Health and will work
collaboratively with other offices and divisions to ensure prevention and promotion continue
to be prioritised and aligned with broader mental health activity. External to the department,
the Adviser will represent the office and its priorities in working with multiple government
departments and agencies to support mental wellbeing activity.
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The Adviser and office staff will also lead engagement across sectors and settings with

the aim of working collaboratively and sharing their prevention and promotion expertise.

A productive working relationship with Commonwealth Government agencies will also be
essential for ensuring Victoria’s approach to promotion and prevention coordinates with, and
complements, the national mental health reforms. Finally, the office will be responsible for
securing support for prevention and promotion across the political spectrum and through
successive governments. Witnesses such as Professor Moodie described the importance

of securing bipartisan support to sustain health and economic policies through successive
governments in order to deliver mental health outcomes.™®

Ultimately, the Adviser will assist the Secretary and the Chief Officer for Mental Health

and Wellbeing to acquit their responsibilities for mental health promotion and prevention,

as described in Chapter 27: Effective leadership and accountability of the mental health
system—new system-level governance. Core functions and priority activities of the new office
are outlined in Table 41, along with priority actions in each area.

The proposed governance arrangements for prevention and mental health promotion,
as shown in Figure 4.7, reflect a whole-of-government approach. The proposed
Interdepartmental Committee on Mental Health and Wellbeing Promotion would include
Deputy Secretary membership and report through the Secretary of the Department of
Health to the Mental Health and Wellbeing Secretaries’ Board. Other agencies on the
Interdepartmental Committee will be required to ensure representation of expert bodies,
sectors and subpopulation groups—for example, VicHealth, Commissioner for Gender Equality
in the Public Sector, the Commissioners for Children and Young People, Commissioner for
LGBTIQ+ Communities, the Victorian Multicultural Commission and WorkSafe. The Expert
Advisory Group will include membership to reflect the priority settings and actions of the
office, such as local government, education, workplaces and communities.

The Commission envisions the establishment of the new office will support a significant
reduction in the prevalence of mental iliness in the future and should position Victoria as

a leader in mental health promotion and the prevention of mental iliness. The Commission
recognises that the establishment of new leadership and governance arrangements for
prevention and promotion will take time. In order to move to delivery as quickly as possible,
the Victorian Government will ideally identify priority actions to support a successful
transition to the new arrangements and provide the resources to undertake those actions.

(o]
9 0O«
2000
O 000«
Q00000
2000000C
OO0O0OO0O0O00O0
2JO000000O0O0
OO0O0O0O0O0O0O0OCr
200000000
QOO0 O O O 7
BNONONCRURY] QN0
A 8 QOO
NN OO NONNC Q!
NN 8 QT
O O O 0O0ONONONON
,OO0O000000
JOO0O0OO0O00O0C
Q00000007
O0O00O000O0
, 00000000
JOOOOOO0OOC
Q00000007
OO0 O0OOCO00D0

o}

177



Royal Commission into Victoria’s Mental Health System

Table 4.1: Functions and priority actions of the Mental Health and Wellbeing Promotion Office

Function Priority actions

Distribute dedicated
prevention funding for
programs and initiatives
across the state

Establish and oversee the Community Collectives initiative in partnership
with local councils as described in Chapter 11: Supporting good mental
health and wellbeing in the places we work, learn, live and connect.

Support delivery of the state’s approach to supporting Mentally Healthy
Workplaces as described in Chapter 11.

Determine priority prevention programs for expansion and replication.

Coordinate research,
evaluation and
knowledge translation
activity

In partnership with the Department of Education and Training, support
development of a digital platform and validation of programs to support
social and emotional wellbeing in schools as described in Chapter 11.

In partnership with the Collaborative Centre for Mental Health and
Wellbeing, universities and government agencies, develop research,
evaluation and knowledge translation priorities for prevention and
promotion.

Lead monitoring
outcomes and measuring
the impact of prevention
and promotion activity

Contribute to development of the new Mental Health and Wellbeing
Outcomes Framework as described in Chapter 3: A system focused on
outcomes.

Ensure prevention and promotion activity is monitored in alignment with
the new framework.

Lead development

and delivery of a
whole-of-government
Statewide Plan for the
Promotion of Good Mental
Health and Wellbeing and
the Prevention of Mental
Illiness

Establish a new Statewide Plan for the Promotion of Good Mental Health
and Wellbeing and the Prevention of Mental lliness, in partnership

with key sectors and leaders with lived experience of mental iliness or
psychological distress.

Work in close partnership with Aboriginal Victoria to identify
opportunities to support the social and emotional wellbeing of
Aboriginal communities in Victoria.

Lead public mental
health promotion

and prevention
communication activity

Deliver public communication activity to provide a ‘call to action’ for all
Victorians to support mental wellbeing.

Conduct formative research to underpin mental health promotion
activity (such as community attitudes, behavioural insights).

Lead, as part of broader
workforce reforms,
workforce development
for promotion and
prevention

Work with the Collaborative Centre for Mental Health and

Wellbeing to support approaches to planning, professional
development and wellbeing for the mental health workforce, including
opportunities to strengthen prevention and promotion across sectors.

Provide visible leadership
and coordination across
sectors and through
whole-of-government
arrangements

Engage government agencies and departments in developing the
Statewide Plan for the Promotion of Good Mental Health and Wellbeing
and the Prevention of Mental lliness.

Identify opportunities and strengthen efforts to drive collective
responsibility and accountability across government departments for
mental health and wellbeing prevention and promotion outcomes, as
described in Chapter 3: A system focused on outcomes.

Support mental

health promotion and
prevention for Victoria’s
diverse communities

Work in collaboration with the Department of Families, Fairness and
Housing to align approaches and efforts to reduce risk factors for
mental iliness for Victoria’s diverse communities including racism and
discrimination, and design strategies, in partnership with Victoria’s
diverse communities, to support equity of mental health outcomes for
Victoria's diverse populations.
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Figure 4.7: Governance arrangements for the Mental Health and Wellbeing Promotion Office
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4.5.2 Dedicated funding for prevention and promotion

In delivering its new focus on mental health promotion and prevention, the Victorian
Government should establish dedicated funding for mental health promotion and
prevention efforts.

Prevention United drew on international evidence to highlight that, at the national level,
funding for public health interventions (including health promotion) is substantially less in
Australia compared with other countries. It suggested setting an increased target for the
funding allocated to prevention within overall mental health expenditure and suggested
improvements to the way prevention investments are measured and tracked over time.”®

Similarly, the Victorian Council of Social Service outlined that there is scope to increase the
investment in prevention programs and related research.”® In determining the appropriate
amount of funding, the Victorian Government should consider the burden of disease
currently associated with mental iliness. This should include the personal and economic costs
of this burden and the potential impact of prevention investment.

The Primed for Prevention Consensus Statement, issued by a collection of mental health
organisations, proposes several priorities for future investment in prevention, saying:

In the first instance, funding for prevention should focus on scaling-up existing
evidence-based strategies that target the most influential or modifiable risk factors
and/or priority populations ... It also requires a dedicated program of research to create
new and better approaches for preventing mental disorders.”

These organisations suggested that the current spending on prevention as a proportion of
the mental health budget is 1 per cent and that this should be increased to at least 5 per cent,
in the context of an increased budget for mental health overall.™

In determining the appropriate proportion of funding for prevention, and a mechanism
through which to protect funding, the Victorian Government should consider the merits of
setting the funding amount in legislation. An alternate, although perhaps less sustainable
option, would be to set, as a departmental output performance measure, a target for the
proportion of the total mental health budget allocated explicitly to prevention activities
via the Mental Health and Wellbeing Promotion Office. If the latter mechanism is employed,
the Victorian Government should ensure this output measure is consistently incorporated
through consecutive budget cycles and performance recorded in budget papers. This
mechanism, if adopted, should align with the investment approach outlined in Chapter 3: A
system focused on outcomes.

The funding should be sufficient to support universal and long-term strategies while also
supporting activity that aligns with immediate Victorian Government priorities. This will
enable long-term action on the determinants of mental iliness, which can be complex and
deeply entrenched. It will provide sufficient longevity to detect measurable change in the
causes and determinants—and, ultimately, the prevalence—of some forms of mental illness.

The Mental Health and Wellbeing Promotion Office will distribute funding for mental health
promotion and prevention activity, including in priority settings. However, funding will also be
required to support delivery of other office functions such as coordination, communication
and workforce development.
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Three priority areas for funding are:

e prevention programs—to increase the scale, reach and longevity of
evidence-based programs

e research, evidence and knowledge translation—including strengthening the evaluation
and evidence base for prevention; conducting economic modelling; forecasting
future trends that affect mental health and wellbeing; producing resources to guide
practitioners and policymakers

e partnerships—engaging a range of partners in prevention across government,
non-government and private sectors, brokering partnerships and leading
collaborative projects.

4.5.3 Statewide Plan for the Promotion of Good Mental Health
and Wellbeing and the Prevention of Mental lliness

A priority of the Mental Health and Wellbeing Promotion Office will be to lead development
of a new Statewide Plan for the Promotion of Good Mental Health and Wellbeing and the
Prevention of Mental lliness. The development of a new plan is intended to strengthen mental
health promotion across all the settings and sectors that are outside the mental health and
wellbeing system, acknowledging that some activity is already occurring in various places,
settings and environments. The new plan will provide direction for a diverse range of peak
bodies and key agencies to align to a common set of mental health and wellbeing objectives.
It will describe how these settings and sectors can benefit from increasing their role in
prevention and promotion and provide a framework for their approach within the timeframe
that is required to make significant changes. The current Prevention First framework,™®
developed by Everymind in New South Wales, provides a useful example of a statewide
cross-sector approach, as do past mental health promotion frameworks led by VicHealth.

The new plan will provide a foundation for the cross-sector approach to mental wellbeing.

The plan will complement Victoria’s Public Health and Wellbeing Plan, in that it will strengthen
Victoria’s capacity to meet the mental wellbeing objectives. It will also complement Victoria’s
10-Year Mental Health Plan in that it will strengthen Victoria’s capacity to meet prevention

and mental health promotion goals for the entire population. The new Statewide Plan for the
Promotion of Good Mental Health and Wellbeing and the Prevention of Mental lliness will also
ensure cross-sector activity is aligned with whole-of-government activity. In addition, it will
reflect input from and strengthen the role of regional networks and agencies in prevention
and promotion. The plan will require specific allocation of resources for planning, partnerships,
delivery and monitoring over its entire timeframe.

The plan should be underpinned by prevention and human rights frameworks and aligned
with future Victorian public health and wellbeing plans. It should focus on mental health and
wellbeing but also recognise the interdependencies of mental health and other public health
issues such as physical activity and harm from alcohol and other drugs. It should focus on
the priority settings identified by the Commission, such as communities, workplaces and
education. Its timeframe should allow it to achieve tangible impact on the determinants of
mental health and also to build foundations for emerging challenges to mental health and
wellbeing. This may include the impacts of the COVID-19 pandemic, climate change, rising
costs of living, housing affordability and other social trends.
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In developing the Statewide Plan for the Promotion of Good Mental Health and Wellbeing
and the Prevention of Mental lliness, the office should align goal-setting with the broader
outcomes framework described in Chapter 3: A system focused on outcomes, and

work closely with the Suicide Prevention and Response Office described in Chapter 17:
Collaboration for suicide prevention and response to ensure activities are complementary
and not duplicative.

It is essential that the new plan is monitored and reported on to overcome the limitations
described earlier in this chapter. From the outset, the plan should include objectives and
indicators that are specific to prevention and promotion and that allow progress towards,
and alignment with, the new Mental Health and Wellbeing Outcomes Framework. The
objectives and indicators within the plan should be developed with consideration of the
timeframe required to impact on the prevalence of mental iliness and the improvement of
mental wellbeing across the population, as discussed earlier in this chapter; for example, it
should include detail about the expected inputs, outputs, short-, medium- and long-term
outcomes of the plan.

The Mental Health and Wellbeing Promotion Office should ensure appropriate procedures
and resources are set up to monitor the plan. The office should lead its own monitoring
activity and also ensure partners and funded agencies are equipped to conduct the required
monitoring activity. This may include monitoring of:

e the budget that is allocated and spent on prevention and promotion and what it
is spent on

e the impact of plan activities in the context of the plan’s objectives and indicators

« the level of engagement with and delivery of prevention and promotion activity in all
sectors—including within the mental health and wellbeing system, in the places, settings
and environments outside the system, and across government departments and agencies

e significant social or other changes that affect prevention and promotion activity.

It is suggested that the Mental Health and Wellbeing Promotion Office publish biannual
progress reports on the Statewide Plan for the Promotion of Good Mental Health and
Wellbeing and the Prevention of Mental lliness , with oversight from the new Mental Health
and Wellbeing Commission, to publicly report on expenditure, actions, impact and priorities
going forward. The progress reports should complement rather than duplicate Victorian
Government reporting in relation to the Public Health and Wellbeing Plan and Victoria’s
10-Year Mental Health Plan, and should be seen as an important source of information about
the state of mental health and wellbeing in Victoria.
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Recommendation 3:

Establishing a responsive
and integrated mental health
and wellbeing system

The Royal Commission recommends that the Victorian Government:

1. establish a responsive and integrated mental health and wellbeing system, in
which people receive most services locally and in the community throughout
Victoria, close to their families, carers, supporters and networks.

2. establish service delivery across Victoria at local, area-based and statewide
levels comprising:

a. between 50 to 60 new Adult and Older Adult Local Mental Health and
Wellbeing Services that operate with extended hours and are delivered in a
variety of settings;

b. 22 Adult and Older Adult Area Mental Health and Wellbeing Services delivered
through partnerships between public health services or public hospitals and
non-government organisations that deliver wellbeing supports;

c. 13 Infant, Child and Youth Area Mental Health and Wellbeing Services delivered

through partnerships between public health services or public hospitals and
non-government organisations that deliver wellbeing supports; and

d. statewide services that are delivered in a way that minimises the need for
people to travel far to access services.

3. for planning and governance purposes, realign existing boundaries and
organise mental health and wellbeing services across eight regions (refer to
recommendation 4).

4. remove rigid boundaries (or catchments) for service delivery based on where
people live.

5. establish the requirements for each service and the links between them through
a ‘service capability framework’.
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Recommendation 4:

Towards integrated
regional governance

The Royal Commission recommends that the Victorian Government:

1. by mid 2021, establish eight interim regional bodies to provide advice to the
Mental Health and Wellbeing Division in the Department of Health as it plans,
develops, coordinates, funds and monitors a range of mental health and
wellbeing services in each region.

2. by no later than the end of 2023, replace interim regional bodies with legislated
Regional Mental Health and Wellbeing Boards to:

a. undertake workforce, service and capital planning for mental health and
wellbeing services; and

b. lead engagement with their respective communities.

3. from the end of 2023 and by no later than the end of 2026, enable each Regional
Mental Health and Wellbeing Board also to:

a. commission mental health and wellbeing services; and

b. hold individual providers to account to improve the outcomes and experiences
of people who use their services.

4. in parallel with the establishment process, ensure that Regional Mental Health
and Wellbeing Boards:

a. acquire and maintain the required skills and capabilities to perform the above
functions;

b. are accountable for the delivery of agreed outcomes through new
accountability arrangements; and

c. are skills-based and include at least one person with lived experience of
mental illness or psychological distress and one person with lived experience
as a family member or carer.

5. with the assistance of the interim regional bodies, establish a multiagency panel
in each region to coordinate as required the delivery of multiple mental health
and wellbeing services for people living with mental illness or psychological
distress, including children and young people, who may require ongoing intensive
treatment, care and support.
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51 The need for a responsive
approach to organising services

The Commission established in its interim report that systemic failures have meant that
people are often unable to access services at a time when treatment, care and support would
make the greatest difference.’ There is a serious and often detrimental mismatch between
what people seek and what the system offers.> As the Commission worked towards delivering
its final report, these sentiments remained ever-present in the evidence collected.

Mr Kiba Reeves, a witness before the Commission, described the difficult experience of
seeking help and being turned away from accessing services:

I have tried a few times to voluntarily go into the emergency department and say: ‘look
I'm really not okay right now, | need to be admitted.” Most times | got told that there
were no beds, or that they thought | could deal with the issues at home. There have been
several times when | have looked the emergency department staff in the eye and told
them that | was going to ‘off myself’ if they sent me home. Once or twice when they sent
me home saying | was fine and | ended up trying to commit suicide. | then kind of gave
up because, what was the point, if you're just going to be sent home.®

People describe being told they were not ‘sick enough’ or ‘not suicidal enough’ to access
services, despite seeking help:

Reaching out for help and admitting you believe you could have an issue is hard
enough in itself. But going through that difficult process to then be turned away from
treatment makes the anxiety about reaching out even worse for fear of being told you
aren't worthy of treatment. Turning people away because they ‘aren’t sick enough’
(rather than recommending an alternative which would still benefit their recovery)
sends a message that there is a level that needs to be achieved before you're allowed
to get better.*

It is extremely difficult to find mental health help in Victoria. It seems that the only time
you will receive attention or help is if you threaten suicide.’

Reflecting on the experiences of older adults, the Commissioner for Senior Victorians stated
that ‘[o]ften appropriate supports only become available once a situation reaches crisis
point’? and conveyed reports from a person with lived experience that, ‘[flor 55-75-year-olds,
you almost must be fully broken down before help is provided, and sometimes this is a
complete family or financial loss.”
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Families, carers and supporters also told of the lengths they went to at times to help their
loved ones to get services. Mr Michael Silva, a carer for his brother Alan and a witness before
the Commission, explained:

Over the years, our main dealings were with the [Crisis Assessment and Treatment
Team]. Once the [Crisis Assessment and Treatment Team] got to be aware of Alan’s
history, we thought that this might give us an easier passage for getting help from
someone, whom we could then inform that we were going through another episode of
iliness. However, we often felt that it wasn’t getting easier to get help; it was almost as if
we had to retell everything again to the team.?

Concerns have been expressed that the current service offering is overly focused on
prescribing medication and that it fails to respond to a person’s preferences or their broader
needs. People have said there is a lack of effective wellbeing supports or approaches that
respond to experiences of trauma or recovery-based responses.’ Ms Julie Dempsey, a witness
before the Commission, explained:

Current psychiatric units were set up as attachments to mainstream hospitals as a
move to integrate back into wider society, away from the isolation of the old asylums.
However, what this has achieved is an intensification of the medical model at the cost of
real person-centred recovery.”

The dominance of a clinical paradigm in the current service offering is also considered at
odds with Aboriginal cultural understandings of mental health, which are based on beliefs
about the inextricable connections between a person’s physical, emotional and spiritual
wellbeing, and their community and the environment." As highlighted in the Ways Forward
report, for Aboriginal people ‘[h]ealth does not just mean the physical well-being of the
individual but refers to the social, emotional and cultural well-being of the whole community.”™
Structural problems, such as major supply problems and a crisis-driven approach, have
adversely affected the workforce’s ability to work effectively and deliver the types of services
people seek.”® Members of the current workforce often find themselves trying to do their

best in a system that constrains them." As the Royal Australian and New Zealand College

of Psychiatrists highlighted, ‘[plsychiatrists and other mental health workers, are facing
moral distress: a desire and knowledge to do the right thing, but system constraints make it
impossible to do so.™

This chapter explores how the current organisation of mental health services can contribute
to the challenges people encounter when seeking access to treatment, care and support,

and impede the efforts of the workforce. It then outlines the Commission’s vision for a
responsive and integrated mental health and wellbeing system, founded on access to diverse,
community mental health and wellbeing services, where people receive most services locally
and in the community, close to their families, carers and supporters.
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To realise this vision, the Commission has recommended creating new structures to ensure
people have access to high-quality services that are compassionate, responsive to their
needs, and respectful of their preferences. The Victorian Government will need to ensure
these structures and the services that stem from them are well resourced so people have
dependable access to mental health and wellbeing services.

To deliver the Commission’s vision for a future mental health and wellbeing system, the
Victorian Government will need to:

e investin 50-60 new Adult and Older Adult Local Mental Health and Wellbeing Services
that deliver community mental health and wellbeing services over extended hours and
in a variety of settings (refer to section 5.5)

o establish 22 Adult and Older Adult Mental Health and Wellbeing Services to provide
more intensive mental health and wellbeing services, delivering a range of treatment,
care and support through service partnerships between public health services (or
public hospitals) and non-government organisations that provide wellbeing supports
(refer to section 5.6)

e establish 13 Infant, Child and Youth Area Mental Health and Wellbeing Services,
delivering a range of treatment, care and support through service partnerships (refer
to section 5.6)

e« remove boundaries (or catchments) for service delivery so a person’s place of
residence no longer limits access to mental health services (refer to section 5.4.2)

e ensure statewide services are readily available in a way that minimises the distance
people need to travel to connect with these services (refer to section 5.7)

e establish new links between statewide services and the Collaborative Centre for Mental
Health and Wellbeing to leverage its capabilities in research and knowledge sharing
(refer to section 5.7.2).

The Commission has also recommended organising mental health and wellbeing services
around eight regions by realigning existing service boundaries. These boundaries will
provide the frame for new regional governance structures, which will be known as Regional
Mental Health and Wellbeing Boards. This will support mental health and wellbeing

services to be planned and organised in a way that responds to community needs. These
structures also provide a platform for greater integration across services beyond the mental
health and wellbeing system, including both Victorian Government- and Commonwealth
Government-funded services (refer to section 5.9).
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511 Inadequate service capacity,
unmet demand and inequities

The rationing of services and the high bar to access mental health treatment, care and
support is a consequence of increasing demand and limited service capacity.”® People are
being turned away and experiencing long waits for mental health services, primarily because
supply has not kept pace with demand.”

Many consumers described being unable to access public acute mental health
inpatient services:

So many people who are feeling suicidal are turned away from being admitted to a
psychiatric unit because there isn't enough beds. It's hard enough for people in that
mindset to open up and ask for help without then being turned away. Because then they
feel it is worthless in asking for help.”

| attended an emergency department on two occasions when acutely unwell. On both
occasions | was sent home—once being told that it would be ‘too disturbing’ for me to
be admitted. There is effectively no inpatient care in the public system unless a person is
a threat to others—being acutely suicidal is not enough to be given care.”

This shortfall was also highlighted through submissions from the workforce, who described
that the threshold to access services has increased, leaving service providers no choice but
to give priority to admitting those who are the most unwell and for whom treatment cannot
be delayed any longer?

Ms Jennifer Williams AM, Chair of Northern Health and a former senior state government
official who led deinstitutionalisation in Victoria, which dismantled standalone asylum-style
mental health institutions and brought people into the community, shared similar concerns:

One of the biggest problems is that demand for mental health services is greater than
that with which services can cope. This results in difficulty accessing services, with

the clinical threshold for admission to a hospital bed being very high, which results in
patients being discharged too early or not admitted at all ... [mJental health services

in Victoria have not grown to keep pace with population growth and patient demand
putting all parts of the mental health system under stress such that the very urgent and
critically ill are prioritised for treatment.”

The undersupply of community-based mental health services is particularly pronounced and
also of concern. The minimalist level of service in community-based mental health services
was acknowledged in the Victorian Government’s submission to the Commission, which noted
that consumers of Victoria’s community-based mental health services receive a less-intense
service offering than most of their counterparts in other Australian states and territories.”
With additional investment the Commission notes that Victoria’s annual provision of
community based mental health services (or community contacts) have improved, but they
are still lower than the national average and that of most other states and territories.”®

When there are less-intensive services available in the community, people with ongoing
needs, or those who face a situational crisis, are less likely to get the treatment, care and
support they require.® Subsequently, people can become sicker and are more likely to
present at emergency departments.”®
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Figure 51 shows the shortfall between the number of hours of community-based mental
health services provided by Victorian public specialist mental health services and the
estimated level of demand. In 2019-20 the system responded to less than one-third of the
estimated demand for these services.

Figure 5.1: The difference between actual public specialist community service hours delivered
and estimated demand, all ages, Victoria, 2010-11 to 2019-20
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Sources: Calculation by the Commission based on Department of Health (Commonwealth), National Mental Health Service
Planning Framework; Australian Bureau of Statistics, Australian Demographic Statistics, June 2020, cat. no. 3101.0, Canberrg;
Department of Health and Human Services, Client Management Interface/Operational Data Store 2010-11 to 2019-20.

Notes: 2010-11, 201213, 2015-16 and 2016-17 data collection was affected by protected industrial action. The collection
of non-clinical and administrative data (public specialist mental health services) was affected, with impacts on the
recording of community mental health service activity and client outcome measures.

Some of the estimated unmet demand (the difference between estimated demand and service hours delivered) may
be met through services delivered in the private mental health system.

Consumer-related service hours are defined in the National Mental Health Service Planning Framework as time

spent working with or for a client. This includes direct activity—for example assessment, monitoring and ongoing
management, care coordination and liaison, respite services, therapies, peer work, review, intervention, prescriptions,
pharmacotherapy reviews, carer peer work and support services and community treatment teams. It does not include
administration, training, travel, clinical supervision and other activities that do not generate reportable activity on a
consumer’s record.
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The Productivity Commission also identified insufficient availability of community-based
mental health services, with their Mental Health Inquiry Report highlighting that funding for
these services is ‘a long way short of the level required’”

The large shortfall in community ambulatory services means that several hundred
thousand people are either receiving only a fraction of the care they need, or are
missing out on community ambulatory care altogether.”

Pressures on the system and the lack of dependable access to services can have negative
impacts on people living with mental illness or experiencing psychological distress, families,
carers and supporters.”® One person said it was only after ‘significant damage was done’ that
her brother was able to access treatment, care and support:

Even though people may meet the criteria for needing mental health care, they can still
be turned away ... It was only after significant damage was done in several aspects of
my brother’s life and he became a lot more unwell that he was considered sick enough
to warrant help.”

Tragically, in some cases a lack of access to treatment, care and support as a result of
systemic failures has culminated in loss of life.*° Reflecting on her experiences with her
daughter, a mother shared:

After she lost her job my daughter started having panic attacks, she became
agoraphobic, [shel stopped eating and drank more and more. Over the next two

years she spiralled down into a morass of physical and mental decline. We had many
emergency trips to hospital, [intensive care unit], [community care unit] and long spells
recovering merely to start the process again ... (Unfortunately she was not able to get to
the half way house as recommended as there was not a place). The family held meetings
[where] we begged for a place in the mental health unit, we begged for a place anywhere
she would be cared for, but all was denied ... she haemorrhaged and died at home alone.”

These constraints on the system contribute to a range of unintended consequences including
the default use of compulsory treatment.** As one participant at the workforce roundtable on
compulsory treatment described:

we use legislation to cover up the fact that we’ve actually got holes in our system that
don’t allow us to engage well with people. So we try and have a piece of paper that says
you have to engage with us, rather than us engaging with them.*®

Service gaps are more pronounced among people whose mental health needs are too
complex and enduring for primary care services but not considered severe enough to
meet the high access threshold to receive public specialist mental health services—often

described as the ‘missing middle’**
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Ms Amelia Callaghan, Director of Clinical Service Innovation at Orygen, providing evidence in
a personal capacity, explained how the needs of young people in these circumstances can be
overlooked:

Many young people who can only access primary care currently, have a higher level of
need than can be met in that system. This places significant pressure on the primary
system. A lot of [clinicians'] time is also spent trying to get young people into tertiary
systems that will not accept them. A young person may be referred from headspace to
a tertiary provider and back to headspace without receiving any treatment because
the services are debating where they should fit, and theoretically either system

could provide the service if they had capacity. Currently access is a debate based

on resource and service capacity and severity of symptoms, and not on needs of the
young people. The services which can be offered by primary and tertiary care are
limited by the funding available. This creates huge gaps in the services available to the

missing middle.*

At the launch of the Productivity Commission’s Mental Health Inquiry Report, the Prime
Minister, the Hon. Scott Morrison MP, identified a need to respond to the service gaps that
people in these circumstances experience, stating:

this must be comprehensive and compassionate and provide the right care at the
right time. ... That means filling gaps in the system, particularly for those with mild and
moderate needs in what'’s called ... the missing middle ...*°

The considerable variability in the availability of mental health services exacerbates
inequities some people and social groups experience when seeking access and support from
the mental health system.¥ In @ joint submission to the Commission, Mental Health Victoria
and the Victorian Health Care Association described how poor experiences of care can

be linked to ‘variable access to quality services largely depending on where people live or
their income’®® This variability in access can be confronting for those trying to navigate the
system, including those trying to support their loved ones. As Dr Melissa Petrakis, the Chair of

Tandem, giving evidence in a personal capacity, stated:

Services are like franchises operating in different ways rather than a system—each
mental health service has its own names for things.*

In addition, carers in Victoria have spoken to me about each hospital or each access point
within the system having its own triage processes; its own interfaces; and differently built
environments—and carers have said they find this confusing and confronting.*

Accessing mental health services is challenging in rural and regional areas.* Following the
deinstitutionalisation of Victoria’s mental health services, some rural and regional health
services missed out on important elements of the mental health system redesign.*
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Dr Ravi Bhat, Divisional Clinical Director of Goulburn Valley Area Mental Health Service at
Goulburn Valley Health, reflected on how a lack of access to services in rural areas may
further compound people’s experiences:

Rural state-funded mental health services do not have local [child and adolescent
mental health service inpatient units] and as a result, they are required to access
metropolitan based [child and adolescent mental health service inpatient units]. This
often results in children and adolescents with serious mental health problems being
managed either in local emergency departments or paediatric inpatient units. The delay
in access can exacerbate their mental health problems.*®

Ms Karyn Cook, Executive Director of Mental Health Services at South West Healthcare,
Warrnambool Community Health, made similar observations regarding the lack of
community-based support for those living in rural areas of Victoria:

The further away from larger centres a consumer is, the less options they have for
support in the community mental health and primary health sector. In short, it is
more challenging for a rural person to have all their needs met in relation to the social
determinants of health.**

Others have shared similar views about inconsistency in getting treatment, care and support
in rural and regional Victoria.”® These perspectives are described further in Chapter 24:
Supporting the mental health and wellbeing of people in rural and regional Victoria.
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5.2 A difficult system to navigate

For those seeking services, it is often difficult to know or find out where to go for help, what
eligibility criteria might apply, and which services are best suited to their needs. People
conveyed the frustration and distress they felt when trying to identify the right mental health
services for themselves, a loved one or someone else.*

Submissions also described how people have to ‘jlump through multiple, lengthy hoops
to prove they meet narrow eligibility criteria’,” sometimes to no avail. One consumer
explained how rigid eligibility criteria meant they did not receive the treatment, care and

support needed:

when [1] was first looking for help, [I] was in much need of a residential support, [I]

didn't fit into the eligibility criteria for hospital or rehab. [At] this time, therapy was not
helping. [In] the end [1] didn't receive the help [I] needed, [I] ended up having a complete
meltdown and lost my job. [1] think that there could have been some more preventative
measures before it got too bad.*®

Joanna Farmer, who has lived experience of mental iliness and of caring for others
experiencing poor mental health, agreed that the challenges of traversing the mental health
system combined with rigid eligibility requirements unfairly place the burden of responsibility
on people living with mental illness or experiencing psychological distress, leaving them to
navigate the system alone:

Online information on how to access specialist services is hard to navigate, links are
often broken or outdated. While the [Department of Health and Human Services]
website includes information on services as generally available, it is challenging to
find information on specific services available in your area and service eligibility
requirements. .... If the onus is on the consumer to navigate to a service and the system
makes it too hard, consumers will simply not access the service.”®

People who support a loved one and help them find treatment, care and support experience
these challenges too. Leigh Garde explained the difficulties she faced when trying to seek
support for her daughters from a fragmented system:

As a single mother who had to work full time to keep a roof over my girls’ heads,
navigating the service system has been so difficult. This has taken a huge emotional
and financial toll on me as | have not been able to progress my career due to my
caring requirements, which will severely impact the amount of super | have to retire on.
Disconnected, poorly promoted services with overly tight eligibility criteria meant that
only some aspects of my girls’ multiple and complex needs could be addressed.*
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A lack of accessible information can also impede people’s efforts to find services and make
their way through the mental health system. In its submission, the Ethnic Communities’
Council of Victoria stated that its consultation with member organisations revealed:

the need for more mental health literature and documentation to be translated into
community languages, especially those of new and emerging communities, who are
generally most in need of support with their health literacy and understanding of the
Victorian mental health system.”

In its submission, Deaf Victoria described the mental health system as ‘inaccessible’™ for
people who are deaf and hard of hearing. It noted that this is a particular problem for people
who use Auslan as their preferred language.®

People often rely on service providers such as GPs, teachers, housing support workers and
social workers to refer them to mental health services. But the mental health system is so
complex that many service providers—even those within the mental health system—are
unaware of the full range of services available and how to connect people to them.* In this
regard, the difficulties of navigating the mental health system are felt by consumers, families,
carers and supporters, and the workforce.

Complexities of the current system are recognised by government. For example, the Prime
Minister of Australia, the Hon. Scott Morrison MP said:

the system is too complex and uncoordinated. ... People who need help and their families
are left to try and find and coordinate their own care without clear guidance about what
is available, affordable and appropriate. And this happens at a point in their lives when
they are most vulnerable and they will be finding it most difficult to try to access the
services.”

5.21 The postcode lottery of the existing catchment structure

A further challenge is the current catchment structure that determines access to public
specialist mental health services.

Public specialist mental health services are currently delivered by area mental health
services that are age-based and location-based.* Established in the early 1990s, these
services operate within geographic boundaries as:

e 13 child and adolescent mental health services for people up to the age of 18 or child
and youth mental health services for people up to the age of 25

e 22 adult mental health services for people aged 16-64

« 17 aged persons mental health services for people aged 65 or older.”
While the Victorian Government defines 21 adult area mental health services, the Commission

has been advised that Monash Health has operationally split the Dandenong catchment into
two sub-areas.*®
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Unless a person is seeking a specialist service that is not provided or available in their
catchment areq, consumers of public specialist mental health services must attend the
service within their catchment.*

While the catchments have remained largely unchanged, age groupings and services now
vary across the system. For example, in some areas, child and youth services extend to
people up to the age of 25, while other services only support children and adolescents up to
the age of 18.%°

While there are considerable differences in the types of services that public specialist mental
health services offer, a person’s age and postcode can place further limits on the services
available to them because of these boundaries. As a result, there is great variability in access
to community and bed-based mental health services.

One community consultation participant told the Commission:

There are huge funding disparities for mental health services—there are differences
between metro and regional areas, and differences region to region. If your lottery of
birth wasn’t enough, what services you get is also a lottery.”

Another person who is involved in mental health workforce training made similar
observations:

[Thel current system is a postcode lottery, services are not evenly distributed across
the state and in some cases the catchments are too rigid in regards to eligibility
and access.”

These disparities in service offerings were also highlighted by Associate Professor Dean
Stevenson, Clinical Services Director at Mercy Mental Health:

Services are, | believe, funded differently, nobody’s really aware of what other services
are getting, so there’s certainly a lack of transparency about what the department is
providing to services in terms of funding to that particular area.®®

Catchment boundaries have not substantially changed since they were introduced in the
1990s, and so they do not reflect demographic changes such as population growth and ageing.
The Victorian Government acknowledges there is now misalignment between service levels
and service types compared with the size and needs of the population in each catchment.®*

Despite the department having received advice through several reviews® on the need to
reconfigure the current approach to catchment areas for public specialist mental health
services, they have remained unchanged.®® In a personal story, a mother, Yolanda, shared her
perspectives and experiences on how the current organisation of public specialist mental
health services impacted on her daughter, Sonia.
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Personal story:

Yolanda

Yolanda’s* daughter Sonia* has been diagnosed with borderline personality disorder,
depression, anxiety and anorexia, and had self-harmed since she was 13 years old. Sonia
was receiving services from the child and youth mental health service in her catchment
area. Yolanda reflects that this was a supportive service for Sonia’s recovery.

[Sonial developed a strong therapeutic relationship with her therapist,
and treatment ranged from mostly fortnightly to sometimes twice-weekly
appointments when she was suicidal.

The service was walking distance from their home, which meant that Sonia could easily
attend appointments—this was helpful when she needed more regular support.

When Sonia turned 18, she was told she was no longer eligible for services in the child
and youth mental health service catchment that she lived in and instead had to move
to the adult mental health service.

[Sonia] now [falls] into a [different] hospital catchment area and the adult mental
health services are located ... a 20 km drive away.

Yolanda still does not understand why Sonia could not stay with the child and youth
mental health service that provides treatment for young people up to the age of 25. The
rigid catchment areas made it more difficult for Sonia to get to appointments and also
meant that she needed to establish relationships with new clinicians.

People with [borderline personality disorder] have significant trouble forming
relationships at the best of times, and to force them to have to start therapy with
a new therapist just because they turn 18 is detrimental to their mental health and
set[s] them back in their treatment.

Yolanda reflects on her daughter’s experience and would like to see changes to the way
catchments are coordinated to ensure consistency for consumers, families, carers and
supporters across an individual’s life.

What | would like to see is a review of hospital catchment areas for mental health
services so that it is the same for children and adults, and some logic used in
deciding where the boundaries are—if you are in walking distance to a service you
should be in that catchment areq, not made to drive 20 km to access services in
another catchment area.

Source: Anonymous 478, Submission to the RCVMHS SUB.0002.0024.0064, 2019.

Note: * Names have been changed to protect privacy.
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In the Access to Mental Health Services report, the Victorian Auditor-General found that
catchments also cause ‘practical problems that hinder service access’® such as:

o difficulty coordinating services because the catchment areas are not aligned with
other health and human service areas or local government area boundaries

« misalignment of age-based service groupings (child and youth, adults and aged
persons) meaning that people may have to transition to different health services, where
they are unknown, as they become older

e alack of coordination when consumers need access to services across
catchment borders.®®

Rigid boundaries mean that when a person moves outside a catchment, they need to find
new services. Melbourne City Mission explained that this is particularly problematic for young
people who are experiencing homelessness:

Young people who are experiencing homelessness are regularly required to move
across metropolitan Melbourne for temporary accommodation—forcing them to move
between the area-based zones of clinical mental health services. The responsibility falls
on homelessness services to coordinate area mental health supports for young people
across different catchment areas.®®

The misalignment of catchment boundaries for different age groups can be disruptive for
young people as they move into adulthood.” In the metropolitan area, catchment boundaries
for child and youth, adult and aged persons mental health services do not align. Some young
people access or transition into adult public specialist mental health services at a relatively
young age.” Depending on the young person’s place of residence, this can occur as early as
16 years old.”

This experience can be disruptive, as explained by Ms Nicole Juniper, a witness before the
Commission, who started going to an adult clinic at age 21:

Not what I—I guess, not what | was expecting, but at the same time I'd heard other
people’s experiences, and I—I'll admit, | wasn’t the most hopeful going to an adult
service. You know, family and friends of mine have tried to get support and sometimes
you just—you just hit a wall and nothing happens. | was very lucky to get into the service
that I did. Again, I've always felt like, you know, my problems are—they’re not severe
enough to be—I'm not severe enough to be in hospital, but quite often | am struggling.
It’'s—I need support. | can function, | can work, | can volunteer, | can study, but | still

need support. And going to this adult service, | felt like they weren’t really prepared for
somebody that can function like | do, and they weren’t able to give me what | needed.

The boundaries of these catchments are not aligned with other Victorian health and human
service areas, local government area boundaries or Primary Health Network boundaries.
This causes access and navigation problems for people living with mental iliness or
experiencing psychological distress, families, carers and supporters. It also makes it difficult
for governments and service providers to plan integrated services for communities across
the state that support people at all stages of their lives.
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5.2.2 Disjointed services within the mental health system

As described earlier, the onus is often on the individual to navigate and connect with different
parts of the mental health system. As it is currently structured, the mental health system

is complex, with little continuity between providers, settings and types of treatment, care

and support.”*

The Commission was told about how the insufficient integration of services had negatively
affected people’s lives:

We found the ‘siloed’ nature of the mental health system to be unhelpful. It was like a
full-time job trying to link up the school, after school care, and the psychologist.”

In the reality of people’s lives fragmentation translates to a significant time constraint
as well as lost opportunities for better outcomes. ... And these services can’t deliver

on their potential because they are fragmented rather than set up in a coordinated
way that optimises the outcome for the person accessing them. In my experience,
fragmentation exhausts people. It’s like running on a treadmill using all your energy
just to keep going.”

In its submission the Victorian Government recognised the complications that arise
for individuals because of this fragmentation between different parts of the mental
health system:

Victoria’s mental health system includes services funded by the Commonwealth and
delivered largely in private settings, as well as an array of Victorian Government
services. Fragmentation between these primary and specialist systems also inhibits
local connection and creates a complicated pathway for people who need help, with
the onus on the individual to navigate themselves towards the service that meets
their needs.”

Connections to statewide services is another area that the Commission was called on to
consider.”® Several statewide services provide highly specialised treatment, care and support
to a small proportion of people who access mental health services.” In Victoria, statewide
mental health services, include, for example, parent and infant units, eating disorders services,
dual-diagnosis services (for people living with both mental illness and substance use) and
services for people living with a personality disorder.*® Forensic mental health services that
provide treatment, care and support to people living with mental illness who have come into
contact with the criminal justice system are another example of statewide services.”

People accessing statewide services are also likely to seek treatment, care and support from
other parts of the mental health system. This can include primary care services (such as GPs),
wellbeing or psychosocial supports, which provide assistance for people to live well in the
community, and public specialist mental health services.
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There are, however, limited connections and unclear pathways for people to access statewide
services. In its submission, Eating Disorders Victoria stated:

There are few community based supports to assist people [to] transition between
systems (i.e. primary care to inpatient and specialist) or to provide psychosocial support
to maintain or reintegrate with work, education, family and community.*

Eating Disorders Victoria called for a ‘seamless and integrated pathway from primary health
care into the specialist system’®® to respond to this problem.

Underinvestment in the mental health system extends to statewide services, with limited
service capacity resulting in people experiencing long wait times and service gaps.®* At a
community consultation, a carer advised of the long wait to access statewide services:

but when | started looking | found there was no services for people under 18 years of age
with gender issues, especially this side of the city. | couldn’t get her into any counselling
services to help her talk about her sexuality ... or her eating disorder. There is one service
but there was a three-month waiting list and it was on the other side of the city.®

Service capacity constraints were also reported by Monash Health, which described the lack
of specialist services for asylum seekers and refugees:

There are however, considerable capacity constraints on [the two current specialist
service providers] with very limited funded clinical time. This restricts direct service
provision, does not permit a flexible out-reach model, and does not allow more extensive
primary and secondary consultation services across the State.®®

Inadequate planning to understand the need for statewide services has seen inequities
in how these services are distributed and accessed.”” Barwon Health highlighted these
inconsistencies, advising:

At the moment, consumers who reside in the Barwon region area can only access certain
specialist services via defined referral pathways. Many of these specialist services are
available locally in similar sized catchment regions.®

Barwon Health named a range of challenges people face when they cannot access statewide
services locally. These challenges can include, for example, people expressing reluctance

to access services outside their local community because it can separate them from local
support networks.® The lack of local access can create inefficiencies and risks. It can lead to
essential treatment, care and support being substituted or skipped entirely.*®
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Spectrum, the Personality Disorder Specialist Service for Victoria delivered by Eastern Health,
explained how limited resourcing and poor structures to connect with specialised services
can contribute to negative experiences and outcomes for people:

The current care for people with [personality disorder] is chaotic, uncoordinated

and may unintentionally contribute to mental iliness. There is no clearly articulated
care pathway or model of care for people with [personality disorder]. When care is
provided, it is frequently in response to a crisis, leading to expensive and, in most cases,
unnecessary hospitalisations, polypharmacy and [emergency department] care. People
with [personality disorder] are, at best, managed rather than treated with evidence-
based psychological interventions that have proven to result in remission and recovery
for most people.”

Poor planning, underinvestment and the lack of connections between statewide services and
other parts of the mental health system mean that people do not have dependable access to
treatment, care and support from these highly specialised services.

5.2.3 Poor connections with other service systems

Some people will seek services from a range of organisations and sectors so they can

attend to all aspects of their mental health and wellbeing. Victoria’s mental health services,
however, are not well connected with each other, with other health services, or with other vital
support systems.”

People who require ongoing intensive treatment, care and support experience considerable
challenges in accessing and coordinating services from multiple providers. At times, there
can be limited coordination between elements of the same clinical service.*®

The Mental Health Tribunal described at least two hurdles when responding to people with
higher levels of need:

First, the service that has responsibility for a ... consumer usually has to grapple with
a lack of clear processes for bringing together the various agencies that need to be
involved in developing and implementing a comprehensive support plan. Secondly,
even when they can be brought together, impasses between agencies can result
and presently no entity has clear authority to resolve these matters, if necessary,

by directing what is going to happen. The result is that individuals can languish.*

One model that attempts to assist people with diverse support needs across agencies is the
Multiple and Complex Needs Initiative.” This model uses area-based panels to help provide
more collaborative and coordinated treatment, care and support. It involves agencies
working together in a person’s local community to provide services that meet their diverse
needs and preferences,’® although Multiple and Complex Needs Initiative services are only
available to a limited number of people at any one time.

In some instances, artificial boundaries between the mental health system and other
service systems can mean that people who have multiple needs experience service gaps.
For example, differences between disability and mental health services, stemming from
historically different service delivery approaches, can be a major barrier to access.”
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As noted in a 2013 review of Victorian disability services:

Currently, mental health and [intellectual disability] services tend to have competing
paradigms which manifest in philosophical, operational and systems differences ... Not
only does this create confusion over issues of clinical and financial responsibility, but
ultimately impacts on the quality and accessibility of each of these services.*®

The 2019 Victorian Auditor-General’s Office report, Child and Youth Mental Health, highlighted
difficulties in access to mental health services for children and young people living with
neurodevelopmental disabilities in the residential care system.’® The report noted that it is
difficult or impossible to obtain clinical services through regular child and adolescent mental
health services, with private practitioners stating ‘[t]hese young people represent a ‘blind
spot’ or service gap, with high morbidity and cost."*

At times, resource limitations can mean that service providers take limited responsibility for
coordinating services, or indeed take no responsibility at all, in responding to the needs and
preferences of people living with acquired or neurodevelopmental disabilities and mental
illness, which can result in people staying longer in mental health services."”

This matter was also highlighted in the Victorian Auditor-General’s report, which described
how ‘[yloung people are routinely getting ‘stuck’ in [child and youth mental health services]
inpatient beds when they should be discharged™® because they are unable to access family
or carer supports or other services including disability accommodation and out-of-home
care services."

Systemic issues mean that mental health and disability services are not able to effectively
support people living with dual disability. Of note, people living with acquired brain injury
are over-represented in the prison system, with some estimates suggesting 42 per cent of
male prisoners and 33 per cent of female prisoners in Victoria show evidence of an acquired
brain injury.”® Forensicare identified that current arrangements do not include a ‘consistent
process to identify, assess or support this group of vulnerable prisoners’, and there is ‘a lack

of available services both within prison and in the community’'®

Despite reviews suggesting that treatment should be integrated and holistic,’”® Dr Vinay
Lakra, Clinical Director of North West Area Mental Health Service at Melbourne Health, told
the Commission the separation of mental health services and alcohol and other drug services
can be particularly challenging for people who seek support from both types of services."”

A carer who attended one of the Commission’s community consultations described how a
lack of integration in the delivery of these services was problematic:

There is no integration for people with mental health issues and [alcohol and other drug]
issues. There’s no facilities, there’s no referral points and the constant refrain | got from
her mental health team was that until she recognises she has a problem with alcohol,
there is nothing we can do. If something had been done years ago, maybe we won’t be
here at this stage.'®

209



0OO0O0O0OO0O0C
O0O0O0O0
0000

ol ad

Royal Commission into Victoria’s Mental Health System

Turning Point, a national addiction treatment centre, highlighted similar concerns, noting
that people seeking both alcohol and other drug and mental health services can be
disadvantaged when seeking help.” It reported people being turned away from mental
health services or being told to ‘address their alcohol and other drug use before any mental
health treatment can be offered, even when other services do not have the skills or capacity
to offer suitable treatment’.™

The Commission was also told that older adults in residential aged care facilities face barriers
to accessing mental health services. In a joint submission, Mental Health Victoria and the
Council on the Ageing Victoria described that people in aged care facilities have little access
to mental health services, other than through GPs, saying ‘[bloth levels of government need to
work harder and work together to ensure that older adults do not fall through the gaps.™

Connections between the mental health system and housing supports are also lacking. The
‘multi-directional link’ between mental health and housing and homelessness means housing
affects mental health, and mental health also affects a person’s housing arrangements,™

but pressures on both systems result in negative experiences for people. This can mean
consumers have a prolonged stay in an inpatient unit or are discharged into inadequate
living arrangements, or into homelessness, which can compromise recovery.™

The negative impacts of the disconnection within the mental health system and with other
service systems, including service gaps and poorly coordinated services, are felt deeply

by people living with mental illness or experiencing psychological distress, and by families,
carers and supporters.
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5.3 A system at odds with
a true stepped care model

Every day, a range of providers offer mental health services to people living with mental
illness or experiencing psychological distress. These services may be provided by GPs,
psychologists, non-government organisations, psychiatrists, specialist mental health services,
or emergency first responders such as Ambulance Victoria.

Beyond those directly involved in providing mental health services, many other providers
offer various supports to people living with mental iliness or experiencing psychological
distress. These include a range of health, social and community services such as general
health, advocacy, employment and housing services. People do not only seek help from
service providers, however. Personal resources—for example, support from families, friends

and communities, as well as self-care—also play a crucial role.™

Responsibility for funding and oversight of mental health services and their respective
providers is primarily shared between the Commonwealth and Victorian governments.
Traditionally, the Victorian Government has described its role as the ‘steward and system
manager of the public mental health system’, a role that includes providing clinical treatment
and non-clinical support services in hospital, residential and community-based settings.™

The Commonwealth Government considers its main role is to fund mental healthcare services
primarily through the Medicare Benefits Schedule, the Pharmaceutical Benefits Scheme, the
Repatriation Pharmaceutical Benefits Scheme and the National Health Reform Agreement."
These funding responsibilities see the Commonwealth Government leading, with Primary
Health Networks, the commissioning of primary care services, and providing subsidised
access to GPs and other health professionals, including psychiatrists, psychologists, some
social workers and occupational therapists.”"” The Commonwealth also oversees the private

health insurance sector.

On paper, mental health services are said to be organised around a framework of ‘stepped
care'™ The Fifth National Mental Health and Suicide Prevention Plan, agreed by the
Commonwealth and all state and territory governments, adopts a stepped care approach
(refer to Figure 5.2)."° This approach defines ‘the various levels of need, based on best
available epidemiological evidence, along with the services required at each level’, taking into

account ‘linkages between clinical and non-health supports’™

Stepped care relates resource use to individual need, beginning with a focus on self-care and
individual wellbeing, with resourcing changing as the level of need increases.” As described
in the Fifth National Mental Health Plan, '[wlithin a stepped care approach, a person is
supported to transition up to higher-intensity services or transition down to lower-intensity

. . 22
services as their needs change.”

N1



Royal Commission into Victoria’s Mental Health System

Figure 5.2: A stepped care model for mental health, where services are matched to individual
need, as outlined by the Fifth National Mental Health and Suicide Prevention Plan, 2017

Well
population

Mainly publicly
available
information and
self-help resources

At-risk groups
- early symptoms,
previous illness

Mainly self-help
resources,
low-intensity
interventions
including digital
mental health

231%

of population

Mild mental
illness

Mix of self-help
resources including
digital mental
health and low-
intensity face-to-
face services

Psychological
services for those
who require them

9.0%

of population

Moderate
mental illness

Mainly face-to-face
clinical services
through primary
care, backed up

by psychiatrists
where required

Self-help resources,
clinician-assisted
digital mental
health services and
other low-intensity
services for a
minority

4.6%

of population

Severe mental
illness

Clinical care using a
combination of GP
care, psychiatrists,
mental health
nurses and allied
health

Inpatient services
Pharmacotherapy

Psychosocial
support services

Coordinated,
multiagency
services for those
with severe and
complex iliness

3.1%

of population

Source: Department of Health (Commonwealth), Fifth National Mental Health and Suicide Prevention Plan. Canberra:
Commonwealth of Australia, 2017.

According to Mr Bill Buckingham, Director of Buckingham Consulting, providing evidence in a
personal capacity, successful implementation of a stepped care model depends on:

an organised system that allocates people to the right level of care; informed referrers
(mainly GPs) who understand how to use self-management and low intensity options,
and who trust that those options can meet an individual patient’s needs; an effective
system of self-management and low intensity assistance options; and community

acceptance and trust.

123

While Victoria’s mental health system may have some features of a stepped care model,
there are large gaps between different types of services—meaning that consumers
frequently experience poorly coordinated and discontinuous care.™ Many of the successful
features of this model are not yet evident, and Victoria’s mental health system has not yet
achieved a real model of stepped care.”

There are a number of deficiencies and barriers that put Victoria’s mental health system at
odds with a true stepped care model. First, the system’s heavy focus on inpatient and crisis
responses means opportunities to intervene early are missed.” Second, ‘unclear referral
pathways and inadequate coordination can result in [people] being bounced around the

system—or missing out on the care they need altogether
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The lack of coordination, different funding approaches, unaligned service leadership and
poor delineation of responsibilities between primary care services and specialist mental
health services have also been identified as barriers to achieving a stepped care model.”®

Some contributors have advised that a stepped care model has limitations and advocate
instead for a staged care approach that seeks to give priority to providing the right care the
first time.”™

Professor Patrick McGorry AO, Executive Director of Orygen and Professor of Youth Mental
Health at the University of Melbourne, providing evidence in a personal capacity, advised that
a deficiency of a stepped care model is that the approach is not proactive:

Stepped care only offers the opportunity to progress to the next step in the ladder if a
patient has failed, deteriorated or become more severe at the previous stage of their
illness. The model is not proactive; it does not try to pre-empt progression of the disease
or illness where staged care in cancer and other ilinesses does.™

Professor lan Hickie AM, Co-Director of Health and Policy at the Brain and Mind Centre at the
University of Sydney, is also a critic of stepped care models. Giving evidence in a personal
capacity, he stated:

Under these models, all patients receive the same form of generic initial care. If that
initial form of care is not successful, patients are progressed to the next level of care; the
process then continues throughout multiple levels. The result of this approach is that
people with the most severe mental health problems tend to wait the longest amount of
time to receive the appropriate care.”

While descriptions in government strategies and frameworks may imply an organised and
cohesive system, the experiences outlined in this chapter, throughout this report and in
numerous inputs to the Commission show there are a number of deficiencies and missing
steps in the continuum of care.
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5.4 A new architecture
to respond to need

% the future

Given the wide impacts that mental illness has on the Victorian community,
mental health and wellbeing system must be equitable and responsive to the broad needs
and preferences of Victorians. International evidence suggests there is also a need to strike a

balance between care in the community and bed-based services.™

Achieving this balance will require a fundamental shift in the role and structure of the mental
health system. The types of treatment, care and support offered will need to evolve and be
organised differently to provide each person with dependable access to mental health and
wellbeing services and links to any other supports they may seek.

Importantly, the future mental health and wellbeing system must recognise that a person’s
experiences of mental health and wellbeing, and their recovery, is highly individual and often
nonlinear.® Consequently, the types of treatment, care and support they seek will change.

In recognition of the dynamic nature of mental health and wellbeing, the Commission
has purposefully chosen to focus on strengths and needs, rather than labels, which can
be stigmatising and discriminatory.”®
evidence that the intensity of mental health and wellbeing services should be matched to
people’s strengths and needs.”®

The five streams shown in Figure 5.3 are based on

While services will always respond to people’s immediate, high intensity needs, pathways
between streams will support people back into services in lower intensity streams as their
needs stabilise. Many people will continue to be supported by lower intensity services, such as
their GP, even when accessing services from higher intensity streams.

These streams are further explored in Chapter 6: The pillars of the new service system—
community-based mental health and wellbeing services, which describes how people at a
given point in time may need:

e support from their communities and primary care services ((Communities and primary
care’ stream)

e treatment, care and support from primary and secondary mental health and related
services (‘Primary care with extra support’ stream)

¢ short-term treatment, care and support from Local Mental Health and Wellbeing
Services and Area Mental Health and Wellbeing Services (‘Short-term treatment, care
and support’ stream)

e ongoing treatment, care and support from Local Mental Health and Wellbeing Services
and Area Mental Health and Wellbeing Services (‘Ongoing treatment, care and
support’ stream)

e ongoing intensive treatment, care and support from Local Mental Health and Wellbeing
Services and Area Mental Health and Wellbeing Services (‘{Ongoing intensive treatment,
care and support’ stream).
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Figure 5.3: Five consumer streams

At any given point in time, a person living with mental
illness or experiencing psychological distress will need:

Consumer streams

People can
move between
streams at any
point in time,

according to
their needs _/\

Ongoing intensive treatment,
care and support from Local
Mental Health and Wellbeing
Services and Area Mental
Health and Wellbeing Services

(Ongoing intensive treatment,
care and support stream)

Support from their
communities and
primary care services

(Communities and
primary care stream)

— Treatment, care and
support from primary and
secondary mental health
and related services
(Primary care with extra
support stream)

- Short-term treatment, care
and support from Local Mental
Health and Wellbeing Services
and Area Mental Health and
Wellbeing Services

(Short-term treatment, care
and support stream)

Ongoing treatment, care and support
from Local Mental Health and
Wellbeing Services and Area Mental
Health and Wellbeing Services

(Ongoing treatment, care and
support stream)
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5.41 Concepts of ‘stepped’ and ‘staged’

The new system will ensure a person’s strengths are recognised and that each person is able
to receive services that are proportionate to their needs at any point in time.

As described earlier, a model of stepped care is the major framework for mental health
systems in Australia today. However, a stepped care model has been criticised for only
progressing services when a person deteriorates.

A limitation of how the stepped care model is currently implemented relates to its reported
inability to respond appropriately to individual need. The initial step offers everyone the same
care, and those who do not recover following the care they get are then progressed to the
next step, and so on. Witnesses have stated this may relate to a lack of understanding of how
to use the model, or insufficient guidance on how to assess the level of care needed.™

An alternative to stepped care is staged care, or ‘staging’. Staging models attempt to
understand what ‘stage’ of illness people are experiencing at a particular point in time and
how this may progress in subsequent ‘stages’. This approach emphasises the need for more
preventive services delivered in earlier stages of illness. Professor David Coghill, Financial
Markets Foundation Chair of Developmental Mental Health at the Royal Children’s Hospital,
told the Commission that staged care ‘is different to stepped care where one wants to see
whether a less intensive intervention fails before moving to the next level’™®

The staging model was first developed for cancer care.® The experience of a person
with cancer is typically staged: with a medical referral, the person is assessed by a
multidisciplinary team, and a care plan is developed based on the likely progression of
the illness and the person’s preferences. Treatment is provided at a local centre or more
specialised service, based on the person’s needs and treatment requirements.

Staging models can support intervention at earlier stages, if this is likely to result in positive
" Staging models are appropriate for diseases such as cancer, which have clear
markers for each ‘stage’ of illness. However, additional research is required to test and refine
staging models for mental health and wellbeing.™

outcomes.

The Commission has drawn on the merits of both stepped care and staged care models. The
Commission’s reforms reflect:

e a stepped care approach to system design through five streams of treatment, care and
support that respond to an increasing intensity of need

o staged care for service delivery that emphasises prevention, early intervention and
support for people to recover and stay well.

In the future system, a person will be able to access a mix of services that respond to their
needs and preferences. People will not be turned away on the grounds that they are not
sick enough. By focusing on responding to needs, the Commission has sought to ensure the
system no longer leaves people to get more unwell before they can get the treatment, care
and support they seek.
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It will be easier to get help earlier through welcoming and inclusive Local Mental Health

and Wellbeing Services. In the new system, everyone will be able to have an initial support
discussion, often over the phone or online. This discussion will seek to ensure a person is
matched with treatment, care and support that responds to their needs and preferences. In
most cases, the outcome of the discussion will be low-intensity treatment, care and support
in a Local Mental Health and Wellbeing Service, which are described in section 5.5.

Where a person has higher levels of need, a medical practitioner or Local Mental Health and
Wellbeing Service will be able to refer them directly to an Area Mental Health and Wellbeing
Service, or they may be offered a comprehensive needs assessment and planning discussion.
In this discussion, a multidisciplinary team, together with the person, will agree on the
treatment, care and support that person will receive over an agreed timeframe. The types of
treatment, care and support will be drawn from across the core functions outlined in section
5.5.2 and Figure 5.5, and matched to the person’s intensity of need.

Assessment processes are the gateway to the tertiary services delivered by Area Mental
Health and Wellbeing Services, and are described in detail in Chapter 8: Finding and
accessing treatment, care and support.

Assessment processes will combine with a revised approach to care planning and
coordination to ensure efficiencies as people enter, re-enter and move between services.
Consumer-centred care planning and coordination is the ‘glue’ that organises and connects
the treatment, care and support described in the core functions.

As Professor Suresh Sundram, Head of Department of Psychiatry, School of Clinical Sciences
at Monash University and Director of Research at Monash Health Mental Health Program,
providing evidence in a personal capacity, described these functions of care planning and
coordination ensure ‘that when people require support and services, they know how and
where to access those services'* Care planning and coordination will ensure consumers’
needs and preferences at any given time determine the intensity of the supports they

receive."®

The Commission intends that this combined approach to assessment and coordination

will help to ensure people receive services that are proportionate to their needs. In the new
system, Local Mental Health and Wellbeing Services will respond to a large amount of the
current demand that is placed on area mental health services. Looking ahead, new Area
Mental Health and Wellbeing Services will have resources freed up. Coupled with greater
investment in service delivery, this will mean that Area Mental Health and Wellbeing Services
will be able to offer more responsive and intensive services to people with higher levels of
need, with greater flexibility to support people as their needs and strengths change.
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5.4.2 Breaking down rigid boundaries for service delivery

Consumers, families, carers and supporters have consistently expressed their frustration with
the rigidity of current catchments, which limit access and choice, and create inequities. For
example, Ms Lynda Watts, a witness before the Commission, shared how catchments made it
difficult for her son to get care:

Attempts to get [my son] follow-up care at the appropriate [area mental health service]
resulted in a volley of ‘it’s not our catchment, it’s yours,’ resulting in no follow-up
treatment for weeks on end, two more [emergency department] presentations (with
3am discharges), and no information sharing between [the emergency department,
two area mental health services], and the [National Disability Insurance Schemel
accommodation service."**

Leaders of mental health services have also called for greater flexibility in area-based
boundaries to support consumer choice and preference.* Professor Sundram
submitted that:

geographical catchments are antithetical to family and consumer choice. In my view,
the choice of hospital that a person presents to should be consumer or family driven,
such that patients can be admitted to whichever hospital they wish to go to."

Current catchments for delivering mental health services do not accord with typical
arrangements for other health services. Dr Margaret Grigg, CEO of Forensicare,
highlighted that:

While catchments are useful, there needs to be more options for individuals to choose
the service they want to receive care from so as to provide consumer choice that is
equivalent to that available in acute physical health care—that is, individuals should
be able to decide which mental health service they want treatment from, and they are
not forced to receive care from a service because of their home address. This could
also provide an opportunity for greater subspecialisation, with mental health services
developing specific services in response to consumer demand.”

St Vincent's Hospital Melbourne stated that rigid catchments cause challenges for both
providers and consumers, explaining that it ‘can lead to capacity issues for the providers,
but also result in the consumer being treated some distance from their network of family

and friends'®

The Victorian Government also acknowledged that rigid boundaries can create inequities in
service access.” In its 2013 consultation paper, the then Department of Health and Human
Services stated, ‘[iln some cases, strict application of eligibility has created access difficulties
and contributed to discontinuities in care.™ Recent analysis of Victorian mental health data
shows that some flexibility already exists in the system, with approximately 25 per cent of all
acute mental health adult bed-based admissions being out of the person’s area of residence.™
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Achieving accountability was an argument put forward for retaining catchments for

service delivery. It was suggested that designating a provider to be accountable for a local
population establishes clarity and certainty that consumers will receive services.”™ Dr Grigg
acknowledged that ‘[t]he catchment approach provides a strong basis for population
planning and creates a safety net for vulnerable consumers to ensure that there is clarity on
which service is responsible for providing care.”™®

The department also pointed to accountability. Ms Kym Peake, then Secretary of the former
Department of Health and Human Services, noted that ‘[catchment] arrangements also

enable clear clinical accountability for all patients, especially involuntary patients’™

Arguably, given the extent of unmet need, it is difficult to conclude that catchments are
achieving the accountability stated.

Increased investment and new funding approaches that account for people’s needs can be
used to ensure service providers offer treatment, care and support to people with higher
levels of need, without the adverse impacts of catchments.™

Associate Professor Ruth Vine, Director of Forensicare, advised:

Services should be rewarded for providing consistent care, and the level of complexity of
consumers’ needs should be reflected in additional funding to the services—this would be
an incentive for the service to provide treatment regardless of a person’s place of abode.™

Given that strategies such as the one advised by Associate Professor Vine, which links
funding to need and actual service delivery, can be used to create accountability, fixed
boundaries for the purposes of service delivery are no longer required. The Department of
Health must abolish the existing catchment structures for accessing public specialist mental
health services. While boundaries may remain for planning and guidance and as a frame for
referral, service providers will never turn people away on the basis of where they live.

5.4.3 Developmentally tailored services

Given the mix of age eligibility arrangements in Victoria’s public specialist mental health
services, the Commission has proposed a number of reforms that will mean that age
and developmentally appropriate treatment, care and support is provided. The following
age-based systems are recommended:

e ages 0-25: a single infant, child and youth mental health and wellbeing system with
common governance, including clinical governance and commissioning, with two

separate service streams:

— ages 0-11: infant, child and family mental health and wellbeing service stream

— ages 12-25: youth mental health and wellbeing service stream
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e ages 26 and older: adult and older adult mental health and wellbeing system with a
dedicated service stream for:

— Older Victorians: comprising older adult mental health and wellbeing specialists
within a dedicated older adult mental health and wellbeing service stream, which
will be delivered through Adult and Older Adult Area Mental Health and Wellbeing
Services for people with complex and compounding mental health needs generally
related to ageing.

As noted earlier in the chapter, across child and youth mental health services, and child and
adolescent mental health services, some current services respond to young people up to
the age of 25, while for other services, the age limit is 18. This discrepancy is due to a change
in Victorian Government policy, where the then Department of Health and Human Services
began increasing service eligibility to 25 but stopped the rollout midway through when the
government changed.”™

Conflicting age boundaries across the state contribute to disruption in treatment, care and
support when children and young people are referred between services and catchments.

In these circumstances, children and young people, and their families, are then faced with
retelling their experiences, different service models and provider practices that do not always
meet the needs of young people.”®

There are also risks for young people who transfer to adult mental health services at the

age of 18, given this can be a vulnerable time as they transition to adulthood. According to
the National Institute for Health Research in the United Kingdom, a ‘transition’ is more than
simply moving from one service to the next; a young person requires tailored support to move
towards a new stage of life.”®

Orygen described the transitional 18-year age point as ‘one of the significant challenges in
delivering youth-appropriate and evidence-based care for young people with more severe
conditions’™ The structural divide between the youth and adult systems also falls within an
age range where the incidence of new mental illnesses can peak, meaning that ‘the system is

at its weakest where it should be strongest’'™

The different service models and eligibility criteria in the adult system compound the risk
of disrupted treatment, care and support.”> Some young people receiving treatment for a
specific illness may not meet the criteria or have access to the same treatment in the adult
mental health system.”®®

The current service demarcation at the age of 18 years was characterised by Professor
McGorry as a ‘fatal design flaw’, where young people are an ‘afterthought’’®*
supports this notion and recommends that the future youth mental health and wellbeing
service stream (current child and youth mental health services, and child and adolescent
mental health services) are supported and resourced by the Victorian Government to
consistently lift their age eligibility so they can respond to young people up until a person’s
26th birthday.

The Commission
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The Commission considered whether to establish two separate systems: an infant and child
mental health and wellbeing system, and a youth mental health and wellbeing system. The
majority of participants at the Commission’s Youth Mental Health Roundtable advised
against this separation, on the basis that it would:

e create an age-related transition barrier at a vital developmental period and crucial
transition stage from primary school into high school

e restrict the flow of resources to respond to changes in demand, especially in
smaller services

e require both systems to establish new relationships, pathways and connections to
other services, with relationships in adjacent sectors essentially being doubled

e be problematic for professional training requirements; for example, child and
adolescent psychiatrists would be unable to practice across the broader age range

o very likely make the cost of treatment, care and support in both systems more
expensive.'®

Conversely, it was also put to the Commission that separation from youth services could raise
the profile and prioritisation of services for infants and children. At the same roundtable, one
participant remarked that this separation could have the benefit of preventing resources
from being pulled out of child and infant services into youth services, and would allow for
more targeted services for each cohort to be fostered.™®

Dr Neil Coventry, Victoria’s Chief Psychiatrist, observed that age-based streaming led

to fewer services being made available to preschool and primary school-aged children.
Dr Coventry also suggested that the focus of service providers was drawn to cohorts with
the highest levels of need, particularly adolescents.”’

It is difficult, however, to establish to what extent the described ‘pull’ of resources towards
children and young people in the 12-25-year-old age group reflects the system’s constraints and
under resourcing, and whether the reported imbalance could be fixed with additional resourcing.

Experiences of services that have lifted their age eligibility to 25 years suggest this may be
the case. Ms Lynne Allison, Associate Program Director of Eastern Health, Child, Youth Mental
Health Service, explained that initial challenges of expanding Eastern Health's service to
cater for 0-25-year-olds largely related to underfunding.”®® Ms Allison explained how the lack
of priority given to infants and children was reflected in funding arrangements:

Initial evaluation indicated an under-representation of infants and children under 12
years of age, as compared to what might be expected for a specialist mental health
service based on epidemiology and population data. This followed demand for [child
and youth mental health services] increasing by upwards of 30% without sufficient
increase in resourcing. This has since been addressed through targeted and ‘reserved’
appointments for children under 12 years, and through the establishment of the
[Specialist Child Team] and Infancy Access Project, following [Department of Health and
Human Services] Specialist Child Initiative funding.’®
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On balance, the Commission considers the main goal of age-based streaming—to provide
developmentally appropriate services that respond to the needs of infants, children and
young people—can be achieved within a single system, with consistent governance of infant,
child and youth mental health and wellbeing services across 0-25-year-olds, rather than
establishing two separate systems.

Accountability mechanisms, coupled with the Commission’s proposals to reform and increase
funding and service capacity, will ensure services within the future infant, child and family
mental health and wellbeing service stream are not left behind.

The infant, child and family mental health and wellbeing service stream will start at birth and
continue through to infancy and childhood. It will conclude at 12 years, typically coinciding
with the transition from primary school to secondary school.

As outlined in Chapter 12: Supporting perinatal, infant, child and family mental health and
wellbeing, infants and young children require treatment, care and support that is suitable to
their stage of development, and closely tied to their family or carer context.”® Services for this
age group will adopt a developmental and relational approach.” This means that treatment,
care and support will be matched to the infant or child’s developmental stage, and respond
to individual, situational and family and carer factors that might be impacting on an infant or
child’s development, with the objective of supporting them and their families to thrive.”

For young people, the youth mental health and wellbeing service stream will begin at 12
years of age. Young people will generally transition to adult mental health and wellbeing
services on their 26th birthday. Where a young person’s developmental and biological age
differ, clinicians and consumers will have flexibility to make decisions about the best age to
transition to other services, and to allow treatment cycles to be completed.

As detailed in Chapter 13: Supporting the mental health and wellbeing of young people,
there will be a strong focus on supporting young people’s connection with mental health
and wellbeing services, and on building services that respond to their needs in these
formative years.”

Age eligibility must not be rigid. It has been impressed on the Commission that the design of
the future infant, child and youth mental health and wellbeing system must have flexibility to
recognise and respond to the different ways and different paces at which children and young
people grow and develop.

Ms Callaghan cautioned:

Regardless of the criteria used, any grouping needs to not be overly concrete. It must be
flexible in response to how people present. If age streamed, there needs to be flexibility
at the ends of the age ranges to allow for exceptions in some scenarios where an
argument can be made to begin care in this system earlier for pre-12 years or extend it
later for post-25 years.”

Similarly, Associate Professor Alessandra Radovini, Director of Mindful at the University of
Melbourne and Consultant Psychiatrist at Orygen, advised that services need to be able to
consider the child’s or young person’s development needs, not just their chronological age.
Associate Professor Radovini, providing evidence in a personal capacity, favoured a more
nuanced approach, rather than strict, age-based streaming.”
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Professor Louise Newman AM, Professor of Psychiatry at the University of Melbourne

and Practising Perinatal and Infant Clinician, stated that the rigid age-based streaming
of services does not necessarily benefit infants, children and young people.”® Professor
Newman warned that ‘[s]Juch an approach is unnecessary and risks neglecting some of
the complexities around developmental periods and issues.””” The Commission concluded
that flexible age boundaries will be critical to achieving its ambition of a responsive
service system.

The Commission has also turned its attention to the impact of strict age-based streaming on
older Victorians. Currently, older Victorians are not provided with the same range of mental
health services that other adults are. Older Victorians are often required to attend a specific
aged persons mental health service even when this does not align with their preference

or needs.”®

The current application of age-based criteria can create problems for adults and older adults
for whom ageing-related mental health impacts can vary markedly across chronological
age.”® Wintringham, an aged care service that supports older Victorians with long-term

experiences of homelessness, mental health difficulties and addictions, submitted that:

in one Western municipality, mental health services for people under the age of 65 have
refused to provide assistance to a long term mental health patient as he is living in a
nursing home. At the same time, the aged care mental health team have refused service
due to his age. The fellow is 62 [years] old. Is this type of red tape really necessary?
What has resulted is a person in desperate need unable to access services, yet, in
another Southern based suburb, mental health services are freely available, from the
appropriate service, for those under 65 years living in a residential aged care service.”

In the new system, older Victorians (including people aged 65 years or older) will be able

to access and receive mental health and wellbeing services in the same way as adults. In
addition, people with complex and compounding mental health needs generally related to
ageing—irrespective of their chronological age—will have access to services delivered by
older adult mental health and wellbeing specialists, a service stream within an Adult and
Older Adult Area Mental Health and Wellbeing Service. Crucially, people will not be ‘kicked
out’ of services on their 65th birthday; they will be supported to transition to new services on
a case-by-case basis, depending on their needs, strengths and preferences.

The above changes to age-based services and the removal of rigid age-based eligibility
criteria will mean mental health and wellbeing services are more flexible and deliver
programs and services that respond to the strengths, needs and preferences of people at any
stage of their life.
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5.5 Local services in the community
as the backbone of the system

In considering responses to mental health and wellbeing needs, the Commission has
determined that the future mental health and wellbeing system will be founded on an
approach that provides people with services in the community; recognises an individual’s
strengths; and provides holistic responses in line with their needs and preferences.

The Victorian Mental lliness Awareness Council’s declaration emphasises the importance
of choice and the need for more options about the kinds of actions or supports sought,
the places and services consumers want to access that support, and how they access it.
Similarly, Ms Mary O'Hagan MNZM, Manager of Mental Wellbeing at Te Hiringa Hauora

in New Zealand, giving evidence in a personal capacity, advocates for a shift towards a
‘Big Community’ system in which people have access to a broad menu of comprehensive
community-based resources and services extending beyond the mental health system to
sustain and restore their wellbeing.™

181

5.51 Community services as the prominent feature

In setting its direction for the future, the Commission has taken an expansive view of what
makes up community mental health and wellbeing services.

This reflects international evidence that community mental health services:

includes the community in a broadly defined sense. ... it emphasizes not just the
reduction or management of environmental adversity, but also the strengths of the
families, social networks, communities and organizations that surround people who
experience mental illnesses.”

The Commission proposes that community mental health and wellbeing services should
encompass a broad range of local informal supports and providers including public health
services, public hospitals, non-government organisations, community health services, private
providers, new consumer-led providers and a range of primary and secondary services.
People will access services by attending site-based services, through digital platforms and
via home and community visits.

Figure 5.4 sets out the view of the system as a series of levels where the top level engages
with each subsequent level aimed at a decreasing proportion of the population.
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Figure 5.4: Six levels in a responsive and integrated system

Families, carers and supporters, informal supports, virtual communities,
and communities of place, identity and interest

Broad range of government and community services

Primary and secondary mental health and related services

Local Mental Health and Wellbeing Services

Regional Mental Health

. . and Wellbeing Boards
Area Mental Health and Wellbeing Services

Statewide services

At the broadest level are whole-of-population responses that promote good mental health
and wellbeing for all individuals, families and communities.® Families, friends, carers,
colleagues or acquaintances provide people with considerable support.®™ As one community
consultation participant in Mildura told the Commission, ‘[slometimes people don't realise
their best support is their family and friends.”™® In contrast, the amount of time that people
spend with the professionals who work in mental health and wellbeing services can be limited.

When people start to experience mental illness or psychological distress, the first people they
often turn to are friends and families, neighbours and their communities. People’s mental
health is heavily influenced by a range of social determinants and therefore may involve a
multitude of different supports, including informal community connections.”

The first level of the system comprises of social supports—families, carers and supporters,
informal supports, virtual communities and communities of place, identity and interest—
which provide social connections that are critical for good mental health and wellbeing.®®
The case study on the Big Feels Club shares the experiences of how peer-led resources can
support people experiencing long-term psychological distress.

At the next level, there is the broad range of government and community services outside
the mental health system that help people to remain well and flourish. These include services
that meet universal needs like education or health, as well as those that meet specific

needs like housing, legal assistance services or help dealing with family violence.” Universal
and specialised service sectors play an important role in the primary prevention of some
mental illness and psychological distress.® They are crucial for helping people to live well

in the community."”’
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There is also growing recognition that mental health systems should work closely with a
broad range of government and community services. As the Productivity Commission Mental
Health Inquiry Report states:

creating a person-centred mental health system requires coordinated reform beyond
health. It requires the health system to work together with community and Indigenous
services, social security, public housing, education, justice and employment relations.”

At the third level, primary and secondary mental health and related services are the widely
distributed services that also offer mental health treatment, care and support. GPs play a
central role at this level, providing mental health services, along with other primary care
services like community health services. These combine with psychologists and other allied
health practitioners, paediatricians, maternal and child health nurses, and alcohol and other
drug support providers.

The remaining three levels—Local Mental Health and Wellbeing Services, Area Mental Health
and Wellbeing Services and statewide services—have been earmarked for reform by the
Commission in various parts of this report. They comprise services that deliver a range of
specialised mental health and wellbeing responses to a progressively smaller number of
people (the most targeted at the statewide level). Responsibility for commissioning these
services initially rests with the Victorian Government, noting that they may be funded from
a range of different sources, including from the Commonwealth Government, and over time
may be jointly commissioned by Victorian and Commonwealth governments.

At each level, from local through to area and statewide services, multidisciplinary teams will
operate with increasing specialisation.

Local Mental Health and Wellbeing Services, delivered in a variety of settings, will be where
people first access and receive most of their services. They will be supported by some
tertiary-level responses.

Area Mental Health and Wellbeing Services, the fifth level, will provide tertiary-level,
high-intensity and complex support responses, with multidisciplinary teams. Area Mental
Health and Wellbeing Services will be responsible for delivering all of the core functions (refer
to Figure 5.5) of community mental health and wellbeing services for those requiring a higher
intensity of treatment, care and support than can be provided through local services alone.

Statewide services, the sixth level, have multiple roles. First, to respond to people with higher
levels of need, their expertise will be shared with Local Mental Health and Wellbeing Services
and Area Mental Health and Wellbeing Services so these service providers can deliver
treatment, care and support to people close to home. Second, statewide services and Local
Mental Health and Wellbeing Services and Area Mental Health and Wellbeing Services may work
together to deliver treatment, care and support to a person, for example, through shared-care
arrangements. Finally, statewide services may provide services to people directly. In some
instances, statewide services may undertake more than one of these roles simultaneously.

While the system will be based in the community, it will be complemented by treatment,
care and support through hospital and other residential services. This system design
reflects domestic and international evidence in favour of a balanced system that spans
community-based services and inpatient care.”*
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Case study:

The Big Feels Club

Co-founded by Graham Panther and Honor Eastly in 2017, the Big Feels Club creates
spaces for people with ‘big, scary feelings’ to hear from others who share similar
experiences.

The Big Feels Club provides peer-led resources, including articles, podcasts, peer
discussion spaces and digital self-help tools, for people experiencing long-term
psychological distress.

Mr Panther describes the Big Feels Club as primarily for people who have tried to
get support from the mental health system but found it has not been as helpful as
they expected.

The Big Feels Club is for the people who are doing all the things that are supposed
to help. The people who have been asking for help for years, who have tried all

the things the system has to offer, often multiple times, but still don’t really feel
any better.

Both Mr Panther and Ms Eastly said they have had this experience and found it
very isolating.

All the mainstream mental health spaces, the main message seems to be ‘go see
your GP’, and it’s like, ‘'yeah well, thanks but I've tried that a few times actually,
what now?’ We started to wonder, wouldn't it be great if there was somewhere we
could talk about this with people who get it?

The Big Feels Club started as a small meet up in Mr Panther and Ms Eastly’s living
room and now has more than 6,000 community members and more than one million
downloads of its podcasts and articles. It was a finalist at the VicHealth Health
Promotion Awards in 2019.

Mr Panther noted that despite the main offerings of the Big Feels Club being ‘light
touch’ and often one-way, ‘for many this is enough to feel part of something bigger, to
feel their pain is no longer a private burden, but an opportunity to feel connected to
others going through similar things'.

Mr Panther and Ms Eastly often speak to Big Feels Club members to understand how
the platform is supporting them. In response, the members regularly speak about the

importance of understanding they are not alone in how they feel:

I have never felt so understood in all my life. | had given up hoping | might ever
hear it spoken from another person.
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The Big Feels Club was a profound part of my own experience of clawing for life.
And it continues to sustain me through current struggles.

Mr Panther said this gets to the core of what the Big Feels Club offers and the
importance of peer support.

It is one of the few spaces that people can go and not feel that anyone is trying to
fix them. In my experience, this is a sacred thing. Our services are not like clinically
led services which aim to reduce symptoms. The Big Feels Club is more about
helping people find meaning in those tough experiences.

Mr Panther and Ms Eastly set up the Big Feels Club to be an example of ways to meet
previously unmet community needs, outside of the traditional services available.

They would like to see more opportunities for peer-led initiatives to grow and become
sustainable through funding pathways and development opportunities so that peer-led
solutions become a core part of Victoria’s wider response to people in distress.

Source: Graham Panther, Correspondence to the RCVMHS, 2020; Graham Panther, Radical Connections: the
real future of digital mental health, Keynote address at E-Mental Health Expert Forum, Auckland University of
Technology, October 2018.
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5.5.2 Addressing the need for diverse
community-based services

Diverse community mental health and wellbeing services, such as those the Commission
recommends, are clearly preferred by consumers:

create alternatives to the current system. There should be places for people to go when
they are having breakdowns. Mental healthcare should be taken out of hospitals so that
these can be places of care and healing.”

I want the Royal Commission to remake the system into healing and respite centres:
mental health services should be taken out of the hospital and put onto natural grounds,
where you can have natural healing and therapies.™

focus on community based support for those who can manage in the community, rather
than institutionalisation. Holistic care programs such as art therapy, group programs,
involving nature and bush work in a mental health setting ..."”

Ms Indigo Daya, Consumer Academic in the Centre for Psychiatric Nursing at the University
of Melbourne, giving evidence in a personal capacity, described the importance of
community-based services to her personal recovery:

A community support worker (an art therapist by occupation) supported me to find
hope again, and to connect with a creative consumer/survivor community of fellow
artists. This belief that my life could change, that my future could hold something
positive, was a critical beginning, and aligns with the hope and connectedness elements
of recovery-oriented practice.”®

High-quality, community-based mental health and wellbeing services are pivotal to meeting
demand and to lowering the high bar to access services. One submission from a member of
the mental health workforce suggested:

Greatly increase community based mental health services to allow them to support
people and their families in becoming socially and economically involved with the
community. Move the focus away from acute and inpatient based services towards
community services, this will reduce the strain on [emergency departments] and offer
more treatment options for people, rather than basing access on acuity.™

Another contributor asserted:

Community based interventions are essential and need to focus on reconnection and
integration. Interventions within society (not behind the closed walls of a psychiatric
facility) will facilitate a cultural shift whereby people in distress are embraced and
understood right there within the community in which they live.**°

Community mental health and wellbeing services will not just expand in volume and reach.
To support a consistent and responsive service offering, as well as dealing with current
inequities and variability in the services that are available, mental health and wellbeing
services will offer three core functions (refer to Figure 5.5).
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Requiring the delivery of three core functions provides a number of advantages. First,
articulating a consistent approach to community-based service provision will deal with
inconsistencies across the state in how people can access help, what they can access, and
the quality of the treatment, care and support provided. It responds to calls from people living
with mental illness or experiencing psychological distress, families, carers and supporters,
and service providers, for greater consistency in the types of services that are funded and
available*”

Second, a consistent approach can help to minimise fragmentation and confusion when
seeking to access services. Professor Hickie commented that increasing the number of
programs operating across a system comes with financial and opportunity costs because
each program requires its own administrative structure and leadership.”®® Professor Graham
Meadows, Professor of Psychiatry at the Monash University School of Clinical Sciences

at Monash Health, who gave evidence in a personal capacity, suggested that without
consistency, a proliferation of service models can cause confusion and inefficiency.*®

Adopting a set of core functions also supports associated funding and resourcing approaches.
Lessons from international community-based mental health reforms highlight that there is a
need to ‘[d]lesign a system that directly relates required service components and financially

reimbursable categories of care’”®* The core functions aim to achieve exactly this.

The Commission has recognised, however, that some variation is necessary within any
complex system to avoid stifling innovation.®® As such, implementation of the core functions
will be adapted to meet local community needs and preferences while retaining a consistent
service offering across the state.

The delivery of these core functions will be consistent across age groups, with some
tailoring—for example, to support the delivery of developmentally appropriate services
to children and young people. Chapter 7: Integrated treatment, care and support in the
community for adults and older adults outlines the core functions in further detail.

The Commission’s recommendations focus on establishing a responsive and integrated
mental health and wellbeing system comprising:

e Local Mental Health and Wellbeing Services: These will be delivered in a variety of
settings where people first access services and receive most of their treatment,
care and support. People will access these services either directly or via referral,
and services will operate with extended hours. Services will deliver the Commission’s
recommended core functions. The delivery of Local Mental Health and Wellbeing
Services may involve Area Mental Health and Wellbeing Services.

e Area Mental Health and Wellbeing Services: These are where all of the Commission’s
recommended core functions and more intensive services will be made available.
Services will be delivered through a partnership between a public health service
(or public hospital) and a non-government organisation that provides wellbeing (or
psychosocial) supports. Area Mental Health and Wellbeing Services will operate with
extended hours, and also respond to crisis calls from anyone in the community, 24
hours a day, seven days a week.

o Statewide services: These are where highly specialised services will be concentrated for
high-quality and safe service provision.
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Figure 5.5: Community mental health and wellbeing services: core functions

Community mental health and wellbeing services
Core functions

Core function 1: Integrated treatment, care and support across four components:

o Treatments and therapies o Wellbeing supports

o Education, peer support and

self-help © care planning and coordination

Core function 2: Services to help people find and access treatment, care and support and, in
Area Mental Health and Wellbeing Services, respond to crises 24 hours a day, 7 days a week.

Core function 3: Support for primary and secondary services through secondary consultation
with providers of those services, primary consultation with their consumers, and a formal
model of comprehensive shared care.

These services will be delivered across a range of modes (telehealth and digital technologies; in
centres; and in people’s homes or other settings, including through assertive outreach) and will
be accessible and responsive to the diversity of their local community.

Wherever possible, all consumers, irrespective of their level of need, will be supported to receive
services through Local Mental Health and Wellbeing Services close to their support networks.
Because formal pathways between different types of services will be established, people will
have planned and dependable access to services. These pathways will also support people to
access more integrated services that respond to their individual needs and preferences.

Consumers will only access a service within a higher level when their level of need or the
specialisation required is too great to use Local Mental Health and Wellbeing Services—for
example, when they are experiencing a crisis. Services within that higher level will support the
person to return to their Local Mental Health and Wellbeing Service for continuing services,
as soon as is practical. Figure 5.6 explains the role of Local Mental Health and Wellbeing
Services, Area Mental Health and Wellbeing Services and statewide services. As described

in section 5.8, clear pathways will also be established between services so that people have
planned and dependable access to more specialised services.
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Figure 5.6: The role of Local Mental Health and Wellbeing Services, Area Mental Health
and Wellbeing Services and statewide services
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5.5.3 The role of Local Mental Health and Wellbeing Services

Access to local, community mental health and wellbeing services is the foundation of the
Commission’s reforms. In line with the latest available evidence, these reforms seek to ensure
Victorians have access to a mental health and wellbeing system they can rely on, with most
people able to access the majority of their treatment, care and support in their community,
close to their local support networks.*®

There are a range of definitions and interpretations of local services. The following examples
illustrate the variety of forms that a local service can take:

¢ headspace centres: Each headspace centre strives to be ‘deeply embedded within the
local system and community’?” The populations served by each headspace centre
differ. Some headspace centres in urban areas have youth populations of more than
100,000 within a 10 kilometre radius, whereas a number of regional headspace centres

have total service populations of less than 5,000.>®

e GP practices: These are local services where most people access mental health
treatment, care and support. GPs are often the first point of contact for people
experiencing mental health challenges®® Each GP practice supports around 4,200
people in urban areas and around 3,200 people in rural areas.

¢ Community health centres: These typically have a strong connection to the local
area in which they are based.?® The location of these services and the size of the
communities they service differ. cohealth’s community health centre at 365 Hoddle
Street, Collingwood works with two nearby sites to support around 12,000 consumers,
with a focus on the Collingwood public housing sites. ‘365’ is one of 37 sites operated by
cohealth across 10 local government areas.”

e« The Walwa Bush Nursing Centre: This supports local rural communities in North
East Victoria. In 2019 the centre supported around 1,300 people, and those providing
the service travelled more than 18,000 kilometres annually to service their local

community.””

The above examples illustrate that the concept of ‘local’, as it relates to the delivery of
services, can mean different things for different communities, depending on how long and far
people need to travel, how frequently they may access services, the level of urgency that may
be involved, and the workforce skills or specialist capabilities that may be required.

Victorian Government-funded mental health services are typically configured towards
population sizes of 200,000-300,000 adults and older adults in metropolitan Melbourne and
100,000-200,000 adults and older adults in rural and regional communities.”

Yet there are inconsistencies. Existing catchments for Victorian Government—funded public
specialist mental health services vary substantially in terms of current and predicted
population size and spread. Some selected catchments are currently very large in volume
and densely populated, and rapid growth is forecast. For example, the adult Mid-West

24 Conversely, other
catchments are very small in volume and dispersed, and little growth is forecast. For example,
the adult Northern Mallee catchment services a population of 42,000 adults and older adults,
with little growth forecast.”

catchment services a population of 218,000 adults and older adults.
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The Commission considers that the organisation of mental health services in this manner
does not support the consistent provision of a responsive local community-based service
offering across Victoria. In a highly constrained system, and in the absence of clear policy
and funding direction from the Victorian Government, service providers have had little choice
but to concentrate the delivery of services away from local community-based services,
instead focusing on crisis responses and acute inpatient services.”™

To move away from this approach, the Commission recommends that the Department

of Health centres the delivery of treatment, care and support in Local Mental Health

and Wellbeing Services. Each Adult and Older Adult Local Mental Health and Wellbeing
Service must support a population of up to 100,000 adults and older adults, whether in
metropolitan Melbourne or in a rural or regional community. In the first instance, 50-60 Adult
and Older Adult Local Mental Health and Wellbeing Services will be established to deliver
community-based mental health and wellbeing services with extended hours of operation.

Every Local Mental Health and Wellbeing Service will deliver the Commission’s recommended
core functions of community-based mental health and wellbeing services.

Local Mental Health and Wellbeing Services will also be used as a face-to-face or digital
delivery platform for people to access more specialised services that may be delivered by
Area Mental Health and Wellbeing Services or statewide services.

Demand modelling will inform the precise locations of Local Mental Health and Wellbeing
Services. Over time, to respond to population growth and changes in need, sound planning
must inform when and where Local Mental Health and Wellbeing Services are expanded.

In some rural areas, where distance can be a challenge, the department should pursue
additional ways to support Local Mental Health and Wellbeing Services to ensure equitable
access to treatment, care and support, including through digital and online technologies.

The Commission has developed service standards to assist in the selection of providers,
including non-government organisations and new providers such as consumer-led
providers, to deliver mental health and wellbeing services. To help create a diverse service
offering, providers of Local Mental Health and Wellbeing Services should be selected in
accordance with these standards, which are outlined in Chapter 28: Commissioning for
responsive services.

Together, these changes represent a profound shift in the organisation of mental health and
wellbeing services. The focal point of service delivery will move to early responses in local
communities through diverse and responsive types of treatment, care and support, away
from the current crisis-driven system.

235



Royal Commission into Victoria’s Mental Health System

5.6 Establishing Area Mental Health
and Wellbeing Services for infants,
children and young people, and adults
and older adults

In determining the scope and size for the operation of Area Mental Health and Wellbeing
Services, the Commission was encouraged to aim for sufficient ‘critical mass’ to support a full
range of services, without areas being so large that they become spread over long distances
and removed from local communities.

Associate Professor Steven Moylan, Clinical Director for Mental Health, Drug and Alcohol
Services at Barwon Health, suggested:

Constraining the geographic size of a catchment is ... important for maintaining
strong partnerships with community organisations and primary care providers—

as catchments increase [in size] the nature of these partnerships can be harder to
maintain. The catchments must be designed around the particular characteristics of
the geographic areas to service the natural flow of people.?”

The importance of maintaining connections to communities when determining the size of
areas was also emphasised by numerous contributors. Ms Julie Anderson, Senior Consumer
Advisor in the Office of the Chief Mental Health Nurse and the Office of the Chief Psychiatrist,
who gave evidence in a personal capacity, warned that ‘[t]lhe risk of larger catchments is that
the services become dehumanised.””®

In 2013 the then Department of Health and Human Services released a catchments discussion
paper that set out a number of principles and criteria to guide change. Although the reforms
did not progress, the discussion paper included a principle on the optimal service size

that stated:

The size of consolidated whole-of-life public mental [health] services should optimise
efficiencies, allow for capacity to provide a full range of functions at an appropriate level
of safety and quality, and be viable and sustainable.”

In terms of the size of an areq, the views and evidence presented, including from past
Victorian Government reviews, point to a minimum viable population size of around 500,000
to support a full complement of service functions across all ages.”® In selected areas of the
state where populations are highly dispersed (most notably in rural areas), this threshold is
lower, at around 250,000-300,000, with recognition that the service mix may not always be
comprehensive.”
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The Commission concurs with these inputs and recommends that the future mental

health and wellbeing system comprises 22 Adult and Older Adult Area Mental Health and
Wellbeing Services and 13 Infant, Child and Youth Area Mental Health and Wellbeing Services
across Victoria. Taking socioeconomic disadvantage into account, these areas should
respectively service:

e adult and older adult populations of approximately 200,000-300,000 in metropolitan
Melbourne, and approximately 100,000-200,000 in rural and regional communities

¢ infants, child and youth populations of approximately 200,000-300,000 in
metropolitan Melbourne, and approximately 50,000-100,000 in rural and regional
communities.

The areas recommended by the Commission broadly map to the existing adult catchment
structures for public specialist mental health services. The Commission adopts a cautious
approach to reconfiguring boundaries, given the failures of past attempts, the cost of reform
and the risk of diminishing the strengths of existing arrangements.

To support planning and commissioning efforts that take a ‘whole-of-life’ approach, however,
the Commission does recommend changes to some boundaries:

e For future Infant, Child and Youth Area Mental Health and Wellbeing Services, the
suburbs in the statistical local area of Kingston South should be moved from Inner
South East Area Mental Health and Wellbeing Service to South East Area Mental Health
and Wellbeing Service (refer to Figure 5.7).

e For future Adult and Older Adult Mental Health and Wellbeing Services, the suburbs
in the statistical local area of Frankston East should be moved from Peninsula Area
Mental Health and Wellbeing Service to Dandenong Area Mental Health and Wellbeing
Service (refer to Figure 5.9).

Flexibility in relation to these boundaries and age eligibility will ensure minimal disruption

to consumers, families, carers and supporters in these suburbs. It means that current
consumers of those services can continue to access either existing or different services, and
future consumers will have choice as to which services they access. Figures 5.7-5.10 describe
the changes required in metropolitan Melbourne and the arrangements for rural and regional
Victoria. The arrangements in rural and regional Victoria are a continuation of existing
arrangements, although catchments will no longer be rigid.
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Figure 5.7: Future Infant, Child and Youth Area Mental Health and Wellbeing Service areas,
metropolitan Melbourne
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Metropolitan Melbourne

Local government areas
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5 Hobsons Bay 16 Yarra 27 Cardinia
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8 Moreland 19 Whittlesea 30Greater Dandenong
9 Melbourne 20 Nillumbik 31 Frankston

10 Port Phillip 21 Manningham 32 Mornington Peninsula
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Source: Adapted from Department of Health and Human Services, Mental Health Service Areas—Maps, 2015,
<www.health.vic.gov.au/mentalhealthservices/maps/index.htm>, [Accessed 27 October 2020]; Correspondence from
Melbourne Health, January 2021.

Note: Catchments names are based on what is currently listed on the Department of Health website. Names may be
amended in the future.
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Figure 5.8: Future Infant, Child and Youth Area Mental Health and Wellbeing Service areas,

rural Victoria
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<www.health.vic.gov.au/mentalhealthservices/maps/index.htm>, [accessed 27 October 2020].

Note: Catchments names are based on what is currently listed on the Department of Health website. Names may be

amended in the future.
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Figure 5.9: Future Adult and Older Adult Mental Health and Wellbeing Service areas,
metropolitan Melbourne
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<www.health.vic.gov.au/mentalhealthservices/maps/index.htm>, [accessed 27 October 2020]; Correspondence from
Andrew Stripp, 8 December 2020; Correspondence from Melbourne Health, January 2021.

Note: Catchments names are based on what is currently listed on the Department of Health website. Names may be

amended in the future.
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Figure 510: Future Adult and Older Adult Mental Health and Wellbeing Service areas, rural Victoria
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5.61 Service partnerships to support integrated
Area Mental Health and Wellbeing Services

Collaboration is a central theme of the Commission’s reform agenda. Partnerships between
service providers is a fundamental way in which the Commission is seeking to foster
collaboration across the mental health and wellbeing system as a means of achieving
well-integrated and coordinated services that respond to a person’s whole needs.

Dr Alice Andrews, Director of Education, Value Institute for Health and Care and Assistant
Professor, Department of Medical Education, Dell Medical School, University of Texas,
described how partnerships between providers can improve outcomes for people:

Organising around patients with shared needs and demonstrating better value in
care creates opportunities to expand partnerships and improve health outcomes for
more people. This may include partnerships among clinical organisations as well as
partnerships with other community organisations, such as employers.”

Partnerships can also support organisations to move away from competition towards more
collaborative approaches. As Mr Tass Mousaferiadis and Mr Kent Burgess, Chair of the Board
of Star Health and Acting CEO of Star Health respectively, explained:

There are many service providers that are highly competitive. Some people would argue
that some competition is useful, but in fact the rise in competition has fragmented our
health service system, and especially our community-based service system. We should
be looking for much more collaborative approaches.”

Currently, there are separate and often localised examples of providers entering into
partnership arrangements to provide mental health services. For example, one of the
principles underpinning the delivery of Prevention and Recovery Care (PARC) services is
collaboration—clinical services and psychosocial support providers work together to provide
short-term residential treatment and support, with a person and their recovery as the
central focus®

PARC services are well regarded by consumers:

The PARC stay was good. | felt like it did what it was supposed to in that it settled me
and | felt okay.*®

I can only speak good things about this place [the PARC], it had a tremendous affect
on my recovery in fact it changed me for good. [W]ithout this facility [1] would be back
in the same place [I] was before. ... [1] highly recommend more [PARCs] to be opened
around regional areas or more information for intake [be given] to GPs.**®

Area mental health services and non-government organisations providing psychosocial
supports have also established collaborations to deliver the Early Intervention Psychosocial
Support Response Service™ As just one example, Austin Health and Mind Australia have
collaborated to provide additional psychosocial supports (or wellbeing supports) to
consumers, particularly people who either do not qualify or are awaiting to access the
National Disability Insurance Scheme.®
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The integration of primary and clinical specialist services at Alfred Health for children and
young people is another example of effective collaboration that brings together state and
Commonwealth Government funding to integrate headspace centres and the child and
youth mental health service, to support local commmunities in south-eastern metropolitan
Melbourne.

In its submission to the Commission, Alfred Health highlighted the value of collaboration:

A model of care that allows for collaboration of private practitioners and community
services delivering drug and alcohol, employment and vocational, specialist mental
health and primary care medical services has much to teach [the] [Victorian mental
health system] about the value of breaking down silos of practice to bring together
clinical and psychosocial services. Future developments of community adult and aged
mental health should consider this approach to service delivery.?”

Provider partnerships are increasingly a feature of health and social service delivery. The
Commission considers that partnerships between providers must be a defining feature of
Victoria’s future mental health and wellbeing system. Effectively responding to the needs
and preferences of people living with mental illness or experiencing psychological distress,
families, carers and supporters means collaborative approaches are needed. Bringing
together the strengths of individual service providers supports more holistic responses to
people’s needs and preferences.

The Commission recommends that a service partnership between a public health service
(or public hospital) and a non-government organisation that provides wellbeing supports
is established in each area for Infant, Child and Youth, and for Adult and Older Adult Area
Mental Health and Wellbeing Services.

These partnerships are critical to realising the Commission’s ambition for a system that
offers holistic responses, where the relationship between social factors and a person’s mental
health and wellbeing is recognised. These partnerships will see public health services and
non-government organisations that provide wellbeing supports work in a coordinated way
to improve access to a mix of high-quality and safe treatment, care and support that is

well integrated.
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To fulfil these aims, service partnerships for Area Mental Health and Wellbeing Services will be
responsible for providing:

« multidisciplinary responses across all core functions of community-based mental
health and wellbeing services that have extended operating hours

e acentrally coordinated 24-hour, seven-day-a-week telephone and telehealth crisis
response service accessible both to service providers and the public, including
crisis assessment and immediate support; mobilisation of a crisis outreach team
or emergency service response where necessary; and referral for follow-up by
other services

e Assertive Community Treatment teams that work with other providers through new
coordinating structures in the form of Regional Multiagency Panels, to support people
who need to use multiple services (refer to section 5.9.4)

¢ community bed-based care

e consultation liaison and inreach to local services so that expertise from service
partnerships can be shared with Local Mental Health and Wellbeing Services

« assessment and planning discussions, as well as care coordination

e pathways to, and a setting for the delivery of statewide services.

Separately, public health services and hospitals will continue to be responsible for providing
acute inpatient services and responding to people who present to emergency departments
or urgent care centres with mental health-related needs.

The Department of Health and new Regional Mental Health and Wellbeing Boards described
in section 5.9 will take on a leading role in establishing these service partnerships and the
continuing efforts that are required to maintain them. New accountability arrangements will
also need to be established to provide clarity to service partnerships about what they are
expected to achieve in terms of service delivery and improvements in people’s experiences
and outcomes.

5.6.2 Governance reforms in northern
and western metropolitan Melbourne

There are some complex arrangements between public health services that govern the
delivery of public specialist mental health services to people living in northern and western
metropolitan Melbourne. These arrangements—which were established 20 years ago and
continue today—see Melbourne Health responsible for delivering mental health services at
the three public health services of Melbourne Health, Northern Health and Western Health.
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Ms Williams believes the centralised model, in which Melbourne Health governs four mental
health catchments extending into the north and west metropolitan Melbourne, has ‘had some
unintended consequences™® at Northern Health including:

(a) Northern Health has poor visibility over mental health provided within its facilities;

(b) The separation of mental health means that Northern Health has little or no
influence over how the mental health resources are allocated or prioritised as this is
done by Melbourne Health;

(c) Coordination of care for patients is made more complex and difficult given the dual
responsibility; and

(d) Patients, families and the community assume that Northern Health is the provider
of these mental health facilities given they are in our facilities. When complaints
arise they must be referred to Melbourne Health for response, as Northern Health
has no knowledge of mental health incidents or events occurring in the mental
health facilities at Northern Health.*

Ms Williams argued that, while this model was fit for purpose at the time of establishment
some 20 years ago, the capabilities of Northern Health have matured and it is ‘'no longer
appropriate that another health service (Melbourne Health) be responsible for services
provided within Northern Health facilities and elsewhere that services the Northern Health

community’**

With regard to these arrangements, Associate Professor Vine stated that:

at the time of their creation, the smaller outer metropolitan services were probably

not ready to run an area mental health service. This position has changed and now the
limiting factor as to whether Northern Health and Western Health should manage their
own mental health service is not the lack of corporate capability to do so, but rather the
lack of capacity to manage their local demand.®*®

Western Health has advised the Commission of its preference to be the single mental health
service provider for its population area.”®* Melbourne Health also advised of its support for
the disaggregation of direct clinical care services within NorthWestern Mental Health.?*®
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In light of this, the Commission proposes that the governance of adult and older adult
mental health services currently delivered by NorthWestern Mental Health across the current
catchments of Inner West, Mid West, North West and Northern is altered as follows:

e The current Northern adult mental health catchment will be governed by
Northern Health.

e The current Mid-West catchment and the local government area of Maribyrnong,
a small part of the existing South West adult mental health catchment (currently
governed by Mercy Health), will be governed by Western Health.

e The North West and Inner West adult catchment will continue to be governed by
Melbourne Health.

Service partnerships will be established between the public health service nominated above
and a non-government organisation that provides wellbeing supports for each future area.

As part of these changes, governance arrangements for Orygen will also evolve. Orygen
Clinical Services is a part of Melbourne Health and is the current provider of youth public
specialist mental health services for young people aged 15-25 years in north-western
metropolitan Melbourne. Orygen runs youth mental health inpatient services at Footscray
Hospital. It also provides specialist services, such as eating disorders services and
neurodevelopmental disorder services, as well as operating the Forensic Youth Mental Health
Service for the custodial sites at Parkville and Malmsbury.**®

In this area, The Royal Children’s Hospital provides outpatient (community-based) mental
health services to infants, children and young people aged 0-15 years and inpatient services
to children, adolescents and young people aged 0-18 years. The Royal Children’s Hospital
also provides a number of specialist services including eating disorders services and a
gender service®

Also in this area, NorthWestern Mental Health provides mental health services to young
people aged 18 years and older.

Young people have access to five headspace centres, which are provided by Orygen and
commissioned by the North Western Melbourne Primary Health Network.

Age-based eligibility for child and youth mental health services are ill defined in northern
and western metropolitan Melbourne, with implications for children and young people, as
well as their families, carers and supporters. An example of this complexity relates to the
follow-up care for young people after a hospital stay. The Royal Children’s Hospital provides
an inpatient service for adolescents aged 13-18 years. Their community programs, however,
cease at 15 years.

For young people aged 15 years who access inpatient services at the Royal Children’s
Hospital and live in the North Western metropolitan catchment, follow-up community-based
services are provided by Orygen. The Victorian Auditor-General noted that problems of
communication during the discharge process are made worse in this catchment because
service delivery is shared by the two organisations.”®
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This is a fragmented and complex approach to the organisation and delivery of child and
youth services. The Commission considers that changes are required so that the Royal
Children’s Hospital delivers community mental health and wellbeing services to children up
to the age of 12 years and Orygen delivers community mental health and wellbeing services
for young people aged 12-25 years, noting that the age-based eligibility should not be strict
and instead respond to a child or young person’s development and circumstances. The Royal
Children’s Hospital will also deliver acute inpatient care to young people aged 13-18 years
through its existing Banksia ward, which has a statewide role, admitting young people from
across Victoria.

To support the Commission’s vision for the infant, child and youth mental health and
wellbeing system, the Department of Health will work with Orygen and the Royal Children’s
Hospital to implement changes that better define age-based arrangements so there is a
consistent provider across inpatient and community-based services for children and young
people in these areas. This will provide an integrated service between community-based
responses and inpatient services. It is imperative that changes are put in place to maximise
service continuity for children and young people, their families, carers and supporters, in
particular for children transitioning from the Banksia ward to community-based services.

These arrangements are the only exception to the Commission’s recommended approach
of having a single system with common governance for infants, children and young people
aged 0-25 years.

The Commission also considers that Orygen’s clinical services should be separated from
Melbourne Health, with arrangements made to integrate these services with headspace
services and Orygen'’s research and innovation capabilities. Professor McGorry believes that
‘[wlithout such integration the patient experience is less optimal and major barriers exist’**°
adding that ‘[als the world’s leading translational youth mental health research centre, it is

essential to integrate and operate both the specialist services and the primary care services.**

The Commission is aware that the governance changes outlined above will need to be
informed by deep consultation. It will also need to be accompanied by thorough and
long-term change management strategies that minimise disruptions to consumers, families,
carers and supporters, communities, the affected workforce and service providers.

These changes are expected to necessitate a redistribution of funding between services, the
transfer of infrastructure, workforce changes, and major effort to articulate and coordinate
roles and responsibilities between services—all of which will occur at a time of great change
to the whole mental health and wellbeing system. With the removal of the catchment
structure for accessing services, some people may also choose a different service provider or
to stay with their existing service provider. These changes, however, are long overdue and are
necessary to achieve the Commission’s ambition for a future service system that is organised
to support people to access services locally.
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5.7 Role and coordination
of statewide services

Highly specialised services that are delivered on a statewide basis are an essential part of
the mental health and wellbeing system. The expertise these services offer should be fostered
and supported to work in a coordinated manner that provides people, and other parts of

the mental health and wellbeing system, with established pathways to highly specialised
treatment, care and support. While not all consumers will seek these types of services, it is
vital that there is clarity about the role statewide services play in the future system.

The Victorian Government defines a number of service types as ‘statewide services'

e the Koori Statewide Inpatient Service at St Vincent’s Mental Health Service
e the Brain Disorders Unit at Mary Guthrie House at Royal Talbot Rehabilitation Centre

e the Victorian Dual Disability Service run by St Vincent’s Mental Health and
NorthWestern Mental Health

+ the Mood and Eating Disorders Unit at Austin Health

e Parent and Infant Units (or ‘mother-baby services’)

e Psychiatric Intensive Care Services at Alfred Psychiatry

e the neuropsychiatric unit at the Royal Melbourne Hospital
o personality disorder services run through Spectrum

« services from Victorian Transcultural Mental Health.*”

It is not clear, however, on what basis these services are classified as statewide, nor is it clear
when this list was determined and when it was last updated.

A clear definition of the role of statewide services is absent in the architecture of the current
system. Barwon Health told the Commission:

Currently, there is no definition of which services should be locally available, irrespective
of population size, versus those that should be accessed in a different area or across a
region via referral pathways. As [a] consequence, access to tertiary level mental health
and [alcohol and drug] services across Victoria varies depending on a consumer’s
residential address.””

Regardless of how they are defined, highly specialised services are not always accessible to
people living with mental iliness or experiencing psychological distress, families, carers and
supporters. Ms Anderson told the Commission, ‘if | had lived in a different catchment, my
children could have accessed the Family and Parents with a Mental lliness program (FAPMI).
But, that was not possible because FAPMI wasn’t in my catchment’*** Ms Anderson believes it
would be an advantage if highly specialised services were ‘open to all’***
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Several witnesses to the Commission have suggested ways to determine which services
should be designated as statewide. For example, Associate Professor Moylan believes:

The key criteria for determining which services are offered on a centralised state-wide
basis, compared to a local basis should be the relative specialisation of the service, the
demand level, and how the service interacts with other key systems.**

A similar view was put forward by Professor Bruce Bonyhady AM, Executive Chair of the
Melbourne Disability Institute at the University of Melbourne, who gave evidence in a
personal capacity:

streaming is likely to be beneficial where the degree of specialist knowledge required for
the delivery of services is particularly high. The size of the relevant population may also
determine whether streaming will be optimal, i.e. whether the group is sufficiently large
such that it would be best supported through a separate stream. There may also be
cultural factors that will determine whether streaming is appropriate.®*

A report on health service commissioning also asserts that service volumes are a factor
influencing what services may need to be centralised, stating:

complex, specialist or expensive services may need to be considered across a larger
footprint to allow for sensible allocation of scarce resources. Decisions about the level
at which commissioning should take place should be driven by the nature of the service,
for example the level of demand or the number of places where the service can be
delivered efficiently.?”

The 2016 review of hospital safety and quality assurance in Victoria, Targeting Zero, noted
that streaming based on service volumes supports better outcomes.**® While centralising
care is necessary where demand is low and the specialised knowledge needed is high, it is
paramount that the needs and preferences of consumers are also considered when defining
services as statewide. The Targeting Zero report suggested that ‘[d]ecisions should always be
for the overall benefit of the community, taking all aspects of quality into account.”*®

Based on the evidence presented, the Commission characterises statewide services as those
that usually involve:

e a workforce with a high level of expertise and knowledge
e adedicated research focus

e the provision of treatment, care and support to a proportionately small number of
people, often with higher levels of needs.

Statewide services might also involve new and emerging areas of knowledge and practice.
Consistent with this approach, the Commission has identified a need for statewide services
to be established to support improved services for people with lived experience of trauma,
people living with mental illness and substance use or addiction, and children and young
people in contact with, or at risk of coming into contact with, the youth justice system.
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5.71 Dependable access to statewide
services through established pathways

While it is critical to define what services should be statewide and the expectations of

their role in the future system, it is also critical to define their relationship with the broader
system. Barwon Health recognises that not all services can be made available locally but
asserted that, ‘[wlhere these units are not available locally, they should be made available to
consumers from other areas via defined specialist pathways.””®°

Associate Professor Moylan stated:

The model needs to be flipped from prescribing services based on what is available
within a region, to facilitating access to the required care for people utilising local and
specialist networks across the state, whenever and wherever they need it.**'

Wherever possible, all consumers, regardless of their level of need or complexity, will be
supported to receive services in Local Mental Health and Wellbeing Services and Area Mental
Health and Wellbeing Services. This decision is informed, in part, by evidence the Commission
has heard about the importance of making mental health and wellbeing services available
close to where people live.

Ms Georgia Harraway-Jones, a witness before the Commission, said ‘I found it difficult to get
support close to home, which inhibited my recovery’*? Similarly, Dr Claire Gaskin, Forensic
Adolescent Psychiatrist at the University of New South Wales, who provided evidence in a
personal capacity, told the Commission that it is preferable to keep people as close to home

and their community as possible.®

For people living in rural and regional Victoriqg, distance can be a barrier to accessing
statewide services. A person at a community consultation held by the Commission in
Shepparton explained the impact this can have:

People are vulnerable and then you add the complexity of them having to travel to get
access to a service ... this is removing people from an environment familiar to them and
away from family and friends and what they know.”*

In a joint submission from rural and regional area mental health services, service providers
explained:

Whilst there is a reasonable range of statewide specialist services within the Victorian
mental health system, the vast majority of these are Melbourne based. As a result, these
services, including Eating Disorder, Forensic, Personality Disorder, Neuropsychiatry

and [child and youth mental health services] inpatient beds, are often in high demand
resulting in delayed access and a limited ability to provide early intervention. In
addition, geographical distance further compounds access issues for patients and their
family/carers living in rural and remote areas of Victoria.

For example, a patient living in Barham (located within the catchment area of Albury
Wodonga ...) who requires an inpatient admission to a Melbourne based specialist
service will require travel of up to four hours one way. If the admission occurs via Albury
Wodonga Health services, travel increases to seven hours to facilitate admission to an
appropriate specialist facility.”*
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In the future, there will be clear pathways for providers to access statewide services and
their expertise.

Established pathways between services are also critical to managing demand for statewide
services. Access to statewide services will require a referral from an Area Mental Health and
Wellbeing Service. This will often be undertaken after assessment processes are complete.
The Department of Health, in conjunction with statewide services, will need to establish clear
access policies that provide clarity about how referrals will be managed. These policies will
need to be monitored and periodically updated to reflect changes in need, demand and
expectations among people living with mental illness or experiencing psychological distress,
families, carers and supporters.

In developing these policies, it will be crucial to emphasise that in most circumstances, people
will need short-term access to statewide services. The former Blueprint for Mental Health
Services in New Zealand says that specialist services should provide assessments, treatment
planning and coordination and only short-term treatment, care and support:

The intention is that this should be a specialist resource to assist general mental health
services and would not have long-term users.**®

The Commission agrees with this sentiment and considers that pathways back to Local
Mental Health and Wellbeing Services and Area Mental Health and Wellbeing Services are
pivotal in most circumstances. In the same way that consumers require clear pathways into
statewide services, they also need clear pathways back to Local Mental Health and Wellbeing
Services. As noted earlier in this chapter, consumers will only access a higher level of care for
as long as their level of need is too great to be cared for locally.

Wherever feasible and safe, statewide services will be delivered through Local Mental Health
and Wellbeing Services and Area Mental Health and Wellbeing Services, rather than through
a model of service provision that requires consumers, families, carers and supporters to
travel away from their home and support networks. This will include through virtual and
onsite consultations.

To make statewide services easier to access, the pathways between providers in Local
Mental Health and Wellbeing Services and Area Mental Health and Wellbeing Services to
these statewide services will be clearly articulated through the service capability framework
described in section 5.8, and there will be sufficient resourcing to enable providers to
collaborate.

These approaches are well established in other service systems. For example, the 2016
South Australian Clinical Services Capability Framework provides a tool for statewide
strategic planning, defines the criteria and capabilities required of services, and identifies
interdependencies between services”™ This means providers who deliver the most complex
level of mental health services are responsible for specialist consultation liaison, providing
their expertise to other services.”®

Statewide services in the future system will be delivered using a mix of service delivery
models. Some statewide services may use a combination of approaches—for example,
supporting other providers to improve their capabilities while also directly providing services
through a hub-and-spoke model. Figure 511 outlines some examples of how statewide
services can be delivered.
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Figure 5.11: Different approaches to service delivery for statewide services

Examples

Sources: Victorian Transcultural Mental Health, What we do, <vtmh.org.au/what-we-do/>, [accessed 5 November 2020];

Capability uplift

Victorian
Transcultural
Mental Health
Service

This service
supports mental
health service
providers to
improve their
capabilities in
the delivery

of culturally
responsive
services.

Direct service
provision

Brain Disorder
Program

This service,
located at Austin
Health, provides
services directly
to people from
across the state
experiencing

a combination
of cognitive
impairment and
mental illness.

Hub and spoke

Forensic Mental
Health and
Advice Response
Service

The ‘hub’ is the
community
forensic mental
health services
run directly by
Forensicare,

the statewide
provider of
specialist forensic
mental health
services, and the
‘'spoke’ services
are mental
health clinicians
embedded
ineight
metropolitan
courts, providing
clinical mental
health advice
within the court.

Satellite model

Eating disorders
services

There are three
acute hospitals
in Victoria

that provide
specialist tertiary
eating disorders
services. Mental
health services
are also provided
to people with
eating disorders
at area mental
health services,
with referrals
through to
specialist services
where required.

Austin Health, About us, <www.austin.org.au/bdp/about>, [accessed 5 November 2020]; Department of Health and
Human Services, Eating disorders — clinical services, <www2.health.vic.gov.au/mental-health/practice-and-service-
quality/specialist-responses/eating-disorders/eating-disorders-clinical-services>, [accessed 5 November 2020];
Forensicare, Correspondence to the RCVMHS: CSP.O001.0108.0001, Forensicare Service Plan, 2020, p. 28.
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5.7.2 The Collaborative Centre for Mental Health and
Wellbeing as the coordinator of statewide services

The level of expertise associated with statewide services necessitates links to continuing
research, workforce training and education opportunities. These endeavours help statewide
services to continuously improve, and other parts of the system and statewide services to
adapt to new ways of working.

The Commission has heard of a lack of support for both the statewide workforces and
workforces in other parts of the system to support people with higher levels of need. For
example, as Dr Coventry explained:

[There is] a lack of capability within area mental health services to adequately assess,
treat and manage consumers with complex disabilities. There is a shortage of trained
professionals with relevant experience and qualifications, and existing inpatient
environments are often inappropriate. The Mental Health and Intellectual Disability
Initiative (MHIDI) program is currently only available in two services, which report
increasing referrals, and the Victorian Dual Disability Service—the statewide service
located at St Vincent’'s Hospital Melbourne which works with specialist mental health
services across Victoria to assess, treat and support people with a dual disability—has
limited capacity to provide support.®®

Another example of this limited workforce capacity was highlighted by Monash Health, which
noted that treating teams in current area mental health services have limited knowledge

to support refugees who have experienced trauma.”®® While acknowledging that there are
cost and efficiency barriers to training all clinicians in highly specialised areas, Monash
Health considered that there is a need to respond to the capacity constraints that limit the
distribution of expertise held by statewide services to other parts of the system.*

There are also examples of shortcomings in the development of skills and access to a
suitably trained workforce to staff statewide services. Dr Coventry advised that services can
experience difficulties recruiting forensic mental health workers, including to staff forensic
youth mental health programs. Dr Coventry pointed to delays in the opening of further bed
capacity at Thomas Embling Hospital as a consequence of these workforce shortfalls.®

Turning Point submitted, ‘[t]his knowledge and skills gap within the health system has been

further exacerbated by the absence of funding for a Victorian tertiary specialist workforce’**®

Links between statewide services and research institutions are critical to ensuring emerging
knowledge is rapidly translated into high-quality and evidence-informed services that are
available to people. Yet, among statewide services, links to research differ and there is often
little funding available to support these endeavours.
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Forensicare and the Centre for Forensic Behavioural Science at Swinburne University of
Technology explained:

Despite the legislative mandate that Forensicare conduct research, Forensicare has
received very little government funding to further this responsibility. From its inception,
Forensicare has worked with a range of universities to develop a research capacity

in forensic mental health and related fields. The relationships have ensured that
Forensicare attracts academics and research funding to undertake research relevant

to Forensicare’s clinical work. The [Centre for Forensic Behavioural Science] operates
under the auspices of [Swinburne University of Technology] in collaboration with
Forensicare. The [Centre for Forensic Behavioural Science] serves as the research arm of
Forensicare, conducting independent research and facilitating the research enterprises
of Forensicare.”*

The Collaborative Centre for Mental Health and Wellbeing, recommended in the interim
report, will respond to these challenges, bringing people with lived experience of mental
iliness or experiencing psychological distress, families, carers and supporters together with
researchers and service providers.®®

The collaborative centre’s functions make it ideally placed to support and, where appropriate,
coordinate the delivery of statewide services for adults and older adults. In relation to
statewide services, the collaborative centre’s functions will include translational research,
supporting workforce skill development and training, as well as establishing and coordinating
pathways between statewide services and Area Mental Health and Wellbeing Services and
Local Mental Health and Wellbeing Services. For some statewide services, this function may
be performed in partnership with other research organisations including, but not limited to,
Orygen and the Murdoch Children’s Research Institute.

The collaborative centre and statewide service providers will be responsible for building the
service and workforce capabilities of Local Mental Health and Wellbeing Services and Area
Mental Health and Wellbeing Services. Professor Sundram spoke of the need to develop

and promote specialisation in the workforce, ‘[flor the team to develop such skills requires
streaming or specialisation. There is a desperate need to promote excellence in the sector to
foster the expertise required.”*®®

In establishing and monitoring pathways to statewide services, the collaborative centre,
will play a critical role in coordinating access to statewide services. As Professor Robert
Thomas OAM, Deputy Chairperson of the Victorian Comprehensive Cancer Centre, said
in his personal capacity:

The collaborative centre could have a role for a few years setting up the ground rules
for pathways of care. There is time to be invested in getting the broad pathways and

inspiration right first. The control of referrals for example needs time to be developed
and implemented and the collaborative centre should prioritise this at the outset.””
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The role of the collaborative centre in supporting statewide services is not to fracture
existing relationships that may exist between statewide services and research institutions.
As James Ogloff AM, Executive Director at Forensicare and Distinguished Professor of the
Centre for Forensic Behavioural Sciences at Swinburne University, recommended, in a
personal capacity:

It is my view that [the Centre for Forensic Behavioural Science], considering its
relationship with Forensicare and [Swinburne University of Technology], should be
formally established as a partner or ‘node’ of the Collaborative Centre to further the
important work in forensic mental health. Indeed, the aims of the Collaborative Centre
to close the knowledge translation gap and to establish models for knowledge sharing
are as important—if not more important—in forensic mental health than general mental
health given the ‘double stigma’ people living with mental iliness experience when
they also come into contact with the criminal justice system. Working as part of the
Collaborative Centre, the [Centre for Forensic Behavioural Science] would continue to
develop academic and clinical excellence in forensic mental health which drives best
practice. Such a partnership would enable the shared vision of the [Centre for Forensic
Behavioural Science] and Forensicare as an innovation hub in forensic mental health
and forensic behavioural science for Victoria and Australia.?®®

The collaborative centre will partner with established mental health service providers such as
Forensicare to harness these existing relationships. Having this close link to the research arm
of the collaborative centre will allow new and emerging areas of need that might warrant a
statewide response to be monitored and responded to through innovative service models.

Bringing together statewide services offers a number of benefits that stem from increased
collaboration. This includes opportunities for greater sharing of knowledge, research

and support, as well as avenues to coordinate the delivery of programs, such as training
programs for the workforce. The need to coordinate statewide services in the context of dual
disability services is explored in Box 5.1.
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Box 5.1: Dual disability services

The Commission has heard that diagnostic overshadowing (attributing symptoms
of mental illness to disability), and a lack of understanding of differences in the
way mental illness may present in people with acquired or neurodevelopmental
disabilities, are barriers to accessing care. Alfred Health, which has a specialist
youth mental health and intellectual disability service, identified a range of
challenges in identifying mental iliness in children and young people with
intellectual disabilities, including communication, behavioural and emotional
challenges, that can mask or complicate presentation of mental health

symptoms.”®

Self-aggression, self-injury and destruction of property may be seen as
behaviours related to acquired or neurodevelopmental disability, rather than
signs of mental illness or psychological distress. Given that public specialist
mental health services seldom provide services for people presenting with
behavioural problems in the absence of mental iliness, attributing behaviour to
disability, rather than mental iliness, reduces the chances of a person receiving
appropriate mental health services.””

The Commission for Children and Young People shared the personal account of
Jamie, a child living in residential care with a lengthy history of child protection
involvement. It described how Jamie experienced high levels of self-harming
and suicidal behaviour, multiple hospital presentations, police attendances and
admissions to secure welfare services. When Jamie sought help, ‘a lack of shared
understanding by mental and non-mental health services about the ‘cause’ of
Jamie’s presenting issues resulted in a disjointed service response that failed to
consistently support his safety, welloeing and development’””

There is a mix of supports available to support people with a dual disability. The
statewide Victorian Dual Disability Service, which is a consultation service, offers
supports to other service providers. The Centre for Developmental Disability
Health Victoria, now within Monash Health, provides assessment and limited
psychiatric intervention to support GPs. Two Mental Health Intellectual Disability
Initiatives—one adult initiative based in the Monash Health catchment and one
youth initiative in the Alfred Health catchment—provide assessment, diagnosis
and intervention within their catchment populations. The Commission has heard
that these services currently only provide care for a small proportion of people
living with dual disability in Victoria; for example, the adult service cannot keep up
with demand.”?
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The Victorian Government's Intellectual Disability Mental Health 10-year Plan
Technical Paper states, ‘[tlhere are limited specialist services for dual disability
in Victoria and Australia and the needs of this population are not adequately
acknowledged and integrated with mental health and disability service policy
and strategy.”””®

Evidence suggests clinicians lack sufficient training in the management and
care of clients with dual disabilities.”* The Victorian Dual Disability Service and
the Centre for Developmental Disability Health Victoria are important sources
of secondary advice for clinicians. However, these services typically lack an
after-hours crisis service, and can have restrictive acceptance criteria.?”

The Commission has been told there is a need for specialist dual disability training
and higher qualifications in dual disability for paediatric and adult psychiatry

and psychology, and across the disability sector. There is also a need to promote
greater expertise and training in dual disabilities in the wider mental health
workforce ”®

It is the Commission’s view that there is a need for greater, structured investment
in statewide dual disability services to support the functions of specialist
assessment, diagnosis and intervention (including after-hours support) and in
consultation and liaison, to ensure the broader workforce has sufficient dual
disability training and decision support.

5.7.3 Planning and funding for statewide services

As the capacity of the system increases, the capabilities of Local Mental Health and Wellbeing
Services and Area Mental Health and Wellbeing Services to support people with higher levels
of need will improve.

This means the mix of statewide services that are delivered today are likely to change,

and new services may emerge that will be delivered as a statewide service. As a result, the
Department of Health will need to have a dynamic approach to planning statewide services,
regularly assessing what services should be delivered as a statewide service, and what
service model is most appropriate for each service.

There is currently limited information to help estimate and monitor demand for statewide
services. A contributing factor may be that some statewide services do not report to the
department’s main data store, the Client Management Interface/Operational Data Store, and
there is missing information from others.”’

There is also limited available information about demand for statewide services. While the

National Mental Health Service Planning Framework estimates demand for some statewide
services (for example, parent and infant units),”® most statewide services are not captured.
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The Commission has been presented with data for the prevalence of some types of need that
may require a statewide mental health service, such as eating disorders,” but it is not always
possible to use this to determine demand for statewide services. For example, not everyone
living with an eating disorder requires a statewide service response, and many people can be
supported by a local provider?*

These challenges in gathering meaningful information limit planning approaches to
statewide services. Currently, some statewide service providers undertake planning for their
individual services. These efforts are often undertaken separate to broader system planning,
with limited data or understanding of how statewide services connect within the wider mental
health system or with other services.

The absence of a regular and rigorous planning approach for statewide services can
disadvantage requests to government for additional investment, and contribute to people
missing out on services. A new approach to the way that statewide services are planned,
funded and monitored is required. Chapter 28: Commissioning for responsive services,
outlines the way mental health services, including statewide services, are to be planned in
the future. As part of this, the National Mental Health Services Planning Framework will be
adapted to support planning approaches, including for statewide services.

As described earlier, statewide services have also been constrained by long periods of
underinvestment. Several service providers have told the Commission that insufficient
funding was a barrier to meeting demand.”' For example, Spectrum advised that
‘access to evidence-based treatment for people with [borderline personality disorder]
is extremely limited’”®

According to the Commission’s analysis, there has been a decrease in the number of hours

of community mental health services (or community contacts) delivered by statewide
services over the 10 years to 2019-20. In 2010-11 there were approximately 30,000 community
service hours, including contacts where the consumer was not present. In 2019-20, despite
some increases in the previous two years, there were only approximately 25000 community
service hours, which is a decrease of 17 per cent. By comparison, over the same period, adult
community service hours increased by 45 per cent, infant, child and youth by 44 per cent and
aged persons by 25 per cent”®®

In the immediate term, the Victorian Government will need to deal with underinvestment
plaguing many statewide services. The expansion of statewide services should be informed
by the new planning approach to ensure additional resourcing goes to the areas of
greatest need.

While funding approaches are largely explored in Chapter 28: Commissioning for responsive
services it is noted here that, given the unique position statewide services hold, they will
need to be funded through block funding in the immediate term. Block funding, also known
as input-based funding or grant funding, involves providers receiving a fixed sum of funding
to deliver a particular service or function.?® This is the most appropriate way to fund these
services, given their specialised nature and relatively small volume of activity.
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The department’s funding policy options paper states that some services should be funded
through a specified grant to achieve efficiency in terms of scope and scale for services

that are small in volume, high cost or involve statewide provision.”® This will require the
department, for example, to provide block funding to Aboriginal community-controlled health
organisations with the flexibility to support self-determination in funding decisions, so that
the distribution of funding is led by Aboriginal communities.

Block funding gives providers certainty and stability, as well as allowing the flexibility to
innovate. This is particularly important for statewide service providers that deliver services
to a small number of consumers when compared with other parts of the mental health
system. It will support providers to take a leadership role, disseminating knowledge and
research, supporting consumers from across the state to access statewide services, and
helping providers in Local Mental Health and Wellbeing Services and Area Mental Health and
Wellbeing Services to build capacity.

In the longer term, once the statewide services have solidified their place in the new
mental health and wellbeing system, additional investment could be delivered through a
fee-for-service model. Under this arrangement, funds should be held regionally, with Local
Mental Health and Wellbeing Services and Area Mental Health and Wellbeing Services
purchasing services from statewide providers.

Quarantined funding, role delineation and oversight from the department would need to
be in place to prevent Local Mental Health and Wellbeing Services and Area Mental Health
and Wellbeing Services developing their own statewide services, in lieu of purchasing these
services from statewide service providers. These arrangements would create an approach
whereby statewide services would be encouraged to continuously improve the quality

of their service provision to receive additional funding, and would arguably increase the
responsiveness of the system.
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5.8 Dependable access to the
most appropriate level of service

To ensure consumers can access the most appropriate level and intensity of treatment, care
and support that responds to their needs, and is delivered safely by an appropriately skilled
workforce, the Department of Health will clearly explain the roles of each part of the mental

health and wellbeing system through role delineation.

Role delineation is used to describe the minimum workforce, infrastructure, equipment,
clinical support and governance requirements for each service level.

Service capability frameworks are useful tools for describing and implementing role
delineation. They also support clinical governance and considerations regarding the level

of need a service, its workforce and infrastructure can support.®®® Rather than delineating

a hospital or health service as a whole, service capability frameworks delineate the level

of services”® Essentially, these frameworks can assist a service provider to determine who
they should be referring or linking to other services, rather than offering treatment, care and
support themselves.”®

Service capability frameworks are typically cumulative in design. This means service
providers will meet the requirements outlined for lower levels, with additional requirements
for each advancing level identified within the service capability framework.”®

Service capability frameworks have long been used to describe and plan health service
delivery in Victoria and other jurisdictions across Australia. In Victoriag, at the time of writing
this report, there are several frameworks in various stages of implementation, including for
maternity and newborn services, emergency and trauma services, subacute services and
cardiac, renal and surgical services. In 2016 the Targeting Zero report found there had not
been a consistent approach for assessing and monitoring adherence to existing capability
frameworks in Victoria.**°

Other jurisdictions, such as New South Wales, South Australia and Queensland, already

have frameworks for a wide range of health service streams, including mental health.

Each jurisdiction has its own service requirements in relation to capability frameworks. For
example, in Queensland, health service agreements between Queensland Health and the
health service CEO requires a health service to undertake a baseline self-assessment against
the capability framework, and notify Queensland Health when there is a change. Under
legislation, the Queensland Chief Health Officer has statutory responsibility for monitoring
private hospital compliance with the capability framework.”'

The former Department of Health and Human Services committed to the staged introduction
of role delineation, underpinned by capability frameworks, in the Statewide design, service
and infrastructure plan for Victoria’s health system 2017-2037°%* This commitment includes
agreeing referral networks between multiple providers, with referral thresholds and pathways,
to ensure people can access care across the state.**
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The development of a service capability framework for mental health and wellbeing services
is critical for achieving the Commission’s aspiration of clarifying the roles and responsibilities
of different parts of the mental health and wellbeing system, and providing people with
dependable access to the most appropriate level of treatment, care and support for

their needs.

5.81 Critical features of a service capability framework

There is no agreed blueprint for how mental health services and the associated workforce,
equipment and infrastructure capabilities should be organised. Nor is there a single,
optimal configuration.

Experiences from other services suggest that developing a service capability framework
requires extensive research and consultation, drawing on a range of resources, including
policies and procedures issued by professional associations, published peer-reviewed
literature, reports and recommendations from a range of bodies including the Coroners
Court, and inputs from consumers, families, carers and supporters, clinical networks and
service providers.”®*

Recognising this, the Commission has not sought to develop a mental health and wellbeing
service capability framework. Instead, it has developed a set of service features to be used by
the Department of Health to guide development of a service capability framework for mental
health and wellbeing services. These features have been informed by witness statements,
public submissions, expert advice and the wider academic literature.

Using the service features listed in Box 5.2, the Commission recommends that the
Department of Health develops a service capability framework that outlines how mental
health and wellbeing services should be organised to respond to the varying needs and
preferences of people living with mental iliness or experiencing psychological distress,
families, carers and supporters. The service capability framework should have age-based
subcomponents.

C
00
L0 0C
0000
S000O0C
J000000
00000O0OC
JO0000000
ocoooo0o0o0o0OCr
400000000
QN0 0 0 O
AOADBB R QN0
B QNN
QNN B 8
BNe NN RRONRCRS
0 0 0 0 0NN
,000000O0D
J000000OOC
00000000
00000000 261
,00000O0OC
JoOOOOOOOC
0000000



Royal Commission into Victoria’s Mental Health System

262

Box 5.2: Service features of a service capability framework

for mental health and wellbeing services

Care in the community is the fundamental principle.

Services should be arranged around areas large enough that people
receive most services within the areqg, but areas should not be so large as to
cause loss of local connection.

Local Mental Health and Wellbeing Services and Area Mental Health and
Wellbeing Services should be supported with specialist input and support,
through licgison and support models, consultation and care provision, and
established referral pathways.

Services offered on a statewide basis should be based on the:

— degree of specialist knowledge and dedicated research required
— complexity of need

— size of the relevant population, and the relationship between service
volumes and outcomes.

Services should be embedded within a network so that people have
planned and dependable access to higher-level services when needed.

Each service level will include a service description and requirements with
minimum thresholds related to:

service descriptions

— service setting and hours of service

— intensity (and response times) of services, based on need at a given
point in time

service requirements

— the types of services to be provided (linked to the Commission’s core
functions and available evidence)

— the pathways and relationships between service providers and levels

— workforce requirements (linked to the Commission’s workforce
capability framework)

— infrastructure requirements.

Services should be resourced to provide sufficient access to treatment,
care and support, in accordance with the size and spread of the relevant
population.

Access to Local Mental Health and Wellbeing Services and Area Mental
Health and Wellbeing Services should be flexible and should not require
providers or consumers to rigidly adhere to boundaries for service delivery.
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Usually, but not always, service capability frameworks are organised around six levels, with
level one managing the lowest level of need, and level six responding to the highest level of
need. As mentioned previously, as a general rule, each successive level builds on the last. This
means that as a person’s needs increase, they are referred to a higher-level service for care.
This approach recognises that a person’s mental health needs often change throughout
their life.

As Ms Christine Morgan, CEO of the National Mental Health Commission, stated:

individuals’ needs may be fluid, moving both up and down in intensity, with ongoing
needs for support to lead a healthy life socially and emotionally (including recovery
support) throughout their journey.**

Importantly, service capability frameworks can support shared care arrangements that
delineate the roles and responsibilities of multiple service providers, and can clarify pathways
for referral between providers. This means a person can receive most of their care in their
local community, close to home, but when they have a critical need (for example, following a
suicide attempt or a crisis that cannot be managed through their usual services), they can be
referred to a higher-level service. Once a person has been supported with their critical needs,
they can be referred back to their local provider.

An example of this is found in the Capability Frameworks for Victorian Maternity and
Newborn Services, where routine pregnancy care (‘level-one’ maternity services) can be
provided through a GP or midwife shared care arrangement. Because level-one services do
not support birthing and intrapartum care, however, the framework requires the provider to
plan with the woman and her family for the most appropriate place to birth, before a woman
can return to the community for postnatal care.*®

Like the maternity framework, the mental health and wellbeing service capability framework
will also support a person to receive different types of treatment, care and support from
different providers, including establishing clear pathways to access, and then return from,
more specialised services.

Once the service capability framework is available, Regional Mental Health and Wellbeing
Boards (refer to section 5.9), working with the Collaborative Centre for Mental Health and
Wellbeing, will be responsible for coordinating providers in their region to assess their
respective services. Regional Boards will also be responsible for validating the outcomes of
the assessment process, and working with providers to respond to any identified risks, as well
as supporting providers to reassess their services as the framework is updated.

To support a connected and responsive system and timely referrals, the Department of
Health will be responsible for disseminating information on the outcomes of assessment. The
department will also be responsible for maintaining the service capability framework and
updating it to ensure it remains contemporary.

The collaborative centre, in partnership with other research organisations, will provide
leadership and coordination for delivering statewide services, which are likely to be
designated the highest level in a service capability framework, supporting research and
knowledge translation, and workforce education, training and support.
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5.9 A new regional approach

The Commission was encouraged to consider regional approaches to the way decisions
about mental health services are made. This includes regional commissioning—decisions
related to the way mental health services are planned, resourced and monitored.

Regional commissioning approaches typically move away from centralised decision-making
structures towards more localised approaches, with the aim of achieving service responses
that are tailored to the needs of local communities. They can also support efforts to achieve
collaboration between Commonwealth and Victorian government-funded services.”’

Mr Shane Solomon, Partner of Caligo Health, providing evidence in a personal capacity,
advocated to the Commission for localised decision making and principles of subsidiarity,
stating that effective health services require the devolution of accountability and authority to
support freedom to respond to community needs and innovation.?*®

Mr Terry Symonds, former Deputy Secretary, Health and Wellbeing, of the then Department
of Health and Human Services, concurred that the principle of subsidiarity should be applied
when commissioning services, suggesting that the department’s operational commissioning
responsibilities might be better conducted by more ‘local actors working together’?*° Mr
Symonds stated:

While it is critical that government retains a strong statewide strategic commissioning
role to ensure accountability to the community, and alignment and consistency of
regional approaches; we should also work towards a system where regional operational
commissioning is done as close to the community as possible while still retaining
efficiencies of scale.®®

Locating these functions closer to communities is a major departure from current
arrangements, where the Department of Health centrally plans, funds and monitors the
delivery of Victorian government-funded mental health services.

Even so, a push towards creating regional bodies to achieve collaboration, and services

that are responsive to local communities, is not a new concept. The Fifth National Mental
Health and Suicide Prevention Plan nominates achieving integrated regional planning and
commissioning as one of eight priority areas, with a view to setting ‘an enabling environment

for regional action instead of dictating change from the top down’*""

The Productivity Commission’s Mental Health Inquiry Report confirms that the approach put
forward in the Fifth National Mental Health and Suicide Prevention Plan is suitable, but noted
that the guidelines for developing joint regional plans are insufficiently prescriptive and too
narrowly focused on clinical services.*®
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The Productivity Commission Mental Health Inquiry Report highlighted that cooperation
between Primary Health Networks and public health services is essential and that, ideally,

a grouping of the two ‘would act as though it were a single entity, holding a single pool of
mental health funds that could be held singularly accountable for mental health service
commissioning in its region’**® However, in recognition of differing arrangements among the
states and territories, the Productivity Commission proposed a flexible approach where each
jurisdiction can determine how planning and service delivery can cooperatively occur between
Commonwealth and state governments. This includes an option for state government regional

commissioning authorities that could work with Primary Health Networks.***

More localised decision making and regional commissioning could form part of the solution
to a number of problems that consumers, families, carers and supporters as well as the
workforce encounter with Victoria’s mental health system. As a submission from a member of
the workforce described:

We need to build holistic solutions that are not run in silos—working together across
medical professions such as GP, medication, psychologists or psychiatrists ... At the
moment the majority of treatment options and services operate in silos—this needs
to end—there needs to be greater collaboration, communication and the building of a
thorough support network.®**®

Regional commissioning can contribute to achieving these aspirations. In particular, the
service gaps and disjointed responses from different providers that people experience can be
repaired by approaches to planning and resource allocation that respond to local needs and
show awareness of local arrangements. As a participant at the Commission’s Primary Health
Network Roundtable described, ‘the whole beauty of regional commissioning is about fixing
issues, allocating resources to where they need it, and taking, | hope, a consumer centric
approach to the way in which we do it’**®

5.91 Achieving the right balance

Successful regional commissioning approaches depend on government stewardship that
balances the need for adherence to evidence-informed service models, and flexibility for
local innovation.®*”” Mr Frank Quinlan, former CEO of Mental Health Australia, advised in a
personal capacity that ‘local commissioning without national oversight and standards is
likely to fail dismally, but similarly national commissioning without appropriate engagement
with local communities is also likely to fail'®*®

The Commission has heard that separating out the commissioning of mental health services
from the commissioning of other health and social services runs the risk of increasing the
‘fragmentation and silos that separate mental health from other areas, such as physical

health, housing and homelessness’**

Another related consideration for the Commission has been the relationship between the
governance of mental health and other health services. The mainstreaming of mental health
with other health services means there are shared governance arrangements in place

for delivering public specialist mental health services. This dual focus, where governance
arrangements cover both mental health and other health services, has obvious benefits but
can sometimes lead to mental health being a lower priority.
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While still favouring the continuation of shared governance for mental health and other
health services, Associate Professor Simon Stafrace, Chief Adviser at Mental Health Reform
Victoria, observed in a personal capacity that mental health services can struggle to be
given priority:

Despite the advantages of integrating the governance of public health and mental
health services, risks emerge because the process and context of mental health care
can be difficult to define and measure, and the needs of the health service more broadly
can dwarf those of the mental health component. This combination of factors means
that it can be easy to lose sight of and exercise meaningful mental health governance at
a board level *°

In an attempt to deal with longstanding challenges related to the lack of priority given to
mental health, the Victorian Government’s 2009 Because Mental Health Matters strategy
proposed creating mental health boards or committees under the broader governance
structures of public health services.®" Although these changes did not eventuate, the
expectation was that these changes would ‘support a more collaborative and holistic

2
response to mental health care’”

More recently, Associate Professor Stafrace proposed changes to improve the oversight
of mental health services within local health services through creating a mental health
subcommittee of a health service board, advising:

This would have a skills-based membership that would include people with clinical

and lived experience and members of the community with any one of a range of
related skills such as communication, digital technologies, system design and thinking,
implementation science, leadership and culture, and community development, to
name a few, all underpinned by a passion for mental health and mental iliness. The
subcommittee would report directly to the health service board. By virtue of its greater
subject matter expertise, it will be able to advise local public health service boards
about strategy, financial and clinical performance, organisational culture and risk,
community partnerships and participation and will be able to ensure transparency of
reporting to the local community.*™

Similarly, Mr Solomon suggested creating a subsidiary of public health service boards with
responsibility for mental health to provide both expertise and some assurance that funds
allocated to mental health will be spent on mental health.®* Mr Solomon highlighted examples
from the commercial world, noting that such arrangements could have a number of benefits
including opportunities for mental health services to innovate.*®

The Commission has also considered in parallel the emergence of eight clusters of Victorian
health services incorporating public and private hospitals that were formed in response to
the COVID-19 pandemic.”® This includes three metropolitan clusters and five regional clusters.

This formation of clusters has created opportunities for collaboration, demonstrating that
clusters can be used within geographic areas to coordinate services and flexibly use service
capacity. It is understood the health services have identified further opportunities to collaborate
in cluster arrangements, beyond immediate COVID-19-related planning and responses.

266



Volume 1 Chapter 5: A responsive and integrated system

Ms Peake advised of the considerable potential of these arrangements:

We are now consulting on how to sustain and build on the remarkable collaboration
we’'ve seen across the system. We intend to make the clusters permanent and, as

an integrated commissioner, this would provide the foundations for cross-sector
collaboration to deal with multi-morbidity, dual diagnosis and the underlying social
determinants of health. It is an opportunity to build a governance structure that helps
acute care, primary care, mental health and social care all work together—the vision
that the Royal Commission outlined in its interim report.*”

Any future regional commissioning structures will need to be designed and implemented in
a way that allows for collaboration between mental health and wellbeing and other health
services, as well as other service systems, with a view to encouraging integration that is
centres on a person’s needs.

5.9.2 Establishing new Regional Mental
Health and Wellbeing Boards

The Commission recommends that eight Regional Mental Health and Wellbeing Boards
(Regional Boards) are established throughout Victoria. The boundaries in which Regional
Boards operate will span the aggregation of multiple Local Mental Health and Wellbeing
Services and Area Mental Health and Wellbeing Services, with alignment across age-based
services, so that a range of decisions on mental health and wellbeing services, including how
they are planned, funded and monitored, can occur across the life span.

The Commission has purposefully chosen to give the task of determining the precise
boundaries for these Regional Boards to the Department of Health. This will allow the
department to consider in detail the types of services that are best brought together

under these arrangements. As much as possible, the planning and flexible service delivery
boundaries for Regional Boards must align with planning and service delivery boundaries for
health and other social services.

In light of the need for continued collaboration between mental health and wellbeing services,
other health services and social services, the precise boundaries for Regional Boards must
align with other existing boundaries such as Primary Health Network boundaries and alcohol
and other drug service catchments.

Figure 512 shows examples of a Local Mental Health and Wellbeing Service, an Area Mental
Health and Wellbeing Service and the span of a Regional Board.
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Figure 512: Example of a Local Mental Health and Wellbeing Service, an Area Mental Health
and Wellbeing Service and the span of a Regional Board

Example of an Area Mental
Health and Wellbeing Service
in north-east Melbourne

Adult and older adult population of
approximately 241,000

Area Mental Health and Wellbeing Services
are expected to provide treatment, care
and support to an adult and older adult
population of approximately 200,000 to
300,000 in metropolitan areas

Example of a Local
Mental Health and
Wellbeing Service

service in Banyule

Adult and older
adult population of Example of the span

approximately 91,000 of a Regional Board in
north-east Melbourne

Local Mental Health
and Wellbeing Services Adult and older adult population

are expected to provide of approximately 1,100,000
treatment, care and support
to a population of up to Includes current metropolitan
100,000 catchments of Central
East, Inner East, North East,
Outer East and Northern
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The Commission believes that new Regional Boards are warranted in Victoria's future
mental health and wellbeing system. As described earlier, the Commission’s aspiration is for
Victorians to have access to a diverse service offering that is responsive to their needs and
preferences. Establishing Regional Boards furthers this ambition, allowing for treatment,
care and support to be planned and resourced in a way that recognises and responds to the
needs of different communities.

Rather than embedding these responsibilities within existing public health services or as

part of health structures, the new Regional Boards will have a dedicated focus on supporting
mental health and wellbeing needs. Given the sweeping reforms proposed by the Commission,
a dedicated focus on mental health and wellbeing is needed. Embedding these responsibilities
within existing structures risks taking attention away from mental health and wellbeing, which
may hamper the goal of improving outcomes and experiences for people living with mental
illness or experiencing psychological distress, and for families, carers and supporters.

The Commission considered whether existing providers could partner to make funding
decisions but felt this may create a risk of real or perceived conflict of interest, and was
therefore considered undesirable by the Commission. For example, this arrangement could
mean the service provider that holds funds is less inclined to invest in services that are
outside its own organisation. To foster collaboration between service providers and avoid
questions arising about the objectivity of decisions made by a regional commissioning body,
an independent governance arrangement is preferred.

The Commission’s preference for regional governance reflects evidence it received about
the importance of joint planning. Professor Shitij Kapur, the Dean of the Faculty of Medicine,
Dentistry and Health Sciences and the Assistant Vice Chancellor for Health at the University
of Melbourne, who gave evidence in a personal capacity, reflected on arrangements in the
United Kingdom that support providers to come together around a common population,
noting that the current organisation of the National Health Service ‘allows for a greater

integration of primary, secondary and mental health care in defined geographies’*®

Associate Professor Moylan echoed this sentiment, advising that clear boundaries can
assist services with planning and help encourage different services that share boundaries
to coordinate.*™

Regional Boards are to be governed by a skills-based board (rather than a representative
board) and will include people with lived experience of mental iliness or psychological
distress, and people with lived experience as a carer. Members should be appointed

by the Governor-in-Council on recommendation by the relevant minister, following a
competitive process.

There will be opportunities to engage with local communities through community advisory
committees. Regional Boards will seek to support communities to achieve the highest
attainable standard of mental health and wellbeing through achieving the following objectives:

e Services are responsive to the needs of local communities.

e Services respond to individual needs and preferences, with a focus on
community-based service provision.

e Services are integrated.

e Services are given incentives and support to be safe.
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e Resources are allocated to improve outcomes.

e Resources are allocated in a way that maximises value.
To fulfil these objectives, Regional Boards will have the following functions:

» Understanding need and planning services: Working with mental health and wellbeing
service providers (including those operating Local Mental Health and Wellbeing
Services and Area Mental Health and Wellbeing Services), other commissioning bodies,
consumers, families, carers and supporters, and their local community to understand
need and demand across the life span. This includes understanding the diversity
and current and anticipated demographics of communities and developing regional
service and capital plans for publication and review by the Victorian Government every
three years.

e Supporting collaboration: Working with other agencies to support an integrated
approach to the planning and delivery of mental health and wellbeing services and
other health, disability, alcohol and other drug, and community support services that
may support people to obtain good mental health and wellbeing. Regional Boards
will also establish integration demonstration projects that bring together multiple
providers to support people who need ongoing intensive treatment, care and support,
and people who need short-term mental health care and are in the ‘missing middle”.
Regional Boards will also support Regional Multiagency Panels (refer to section 5.9.4).

e Funding providers: Selecting providers and allocating them funding in line with
the Commission’s standards and to achieve the best possible outcomes for their
community. This includes selecting a range of mental health, prevention and early
intervention, and suicide prevention and response services, for delivery by Local Mental
Health and Wellbeing Services and Area Mental Health and Wellbeing Services.

« Monitoring providers: Monitoring and evaluating the performance of service providers
and intervening as necessary to sustain services that are responsive to consumer,
family, carer and supporter expectations.

e Workforce readiness: Undertaking workforce planning and leading localised
educational and training pathways and recruitment strategies.

e Innovation: With support from the Collaborative Centre for Mental Health and
Wellbeing, facilitate research translation and innovation efforts of Local Mental Health
and Wellbeing Services and Area Mental Health and Wellbeing Services. This function
will support Regional Boards to evaluate, identify and scale valued practices and
initiatives.

e Support access and navigation: Establishing, coordinating and maintaining service
directory information to help people find and access services. Commissioning and
organising services in line with a future service capability framework to provide people
with planned and dependable access to services.

e Community involvement: Engaging with local communities to promote good mental
health and wellbeing, and to carry out the above functions.

To discharge these functions, the new Regional Boards will need to be enshrined in legislation.
The relevant provisions will be part of the new Mental Health and Wellbeing Act that the
Commission has recommended, which is discussed further in Chapter 26: Rebalancing
mental health laws—a new Mental Health and Wellbeing Act.
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5.9.3 Implementing new Regional Mental
Health and Wellbeing Boards

The functions described in section 5.9.2 represent the full complement of responsibilities for
the new Regional Boards. The implementation of these functions, however, should be staged
because they represent a considerable shift in the governance and operating structures for
the system.

At the same time, the Department of Health should continue reforming Victoria’s mental
health and wellbeing system, including the Commission’s recommended changes to
community mental health and wellbeing services. Establishing these boards is not, in the
Commission’s view, a precondition to service expansion and reform.

Successful implementation of new regional governance structures will require new
capabilities and skills to be acquired. This will take time and dedicated effort. In addition,
relationships and trust will need to be established. All Together, a report developed by the
Sydney Policy Lab from the University of Sydney, said the first principle of commissioning
human services in New South Wales should be putting relationships first, stating that the core
challenge ‘is changing from transaction governance and models of operating to ones that
are relational”®

In a contribution to a recent review of the Australian public service, Janine O’Flynn and
Gary Sturgess similarly described that commissioning public services needs to emphasise
community participation:

Commissioning should be anchored to community needs and aspirations, not decisions
made by government for communities, and may well be a catalyst for more local
solutions rather than central decisions; partnership rather than paternalism.**

Continuous communication and developing trust are identified as conditions of
collective success:

Developing trust among nonprofits, corporations, and government agencies is a
monumental challenge. Participants need several years of regular meetings to build up
enough experience with each other to recognize and appreciate the common motivation
behind their different efforts. They need time to see that their own interests will be
treated fairly, and that decisions will be made on the basis of objective evidence and

the best possible solution to the problem, not to favor the priorities of one organization
over another.*”

A staged approach to implementing the functions of the new Regional Boards will allow

for trusting partnerships to be developed between the department, these new entities and
service providers, as well as their respective communities (refer to Figure 5.13). This includes
relationships with public health services and public hospitals, which will continue to be
accountable for delivering health services.
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Figure 513: Transition of functions from the Department of Health to Regional Boards

Step 1 Step 2 Step 3
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As an intermediary step towards establishing Regional Boards, the department will establish
eight time-limited interim regional bodies, one in each region, to perform two critical roles
by mid-2021. Interim regional bodies should comprise a chair and five members who are
appointed based on their skills and understanding of community needs in their respective
regions. Interim regional bodies should include a person with lived experience of mental
iliness or psychological distress and a person with lived experience as a carer.

Interim regional bodies will have two important roles. First, each interim regional body will

be responsible for laying the groundwork to support the establishment of their respective
Regional Board. This includes building relationships with service providers and establishing
strong community participation processes—two preconditions that are critical to the success
of regional commissioning.

Second, until Regional Boards are established and have the required skills and capabilities
to discharge the above functions, the department will perform their intended functions, with
advice from interim regional bodies. This approach will help decisions to be informed by
local perspectives until they can be fully performed by decision-makers who have first-hand
knowledge of their communities.

As part of this arrangement, chairs of the interim regional bodies will work with the
department to put in place a framework to transition to these arrangements. This may
include establishing the scope of a future standard operating agreement between the
department and each Regional Board—that is, the pathway by which funds will flow between
the department to the Regional Board, and then on to service providers—and the associated
accountability arrangements.

This collaboration between chairs of the interim regional bodies and the department will also
establish the broad parameters for how future Regional Boards will work with other entities
such as the new Mental Health and Wellbeing Commission, the Chief Psychiatrist and the new
Office for Mental Health Improvement within Safer Care Victoria (discussed in Volume 4).

As part of this transition, the department will work with the Commonwealth Government to
maximise the Commonwealth’s contribution to mental health and wellbeing services under
the National Health Reform Agreement.

Once established, Regional Boards are to make functions related to service, workforce and
infrastructure planning a priority. As a Regional Board matures, the department will transfer
the functions outlined above to the respective Regional Board, and put arrangements in
place to hold the Regional Board to account.

The Commission recognises that each Regional Board will mature differently depending on
local circumstances and the extent of existing relationships. While all Regional Boards will
be performing all of the Commission’s desired functions within five years, the pace at which
the Regional Boards are established may differ. Early adopters—those Regional Boards
that already have the skills needed—must not be held back from realising the full extent

of the Commission’s reforms. Through an assessment process, the department will need to
work with and support those Regional Boards identified as still in development to obtain the
desired capabilities so they can eventually take on all desired functions.

The department will also need to invest in supporting the capabilities of Regional Boards, with
dedicated, continued investment in the leadership and operation of each Regional Board.
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The Commission has purposefully adopted a cautious approach to implementing regional
governance structures. Regional commissioning approaches are still maturing, and the
risks to implementation that come with such large-scale changes were front of mind. The
recommended approach sets the overall ambition of regional governance and puts forward
a pathway for implementation that recognises that the full potential of these changes will
only be realised if the new arrangements are given time, focus and the structures to mature.
For existing service providers, this approach will also smooth and minimise any impacts of
transitioning to these structures.

5.9.4 Regional Multiagency Panels

People who seek treatment, care and support from multiple service agencies can experience
considerable challenges in finding responsive and coordinated services. To respond to these
unmet needs, the Commission has recommended introducing new coordinating structures
called Regional Multiagency Panels within each region, supported by Regional Boards. In
parallel, the Commission has also recommended an increase in the availability of services,
including Assertive Community Treatment, for people living with mental illness who need
ongoing intensive treatment, care and support, and for some people who need ongoing
treatment, care and support.

Chapter 7: Integrated treatment, care and support in the community for adults and older
adults sets out the coordination and care planning core function, and the requirements to
assist people who have needs for the highest intensity supports.

The primary purpose of Regional Multiagency Panels is to bring different service providers
together to support collaboration and accountability in providing services to consumers. As
a comparable example, a greater diversity of clinical and other multidisciplinary services are
delivered under an Assertive Community Treatment model than may previously have been
provided together—including services delivered by alcohol and other drug support workers,
vocational specialists and peer workers.*

The new system will result in much better coordination of supports without the need for
Regional Multiagency Panels—for example, coordination of physical health needs and
wellbeing supports. But some supports, such as those relating to housing, National Disability
Insurance Scheme packages and the justice system, will often require responses from many
other agencies and services.

The core role of Regional Multiagency Panels is to monitor outcomes and service and agency
accountability for the proportion of people, or ‘shared clients’, in a region using services
provided by multiple agencies. Through system monitoring, panels will identify service gaps
and the actions needed to respond to them. If required in difficult or complex circumstances,
panels will support individual consumers by reviewing and discussing those circumstances
and engaging in problem solving, where appropriate, in partnership with the person, as well
as family, carers and supporters, in the context of performing a caring role.
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In the case of adults and older adults with ongoing treatment, care and support needs,
Regional Multiagency Panels will support and assist Assertive Community Treatment teams.
In the case of children and young people, they will assist mobile assertive outreach teams
and the Intensive Mobile Youth Outreach Service. They will do so by providing a forum where
Assertive Community Treatment teams and service providers, meeting in a room together,
hold each other accountable for providing integrated services to consumers.

Regional Multiagency Panels will find, and then support, consumers in each area to obtain
access to the supports they require. An important aspect of the role is examining data
provided by service providers to ensure people requiring treatment, care and support do not
fall through the gaps’. Regional Multiagency Panels’ support for individual consumers will

be less common where the mental health and wellbeing services in the region, and the other
services and agencies providing support in the region, are working well.

As forums for collaboration and accountability, Regional Multiagency Panels will help
improve communication between services. They will ensure services are delivered in a way
that reduces the barriers and challenges associated with delivery of services from diverse
agencies and support service integration.® The recommended collaborative, region-based
approach also reduces the potential for people to lose connection with treatment and
support services and, in turn, reduces the potential for people to ‘languish’ when multiple

agencies do not come together to support people’s needs.*
The collaborative element of the Regional Multiagency Panel model also ensures:

e appropriate information sharing through building trusted relationships
e sharing of information to deal with service gaps

e collaboration between providers and agencies operating locally

e support for those delivering services to consumers

o clear definition of roles and responsibilities for multiagency support, services and
treatment teams (with all roles valued and understood by service providers, treatment
team members and members of Regional Multiagency Panels).

In considering how best to support multiagency collaboration, the Commission considered in
detail other multiagency collaboration and oversight models currently operating in Victoria.
These included the:

e Orange Door (multiagency leadership groups providing oversight and support for
family violence support and safety hubs)®®

¢ Royal Children’s Hospital’s Victorian Forensic Paediatric Medical Service SCAN
(suspected child abuse or neglect) multiagency panel process®”

« Multiple and Complex Needs Initiative (MACNI).**®
Important elements derived from these models are set out in Box 5.3. The Victorian

Government must take these elements into account when establishing Regional
Multiagency Panels.
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Box 5.3: Features of Regional Multiagency Panels

Features required to ensure the effectiveness of Regional Multiagency Panels
include the following:

e There are multiple entry pathways for referrals (for example, from acute
settings, community settings and other services and agencies).

e« Centres of excellence and experts are involved early to shape processes
and panel meetings. Multidisciplinary, multiagency approaches ensure
expertise and services are mobilised quickly and efficiently.

e The mechanism sits within a policy and procedure framework that commits
each agency to the process, and ensures actions are clearly defined and
followed up.

e Those involved must understand the respective roles of each of the agency
representatives in meetings, and the multiple perspectives and multiple
purposes of the arrangements. Representatives accept their roles and the
limits of their expertise.

e There is early and continued information sharing with key parties, including
sharing of regional data to identify those who need services and may be
missing out.

e Panels have both a consumer service delivery oversight and system
improvement element.

e Panels have a link to central government to help ensure system-wide
lessons are cascaded to Local Mental Health and Wellbeing Services and
Area Mental Health and Wellbeing Services.

¢ The model can be adapted to best use local resources (for example,
knowledge, skills, available experts).

In the new model, there will be one Regional Multiagency Panel in each of the eight regions.
Regional Multiagency Panels will be supported by Regional Boards to manage requirements
across their respective regions, including responding to relevant local needs. Each region
will have a well-resourced secretariat to help manage work across the region. While
administration and governance will sit at the regional level, Regional Multiagency Panels will
have the capacity to hold meetings across their respective regions so they can support local
communities and individual consumers, families, carers and supporters.

The group of agencies involved will be diverse and will vary across Victoria. Regional
Multiagency Panels will ensure local service delivery conditions and requirements are taken
into account, recognising there are variations across the state, and that every person has
specific needs. Figure 514 outlines the context of Regional Multiagency Panels.
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Figure 514: Regional Multiagency Panels
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Regional Multiagency Panels will include clinical, housing and wellbeing support service
providers. The composition of a panel may change each time it meets. Panel composition
may depend, for example, on local needs and services, and the needs of individual consumers
(including their age).

At a minimum, members of Regional Multiagency Panels will include senior representatives,
as outlined in Figure 5.14.

Other people will be invited as needed. For example, Victoria Police or representatives of

the Victorian Fixated Threat Assessment Centre (VFTAC) will participate where necessary.
VFTAC supports coordination between multiple agencies and services in cases of potential
and serious threats of violence. Mr Peter Kelly, Director of Operations at NorthWestern Mental
Health, Melbourne Health, Royal Melbourne Hospital, acknowledged the increasing referrals
from VFTAC to secure extended care units,”*® a potential rehabilitation pathway for people
who will be supported by Regional Multiagency Panels. In cases where Regional Multiagency
Panels are supporting children and young people, representatives may be drawn from
services such as child protection, out-of-home care providers, education providers and
family services.
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In line with the features described in Box 5.3, there is an interface between Regional
Multiagency Panels and MACNI—consumers may at different times require consideration and
support from one or both, and may transfer between them. For example, consumers may be
supported through cross-referrals, or continuous and coordinated participation in Regional
Multiagency Panels, during and after leaving MACNI.

Where necessary, Regional Boards will commission one of the service providers involved to
establish, coordinate and support Regional Multiagency Panels, including secretariat and
administrative functions. Otherwise, Regional Boards will undertake these support functions.
Regional Boards will also fund these activities and give strategic support to Regional
Multiagency Panels where necessary.

Regional Multiagency Panels will also have two broader roles.

The first is providing advice to Regional Boards and the Department of Health regarding
broader policy or service delivery matters. Panels will analyse systems and trends to influence
strategic thinking. This type of thinking will ensure better support for people requiring the
highest-intensity supports from multiple agencies. This role equates to the advice and
strategy function of the 177 MACNI area panels.®®*

The second broader role is to provide a governance link between Regional Multiagency
Panels and the Department of Health. This governance link is a statewide panel, comprising
the chairs of each of the Regional Multiagency Panels chaired by the Chief Officer for Mental
Health and Wellbeing from the department, that will resolve complex issues requiring a
system-level response.

As with the MACNI model, Regional Multiagency Panels and the statewide panel should be
established legislatively under the new mental health and wellbeing legislation recommended
by the Commission. This will help ensure the reform endures, and is funded, as a continuing
function in the redesigned system. In the interim, the model should be implemented
administratively using existing legislative powers in the Health Services Act 1988 (Vic).

5.9.5 Strong stewardship from the Department
of Health to support regional governance

There are a number of potential weaknesses of devolving functions of government to
regional entities. These weaknesses include the tension between devolving responsibility and
maintaining public accountability, as well as the difficulties of spreading effective practices
between regions.*® Strong stewardship from the Department of Health will be pivotal in

this regard.

The Commission is mindful of not further fragmenting Victoria’s mental health system, or
contributing to disjointed experiences of treatment, care and support, or variable access to
services between areas. In particular, the department will need to set clear expectations of all
Regional Boards about the standards they must demand of services they are commissioning.
It will also need to signal that collaboration and the achievement of integrated services and
outcomes must be a priority, rather than a secondary consideration.
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A number of submissions have emphasised the importance of the department in the success
of regional commissioning models.*** Reflecting on New Zealand’s experience, the New
Zealand Productivity Commission explained:

Government cannot delegate some important roles. It is the major funder of social
services; and only Parliament, led by the Government of the day, can legislate and
assign regulatory powers. Government has responsibility for creating and maintaining
the ‘enabling environment’ for the social services system.**

The department recognises that a program of sustained development is required to achieve
the full potential of regional commissioning. Mr Symonds believes that an ‘expanded set

of skills and knowledge’ would be required to fulfill changed roles and improve service
outcomes.*** Beyond the generic commissioning skills of needs assessment, contracting,
performance monitoring, accounting and budget management, Mr Symonds advised that
‘'specialist knowledge is required to make coherent decisions and assist with technical
aspects’, including predicting what demand will be through modelling, as well as assessing

service quality and outcomes.®®®

The Commission considers that at the same time as it builds the capabilities of Regional
Boards, the capabilities of the department will also have to evolve. In particular, the
department will need to take on the role as a strategic commissioner of the mental health
and wellbeing system.

Strategic commissioning has been defined as ‘[a]ll the activities involved in assessing and
forecasting needs, linking resource allocation to agreed desired outcomes, considering
different options, planning services, and working collaboratively to put these in place.”**®
Strategic commissioning can encourage governments to focus on the role of ‘steward of

%7 It allows government to
‘better connect purpose and action ... because ... public sector organisations rarely have
control over the whole process of deciding and producing what needs to be done to achieve

desired outcomes’®*®

a complex system’, helping to sustain a diverse service offering.

For the department, becoming a strategic commissioner of mental health and wellbeing
services will require new skills and capabilities to:

e assess the needs of the whole population

e set broad directions for the mental health and wellbeing system, such as desired
outcomes and the standards of quality, safety and access that must be adhered to

e resource Regional Boards to fund services based on needs in their respective regions

e monitor performance by measuring progress against statewide outcomes, monitoring
quality and safety, and holding Regional Boards to account for agreed indicators

« fund and hold statewide services to account.

Building these new structures and capabilities will require concerted focus and investment.
Nonetheless, these structures will hold Victoria in good stead to enter into new formalised
partnerships with Primary Health Networks and other organisations because they will
encourage more coordinated approaches to mental health and wellbeing services, regardless
of who funds them. The opportunities such partnerships present, including for pooling
budgets, co-commissioning and coordinated approaches to planning, are outlined further in
Chapter 29: Encouraging partnerships.
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Importantly, these structures support efforts to achieve improved outcomes for consumers,
families, carers and supporters, and the workforce—a matter that is fundamentally
important to the Commission’s reform agenda. The Commission has outlined a new Mental
Health and Wellbeing Outcomes Framework for Victoria in Chapter 3: A system focused on
outcomes, which will support multiple areas of government to make policy and investment
decisions based on the greatest impact.

In the context of the mental health and wellbeing system, the structures proposed in

this chapter are a pivotal part of efforts to achieving improved outcomes. In particular,
they provide the frame to move towards a stronger focus on value-based commissioning
approaches, which seek to create value for consumers by focusing on the outcomes that
matter to them, rather than reducing the costs of service delivery or resourcing service
providers on a historical basis, or solely for the volume of services they provide.**

By positioning the Department of Health as a strategic commissioner, and allowing for localised
decision making through Regional Mental Health and Wellbeing Boards, the Commission has
established system-wide architecture that enables a focus on improving outcomes.
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