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THE CHAIR:
Welcome to the Commission's panel discussion
on early intervention in adolescence and youth for good
mental health throughout life.
I am Penny Armytage, the Chair of the Royal Commission
into Victoria's mental health system. I am joined by my
fellow Commissioners, Professor Allan Fels, Dr Alex
Cockram, and Professor Bernadette McSherry.
On behalf of the Commission I acknowledge the
traditional owners of the lands on which we meet and I pay
my respects to their Elders past, present and emerging.
Before we commence, I would like to thank our three
panel members for taking the time to participate in today's
panel. I want to recognise that each of you put a
considerable amount of effort into developing your witness
statements and into preparing for today's discussions. We
are particularly mindful of the time you have afforded us
in the context of the current pandemic.
These panels are an opportunity to discuss and contest
issues in an interactive way. One of the most powerful
aspects of our work so far has been engaging with people
and evidence in an interactive way through avenues such as
our community consultations, the 2019 public hearings.
In our current environment we are continuing to
creatively engage with people to ensure that this is not
lost, particularly with people with lived experience.
Today's discussion will focus on youth mental health,
including a robust examination of current service
responses, along with examples of evidence-based effective
practices and the reform ideas that will achieve a stepped
change to mental health outcomes for young people.
In the Commission we are very conscious that youth,
along with infants and children, are our next generation,
our future. If not identified quickly and treated
effectively poor mental health at a young age can have such
wide-ranging and deep ramifications in many aspects of a
young person's life, including education, employment,
independence, social participation and connection.
Positive mental health is essential to the young
person and their quality of life now and into the future,
.25/06/2020
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but also to their family and to the important contribution
they will make to our economy, our communities and our
society at large.
This is why we have prioritised holding a panel on
youth and why we have held a panel on infants and children
earlier this week. A panel on youth is also important as
we know from the submissions and witness statements that we
have received so far, that there are some really
challenging system design issues in youth mental health
that need careful consideration.
There are also unique opportunities and we are
conscious of the intersections into settings outside of the
mental health system such as education, employment, alcohol
and other drugs and physical and sexual health.
We are also aware adolescence and young adulthood are
high risk periods for the development of mental illness
with an estimated half of all lifetime mental health
disorders presenting by the age of 14 and three quarters
present by the age of 24.
We know that this life stage has considerable bearing
on a person's opportunity to experience good mental health
throughout their lives and that timely access to quality
mental health treatment and care when a person is at risk
of mental illness, or early in the onset of their mental
illness, is vitally important.
We also know that access to care that is
developmentally appropriate in settings that are suitable
to young people leads to better clinical outcomes and
better experiences that aid recovery and promote future
help-seeking behaviour.
We are cognisant that mental health was recently
ranked in a survey of young people as the most important
national issue. Unfortunately, we know from the
submissions we have received and from the voices of young
people that our mental health system isn't always as
accessible as it should be and that some people that need
treatment and care miss out, get a shorter duration of
treatment than they need to recover, or are provided with
care that isn't as appropriate and responsive as it should
be.
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We recently received a statement from a young person,
Kiba, who is 21 years old and bravely shared their
experience with our mental health system. I think, as we
hear from the panel today, it's important that we keep the
experiences of Kiba and others like Kiba in our minds. I
quote:
I felt like they were saying there was
nothing wrong with me. When someone is
telling me that I kind of think, okay,
nothing's wrong, so it's got to be me. It
made me feel like maybe I was making it up.
I was beginning to believe that I had
somehow made all of this up in my head and
there was really nothing wrong with me,
perhaps my mind is playing tricks on me,
and then I kind of go into self-destruct
mode and spiral out of control and attempt
to self-harm or suicide again. So, I
guess, the more I got dismissed, the more
vicious the cycle became. I later
discovered I wasn't making it up, I had
borderline personality disorder. They
should have helped me.
We acknowledge that, while far too many young people
are not appropriately treated and cared for in our current
youth mental health system, this isn't everyone's
experience and some young people receive the treatment and
care they need and are supported to best utilise their
strengths to recover.
We also acknowledge the innovation in the system,
including in those youth mental health services you
represent or have worked for, and it is important that we
also acknowledge the passion and commitment our clinicians
have to provide evidence-based compassionate care to
everyone that needs it.
We also know, especially from the experiences around
the world over the last three months, that there are great
opportunities to use digital health services in youth
mental health and this is changing the way young people are
seeking and experiencing mental health care.
I and my fellow Commissioners have read with keen
interest your respective witness statements and it is
.25/06/2020
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evident that you bring a wealth of expertise and experience
to this topic, along with thoughtful and progressive reform
ideas. Your commitment to provide a compassionate age
appropriate service to youth and support them to manage and
recover from a mental illness radiates throughout the words
you have chosen to use in your statements.
Across your statements there are areas of agreement
broadly. These are the need to provide developmentally
appropriate care that looks different to care that is
appropriate for infants and children and care that is
appropriate for adults.
The importance of providing treatment and care early
in illness and out of duration for maximum clinical
benefit, understanding the context in which a young person
lives, the settings and communities they engage in and all
the drivers of their poor mental health including alcohol
and other drugs, physical health and housing is essential,
and that carer inclusive practices are also essential.
But there are also considerable points of difference,
including in the structural reforms you have recommended
that the Commission consider in order to redesign the
existing youth mental health system.
The purpose of today is to expand on the areas of
reform you proposed in your witness statements,
constructively contest the ideas and potentially reach a
level of consensus on priorities for change.
I and my fellow Commissioners will largely play a
listening role today and Senior Counsel Assisting, Georgina
Coghlan, will facilitate the discussion. Before I hand
over to Georgina to outline the logistics and parameters of
today's discussion, I would like to once again thank you
for your time in assisting the Commission with our
deliberations. These opportunities to hear directly from
frontline clinicians and systems leaders are invaluable to
our deliberations. We look forward to a robust and
constructive panel discussion.
Thank you, Georgina.
MS COGHLAN:
Thank you, Chair. I too extend thanks to
Paul, Amelia and Sandra; they have all contributed so much
time and energy and dedication to this process for which
.25/06/2020
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we're very grateful.
As the Chair has mentioned, each panel member has
provided a written statement which we published on the
website. Those statements cover a range of issues, not all
of which will be touched on today. All panel members
responded to a number of questions, some of which will be
explored further in the course of today's discussion.
As the Chair mentioned, the purpose of this panel
discussion is to share ideas on topics, identify points of
agreement and disagreement as the case may be.
At this point I propose to introduce some of the areas
that will be addressed in today's discussion.
Firstly, the core components of community-based care
for young people; secondly, the accessibility of youth
mental health services, particularly looking at threshold
for access; thirdly, whether there should be a youth system
that's separate from infants and children; fourthly, family
inclusive care; and then finally, looking at governance and
commissioning arrangements for youth mental health
services.
The panel will broadly discuss these issues in the
context of young people, and for the purposes of today's
discussion that refers to those aged 12 to 25.
Can I now briefly introduce our panel members.
Dr Paul Denborough is a child and youth psychiatrist with
extensive experience working in the public health system.
He is the clinical director of Alfred Health, sorry, Alfred
Child and Youth Mental Health Service, CYMHS, and Headspace
at Alfred Health. Essentially he's responsible for the
CYMHS, Headspace primary and Headspace Youth Early
Psychosis. He sees his job is to implement
recovery-oriented practice. The CYMHS at Alfred Health
provides a coordinated mental health service for young
people and their families and an integrated service in the
sense that people are treated so that they avoid bouncing
around in the mental health service.
Associate Professor Sandra Radovini is a child and
adolescent psychiatrist. She is currently the Director of
Mindful, Centre For Training and Research in Developmental
Health in the Department of Psychiatry at the University of
.25/06/2020
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Melbourne. Her role is to provide leadership across all of
Mindful's teaching, training, research, engagement and
administrative activities. Sandra is also a consultant
psychiatrist at Orygen Youth Health. She also has previous
experience as a senior advisor for youth mental health in
the Mental Health Branch in the Department of Health and
Human Services, as the Clinical Director of Headspace and,
prior to that, as the inaugural Chief Child Psychiatrist.
Ms Amelia Callahan is the Director of Clinical Service
Innovation at Orygen. She's been involved in youth
services since 1998 and health sector since 1999 and was
first registered as a psychologist in 2004. Over the last
20 years she's been responsible for establishing and
implementing a range of integrated service centres such as
Headspace centres, Headspace Youth Early Psychosis
Services, Adult Integrated Services in Queensland and New
South Wales, and a Child and Family Based Early
Intervention Integrated Service Centre pilot called the
Poppy Centre. She is a passionate advocate for Early
Intervention Services aimed at reducing the long-term
impact of mental illness on children, young people and
families.
The panel discussion today will be conducted in a
question and answer style. The broad themes will be
flagged by me and questions will follow. I will direct
each question to a panel member to respond to first and
then ask the others to respond subsequently.
So, enough from me, time to start asking the panel
members questions. I propose to start with the first topic
which is components of community-based care for young
people. I propose to ask generally about the core
components, then ask specific questions about possible
components.
Can I direct this first question to you please, Paul:
what should be the core components of community-based care
for young people in Victoria's future mental health system?
DR DENBOROUGH:
Right, so, I mean, that's a broad
question. I mean, I notice on the - the first thing
obviously we need to do is have a skilled and motivated
and, I suppose, compassionate workforce, so that's the key
issue. So, it's about setting up the culture where that is
provided, and I guess it's also about how we work, so very
.25/06/2020
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much trying to implement recovery-orientated practice
within mental health and that's easier said than done.
We've used a few models to try and make sure that happens,
like open dialogue and single session family work and
Discovery College and various different innovations to try
and implement that practice.
We also use an outcome measurement tool called the ORS
SRS which is around making sure what we're doing is being
effective with our interventions.
So, I know you're probably wanting more of the type of
staff we employ, but the key is having the right culture of
what the staff are operating under.
Then I guess we employ at CYMHS a broad range of
disciplines, and we're very focused on trying to make sure
that, where they're sort of equally represented, so we have
an equal number of nurses, psychologists, OTs, social
workers and doctors, because it's about, if the mandate for
CYMHS is for people who need a multidisciplinary response,
so we need to have a multidisciplinary team to do that.
Now, I guess one of the things you've said when we met
last week was, are there other elements that we should also
add in? So in our Early Psychosis Program we also employ
employment vocational workers. We have a very strong and
powerful sort of peer workforce, so we've got five, I
think, parent peer workers, and we've got over 40 young
people involved; many of those are volunteers and
contractors, but we also have fully employed peer workers
there. We have exercise physiologists and we have had an
agreement where we employ a drug and alcohol worker within
our, particularly our outreach team which has a high number
of comorbid clients, and also we have employed - well,
we've contracted through Launch Housing a housing worker,
so actually having these workers working within our team
does provide a really broad and, I suppose, responsive
service.
MS COGHLAN:
Can I just clarify there, Paul, just on the
level of integration of that role?
DR DENBOROUGH:
So, I think the level of integration is
helped by employing the people. So, rather than
contracting in a person from an employment agency, because
we employ them and they're embedded within our service - I
.25/06/2020
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know Amelia's talked about this, the same thing done at
Orygen was having a vocational worker employed - it has a
massive difference in terms of ownership of the worker and
the integration within the teams.
With the peer workers, obviously that's been a
work-in-progress, but on my opinion they're fully
integrated within the teams and they attend the team
meetings.
And I guess the key to making a peer workforce
utilised is for the clinical staff to understand that
they're as effective as a therapist. I mean, I know it's a
different type of thing, but it has been quite a difficult
thing to actually implement. Often peer workers are seen
as something on the side, that someone who might do a bit
of hand holding or support, but in fact our experience has
been that, you know, sometimes the peer workers are more
helpful than clinicians in terms of actually clinically - I
don't like to use the word clinically - but therapeutically
because of their lived experience and their ability to
share things that they've done, particularly with the
family peer workers.
So yeah, I guess it's being part of the actual team
and seen as equal members or as important, not an add-on, I
think that's the key to integration. If they're seen as
someone who visits or as something on the side, I think
it's actually - that's the key issue for me.
MS COGHLAN:
I'm going to move on to ask you in a moment
Amelia, but before we move on from you, Paul, one of the
things we discussed in the conclave last week was really
more of a system design construction, and you commented and
all panel members agreed that the three-tier framework,
that being primary, secondary and tertiary, still works
well, but the key issue is better integration between those
tiers. Do you want to briefly comment on that?
DR DENBOROUGH:
Yes. I mean, we're lucky because we run
all the tiers, so we've got a Headspace Primary, we've got
a Youth Early Psychosis Program and the tertiary CYMHS. So
what that means is that, rather than arguing about - when
someone rings up for help our job is to determine which
tier they're seen in, not whether they do or don't get a
service, and that is a complicated task, so it does mean
that our intake teams - we have the same intake for
.25/06/2020
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Headspace, early psychosis and primary, but the CYMHS
intake is a separate intake but they have to speak almost
on a daily basis. And it's about empowering our intake
teams to make decisions and then people don't argue with
it. They have to decide who's the best person or who's the
best placed system to help that person, so we can't argue
with each other - well, we can argue with each other but
that should happen behind the client, it's not something
that the client should be exposed to.
And the key reason why we do this is, when we've
co-designed our services, one of the things that families
hate the most is telling their story more than once, and
so, you know, obviously a lot of these stories are very
emotional and traumatic, and to have to tell it to somebody
who then says, well, we're not going to help you or we're
going to send you to someone else, I think is really
terrible.
Our intake is by the phone where we take only enough
information really to work out who's best placed to help
them. We don't go into a whole problem-saturated
discussion and for them to open up a can of worms about all
the issues to someone they're not going to see again.
I think that's a really key principle. I don't know
whether that young person you talked about right at the
start, that might have been their experience, is that
they've rung up and gone through their whole situation and
be told, no, we're not the right place for you; I think
that is a really awful part of our system currently, so we
really try not to do that.
I mean, I'm not saying it absolutely happens every
single time and it's a complicated decision. So, sometimes
our Headspace Primary will have a lot of capacity and
sometimes it won't; sometimes our Early Psychosis will have
capacity and sometimes our CYMHS will, but because we know
what each other is doing and where we're at and what's
going on we're able to work out who's the best placed.
And, you know, occasionally we'll get it wrong,
occasionally they'll be too risky or complicated for
Headspace Primary, but we'll take them back to CYMHS if
that's the case.
So I guess it's about, I'm sure it can happen without
running the whole thing but I think what I've noticed is
.25/06/2020
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it's quite difficult to do that. I think a lot of
Headspace centres become very frustrated with the state
system because they feel like they can't get their clients
in there, and I think that the state system gets very
frustrated with the Headspace system in other areas because
they feel like they're just sending all their clients to
them.
So, unless you've got that good will and relationships
between the various tiers it's very open to conflict, and
the people that miss out obviously are the clients and
their families obviously. They're the ones - that's the
missing middle, is the other name for it, they get caught
feeling like they have to justify the reason that they need
help, which is terrible.
I mean, as the people have said, it doesn't happen in
other parts of health, I don't think.
MS COGHLAN:
Thank you, Paul. I'll just direct this
question now to Amelia, just on the core (indistinct).
MS CALLAGHAN:
Sure, thanks, Georgina. I think there are
two parts of this when we talk about core components; one
is the underpinning principles and the second is the
service components. So, I think to pick up on what Paul
was saying, a lot of what that is, is underlying
principles, so regardless of whether we're providing
outreach or centre-based principles, those underpinning
principles about recovery focus, the culture that we want
to create, the family inclusive practice, starting with,
yes, you're in, yes, we will provide you with a service,
and then work out where or how to provide the best service,
whereas at the moment we don't have that underpinning
philosophy about, yes, we will help you; we actually screen
out rather than starting with hope and, yes, let's see how
we can help.
The cross-continuum is another underpinning principle,
to be able to work with young people across mild,
moderate to severe. I think there is a part before that,
so whether that's an underpinning principle or a service
component that looks at prevention and how do we maintain
young people's wellness rather than focusing on just, you
know, the illness, because I think that sends a message too
about, we're only here to help you once you're ill and you
have to be very ill to get into the service, so how do we
.25/06/2020
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actually look at that early intervention type, prevention
community engagement kind of work.
The other thing that we have talked about in terms of
an underpinning principle is, we talked about this
biological, psychological, social and cultural underpinning
philosophy, but at the moment the system is largely focused
around the biological and the psychological, so those
things that Paul talked about, like housing, the other
aspects of care, vocational services being provided to the
young people, build on those social components as well.
And the other area that I don't think we do
particularly well is the cultural aspect of providing
services and how that looks and how that should look
different within a system.
The other thing we've been hearing from young people
is that fundamentally it's about choice and flexibility so
that the family and young people feel like they have some
sense of agency and control within this. So, often that's
not the case, they actually feel like they have the least
power, the least control, and they're the ones I think as
Paul's saying that's often doing the work, you know, for
the system rather than the system doing the work behind the
scenes for them.
So they're kind of the underpinning principles I think
that are the core service components, but then there's the
core service model components which for us would be things
like a front end that actually works across mild-moderate
to severe, so at the moment we have what we call a front
end or how a young person enters a system that is for mild
and then a different system for how they enter the system
when they're more severe or acute, and then working between
those systems is more like siloed.
So, I think a core service component around a
front-end that works across the system which is more that
every door is the right door and how do we actually
facilitate those bridges across that, which speaks to the
access and not retelling the story that we talked about
further; having those integrated service centres available
for young people that offer a range of services.
We've been talking about a menu of services for young
people, but also the importance of integration across
.25/06/2020
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those. So you might need, for example, some physical help
from a GP that sits in what we would traditionally call a
primary care sphere but you actually need to access say the
case management from what sits in perhaps the tertiary
service, but often you have to only sit in one tier, you
can't actually access services across the tiers which
speaks to the integration component that we talked about
before. And that's even things like being able to access
information and medical records and data that work across
the system, and at the moment we don't have that.
So I think Paul's point about common governance also
makes those things easier, because they consent for
information sharing, often the medical records system's the
same. But, if you don't have a common governance across
those, just the ability to be able to have those systems
work together.
In terms of the other core components, I won't talk
about all of them because there's a lot of them, I think
the one that probably more so should be emphasised is
drawing on the lived experience. I think co-design and
implementation. So, I think this is done fairly well in
this youth space but it can also be done a lot better in
terms of how do we engage young people around the co-design
of our services. But not just the co-design and how do we
continue to engage them beyond that.
So we are seeing peer workers, for example, and family
peer workers emerge, but I'm interested in looking at other
ways we can involve young people and family members in the
co-implementation of these services moving forward.
MS COGHLAN:
Thank you, Amelia. Sandra, would you like to
address this issue about the core components.
ASSOCIATE PROFESSOR RADOVINI:
Thank you, Georgina.
Firstly, I do agree with the things that Amelia and Paul
have already outlined. I think I'll pick up on a couple of
things.
The idea of a continuum of service delivery relies on
having adequate resources to do this, and also integration
relies on there being those areas there to integrate, and
in some parts of Victoria that's not the case. For some
regional and rural services, there's no Headspace, there's
very little tier 2 available, so the question of adequate
.25/06/2020
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resources needs to be part of this. And an idea that one
size does not fit all, so how can it be done in a regional
or a rural setting will not be the same as what Paul has
outlined for The Alfred, it just can't happen.
But then I think one of the principles, if indeed
you're bringing together or you're trying to bring together
services responsible, if you like, for tier 1, tier 2,
tier 3 in a region ought to be a collective accountability,
but currently people can just go, well, it's not me; or a
tertiary service, as Paul has outlined, can say, well, no,
we don't accept that young person, and they stay with the
referrer, whether the referrer is a paediatrician or the
referrer is a Headspace centre and that's really not good
enough. But I think this idea - and I think Paul, what
Paul is also talking about is the accountability for all
parts and, therefore, minimising the risk of gaps.
My other comment would be around, that collective
accountability also really leads to culture. Amelia's idea
of, well, you say "yes"; it's not "you're not suitable for
our service".
I think both have been touched on already I think, but
I'll underline it, is how do we better involve families and
carers and the significant others in a young person's life,
whoever those significant others - and I use "family" in a
broad way, not just biologically related people, and we
need to think of that as essential, not an add-on, not an
afterthought, not a tiny bit of the puzzle, but actually a
key component to assisting a young person: who/where are
their supports and how do we engage with those.
In talking about components of a service, it is
helpful I think - or helpful to me anyway, I don't know
about others - to think about that vertical integration of
mild, moderate and severe and horizontal integration across
the other sectors that are important and key components.
Paul mentioned - or maybe Amelia, I'm not sure who you know, things like drug and alcohol or education. So,
the reason they're integral is, mental health problems
don't arise in a vacuum, and so they, we need to think
about the young person in their context both from the point
of view of supports but sometimes from the point of view of
focus of interventions, of things from a broader base that
can help a young person in their recovery, not more
.25/06/2020
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recovery, again, in a broader sense, not just symptom
relief. Thank you.
MS COGHLAN:
Sandra, before we move on from you, just in
relation to that last point, and I did ask Paul the same
question: what does that integration look like, or to what
extent are those services integrated?
ASSOCIATE PROFESSOR RADOVINI:
There is great variability
to what extent services are integrated. You know, Paul's
service at The Alfred is an example of trying to integrate
lots of things; other places have almost no integration.
And, what does integration look like? It means the
capacity to bring the components together. So, if you
need, if a young person needs assistance with academic
issues, that it is possible to bring educational support.
If a young person, we discover that drug and alcohol
use is also problematic, that can be brought in; rather
than sending the young person, which may be currently what
happens, to here, to there and to there, and that doesn't
work, and it shouldn't be - it should be a young person or
a family traipsing from one service to the next. If it is
seen that those things are essential to their recovery,
those things have to be brought to the table.
Now, I know that one size does not fit all so, you
know, there are structures that are more helpful, but those
structures will not work everywhere, so it's more the
principle of being able to do this and the collective
accountability that you must, rather than you can actually
say "no, not me, I don't have the time" or "somebody else
do it".
MS COGHLAN:
Thank you, Sandra. Amelia, can I direct that
question to you in terms of this question of integration?
MS CALLAGHAN:
Yes, thank you, I'm glad you did
(indistinct) I want to speak.
Yes, I think it's really a quite practical sense, so
what does that actually mean in the service, and Orygen's
looking at this at the moment for example around our
front-end. So, one of the things we're looking at is
having a shared initial contact tool across our Headspace
centres and also our tertiary system, so we're not in place
.25/06/2020
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with this yet, but that's around a young person presents to
Headspace, they do a Headspace assessment, and then when
they get referred to tertiary they have to do the tertiary
assessment, which is a different form, different questions.
Now, primarily they're trying to get the same thing,
which is what does this young person actually need, but the
assessment as such gets repeated over and over again.
Whereas what we're trying to look at is, could we have one
tool that is accepted across the system? You know, that's
a really sort of practical example of integration where we
would agree that, if the young person is referred from this
system to the next system, that that initial contact and
the information is accepted across the whole of the system,
rather than needing to replicate that and do that again.
So, you know, and there's things like sharing of
information - I think we talked about it last week, you
know, the amount of Coroner's reports I've had where had we
had information from one system that was accessible to the
other system, you know, could something have been prevented
here. So, integration in terms of access to information,
sharing information, agreeing to work together, common case
reviews perhaps or complex case reviews, reviews of where
things are working but where things are not working.
So, I think we need to take some of the examples of
integration and really make that - turn it into more
practical steps about what does that actually mean for the
service system and the clinician and the young person.
MS COGHLAN:
And I think one of the things that you
mentioned the last time we met was the idea that they don't
necessarily have to be co-located, but they have to be
connected in a (indistinct) as well.
MS CALLAGHAN:
Yeah. So, we were talking about, for
example, a young person presenting at one of our centres
and if we do this right and understand their needs, it may
be that we can't offer that particular service, but it is
available at, you know, one of our other services in a
different location. So, how do we coordinate that not just
in our one location but across our whole system?
And I do think, and again I'm a bit passionate about
this, you know, we're able to get online and make
appointments to see our doctors at the moment online, but
.25/06/2020
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our young people can't do that with our mental health
system. We can order a pizza, we can do a whole range of
things. We've got the technology, the ability to do a lot
of these things, but we don't do that, so we don't have our
systems that share information or, yeah, as I said, that a
young person can jump online and do an initial information
sharing form online and we then think about how do we
actually get that young person to the right service in the
shortest amount of time possible.
So I think there's a whole lot of technology that we
could use actually to integrate, as Sandra said, not just
vertically but horizontally and ideally not just across we're saying one system facilitates greater collective
accountability, but wouldn't it be great if that was also
across, you know, multiple systems, whether they're state
or NGO, whether they're housing - I mean, I'm getting very
idealistic here now, but you know it's good to have the
vision and the end goal in mind.
MS COGHLAN:
Paul, can I direct this next question to you,
please. Given the extent of agreement amongst the panel
members in relation to principles of core components and
what you've described at The Alfred, for example, what's
held the system back from achieving that more broadly?
DR DENBOROUGH:
Good question. I don't know if that yeah, I think it is the different funding streams. I guess
what - this is probably a broader question, but obviously
half of our funding is coming from Federal Government, half
from State, and generally that structure doesn't normally
happen, I think, so that's one issue, an obvious issue.
I think, as Sandra said before, I mean, obviously to
be effective as a mental health service you do need to have
some time. But I think, you know, often a lot of time is
spent working out why people can't come in rather than
actually just seeing someone. I know we're going to get
onto it later and you've pre-empted this, but actually
brief interventions can be incredibly effective even for
very serious problems, and sometimes if you just say, "Yes,
let's meet up" things can be facilitated.
So, I don't know if the integration is a problem, I
know I'm probably going to go off on a tangent here, but I
think what Sandra said too before about the family
involvement. So, what I mean by that is that, you know, in
.25/06/2020
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our Headspace Primary we do have young people coming by
themselves without their families, not in secret from their
family but they prefer just to have individual time, but
they've got sort of more milder problems.
We found in our early psychosis through our CYMHS
service that we always start with as many people as
possible in the first meeting. What I mean by that, so
that's the open dialogue approach or a single session
approach where you try and get everyone's perspective about
what's needed at the first meeting rather than making the
mistake of starting with the young person and then trying
to involve the family later.
Like, if it turns out that the family aren't needed,
which I think is quite rare to be honest, to help the young
person - I'm not sure I've seen that too often - then fine,
great. But if you start involving families later, firstly,
the young person doesn't like it because they feel like
they're going to breach confidentiality; the family feels a
bit annoyed that they haven't been aware or haven't been
included right from the start with the young person.
So, I now it sounds like a no-brainer, but actually it
takes a lot of effort to get everyone there in the first
meeting, and that's not just - and it might be housing
workers, it might be child protection worker, it might be
youth justice worker, or whoever it is, starting - getting
a good start, I cannot emphasise enough how important
getting a good start is, in terms of having everyone
involved at the beginning and, if you don't need certain
people, fine, they can go away.
That's generally I think the biggest problem with
integration, is having a sort of medicalised individual
problem-saturated approach at the beginning.
MS COGHLAN:
Thank you, Paul.
respond to that?

Sandra, would you like to

ASSOCIATE PROFESSOR RADOVINI:
Sorry, Georgina, I was
listening to Paul and I've lost the question, would you
mind?
DR DENBOROUGH:
MS COGHLAN:
.25/06/2020
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given that there's agreement about the core components and
the principles behind that, what's holding the system back
(indistinct)?
ASSOCIATE PROFESSOR RADOVINI: Yes, thank you. Some of it
is historical. We've had different buckets of money and
they've been given out in different ways that have created
silos. And, when you give buckets of money to different
sets of people, it also creates different cultures that
don't easily speak to each other.
And Amelia and I, when we both happened to be at
Headspace, we saw that happen when there were two different
organisations: one that was for the Primary Headspace, and
then another that was looking at the - oh god, I've lost
the word, oh dear - the setting up of the early psychosis
and trying to marry those two and the very, very different
cultures of potentially the primary care platform and the
workers and the way that they worked, and the workers who
would look after somebody with an early psychosis. So
that's some of the reasons that that gets in the way.
What gets in the way also is actually inadequate
funding. If all I've got's a small amount, I become very
protective of it and it does create these barriers, so that
you are trying to shift people because you have long
waiting lists, because you are short-staffed, because you
don't think; you think it's out of scope. So, some
Headspace centres become, and rightly so, very concerned
about young people at high risk. They say, "We don't have
the expertise to look after those young people", and you
know, and try and say, well tertiary mental health service,
this looks more like the kind of care that you provide.
So, we do have find ways of having enough resources
across Victoria. I can't - I'm going to underline that.
Having worked in rural and regional and been looking at it
from the Office of the Chief Psychiatrist, we really need
to think about those areas when we're having this
conversation or when the recommendations might come
through. That's probably I think enough from me for the
moment.
MS COGHLAN:

Thank you, Sandra.

Amelia.

MS CALLAGHAN:
Yeah, I would just agree, I think the
resourcing has led to a system based on resource
.25/06/2020
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limitations rather than the needs of the young people, and
in those environments you constantly then have a system
that's more about scarcity and keeping the resources that
you have, so it's quite reactive type of environment, and
that also I think speaks to what Sandra and Paul were both
saying, there's a shift in cultures that I believe is
happening at the moment or underlying paradigms: we're
moving from a more medical individualised space model of
practice to a more collective, family inclusive, less of a
top down approach, more of a bottom-up, co-designed lived
experience, and I think that shift in cultures and
frameworks is shifting but has traditionally been part of
what's held us back. This ability to - for example, we
don't want to work with NGOs because they don't know how to
work with severe mental illness, and here we have some
great NGOs running our Headspace early psychosis programs
nationally. So, the times are changing but I think some of
the old paradigms and frameworks and views have held back
some of this integration and willingness to collaborate
with each other.
MS COGHLAN:
Thank you, Amelia. Sandra, can I direct this
next question to you, and it concerns engaging young people
and keeping them engaged with services: how can that best
be achieved?
ASSOCIATE PROFESSOR RADOVINI:
We learnt a lot through, I
think the example of Headspace, of what will assist
engagement. Some of the principles in the design of
services are things that are, first of all, designed with
young people: ask young people what is engaging and they
will tell you what that is.
Accessibility: to be able to get to somewhere easily.
The accessibility also from the point of view of, well,
what hours is it open? You know, after hours, potentially
weekends might be the times that best suit young people.
Is it a welcoming space? Is it a place that I would like
to actually walk into?
Those initial impressions are really important and it
goes to the attitude of the staff but also the physical
environment. You know, historically some of our mental
health services are not terribly welcoming spaces to walk
into; they're a bit intimidating, they're a bit clinical,
and it takes courage from adults to walk into those
services, never mind young people.
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Some of the other components are this idea of choice
that Amelia mentioned earlier; to be able to talk to a
young person about, there are different ways of doing this
which is going to sort you and your family and your context
makes for better engagement.
The capacity to both be transparent and be
collaborative. So, to be able to talk to young people and
families somethings about, this is how it works, this is
what we're going to do, this is why we're thinking about
this, or here are some of the limitations at the moment;
that level of transparency that invites people to be part
of the team or to be engaged in their own wellbeing. And I
guess the phrase that is often used is "done with, not done
to", and we have to continue to do more of that.
I think Headspace showed that, if you can build that
system, young people turn up; there isn't a problem of
engaging them, they are there. You know, in some ways
Headspace has been, you know, a victim of its own success:
they've been really good at doing that and then have run
into problems of resourcing.
This is where tertiary mental health services - some,
not all - can learn a lot about that. But there's also,
back to that notion of culture, there is a resistance in
some places to do that, to look at how you change a
tertiary mental health service.
You know, having done - sometimes been involved in
reviews, also interstate and walking into a place, what
does it actually look like, how does it feel, and trying to
imagine that the first time a young person comes to the
service.
Amelia talked about digital technologies: they're a
way of helping young people. They potentially can take a
tour of a service before they actually walk in the door,
they can find out more about it. They might be able to
have a chat with someone to have an initial reaching out,
and all of that leads to better engagement and ongoing
engagement.
Now, that can be more tricky sometimes when people are
very unwell, but I still think those principles are sound
principles regardless of, you know, people's level of
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illness.
MS COGHLAN:

(Inaudible).

ASSOCIATE PROFESSOR RADOVINI:

Georgina, you're on mute.

MS COGHLAN:
Thank you Sandra. Paul, can I direct that to
you in terms of how do you sustain engagement of young
person, anticipating that you might include reference to
families here.
DR DENBOROUGH:
Yeah, so I'm going to be a little bit
repetitive. But I mean Sandra's very - I agree with
everything she said, I think she focused more on
accessibility or acceptability. I mean I think the other
thing as well, obviously you have to be effective, so only
people are going to show up if they're actually getting
better, so there's a lot of things to be done in that way.
I think the first one that I said before and I'm
repeating myself, is getting off to a good start where you
involve all of the relevant people at the very first
meeting. Like, we call it in open dialogue a social
network meeting; at CYMHS we call it a family meeting, or
if you want to call it single session meeting, and I can go
into more detail of how we - I suppose the best example of
that is someone presenting with anorexia. So, we've got a
very comprehensive first start meeting. I think that is,
in my opinion, in my experience, is that's what leads to
best outcomes is getting off to a good start.
Also, I also have a bit of a belief that young people
with serious problems don't usually get out of it on their
own, and so that's the other thing.
But the other thing we are doing at Early Psychosis
is, we use a tool which is designed by a guy called Scott
Miller which helps implement outcome-directed practice and
collaborative practice which is where each session the
client rates how they're going and at the end they talk
about how helpful the session as been.
So, I guess it's about - I think it's a combination of
what Sandra said about having a welcoming, acceptable, well
recognised digitally easy to get into, but then once you
get in you want to be helped as quickly as possible. So, I
know it's contentious but my experience has been, is if you
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get off to a good start, you can help even very, very
serious problems quickly if you involve other people; if
you just see the young person on their own, I think it's
very unlikely you're going to get a quick, positive
outcome.
Unless you've got a mild problem. So, with our
Headspace Primary I think they do do some brief
interventions with kids on their own, young people on their
own which work extremely well, but once it gets more
complicated with things like psychosis or anorexia or
things that are very serious, I don't believe it's easy for
young people to go out on their own.
MS COGHLAN:
Thank you, Paul. I'll come back to what I
asked you a bit more about (indistinct) session later.
Amelia, can I just direct that question to you though about
engagement?
MS CALLAGHAN:
Sure. I'll just answer it by, I suppose,
telling you about our experience recently working with 15
young people with lived experience in the Western Melbourne
area. So we recruited 15 young people to work with us
around our redesigning of our front-end, which is really
about engagement. They did identify a number of barriers,
I suppose, but the three key areas that they wanted to
focus on was improving the cultural appropriateness or
responsiveness of the service, so I think that's worth you know, in addition to all the things that Sandra and
Paul have talked about, looking at different models there.
So, for example, the young people looking at the
Friendship Bench model but looking at how we embed, I
suppose, in the community, rather than the young person and
the family needing to come into the service; how do we
actually better place ourselves within the community of the
young people that we're trying to assist and help. And
it's a different kind of approach, it's more of an outreach
approach rather than families needing to come to us.
The second thing they were interested in was peer
workers at the front end or within engagement. So, at the
moment most systems you engage with is a clinician or an
expert or a psychiatrist or a doctor, and what they're
interested in is, is there a role for other young people or
peer workers with lived experience in this first experience
of engagement, and does that actually give the young person
.25/06/2020
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a different experience on their initial contact, you know,
and does that actually help with help-seeking and
destigmatising that initial approach if they know they're
talking with another young person with a lived experience.
Then the last thing they prioritised was the
development - what they're calling, "A Passport to Me" is
the name of the booklet, but it's a guide about really
thinking about what do they as a young person wants to get
out of this experience and how do we put them in the
driver's seat. So, what are their preferences around, you
know, accessing the service - a bit like Sandra is saying do they prefer to do this online, face-to-face, walk-in, in
a service. You know, what's their Passport to Me, what's
their preferences for how they engage with us as a service
and then how do we actually use what they're telling us,
you know, in a meaningful way, to actually make them, yeah,
the drivers of the whole engagement experience.
MS COGHLAN:
Thank you, Amelia. Can I just stay with you
for the moment; the next question concerns inpatient
admissions and what you see as the purpose and role of
inpatient admissions for young people in a future system.
MS CALLAGHAN:
In a future system I'd like to actually
think that we're able to provide a lot more of the current
function, you know, that we currently serve in hospitals in
the community. So, we're looking at, for example, hospital
in the home set up in Orygen, we're hoping to start those
services in the next three to six months as an alternative
to young people needing an inpatient stay.
So, in a future state I would hope that we've actually
been able to provide alternatives to an inpatient stay, to
be able to provide services and support to the young person
and the family through alternative modes and models of
service.
But in those instances where it is still required I
think there is a role and function there; sometimes it is
to get a bit more diagnostic clarification, or maybe not
even diagnostic, but a greater sense of what is happening
here for this young person and their family. Sometimes it
really is because the young person is just that acutely
unwell that they do need to be in an inpatient unit for
their own safety and wellbeing.
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And I do think at the moment there is a function where
the support network in the family that supports that young
person is often no longer able to maintain the level of
support and containment for that young person. I would
hope in a future scenario that we would actually be better
at providing support to maintain the family's and the
support system's ability to maintain that young person in
the community, but I think there may still be some
scenarios where there just - you know, those support
networks that help maintain the young person in the
community are so exhaustive that there may be still a role
for that in terms of inpatient stays.
MS COGHLAN:
on this?

Thank you.

Paul, would you like to comment

DR DENBOROUGH:
I pretty much agree with everything
Amelia's said. I guess the other thing that's difficult in
Victoria is in some parts of Melbourne or in most parts of
Melbourne an 18-year-old goes into an adult ward and that's
very traumatic for anybody, particularly a young person,
even a young woman being admitted, you know, with
50-year-old guys is currently probably unacceptable. So, I
don't think that's everywhere but it certainly is in a lot
of Melbourne.
So, in terms of everything Amelia said, but I still
think it might be nice to have one youth ward where maybe
it was 18-28 or something, or 25 or something, where it
could be a bit more appropriate. Because, I mean, I think
there are scenarios where admission is necessary.
Obviously, I agree, it would be great if we could try and
minimise that because I think it is a last resort.
I think Victoria does have the most adolescent beds in
Australia, is my understanding, and I know that Tasmania
has none, so they somehow manage without that. But for us,
I'm running a community service, but what we found, we
actually do find Monash very helpful, and essentially
because they have a role of backing us up. So, we don't
really ever use them for diagnostic clarification, but we
do use them when a person is acutely psychotic or lacks
capacity to make decisions, or as suggested acute risk
where they just need a bit of time and place of safety to
get the team together in a crisis.
So I personally would be highly anxious without
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adolescent beds at all but if we can minimise it and I
think the issue of 18-year-olds, or 18-25-year-olds being
in adult wards is not ideal at all.
MS COGHLAN:

Thank you, Paul.

Sandra?

ASSOCIATE PROFESSOR RADOVINI:
We do have examples of how
you can minimise inpatient beds - inpatient use, and I
think that is the aim, that you do this when you're unable
to help a young person in the community, and they were the
IMYOS teams, the Intensive Mobile Youth Outreach Service;
that demonstrated without a doubt that it could result, if
you could provide that intensive care and support young
people at home, you would decrease the number of admissions
and you would decrease the time in hospital. So, you know,
hospitals are not always necessary if you've got those
supports.
But again, thinking about it in the future, there will
I think be an ongoing need for some inpatient units and
it's usually around what I would call complexity; when you
bring together issues of safety, issues of sometimes
diagnostic clarifications, lack of support, comorbidity and
the need to kind of provide a safe environment and tease
apart some of the things that are unclear, and time to
bring the supports in place, is how I would see inpatient
units being able to be used.
And they are also effective when you have a young
person's agreement to come into hospital rather than it
being done coercively. And you can have sometimes a young
person's agreement, but it takes a lot of work to be able
to work towards a young person actually agreeing to go into
hospital, and it comes from a place of helping a young
person understand that at a point in time they actually
need greater supports to keep themselves safe.
MS COGHLAN:
Just before we move on from you, Sandra, in
your view does treatment in a residential step-down
facility like a YPARC make the transition to crisis
services less likely?
ASSOCIATE PROFESSOR RADOVINI:
I've never worked in a
YPARC so, you know, my comments are going to be coming from
a theoretical point of view rather than having actually
worked there.
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Where I can see a YPARC as being helpful is when a
young person doesn't actually have the supports within the
community and they need more time in terms of their
recovery, and this is where young people who don't have
family support, young people who have unstable housing,
that you need somewhere that provides that as you work on
your recovery.
I think YPARCs can also help young people think more
broadly than the relief of symptoms but think about
building skills potentially, again, so that they can be
more fully in the community, whether it be with family or
independently.
I don't think it's about the less use of crisis,
because I think you can do that with intensive outreach,
and otherwise what will happen is, you will have waiting
lists for YPARCs, which we probably have now but I don't
have information about that. I think the key is intensive
outreach to help a young person, and what is it that a
YPARC can achieve that cannot be done for this young person
in the community, is really the question.
MS COGHLAN:
Thank you, Sandra. Briefly, Amelia, do you
want to comment on this issue about whether or not
residential stay, like in a YPARC, could lessen the
progression to crisis services.
MS CALLAGHAN:
Yeah, probably just to support what Sandra
is saying - and it's interesting, Sandra, I was reflecting
on your comment about the complexity and the role with the
inpatient and I think it's similar for the YPARCs, in that
it is a group of young people who are going to present with
greater complexity; the others will be within their family
homes or their support systems or, you know, returning back
to their work or their employment or education, whereas for
some young people it really is more about complexity and
needing some time to reduce their symptoms and increase
their resilience and their skills and to transition them
into longer term care within the community.
The only other thing that we talked about last week
that I'm not sure we touched on here is the vulnerability
of young people at different transition points. So, I
think the other thing that YPARCs - sorry, I keep going to
say YRRUs which is what we call them in Queensland - Youth
Recovery and Rehabilitation Units - is to support young
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people to have somewhere to transition to that, will
actually facilitate that transition, whereas often young
people are transitioning to less than ideal, you know,
situations that are not as stable, or they're not as
connected, and I think the YPARC actually helps to support
facilitated transitions around major things like
accommodation and your mental health care, which I think in
turn has the potential - as I said, I'm only talking, as
Sandra said, I think I'm only talking hypothetically too but I think it then has the potential to reduce the need
for crisis because those transition points are better
managed and the service that people are transitioning to is
more comprehensive to fit their actual needs.
MS COGHLAN:
comment?

Thank you, Amelia.

Paul, would you like to

DR DENBOROUGH:
I have to chip in because, as you know,
YPARCs aren't everywhere and we don't have a YPARC in the
Alfred area, which would be pretty cool if we did. Because
I think they are good. You know, from what I've heard they
are pretty popular, and because our early psychosis team
covers the whole southern region, we do access the
Dandenong YPARC and the Frankston YPARC.
My understanding is that the Dandenong YPARC only
takes step-down because they're so popular. It's not
because - I think they would like to take step-up, which I
think is the general preferred option, obviously it's to
avoid hospitalisation, but my understanding is Dandenong
has a waiting time and only takes step-down.
I've had some personal experience of a young person
stepping up into the Frankston YPARC and it was really
incredibly helpful. So, a bit like Sandra, we don't run
one, we don't have one in our area so I'm not an expert in
it, but my understanding is that they're really very
helpful.
MS COGHLAN:
Thank you, Paul, can I stay with you for the
next topic which is accessibility of youth mental health
services with a particular focus on threshold.
DR DENBOROUGH:
Yes, so I mean I'm sort of going to repeat
myself to some degree but I think, because of the stigma of
mental health, I mean anybody asking for help, I think
you'd have to be a pretty brave person to say they didn't
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require it, because I think most people don't even ask for
help even when they've got serious problems.
I'm repeating myself, but if we've got a family - and
usually it's the family asking for help or somebody else I mean, I'm not saying, there are some young people coming
forward but usually someone's coaxing them or advocating on
their behalf usually - that really you have to be a pretty
brave person to say someone shouldn't help them because,
yeah, that's just the evidence that most people don't even
come for help.
I think, you know, that's my job, is to try and make
sure we've got somewhere for these people to go. I mean, I
know - I don't know if you want to go into it, but how do
we maintain no waiting list is -MS COGHLAN:
Paul.

I was going to ask you that question directly,

DR DENBOROUGH:
It's about a two hour answer, so I know
everyone will be too bored about - well, not bored, but
it's probably too long to say. But having a no waiting
list is absolutely critical because, again I'm repeating
myself, but getting off to a good start is so important.
So, if you ask people to say, well you know, we think
you've got a serious problem but you can come in
two months, that's sort of not really - that just sounds
crazy.
So, if you can see people straight away and then get
off to a good start, I know you can actually help people
quickly which leads to more efficiencies, so then they can
be discharged and then you can see more. So, maintaining a
no waiting list is essential.
Obviously, we've got the busiest Headspace in
Australia, and the only reason we have that is because we
have 25 or 30 practitioners. So, it's not rocket science
if you can - and we're lucky because we're in a nice place
to live and all those sorts of things, so we have lots of
psychologists who want to come and work for us and you
create a good environment, but the most important thing of
having a no waiting list is being able to attract and
retain excellent staff.
And also, I suppose it's the philosophy and culture of
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family practice that helps you have no waiting list,
because the more effective you are, the more you're going
to have no waiting lists. People think about no waiting
lists as being saying yes to everyone. Well, you can only
say yes to everyone if you help a lot of people and they
can leave, so it's a massive combination of things, and I
could go on for longer.
I guess we've always managed to have no waiting lists
for our Headspace Primary as well, and I think that's
mainly because we've got a lot of practitioners actually.
I don't think there's anything more smart than that. I
think we're going to be doing what Amelia was saying,
, but
we're going to have that whole volunteer peer workforce
idea as part of having another offering for people.
I think Discovery College is another great thing
because it's an educational approach to mental illness, and
that can have any number of courses. The Nottingham
Recovery College has 400 courses at once, so that shouldn't
be just seen as something on the side, that can be actual
treatment, attending Discovery College courses.
So if you've got a lot of groups, the more effective
you are and the more things you can offer, the more peer
workers you have, all of these things all contribute to
having no waiting lists.
MS COGHLAN:
Thanks, Paul. Can I just ask two questions
arising from what you've said. The first is just in
relation to the severity of the cohort that the Alfred
Health is available to service, without putting a
percentage on it -DR DENBOROUGH:
In terms of our system of care, obviously
we take the most severe.
Actually probably what I should say: the other thing
we've done with our Headspace - and we're a bit lucky
because we have Early Psychosis as well - I'm sure our
Headspace clinicians there see more severe cases than some
other ones because we have doctors in there and we have a
situation where if they say they want to refer to CYMHS we
just say yes. So, they're more prepared to take more
risky - plus we've had a history of having managers at our
Headspace - the previous one worked on a CATT Team and the
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current one has worked a lot at Orygen, so they're
comfortable with acute and mental health and are happy to
ask for help so will go and do - will support our Headspace
from the tertiary service to try and keep as many people as
possible still in the Headspace.
So, I know this from my own personal experience, when
we first opened Headspace, I sort of joke about it, but we
used to see kids that were having trouble with their
homework going to Wesley sort of thing. Now, if you went
to our Headspace waiting room, I think you'd be hard
pressed to notice a difference to the CYMHS. I mean, there
are some very complicated young people that go to our
Headspace Primary. So, the more the tertiary system can
help the primary system manage complexity, the better it is
for everyone; for the young people as well, they don't have
to change between workers and - yeah.
And then I guess the other, I mean, there are plenty
of other examples I can give but even with the new Medicare
items for anorexia for example, we got flooded with
referrals for anorexia in our area, but with the new
Medicare items, if we provide a good start using some CYMHS
staff, we have a Headspace clinician who can take on the
case then, and because they get sort of unlimited sessions
now, we're able to push some of the anorexia cases through
Headspace, but the only way we can do that is if we provide
that beginning and provide back up to it from the CYMHS.
So, that's one example, I can give you lots of other
examples. But in terms of what do we see: essentially we
see the ones that no one else will see at CYMHS.
MS COGHLAN:
You've already mentioned the various
therapeutic interventions that are undertaken including
open dialogue single session. What is your response to the
criticism of the use of single session in the context of
treating more severe needs?
DR DENBOROUGH:
Okay. So, again, I know I don't have
two hours, but this is my sweet spot and something I'm very
passionate about, because there's a number of elements single session is probably a bad name because what it is,
is immediately offering a referral to a problem, often
suicidal teenager, or whatever, a school refusal or
whatever it is, and you have a set of questionnaires that
we send to the family about, firstly, what's their greatest
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problem, what's their second greatest problem, why are you
coming now, what questions do you have, what do you want
answered. So, it's sort of like a customer-focused meeting
where you - there is a theory behind it which I won't go
into - but it's essentially trying to sort out the problem
that they have in one go.
And I'll refer you to Jeff Young because he knows more
about it than me, but this is an approach that's offered
all over the world and always shows at least 50 per cent
effectiveness, but often is more like 70 per cent.
What we do, it's not a triage. These people have
already reached the threshold for us. So, what I'm talking
about, when we offer a single session, it's already gone
through the stage of they couldn't go to Headspace Primary
or private person or whatever, they're in the system, so
all it is is how we start. So, our results show that about
70 per cent of those people are satisfied with that
intervention.
Now, what is it, it's a complex situation of whether
they're the more severe or mild. I don't think it's got
anything to do with acuity. You know, again, just from
experience, I've probably run thousands of these meetings,
and I would honestly say - I challenge anyone to be able to
predict whether someone's going to be helped by that
session or not even at the end of it. I've had sessions
where it feels like the most beautiful meeting, where
everyone's cried and they've got a new result and
everything's (indistinct) and then they say, look, we loved
the session but no difference.
I've had other sessions where people have stormed out
of the room, there's been massive conflicts, it's felt like
a total disaster, and we ring them up a few weeks later and
they say, well look, you didn't help us much, but we went
back and had a barbecue afterwards and sorted it all out
and everything's great now.
I think what it teaches you in fact is really humility
and about the sort of pointlessness of sort of the medical
model in a way about being able to predict what's the right
way for any particular family to sort out their problem. I
think it's about providing an environment where they feel
collaborated with, respected, and you get different
perspectives in the room, and everyone's heard and you work
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out some solution together with them.
And so, not only is it really important for a no
waiting list, it's really critical about engendering
recovery-oriented practice within a service. Because the
old-fashioned way in CAMHS was that you would have four
sessions of asking really personal questions over and over
again and doing an assessment which might take you months
before you come up with a formulation and a diagnosis, and
by that stage you're lucky if they're still coming - and
I'm being a bit facetious, a bit flippant - but it's not
recovery-oriented practice, it's expert dominated practice.
And I guess this approach is one way, and open
dialogue is another way, of bringing a sort of - as Amelia
called it - a more lived experience, collaborative, more a
different way of doing mental health treatment into your
service - not the only way, but it is a way, so it's more
effective. So, the reason why it's important than the no
waiting list, is not as important as having good staff or
any of those things, but it is important because, firstly
it's important for that family if they don't have to come
back again after that meeting because that's really
efficient; but secondly, it sort of transmits a culture of
this sort of practice throughout the whole system. I don't
know if that - that's my trying to put two hours of talk
into five minutes.
MS COGHLAN:
Thank you Paul, I'm grateful for your efforts
to make it concise. Amelia, can I direct this question to
you about thresholds, and if you could please consider what
the threshold should be, if it can be nominated or
determined.
MS CALLAGHAN:
Yeah, I think the threshold question is
actually a resource question. You have tertiary services
who are looking for a top threshold, so they take the most
severe, and my experience of working in that system was
that we would actually try to refer out everyone that we
possibly could, even if they were acute or severe: do you
have private health cover, do you have the money to pay
privately, you know, out they go. Is it a behavioural
problem; oh that's not a mental health problem. Is it a
trauma history; oh that's a trauma problem not a mental
health problem. We would screen out everything we can
because the threshold there is, you take only the very top
because that's what you can manage with the resourcing that
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you have.
The flipside of that, of being in the other system
around Headspace going, we're a mild service, we're a
mild-to-moderate, so then there's a threshold that is at
the other end which is you're starting to be too complex,
too acute, too severe, you know there's a threshold applied
in the other way. This is where we end up with the missing
middle in my view. We have a threshold within our primary
services that take mild-to-moderate, you have a threshold
in our tertiary services that take the very, very top that
they can, and then we have this group in the middle where you know, so where is the threshold?
I actually don't think, again in a service system I
think we need to be not talking about thresholds, but how
do we actually best provide the service - the need, you
know, meet the need of that client and in what system is
that, and so how do we do that? And I suspect that it's
actually not just one system, it's we need to meet that
need using a variety of systems, whether that's the
education system, the mental health system, the GP and the
primary care system, you know, how do we actually work
across those systems as such to actually provide the right
service of need.
I think the threshold issue is a bit like the
catchment issue, it's problemsome and we end up then
getting quite rigid implementation of those thresholds.
And again to Paul's point, for example in our
Headspace centres, we could actually move that threshold up
to take a higher level of severity or complexity or acuity
when we had some support from the tertiary system.
But, you know, we are sitting in a system at the moment,
I've got 600 plus young people waiting for our Headspace
centres, we have done for the last year. No, our tertiary
system doesn't have a wait list, but we turned away, you
know, three-quarters of the calls that we had to our
system. And then we have, you know, increasing calls to
our Headspace centres and then we have 600 to 800 young
people on waiting lists to get into our five centres.
So this idea of threshold is actually really about a
resource limited system and then we get into, how do I best
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use the resources that I have to meet those needs for the
people that I can.
MS COGHLAN:

Thank you, Amelia.

Sandra?

ASSOCIATE PROFESSOR RADOVINI:
I agree. I think
thresholds are about scarcity and they're about silos, so
that's what creates - what, historically, what has created
those thresholds.
If we come back to a very earlier point: if we have an
integrated system, we don't need it, there is no threshold.
The threshold is, yes, you need help, where is the help for
you? Not a, not here or not there idea. And, you know,
Paul is describing an integrated system that has found a
way of working efficiently and effectively.
Now, we have dilemmas because there are tertiary
services that are not connected to a Headspace even if a
Headspace is there, and there are, again the flipside, of
Headspace centres that are not connected to their tertiary
mental health service, where there is this yawning gap and
it results in a pile of people in the middle who struggle
to try and get some kind of help.
And what does that mean in practice? It means
Headspace centres stretch themselves sometimes beyond their
scope of practice, if I can call it that, for the skills of
the clinicians that are there and are looking after young
people that they feel ill-equipped to look after, or you
have the other part of young people's problems have to
"reach a threshold" to get into a tertiary mental health
service. That is really not acceptable to have that occur.
So it does come back to, we can join things up better,
the bits that are not joined up, so that you can remove a
threshold; we can train people to work collaboratively, to
work better, to think about new ways of working, the things
that both Paul and Amelia have talked about.
And, one of the things that I think Paul talked about
but if I can put it in a slightly different way: the way
that Paul described is recognising that there is strength
and resilience in the young person, their family, their
network; that they can come up with some of their solutions
if indeed they have a facilitated place to do that, and
that, some of the solutions have actually nothing to do
.25/06/2020

35

DENBOROUGH/CALLAGHAN/RADOVINI

Transcript produced by Epiq

39

Royal Commission into Victoria’s Mental Health System

with us as clinicians, and that's the bit that we need to
better harness and better assist families and young people.
MS COGHLAN:
Thank you, Sandra. Could I direct this next
specific question to you, Paul. The Commission has heard
of an opinion that case management takes up so much time at
CYMHS and CAMHS that it significantly reduces the capacity
to deliver therapeutic interventions.
DR DENBOROUGH:
Yes, so that one puzzles me a bit because
obviously, in my mind a case manager is really just the
person who's accountable for the case - that's what it
would be at our CYMHS, and hopefully 99 per cent of the
time they're doing therapeutic activity.
So, I think where that might be coming from - I know
with our intellectual disability team there's certainly a
lot of time - my understanding, whether you call this case
management or not - working with the NDIS. I know that,
that I've heard that, is really stressing out our staff
about how much time, and that probably is probably what you
could call case management type, because preparing reports
in a certain way that's going to allow that person to get
the right supports, and apparently that's incredibly
time-consuming.
But aside from the NDIS, obviously working with other
services like child protection and youth justice takes
time, but I would have thought that is therapeutic. So
it's not I don't I think our - yeah, I struggle a bit with
that one because, sure, that is their job though, their job
is to be accountable. So, the rule is, because there's
whole EBAs across all the places, there's around a caseload
of 20 active clients is what most CYMHS operate under, and
essentially that's who they're case managing which means
they're accountable for those people, and generally
sometimes the amount of liaison they do with outside
agencies is a lot and sometimes it's minimal.
But I guess as we've become more and more a service of
last resort, if you like, there's a lot more working with
other agencies, like child protection or youth justice,
that's possibly what that's referring to. But I think
that's par for the course if you're going to be dealing
with the most difficult - and you know, getting back to the
earlier question, how we see it is what the threshold is;
if they really can just be seen on their own they're going
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to be seen at Headspace Primary whatever the diagnosis,
whether it's psychosis or anorexia or whatever - I mean,
often that's not the case for those problems.
So the threshold which is in the CAMHS and communities
document which I was talking to Phil about yesterday,
whatever it was, the threshold - the idea of coming to
CYMHS is if you need a multidisciplinary team, and so
that's what we have here, and so there is a bit of, maybe
what that question's referring to is coordinating the
various members of the team to be involved with that
person.
But that's the beauty of coming to CYMHS, is that, if
you're just going to see one person for therapy, you
probably don't need to come here, you can go somewhere
else. I don't know, it's a tricky one, that would be what
people would see their core job was, was making sure that
the families coming here are getting the input from all the
right people.
But NDIS is a problem from what I've heard, and maybe
that's just a teething problem, maybe that will change, but
I know that's causing a lot of time.
MS COGHLAN:
Thank you, Paul.
comment on this?

Amelia, would you like to

MS CALLAGHAN:
Yes. Just that I probably agree with the
statement: I think it is difficult because clinicians are
trying to manage what I think they see as case management
which is assisting the young person to meet their practical
goals often, so whether that's - or functional goals - so
whether that's education, employment, linking to
Centrelink, family meetings, and I think sometimes there's
two sets of goals which are sort of your practical
functional recovery type goals and then your therapeutic
type goals.
I know at different points what I've seen in different
areas, for example, where the State Government system will
do the case management and then they'll actually refer the
young person to Headspace to do the ten sessions of therapy
or therapeutic intent. Now, I don't think that's
necessarily the best model, but I think that that's people
trying to go, how do I actually meet the full needs that
the young person is presenting with within the time and the
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scope that I have to do that?
And where I've seen that, I will add that that's where
caseloads are a lot higher than 20, so that's been in
systems where clinicians are carrying significantly higher
caseloads, more like 50 young people within those systems
and going, how do I actually manage all of that.
So, yeah, I think it speaks to clinicians trying to
fulfil a number of functions. I do wonder as we increase
the peer work workforce, whether there is some capacity for
the peer work, or for peer workers to be able to assist in
some of those functional goals which I think at the moment
is falling back to the clinicians to do as part of what
they see as case management as such, rather than the
coordination of, you know, care as Paul's talking about.
MS COGHLAN:
Thank you, Amelia. Sandra, we're about to
have a break, but would you like to comment on that before
we do?
ASSOCIATE PROFESSOR RADOVINI:
Sure. I think this
question comes back to thinking about complexity. So, when
you have a young person with multiple and complex needs, a
young person from perhaps a history of cumulative
disadvantage and mental illness, then you do need the
multidisciplinary team and you need the other sectors
around the table.
And, rather than thinking about case managers versus
therapeutic, it is therapeutic; you know, your
interventions are - you know, are they interventions
directly with the young person, are they interventions with
the family or the carer, or are they in fact interventions
with the system, of bringing the system together to
facilitate the liaison, the collaboration, to address those
broader needs?
And it is essential when you have young people
sometimes from out-of-home care, or young people in the
justice system, or young people with disabilities, that you
have the capacity to do that, and I don't distinguish
between something called case management and something
called therapy; it is therapeutic and it's how you look at
it. And it requires - it needs to be resourced properly.
You know, collaboration is a lovely word, but it doesn't
happen unless you're resourced to do it properly.
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Thank you.

DR DENBOROUGH:
I'll just jump in there sorry because
Sandra put it better than me, that's probably what I was
trying to say. I think the job of a CYMHS clinician is
often to be a systematic worker and doing less individual
work with one person. So, I think Sandra put it better,
but that's what I was trying to say.
MS COGHLAN:

Thank you, Paul.

MS CALLAGHAN:
Can I add one more thing, sorry, and I will
be quick, but we haven't actually talked about today the
importance of language. And I think the other thing is
this sort of idea of case management, and I'm not saying I
think the function should change, but again we hear young
people say, "I'm not a case to be managed."
So again, changing the language and I think that this
is the future of the system; I don't think we should be
talking about assessment, I think we should be talking
about meet and greet and understanding what's happening,
and we're trying to move away from triage, for example.
But I just flag, because "case management" has made me
think, actually because I cringe every time I hear that
term, and I think, it's not what people are doing within
that, but it is something about that language that, in a
future system, I think would be great to challenge.
MS COGHLAN:
Thank you very much, Amelia. If now is a
convenient time, we'll have a 10 minute break, so coming
back at a quarter to 12. See you shortly, thank you.
SHORT ADJOURNMENT
MS COGHLAN:
It looks like we've got everybody back, so
let's recommence.
We've got three further topics to cover. The next
topic is a youth system that's separate from infants and
children. Sandra, I'm going to direct this first question
to you.
In the discussion we had last week it was apparent
that you all agreed that there should be a separate system,
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and furthermore, a system for 0-25 is an appropriate age
bracket to have. Could you just articulate the reasons why
that's the case and why there shouldn't be a separate
system for, say, a 0-11 age group.
ASSOCIATE PROFESSOR RADOVINI:
Okay, thank you, Georgina.
It was quite revolutionary when Victoria adopted the 0-25
age bracket for children and young people, and what it
resulted in was better continuity of care and better care.
The 18 to 25 bracket was missing out altogether in our
earlier system of stopping at 18, and then that transition
to the adult system was extremely difficult and many young
person transitioned to nowhere, and in fact there was a big
gap. So, to have done that has meant greater access to
services for that age bracket.
Similarly, the 0-5. CAMHS did not do the 0-5 very
well and left that to - I don't know who, paediatricians
maybe. And when we adopted the zero, people needed to look
at that end and to think about how they - if that was a gap
in their service, how did they address that gap.
So this continuity of care is important. Some
problems arise in childhood and they continue into
adolescence. There's not a different set of problems in
childhood and then a different set of problems in
adolescence and, you know, there's this divide.
Some young person, their chronological age is not
actually an indicator of their functioning. So, first of
all there is a broad range of normal: you know, if you
picked a 12-year-old, there is a broad range of what a
12-year-old is like and, you know, are they more
functioning like an adolescent or are they more functioning
like a younger child, it's not just about chronological
age. And if you add in the mix young people with
disabilities, young person with severe illness, young
person with backgrounds of trauma, et cetera, et cetera,
then you see that chronological age is not the way to
determine what service they should go to; it comes back to,
what are their needs? So, the continuity is important.
The flipside would be, if you make a service for 0-12
you create another very problematic point of transition and
discontinuity of care at that point which will not serve a
young person or their families very well to go, and now
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suddenly we're going to hand you over.
And all kinds of funny things happen around
transitions in practice. It means, services go, oh, you
know, you're 11 and three-quarters, so maybe we won't - we
won't start seeing you, we'll wait till you're 12 until you
can go to the other service. So, I think that's really,
really problematic.
The other thing that's problematic is this issue of
critical mass and expertise. If you chop at 0-12, in some
parts of Victoria that will be a complete nonsense when
your critical mass of child and adolescent mental health
workers is two. That's what it is in Swan Hill, you know,
one person's going to do this and one person's going to do
that; it just does not make sense to do that.
But even critical mass and expertise, you narrow the
expertise if you're going to have one lot for children, one
lot for adolescent, and the people being able to move and
work across.
And speaking to Paul's point about, well, sometimes in
a service, you know, you have some people who perhaps their
caseloads are less, or there is capacity, and so you can
shift and use your resources. But if you're going, well,
I'm just, you know 0-12, well, it doesn't matter if I'm
twiddling my thumbs, I'm not going to be seeing
adolescents.
And it leads to that problem of training: how do you
train a workforce, this bit and that bit, when in fact, you
know, if you, in inverted commas, if you are working with
adolescents you need to understand childhood. In fact, if
you are working with adults you need to understand
developmentally what has happened to this person, and so,
you can't just chop people up into chronological bits,
would be the way that I would think about it.
MS COGHLAN:

Thank you, Sandra.

Amelia?

MS CALLAGHAN:
I'm going to try not to be confusing in my
answer, because I actually do support a 0-25 system, but I
do think that the services might be different.
So I'm drawing on my experience of running our
Headspace centre and next door was our service called The
.25/06/2020

41

DENBOROUGH/CALLAGHAN/RADOVINI

Transcript produced by Epiq

45

Royal Commission into Victoria’s Mental Health System

Poppy Centre. So, The Poppy Centre was for 0 to
11-year-olds more - and again, we set The Poppy Centre up
at the time because we were hearing in this particular
geographical area families coming in and going, well, the
sibling also needs support but they're not 12 so they can't
get into the Headspace Centre.
So we set The Poppy Centre up next door to the
Headspace, it was run by the one organisation, the one
medical record, the one system; I would call that the one
system as such, but the services themselves looked very
different.
And the reason I mention this is because, to walk into
a Poppy Centre that was targeted around 0-11, of course, it
looked a lot more like a children's kind of centre, and
family oriented, and lots of toys, lots of bright things,
you know, hopping and jumping down the hallway.
My concern about that is, if this is the service for a
young person, they come and go, that's where the babies go,
that's where kids go, that's not for me as an emerging
adult. You know, often part of being a young adult is a
transition into feeling more of an independence and more of
an independence from your family, whereas this service
system is designed around children and young people versus
the older age group.
So I think there's a complexity there about, yes, I
think it should be the one system, the one governance so
that there isn't, you know, whose responsibility is this,
this is our responsibility, but the look and feel and the
delivery, and I do think there are different areas of
expertise.
So, infant mental health, for example, being a very
different expertise in those staff than, say (indistinct)
more or less, but it's just different expertise than say to
work with a more young adult population. And then, if you
have a system that's 0-25, the expectation can be that
everyone needs to actually work across that full age range
and do we actually remove some of the specialisation and
skills for different subgroups within that range.
MS COGHLAN:
DR DENBOROUGH:
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so the state-funded system, I mean, I think there's no
advantage to creating a separate structure because, again
as I talked about before, we've got a - the idea is we're a
family service actually, so as Amelia said with siblings.
We get a number of referrals for anorexia, for
example, kids who are 10 and 11. We've got an amazing
system I think within our CYMHS for doing that. Imagine if
they had to not be able not able to access that, for
example, it would be a disaster.
The training aspect is massive. People always get
deskilled if they're working in too a narrow a team. Even
in our infant team which we do have, a lot of those workers
are I think potentially a bit deskilled about working with
other people. So, you can manage a bit better in a big
system, but there are so many problems.
I think 18 is a bad age to transition, I'd say the
only worse age I can think of is 12 or 14, so to create
that now would be really - I don't think anywhere else in
the world does it either, so that would be interesting to
see but I think that would be a really bizarre thing to do.
In terms of the tier 2 though, I think, I hadn't heard
of a Poppy Centre before until Amelia mentioned it last
week but that sounds amazing. And I guess, I've been
thinking and I've talked to Jason Trethowan at Headspace
about this because I always thought why can't Headspace be
0-25 because, you know, the 0-12s do miss out on a
Headspace equivalent, there is nothing, and usually they
have to see people, one off people working in isolation,
psychologists who often do very individualised approaches
with these small children which is probably not good.
So, I think it would be ideal to be under the same
governance, like, if we had a Poppy Centre or - Jason
actually did say, be prepared to trial a 0-25 Headspace by
the way in Victoria, so but notwithstanding the issues that
Amelia is talking about, that's usually the biggest anxiety
is that the waiting areas would be unsuitable for
teenagers, but either you have a separate waiting room or
you have a separate centre next door like The Poppy Centre
sounds amazing actually.
So, I think there's no possible advantage of changing
the CYMHS system, that would be all negatives, but to
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having the tier 2 system being accessible for 0-12s as well
as teenagers I think would be amazing.
MS COGHLAN:
Thank you, Paul. Can we move on then to the
next topic. You've all mentioned the importance of family
inclusive care, and Paul, I'll stay with you to direct my
first question.
What are the barriers to its implementation?
isn't it being taken up more broadly?

Why

DR DENBOROUGH:
Look I think to be honest with you I think
this is the biggest thing almost that needs to change
because, and there are lots of barriers, and it's taken us
a very long time to feel like we're more of a family
service than an individual service, and there's many, many
barriers.
All of our staff that start here have usually had no
experience of working with families; they come out of
undergraduate training with - in my opinion it's a very
practical skill. The only way you can really learn about
working with families is by doing it and being supported by
people that also value that.
I think you have to have that value system like I
talked before, of getting a good start with the first
meeting which needs to involve everyone. That's not normal
practice, and often - I'm talking about myself as a
psychiatrist, in my training, admittedly it's a long time
ago now, what was seen to be a good psychiatrist was
someone who could make a good diagnosis of an individual.
There was no examination of whether I could work with a
family, it was never assessed, it wasn't seen as important.
So, if you're trained to do a good job by getting
really in detail about people's problems as an individual
and making diagnoses and stuff like that, it's then hard to
shift - you almost have to unlearn that to become a sort of
collaborative family practitioner, and it is possible to do
but it can only really happen in workplaces, I think.
So you have to have your models embedded in the
workplace which promote that. And open dialogue is one
model which does that, single session is another, there's
probably other models, but you have to make a really
concerted effort.
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The other thing, when we first introduced a family
peer worker for example, and this is a long time ago now,
the first one was over 10 years ago, there was a lot of
resistance from our staff saying, well why should she write
in the file, should she be allowed to read the file? You
know, what's the point, there's just going to be finding,
you know, extra funds from Centrelink or something. But
rather than seeing actually the value of lived experience
as being something that is therapeutic - I know I've talked
about this before - so, you have to tackle it from every
angle.
But the biggest thing I think is a barrier is staff
anxiety about doing it and not actually understanding even the evidence says with psychosis that good family
intervention is more powerful than medication. So, even
though despite all the evidence is the fact that this is
the way to work with young people, I think the barrier is
fear and lack of confidence by clinicians to do it.
MS COGHLAN:

Paul, how can that be alleviated?

DR DENBOROUGH:
I feel quite proud of the fact that we've
done that but, as I say, the philosophical thing I think is
the key one which is that young people - and I actually
probably would say it's, I won't go out on my lone and talk
about adults but I suspect adults is the same if I'm going
to be brutally honest - but I think it's a bit rich to
expect young people to get out of serious problems by
themselves: that's the first thing.
So if you come with understanding from the first
meeting that for this person the quickest way and the most
effective way for them to get better is that they get
supported and helped by their family, if that's your first
thing that's going to be the priority: you have to engage
the family right from the first moment otherwise you're
going to be behind the 8-ball. If you wait, if you do some
sort of problem saturated assessment over a few months and
then call the family in you've lost it, you've missed the
point, because both the young person and the family will be
annoyed.
So you have to start with the idea that that's your
first job: your first job is to engage the family, to
understand their perspective, to understand how they can
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help their young person who's suffering from whatever it
is.
The classic one is with anorexia, I mean, you can't
possibly expect to help someone with anorexia without
working with their parents and their siblings because,
that's probably the one that we've most developed, but that
model we have with that where we have a first meeting where
we see the whole family, it's very much focused on - you
know, it takes 5 seconds to work out what the diagnosis is,
I mean they're not eating enough food, but the trick is
about how to help them eat. We have a family peer worker,
we have a nurse, we have a dietician and we have a family
worker, with the case manager if you want to call it that I know it's a bad name - but that then can then take the
case forward, but they've engaged these people.
For example, our peer worker runs fortnightly groups
which is about nourishing parents, so which is about
getting groups of parents who have got acute problems with
their daughter all in the same room together - we're doing
it all on Zoom at the moment because of Corona virus - and
there's a whole lot of supports in place for families that
go alongside the intervention with the family.
So that is a family intervention. Now, there's very
few cases come to CYMHS, I hope, that don't require a
family intervention. I mean, if they don't require a
family intervention, as I said before, they can possibly go
to Headspace Primary. And that's fine, there will be some
young person who, that's better and appropriate, like a
22-year-old who's broken up with his girlfriend or is sad
or depressed might not want to involve his family - fine,
that's totally appropriate, but they don't need to come to
CYMHS, they can be see someone who's very good at that at
Headspace Primary, so that's I guess, I think it's almost
like the most important thing.
MS COGHLAN:
Thank you Paul.
comment on this.

Amelia, can I ask for your

MS CALLAGHAN:
Yes I agree with everything Paul's said.
There's three more things I would add. I think in
Headspace we get so passionate about engaging the young
person and the rights of the young person we forget how
important the family is, and sometimes I think there's a
misunderstanding about privacy and consent in that space
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too from the clinicians, that I can't actually engage the
family about without respecting the privacy of the young
person, when in fact we can, but I just think we need to
work with our workforce around understanding the privacy
and consent legislation in regards to families.
The second thing is, there are systems where you can't
see the family members if the young person doesn't engage.
So, if the young person doesn't think they have a problem,
doesn't want help, doesn't - you know, with a drug and
alcohol problem, whatever, but the family member's saying
"I don't know what to do", often the systems are arranged
so that we can't actually see the family unless the young
person engages.
I think the capacity to be able to open that up and
see the family members, even just by educating, supporting,
upskilling the family, actually leads to the likelihood
that the young person will engage and be able to again be
sustained and move towards, you know, some level of being
able to want to seek help.
The third thing I think is again systematic, but we
don't have a family - a Medicare item number for families
to be able to access counselling and support, so we need to
use the young person's mental health care plan if we're
going to see the family members. Again, there's
sub-conditions around that; you have to see the young
person for a certain percentage of time before you can
actually see the family member to charge the item. So,
some of these things are built in, they don't make it easy
for you to say actually I'm going to do a session now with
the family to support the young person because I can't
technically bill Medicare to do that.
MS COGHLAN:

Thank you, Amelia.

Sandra?

ASSOCIATE PROFESSOR RADOVINI:
CAMHS historically, I
think, started off as family centres, that in fact
sometimes they were too rigid, that they would not see a
young person unless a family would come along. But also,
back in the bad old days, they were potentially blaming of
families rather than supporting families or seeing families
as part of the solution; that was also problematic.
I think - and again, if I think about back then,
people did have skills about how to work with families, and
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what has happened over time is, our workforce has been
deskilled; that the pressures, the waiting times that
services have has meant that the focus has become just
seeing the young person.
Or, if you're a new clinician, there was often a way
in the workforce of developing the skill of working with
families by being a co-therapist, or having a more
experienced person with you so you could see how did that
theoretical knowledge, how did that translate into the
skills I need to help families, and that doesn't exist in
many, many services.
So, I think it is about the knowledge, the skills, the
capacity of workplaces to actually create the space to help
people skill up, and indeed back to the culture of, it is
absolutely developmentally appropriate to have families as
part of helping a young person. And the key is
developmentally appropriate, like, what you're going to do
with a 5-year-old and their family is not the same as the
17-year-old and their family.
And it speaks to Amelia's point of, people do muddle
consent, capacity, confidentiality, and then go, oh, I
can't see - you know, I can't do this, never mind some of
the structural barriers that get in the way.
MS COGHLAN:
Thank you, Sandra. We're going to move onto
the final topic which is governance and commissioning
arrangements for the youth mental health system. I'd like
to direct this question to you, Amelia, first.
The question is this: what are the relative advantages
and disadvantages of CYMHS or CAMHS being governed or
commissioned through a centralised statewide model on the
one hand or by continuing with a more regional and local
approach on the other?
MS CALLAGHAN:
I love this question, because I think it's
really complex and I reflect on my experience of working at
Headspace National in the establishment phase, and of
course that's a system originally where you had
centralised, you know, roll out of the service model.
I think there are some advantages particularly in
establishment phases to centralised models, so you do have
some greater consistency around model - because often it's
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a model that's developed but it hasn't necessarily been
tested at scale, so there is some benefits in being able to
work through the actual detail of the model, the model
components, things like outcome measures, you know, how are
you going to show that it's effective, an evaluation
framework; what is, you know, your minimum KPIs, what does
that service look like on the ground, and being able to
provide support as an advantage that is drawing from the
knowledge of the network. So you have a group of services
and you can draw on the experiences across that and
actually facilitate a supportive network across that
service stream.
I think the disadvantages though are that often it
becomes too rigid, so the ability then to localise and
adapt and apply that model in different ways locally can be
taken away. So, I think there is - the reason I love this
question is, I think there's actually a sweet spot in the
middle of this, which is about having some core components
to function, but the form of that being able to be adapted
locally, so what does that look like within a local
environment.
I think the benefits of doing some of this at a
centralised kind of model is also about accountability, so
who holds - for example, when you have a decentralised
model, it's great if things are working really well and you
have a really strong system, but if things are struggling,
or if that model, that area, is not, you know, performing,
it's not actually achieving what it's meant to, how does
that system support itself, I suppose, within where it
already - like, how do you escalate that up, how do you
actually, well, one, even compare across the system.
So again, not here, but you know in other areas I was
running seven Headspace Centres across three different
PHNs, with three different contracts and three different
requirements. So, you know, again, the ability there to
sort of lose some of the strengths of that model is a risk
and a concern, but the ability then to be able to look at,
I think, the support functions are better done locally, but
the accountability and governance functions are better done
centrally.
But, yeah, I think there's advantages and
disadvantages of all of it if you apply some of these
criteria too stringently; it has to be about a sweet spot
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in the middle about, you know, some degree of components
that are uniform, but some flexibility around form and how
they're applied.
MS COGHLAN:
Thank you, Amelia.
question to you.

Paul, can I direct this

DR DENBOROUGH:
Sure. I mean, I suppose Victoria's got a
sort of extreme devolved governance situation, which I
obviously personally quite like, because you've got a lot
of freedom to innovate and it's great. It didn't used to
be quite as extreme, we used to have meetings in the
Department every three months where we'd sort of at least
information share about what we do; we haven't had those
for a very long time.
So, I think as the Headspace National model, but I
think New South Wales - and I think that's because there's
virtually no staff in the mental health branch, is the
reason for that, is my understanding.
But the mental health branch, the equivalent in New
South Wales, is much more heavily staffed, they've got a
lot of staff in there and they have a much more statewide
model and there's quite a lot of - I don't think you would
say their CAMHS is functioning any better than ours and I
think actually worse because, one example is all of the
CAMHS in New South Wales have to do what's called the CAPA
model which has some good things to it; it's a type of
intake or access model, but in that model almost always the
person has to tell their story at least twice, the family.
So, that would be something I don't think I would families or I would like, and so, that can be imposed on
you.
The problem with having a centralised model is things
get imposed on you, and things that get out of date like
risk assessment forms, for example - nobody I don't think
believes that we should still use risk assessment forms,
but in Sydney, in New South Wales, they all have the same
form because it's centralised, so that's even weirder.
So, the problem with centralised things is they're
often slow to change and adapt with the times. Whereas, if
you're in a devolved governance situation, you can adapt
with - because like everything, like anything like running
or swimming, mental health services are improving. You've
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probably heard a lot of terrible stories and you might not
agree with that, but I think mental health services are
improving, and if you have a centralised system it's harder
to change. It's like the NHS in England, it's a massive
service and it's very hard to change, centralised systems
are hard to change and adapt.
Personally, probably - obviously you can tell I favour
the devolved governance, but as Amelia said there might be
a sweet spot where we can learn from each other more. So,
the disadvantage of devolved governance obviously, it
depends on where you live and what sort of service you get
and that's definitely true, so I'm not going to disagree
with that. But sort of like a free market approach here,
where you do what you can.
But one thing that we used to have in Victoria was the
Chief Psychiatrist audits which I personally found
fantastic, because you are able to, first, be audited by
your peers, so in terms of a quality control thing and,
secondly, you'd be part of auditing other people.
What that meant was, you got some good feedback about
what you were doing, but also you could learn when you're
actually doing the audit what some good things other people
were doing. At the moment there's no real mechanism where
CAMHS teams learn from each other, you know, we're quite
siloed and we do operate quite differently, so that would
be frustrating if you're in the Department, I suspect, but
anyway it's a long story.
But I still think having a centralised system has more
disadvantages than advantages.
MS COGHLAN:

Thank you, Paul.

Sandra?

ASSOCIATE PROFESSOR RADOVINI:
If I take a statewide or my
experience from being the Clinical Director of Headspace
and looking at things at a national level, it's not the
well run services that you have to worry about. They will
flourish and they will do well regardless of whether it's
centralised or in fact if they're left to their own
devices.
I think, how do we assist the (indistinct) struggle,
and I do agree with Amelia that we have to find the balance
between setting standards within it and having rigid
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controls like Paul is talking about, a system that rigidly
controls actually stifles innovation and stifles the
ability to adapt local knowledge, local needs.
There was something else I was going to say. Yeah, so
you leave struggling services to struggle and there's no
accountability and no support from anywhere, or you have to
beg favours if you happen to work in those services, from
people to help you when you're struggling, and you
shouldn't have to beg favours; there should be a recognised
way of alerting that you have issues, that you need help,
and again, this collective accountability at the top end
for how do you get that.
You know, I can attest to the ability of the Chief
Psychiatrist audits, I was the chief child psychiatrist,
and so in fact I was involved in doing a version of those,
because there were several versions, which was about
talking to services about, tell us the things that you are
doing well, and also - sorry, I'm getting a bit distracted
by background noise - and tell us about the things that you
struggle with and how can we help you, and I think that
that was - and it (indistinct) done by your peers as Paul
said, by your equally significant peers from other services
with a very, very high level of confidentiality.
You can't expect people to talk about their struggles
unless they know, (a) it will be really confidential, and
(b) it will lead to support, or else what's the point?
And, if you like, there is a parallel process in what we
have talked about with families; that you have to think
about when services struggle, and many do, how do you
assist, and that help will be available; rather than, you
will be blamed for not meeting some kind of standard that
you can't possibly meet potentially in some areas.
So this middle bit, I think, is necessary; I don't
think it's this or that and I have seen problems actually
with both.
MS COGHLAN:
Thank you, Sandra. I've just got one final
topic that I'd like to raise with the panel members just to
give the Commissioners a sense of, there was some debate
between you, it wasn't all agreement at all points in time.
Paul, one of the matters that you raised in the course
of the discussion we had last week was support for the
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responsibility for the whole system of care resting with
tertiary mental health services. Can you just elaborate on
that?
DR DENBOROUGH:
Yeah. So, I think I was talking about
this with Phil a bit yesterday. So, there is a document
called CAMHS in Communities which came out, I think in
2006, he reminded me of it, and it is about the tiered
system. I think it's a great document, it's a fantastic
document. The problem is, does it ever happen anywhere?
Is that what that aspirational vision of how the system
should work, does it happen? And, if it's going to happen,
who's responsible for making it happen?
And I do think
because I think the
the rubber hits the
cases are not being
they're not getting
line service I like
have to back up the

it should be the tertiary service
people who are dealing with the - where
road is where the most complicated
seen, or they're not being managed, or
in or whatever, and as the end of the
to call us, I suppose, I feel like we
tier 2, who then back up the tier 1.

So, you can't - I don't think you can expect that
tier 1 services, even though they might be more on the
ground and more in touch with the community, to be able to
make the system work I think. And again, what Sandra was
saying before, it's not about being blunt, it's about
providing support. We should have the most skilled workers
in our teams, in terms of mental health where there are
supposed experts. So I think it's down to us to support
the other tiers and make the system work.
Now, we don't have full control over their capacity or
how many people they can see, but I think we have a better
chance than the others tiers, and also the catchment, even
though it's a problem it's an advantage, in that, we should
be responsible for the mental health in that way, or
particularly the seriously mentally ill people in our area,
and we should support the other services in our area to
help them manage as best as they can, so that's why I think
it should be us who's - not in charge - accountable.
We can't make people do anything, but we help them
manage the best by support, a bit like what Sandra was
saying, not by telling them what to do or -MS COGHLAN:
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MS CALLAGHAN:
I feel like I'm going to be quite
controversial. I feel like the most important thing in a
service is actually fundamentally the culture, and by that
I don't mean culture at the risk of being unsafe, but I do
think that culture is a lot harder to embed within a
service system and that often within our community mental
health systems I think there are often more of those
fundamental underpinning principles that we're looking for
in a new system.
So, I think for me it's more about, where do those
underpinning principles lie, whether they're in community
systems or in state-based systems, and how do we actually
support those systems that support underpinning principles
to provide the services based around that?
I actually think that there's examples of where that
sits in a community-based NGO, for example, and again our
Headspace Early Psychosis programs are a great example of
this: there were some great NGOs that really went, we're
not experts in early psychosis, not sure, you know, we've
never employed psychiatrists, but they upskilled really
quickly and embraced the opportunity and have really
solid - you know, strengthened their clinical governance,
set up board communities, brought on board psychiatrists
for the first time and run amazing services.
And the opposite can also be true: if the state
systems can adapt and embrace some of these things Paul's
talking about, about Discovery Colleges and peer workers
and those underpinning principles, then that's actually the
more important question, I think, for me rather than
whether it's state or, you know, tertiary systems or
community-based NGO type systems.
I think the last thing I just want to add, I know we
touched on it earlier but I'm not sure we really - is that,
essentially what we were trying to look at with Headspace
Centres was this idea of a collective community of youth
services that actually holds collective accountability. I
don't know that we should ever be talking about one system
holding all of the accountability.
I think again it's, yes, we can say primarily that
service is accountable, but I don't think we want to be
letting everybody off the hook. I think we need to say,
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actually we're all collectively accountable for this need
in our community, and how do we collectively meet that, and
how do we draw on our different strengths and perhaps
weaknesses across that system to meet the need within that.
So again, it's a more complex, I understand, but I
think it's more about culture. And, you can upskill
people; I'm not sure that culture is as easy to upskill in,
or change or shift, like fundamental values and principles.
MS COGHLAN:

Thank you, Amelia.

Sandra?

ASSOCIATE PROFESSOR RADOVINI:
Setting up the Early
Psychosis services in Headspace was a really interesting
and challenging thing to do, and it highlights bits of what
both Paul and Amelia have said.
Culture was really, really important. It was
revolutionary to think that you could have what "should be"
tertiary mental health care, i.e. young people with
psychosis be looked after on what was a primary care
platform, because that's what Headspace was designed to do;
so, could you marry these two and deliver a safe, effective
service?
And what we found was in some places, as Amelia
highlighted, whatever the primary platform service was,
they did a brilliant job; they brought all of the
advantages of Headspace and the skills of looking after
young person with psychosis.
And then in some areas we found tertiary mental health
services, that their culture was rigid; that they were risk
averse, that they would not consider, really, anything
other than doing what they usually did, and that's the
problem. And so, to put that kind of a tertiary "mental
health service" in charge of leading all the rest is to
impose rigidity, to be risk averse.
And that was even in the design of the building; we
had some extraordinary people say some extraordinary things
about, oh no, you need big barricades at your reception
desk because, you know, of the risk of a critical incident.
So again, I don't think one size fits all, but I do
think accountability is really the key here, and that
collective accountability. And if you have a model where,
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sure, your tertiary mental health service is the lead, if I
can put it that way, there are advantages to that, but it's
not to say that that will work across the board, I don't
think it will.
MS COGHLAN:
Thank you, Sandra. Paul, do you want to
briefly reply? I'm about to hand over to the Chair for
Commissioner questions.
DR DENBOROUGH:
Yeah, I actually don't think there's any
disagreement really, so I don't know if we're trying to
manufacture disagreement because I don't think so. I think
I sort of pretty much agree with what they're saying, it's
sort of semantics really.
I mean, of course it's got to be collaborative. I
mean, to make the system work everyone has to be
responsible and do the right thing, and I think culture is
the key actually, I agree with Amelia, I mean it's got to
be a more modern recovery-oriented culture in all the
services. I'm not sure if there is disagreement honestly
but -That's encouraging, Paul, it's just to have
MS COGHLAN:
something to ask you to debate about.
DR DENBOROUGH:
Yeah, I thought you were trying to
manufacture something we disagree on because I feel like we
agree on most things.
MS COGHLAN:
I think the perspective as discussed last
week, perhaps there wasn't time to explore them so this
gives the opportunity to delve into it deeper, and it's
helpful for the Commissioners to hear a united point of
view.
So, perhaps now's an appropriate time, Chair, for me
to hand over to you for Commissioner questions.
THE CHAIR:
Thank you very much, Georgina, and thank you
very much for the panel, it's been a fabulous discussion,
there's a few issues I want to raise.
Paul, just to finish off that conversation, given what
you have all described are community-based mental health
services, that's where the focus has been, what advantage
is there for your service being hosted by The Alfred, by a
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hospital?
DR DENBOROUGH:
There's a lot of - well, I'm not sure if
this answers your question, but I guess what we've got is
quite unique, is also hosting Federally funded services
within a state funded service. And I think there's, as we
discussed, massive advantages for that because we are able
to actually be accountable for the whole system of care.
That's because we control everything - I mean, in a way we
control the funding, so that's the best way to control the
system. We argue with each other, you know, with ourselves
if - you know, if someone says, well, this person really
should be at CYMHS, or they should be at HSHEPP, or they
should be at primary or whatever, we have to sort it out
and we've got systems in place to do that.
The main idea of that is around making sure that the
people taking that first phone call are given the authority
and the empowerment to direct it where they think and, if
there's a problem later on, we'll argue about it later.
We don't spend time deciding whether someone's in or
out, we decide who. And, sometimes people will be annoyed,
but then that sort of works out in the end. And, if it is
a mistake, say someone is referred to Headspace primary
where it's too risky, we'll just take them, you know, back
at CYMHS.
I'm not sure if that's - there's lots of other
advantages, I guess. It's critical mass advantages, so for
example, if there is a serious incident and things like
that, we're able to - we've got a system across the whole
system. We have young people from our primary and our
CYMHS accessing our Discovery College, for example. The
groups tend to be more run independently.
But things like, we do have two youth Advisory
Councils, but essentially they are able to give ideas and
things that come from that can be used across all of our
teams. The peer workers can - gives us more critical mass
for peer workers, both family peer workers and youth peer
workers.
I'm trying to think, there's probably lots of other
advantages, but I think having one bigger system, the
critical mass advantage though is really important as well.
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THE CHAIR:
I think that is a very powerful example of
what you've been able to do with attracting the Headspace
funding and other things that you've now been able to use
in that vertical integration. But am I correct when you
describe the fact that, if you need an inpatient admission,
you're dependent on Monash?
DR DENBOROUGH:
Yeah, look, to be really honest, and I
don't want to suck up to Monash too much but, I mean,
they're usually very - they see themselves as responsible
for our area. So, I'm not aware of any unfavourable
treatment by them in any shape or form, you know, so that
actually isn't a problem that I've really noticed.
THE CHAIR:
Fantastic, thank you. So, one of the other
issues I just want to touch on I think you've also all
mentioned is, you wanted to see inpatient care as an option
of last resort where it's absolutely necessary, and Sandra,
you talked about the need to sometimes work hard with young
people to engage them in recognising their need for
inpatient treatment.
I think it's fair to say we as Commissioners have been
a bit disconcerted by the data that has come to us about
the increasing use of compulsory treatment for young
people, and the trend that we're seeing - and I think,
Paul, in your witness statement you describe this very risk
averse culture that you think has grown out of adverse
events and the way they're being examined.
But if we think this is an issue that is - so, we're
seeing a trend going in the opposite direction really to
the trend we'd like to see, which is a reduced use of
compulsion, how do you think we should be tackling that as
a Royal Commission?
DR DENBOROUGH:
Can I answer here, answer that too,
because no-one has yet asked me about Root Cause Analysis,
which is my passion, and I don't know if anyone else has
mentioned it in your evidence?
THE CHAIR:
No. I did see it in your witness statement,
so I'm giving you an entree.
And I'm not trying to say this in a
DR DENBOROUGH:
flippant way, but it really is one - you know, I'm talking
about family-inclusive practice, that's which I think is
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the biggest reform that's needed, but I think the second
biggest reform is doing away with Root Cause Analysis
because it does have very insidious effects within the
mental health system when you try and use that methodology,
which has been used for plane crashes, to find a cause or
blame for why someone took their own life, and it's very
hard to describe unless you've really lived through these
things.
I have to go to a risk meeting every month at The
Alfred and it's very traumatic because people feel they
have to find blame on somebody. Now, that might seem fair
enough in some ways, but what it does, it leads to so many
issues.
Someone has asked me about files and why - how
distressing it is for clients to read their file when they
get them sometimes, because it's very judgmental and very
bad language in them - I mean, in terms of pejorative
paternalistic language and all that sort of stuff.
Well, the problem is that people feel the file is a
way of covering themselves. They don't see it as a way
of - that it actually really should be the client property.
It should be about how to document what people are doing
together to get well. Rather than, they're always - some
people just word-for-word verbatim use it like they're
about to defend themselves in court when something bad
happens. You always come - people have to see a doctor
because, maybe if the doctor's seen them, then that'll mean
we're covered if someone dies, and so, it leads to many,
many bad effects in the system.
Which doesn't mean you shouldn't review deaths because
there's ways - but the methodology that's used particularly
in Victoria, and it's getting potentially worse, creates so
many problems. And, I think it is a way that does increase
the use of voluntary treatment, because people are feeling
scared that they'll be blamed if someone takes their own
life.
So, it's a real thing, and I actually feel like that's
something I've noticed has got worse over the last 5 or
10 years actually.
THE CHAIR:
Sandra or Amelia, do you want to comment on
that, because you've both referenced this? So, Sandra?
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ASSOCIATE PROFESSOR RADOVINI:
I might go next. I agree
with Paul that cultures of blame lead to increasing
restrictive practices, and cultures of blame also exist
where people are - or those restrictive practices also
exist where people feel unsupported, and so they go, well,
not on my watch, you know, this young person must go into
hospital.
And my experience, and it was really quite amazing,
when I was the clinician for the Intensive Mobile Youth
Outreach Service for 7 years, it was right at the beginning
of doing outreach work with high-risk young people, so this
was the people where the rest of the service said, these
young people are really risky, so the risk was indeed of
young people dying.
And I can say to the Commission, we had no deaths,
other than a death that was a car accident. We had no
deaths in 7 years. We decreased hospital admissions, we
decreased length of stay in hospital. Why? Because we
could wrap-around a young person the supports they needed,
and we had a service that understood that that's what we
were doing, and that, to indeed enforce inpatient
admissions was often counter-therapeutic and it would lead
to worse outcomes.
But you can only do that if you have all these levels
of support and understanding and, back to Paul's point, and
you engage families and carers and talk about options and
preferences, and talk about risks and be quite transparent
that indeed this is a risky situation, and here is what
we're all going to try and do, and you talk to a young
person themselves.
You know, my comment before was, it might take several
days, if not weeks, of talking to a young person about why
being in hospital might give them a break, might give them
support, might decrease their distress, and we tried
really, really hard to have the young person agree. We
hardly ever used the Mental Health Act; often it happened
after hours or when people attended casualty.
And the other thing you need is, you need to know a
young person and you need to know their supports so that
you figure out this question of, how risky is risky? And,
if you don't - if you can't answer that question, then
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people will go with the, well, I have to be safe because
otherwise I will be blamed, and that's when you have
admissions that use the Mental Health Act and, you know, I
agree.
And also to Paul's point about Root Cause Analyses:
that things are reviewed, absolutely they should be, and
that we consider the care that a young person has had and
that we look at, was there something more that we could do
or not do; but, regardless, that does not mean that the
outcome would necessarily have been different, because
people have agency and sometimes things happen in people's
lives that, sadly for them, at that moment the solution,
the only solution, is that they end their own life.
So, we need to review, but really to be careful about
this question of blame, and sometimes perhaps an audit
process allows a review that is a bit different from a Root
Cause Analysis.
DR DENBOROUGH:
Look, I don't know if - I'll just jump in,
because you could call it a retrospective care analysis,
because I'm not saying we shouldn't review situations.
I mean, we've got a very sophisticated way of doing it
here which I haven't mentioned in any of these witness
statements, but the idea is to see whether we're doing
family inclusive care, whether they're welcomed in, you
know, whether we provided good care for this person; not
who said what or who did what on that day or who's to blame
for that person ending their life.
It sounds like it might be just a subtle change, but
it's actually a massive change to review cases on, like we
would any care of any person here. You know, sure, if
no-one's ever called the person back after they rang in, or
we never saw their family, or we gave them too many drugs,
you know what I mean, if the care was shoddy, fine,
that's - we do need to review that. But it's not about these Root Cause Analyses are nothing about that, they're
always about, who was the last person who saw them alive
and why didn't they put them in hospital - always.
THE CHAIR:
Amelia, did you want to comment on that or not
before we move on?
MS CALLAGHAN:
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been talking about, really what we're saying here is that
part of the involuntary treatment is driven by the
clinician's needs, and so, while I think we can add other
support options for young people to reduce the need for
involuntary admissions, I think until we add additional
supports around those clinician drivers, then we may still
see the same thing happening.
So, whether that's greater supervision, greater
mentoring, changing approach, as Paul was saying, from RCAs
to, you know, more of a quality improvement system. It's
not just about increasing the support options that are
available as alternatives to hospital, it's also about the
supports for the clinicians so that those underlying
drivers about risk aversion and blame don't keep continuing
in the face of other service options.
THE CHAIR:
Fantastic, thank you. I heard the comments
you all made about the need to keep the age ranges very
broad and I guess the one thing - it was very heartening in
our conversation today to hear the emphasis on
family-centred practice, engaging and working with families
as part of a resource.
Can I just ask on your reflections, with the consumers
you work with, the 18-25-year-olds in particular, where
some would say they have a greater level of self-agency,
greater maybe desire sometimes for independence; is there
anything particular in still adopting that family-centred
practice that we need to be mindful of? Because it's
something the adult system absolutely struggles with from
all of the feedback we've had about how to reconcile these
two things. How have you done that with that older cohort
that you're working with?
DR DENBOROUGH:
I'll be very brief, but the main issue is
offering the first appointment to the whole family,
because no-one expects anything different if you set it up
that - and then, if it turns out that that's a bad idea,
which normally it isn't - I mean, once in a million it is,
but let's just say it isn't - it doesn't mean that young
person can't be seen by themselves after that; that's fine,
and in fact that might the primary focus, but at least the
parents or the family have been involved in that first
meeting, and so they feel like they're part of it, even if
we all agree that they take a back seat for the next
three months or whatever.
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But that's the key thing, you don't have to do
anything else in my opinion apart from that, because that
gets around the confidentiality, the everything and, you
know, it sets up the expectation that your belief system is
that, for this young 18, 21 or 24-year-old, at some point
they may well need their family to help them and they need
to know who's helping the young person; at the bare minimum
just, you know, put a face to a name and then, if things
come up later, but generally with the psychosis we need to
have them in every meeting often.
So, I'm not saying - I'm just saying, the worst-case
scenario is you have one meeting with the family and never
see them again; that's the worst-case scenario and that's
very unusual, normally we'll keep seeing them. But, if you
don't do that, it's very, very difficult.
THE CHAIR:

Thank you.

MS CALLAGHAN:
THE CHAIR:

Can I?

Yes.

MS CALLAGHAN:
I suppose I'm a bit - I am - I agree with
Paul, but I think there are some scenarios though where
that could actually be seen as a barrier to the young
person accessing support; that, if I can only come if all
my family can come, then I'm not going to come.
So, I think again what we've heard from our - I
mentioned the 15 young people that we've been working with
in the community with lived experience in this region, is
that they want flexibility and choice within how that
happens. So, we can say, these are the options, this is
what we think works best, but there still is a sense of,
that they have a sense of agency around that.
So again, my preference would be that we see the young
person - if the alternative is, you know, yes, we see them
with the family, great. If they're not going to come with
their family, we see them and build towards the family
coming in at some point. Rather than, again, you know, we
see this young person, particularly in the 18-25, needs to
really feel like they have the sense of agency here.
THE CHAIR:
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ASSOCIATE PROFESSOR RADOVINI:
THE CHAIR:

(Inaudible).

Sorry Sandra, keep going.

ASSOCIATE PROFESSOR RADOVINI:
Yeah, I was going say, I'm
going to jump in and say, when young people don't wish
their families there, we need to understand what that's
about; that not all families are the same, dare I say.
So, there are sometimes good reasons why young people
are saying initially, no, you know, and when you understand
those reasons then you can do exactly what Amelia is
talking about, you can try and address those reasons and
work towards thinking with the young person about, well,
can we see the advantages of families being involved and
help a young person, again, get to that place, but also
help the family to think about how to support - you know,
it kind of goes in both directions, that sometimes families
need assistance as well to think about this scenario now of
a young person being unwell and what that might look like.
And I think about, I guess, my experience particularly
with young people who might have neurodevelopmental
difficulties, and so, even though they might be 20 or 22,
they're not necessarily functioning independently, they
absolutely are embedded in their families and need their
families, but how and when is important.
DR DENBOROUGH:
I guess just - I think what Amelia is
saying is right; I mean, anything that's too black and
white is not gonna work.
But I suppose the default - the expected position is,
the family will come, obviously there will be exceptions to
that. What normally happens I think in most places is,
it's normally the young person that's seen first and then
the family - or that's the other way round, and sometimes
the family will comfortably be there at the first meeting.
So, it's more I think the black - it's not black and
white. I suppose what I'm getting at is, the default
position is that we expect everyone to be there and that's
the open dialogue model; where in fact what they do is,
they go to the house, and you know, I think that's even
better; if some families would much prefer if we had the
first meeting in their home, and we do do that a lot in our
.25/06/2020

68

64

DENBOROUGH/CALLAGHAN/RADOVINI

Transcript produced by Epiq

Digital appendices

2020 panel hearings

Early Psychosis Program and that's where you see everybody
in their home.
THE CHAIR:
discussion.

Thank you very much, that's a very helpful
Alex, can we go to you next?

COMMISSIONER COCKRAM:
I think I'm following up on a
question that you were asking, Penny. I'm not sure if this
is where that question was heading, but I'm going to ask
Paul this.
I think where we were kind of starting to ask the
question about is, what is the advantage of being
mainstreamed with the Alfred as a service? And, I guess,
you know, I'd be interested in your thoughts about the
advantages and disadvantages of the concept of the mental
health system being embedded in an acute healthcare
provider.
DR DENBOROUGH:
Yeah, umm, I suppose. Yeah, that's a good
question, I'm not sure I've answered it well. So, the
advantages for us - so, I'm trying to wear two hats.
The advantage for CYMHS, and feeling responsible for
people who are mentally unwell, is that we have a partner
that can help us by seeing - I think our Headspace saw
3,000 people last year, for example. Now, I'm not saying
all of those potentially would come to CYMHS, but a lot of
them might have been trying to come to CYMHS, so it takes
the pressure.
Obviously, all services -COMMISSIONER COCKRAM:
Sorry Paul, I'm just going to
interrupt you. But the question isn't about your
relationship to Headspace, the question is about your
relationship to Alfred Health.
DR DENBOROUGH:

Oh, Alfred Health, I see.

COMMISSIONER COCKRAM:
Yes. Why are you connected - what
is the advantage and disadvantage to you being mainstreamed
with Alfred Health?
DR DENBOROUGH:
Yeah, there's probably - I mean, I'm quite
fortunate, the people above me leave me alone a lot, so I'm
not sure - obviously, it is a bit easier to employ doctors
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in a hospital, so that's one advantage.
Umm, yeah, it's a good question. Obviously, they do
back us up after hours for our older 18-25-year-olds. It's
interesting being linked with Alfred Health because it's
not a - the casualty or the ED doesn't see young people, so
that seems to work okay, but we have to have quite a bit to
do with Monash Hospital both for admitting paediatrics and
with anorexia sometimes, or as least as possible, and their
ED.
What's the advantages? I'm not sure what the
alternative would be; maybe I'm not imaginative enough but.
THE CHAIR:
A stand-alone governance arrangement for
community-based mental health services?
DR DENBOROUGH:
Yeah look, I don't think that would be
terrible, to be honest. Obviously, what's been a problem
for the Early Psychosis services in other states, where
they're not, is that, for registrars all of the other
services have really struggled. Because we have a good
relationship with the broader Alfred system we can - we're
fully staffed with registrars, and I know that's been a big
problem, and I see it's probably more the doctor side of
things that is an advantage.
I'm not saying they still wouldn't do that, but I know
the NGOs who run services - and there's lots of reasons
behind that, I think New South Wales in particular are
particularly annoyed that Headspace got the money in the
first place, so there's problematic relationships from the
start. But yeah, I don't know if that - I haven't really
thought about that, to be perfectly honest with you, and I
wouldn't be totally saying it's a bad idea.
COMMISSIONER COCKRAM:
Okay, maybe it's a conversation you
might want to come back to at another time but interesting
to ask.
One very small question for you, Paul. The
conversation at one point was talking - and Amelia was
talking about it - is the problem of not being able to get
support for families where the identified consumer is not
necessarily wanting to engage.
Does the Discovery College provide a broad level of
.25/06/2020

70

66

DENBOROUGH/CALLAGHAN/RADOVINI

Transcript produced by Epiq

Digital appendices

2020 panel hearings

support to people even if their children aren't willing to
come into the service? Can they still go?
DR DENBOROUGH:
The first thing I'd say is, we don't do
that, we do see people without the young person. So, the
difficulty is, Headspace Primary can't really do that very
easily because of the fact that it's Medicare, but I'm not
saying - it's not impossible either.
But in our HSHEPP and CYMHS we - I wouldn't say - we'd
obviously try and avoid that, but we often see parents
without the young person, and that's quite a common problem
problem actually because - that's another thing about
single session, is that, particularly - and I'm going to be
a bit provocative here - but sometimes dads, but definitely
teenage boys don't want to come. But if the mum who's the
one who's desperate to get help says, "Well, will you come
once?", it is actually one of the commonest things that we
use single session for, is for people who don't wanna come.
Because they'll agree to come - they'll go, "Oh, I'll come
once", because people have this idea that, if they go
there, they're going to be coming for ages, that's the sort
of perception.
But actually Discovery College philosophy, just
getting back to your question, is supposed to be - it's a
really strong held belief that it's for everybody. So, you
can come. In fact, I've had my friends come to our
mindfulness course and it's - yeah, so that's a really because it's very - the Discovery College is very strong
about their philosophical position, which is about
equality, democracy and people, anyone's welcome, and so,
yeah, anybody can come to that.
COMMISSIONER COCKRAM:
THE CHAIR:

Okay, thank you.

Commissioner McSherry.

COMMISSIONER McSHERRY:
Yes, most of my questions have
been answered, but just one for Amelia. I was interested,
when you mentioned you were working with the 15 young
people, and you mentioned they raised the concept, I
suppose, of cultural responsiveness. And, we've certainly
heard from members of various community groups that, you
know, there is no notion of mental health, or they might
talk about, you know, for African Australians, Ubuntu or a
collective sense of health.
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So, I'm interested to hear from you how you would
respond to individuals from different cultural groups, and
do you use translators, or how can we take that into
account in mainstream services?
MS CALLAGHAN:
I think how we should take them into
account in mainstream services is to go back to looking
more at co-design. Because I think things like - you know,
I was saying, well, we use translators and we have
information available that's translated. I'm still not
sure that that's actually, if we went to a co-design
process, if that's what they would like or they would need
or what would be more engaging for them.
So again, just from that short experience, what we're
seeing is more - it's actually bigger shifts than that.
It's, you know, instead of seeing us in an office, come out
to our, you know, community. Instead of talking to the
family members, you need to talk to the Elder, you need to
talk to the church leader, you know.
So, one of the projects we're doing is looking at
Muslim young women, for example, because that group of 15
young people particularly identified that as an area that
is not - you know, those young people are not going to come
into your mainstream service necessarily.
So, we kind of need to be thinking bigger, I think,
and I don't have the answers around that, so I think it is
about then co-design and what does that - going back to
those communities and what would that look like for them.
COMMISSIONER McSHERRY:

Thanks very much.

THE CHAIR:
And Sandra, do you want to comment on that
before I go to Professor Fels?
ASSOCIATE PROFESSOR RADOVINI:
Yes. I can give an
example. One of the Headspace centres in Melbourne that
related to a CALD community decided they would go and meet
with the Elders, and they would say to the Elders, "What is
it that your young people need? How can we assist you to
help your young people?" And the answer on that particular
occasion was, not about "mental health services", but
language: you know, teach our community, come via a learn
English and, in that way, embed things around wellbeing.
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Just an example that I recall, because it was very powerful
at the time, and that's what they did.
THE CHAIR:

Fantastic, thank you Sandra.

Professor Fels.

COMMISSIONER FELS:
Thanks to all of you for excellent
statements and evidence. A quick one to Paul about the
role of families, and I acknowledge everything you've said,
and all of you have said, about their importance, involving
them in consultations.
I think that you also need to embed or give families
and carers a voice in governance. So, not only co-design,
co-production, but give them some authority in health
systems that sort of force, shall we say, somewhat
recalcitrant workers to take some account of them, to give
them a bit more power in health systems than they have at
the moment. Any comments?
DR DENBOROUGH:
I actually fully agree with you. So, I
think even - I mean, we try and do that, but it's not as
effective as we'd like.
So, obviously we have our family - so, we've got a
team of family peer workers and we have a person in charge
of it and she is on our executive. But even then it's
hard - she's obviously paid a lot less than everyone else
around the table, and so, I feel like her power is not, as
you would say, I don't think she even in that situation we try and give her power; but I think power in
organisations like ours is hard to get if you're paid less
for one thing, if you're a family peer worker - I just
don't know, it's hard to change that.
So, I actually agree with you though. I don't know if
you have any ideas about how to do it, but I think with
this Collaborative Centre in the adult area - which I will
jump in and say, I don't understand why we can't have that
same thing for teenagers and children as well, and I don't
know why it's only adult, but anyway, that's another thing.
But let's just say, I'll add that in there.
Because Marie Piu from Tandem, who I'm sure you know
well, actually also feels like she's not sure why it's not
all age, because that does sound like a very exciting
thing, if I understand what it's supposed to do. And I
guess, running a service like that, I would have thought it
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would need someone like Marie or that to be equally in
power with a clinician and a - so currently our - I don't
know if you're alluding to this with this idea of not being
run by The Alfred; if it was a community-based system which
had a family person and a consumer person in charge with
the clinician, a collaborative leadership or something like
that, that would - may be one way to do it.
COMMISSIONER FELS:

Thank you.

MS CALLAGHAN:
I have something here. So, I think there's
also an added complexity here with young people because
their family - a lot of the family members don't see
themselves in this sort of chronic or longer term
carer-type function. So, I think there is also a challenge
in this particular youth area that's about, how do we get a
range of families that have a range of experiences and,
even if they're often dealing with quite serious mental
illness, they don't necessarily see themselves as having
that role in terms of governance of.
I completely agree with you that it's needed. I think
the challenge we face here though, which is distinct from
adults, is you often then have someone who's identified as
being a carer for someone with a chronic mental illness,
whereas for young people I think it's a bit different.
So, I think it's, yeah, how do we apply that principle
of having families and carers and significant others have a
role within governance and what would that look like in
this space.
THE CHAIR:
Thank you very much. Can I just, before we
finish up: Amelia, you mentioned an NGO, and I must say, I
hadn't thought of an NGO running an Early Psychosis service
or a Headspace, so I just say on notice, we'd be interested
to get extra information about what type of organisations
those are and what's involved in that, because it's
something I certainly individually hadn't thought of before
either, so that would be helpful.
Thank you all very much for your time. I said at the
very beginning, your witness statements were fabulous for
each of us to read. The conversations we have had today
have been absolutely fabulous, and Georgina, thank you as
Counsel Assisting for moving us through all of that
material and making sure the key issues were brought out,
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including a little bit of disagreement amongst our
panelists, but not much in terms of their perspectives, but
it's been fabulous and so on our collective behalf thank
you all very much.
I do really acknowledge that we've asked you to do
that when there's been lots of other pressures that you've
all been under, but we have found this hearing process a
really helpful way for us to grapple with some of the very
challenging issues within this space.
Probably, we left our commentary in relation to the
infant child and youth system to the final report because
it's been so vexed for so long; we have to find a way
through it and trying to work out what the right way to do
that is really important and today's discussion has been
incredibly helpful for our process, so thank you all very
much.
AT 1.00PM THE COMMISSION ADJOURNED
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THE CHAIR: Welcome to the Commission's panel discussion on
how to support people living with mental illness and
problematic alcohol and drug use.
I'm Penny Armytage, the Chair of the Royal Commission
into Victoria's Mental Health System. I'm joined by my
fellow Commissioners: Professor Allan Fels, Dr Alex Cockram
and Professor Bernadette McSherry.
On behalf of the Commission, I acknowledge the
traditional owners of the lands on which we meet, and I pay
my respects to their Elders past, present and emerging.
Before we commence, I would like to thank Dr John
Reilly, Professor Dan Lubman and Dr Stefan Gruenert for
taking the time to participate in today’s panel. I know
that each of you has already contributed significantly to
the Commission's work in the development of your witness
statements, and in preparation for today’s panel
discussion.
We are conscious that this contribution has occurred
during the challenging time of the current pandemic and we
appreciate that you will have had other pressing work
related to the pandemic response. The pandemic, and its
mental health impacts, have emphasised to the Commission
how critical a stronger mental health system for Victoria
is now, and into the future.
The purpose of these hearing panels is to explore and
contest ideas through a shared discussion. While the forum
for our hearings has evolved in the current environment, we
know that the most powerful insights for our work occur
when we engage in discussion with experts and with those
with lived experience. The Commission has continued to
engage widely across the community, utilising online forums
such as this to continue its engagement work.
This panel is focussed on how to support Victorians
who have a mental illness and co-occurring alcohol and drug
issues. It will focus on how the future mental health
system can better support adults and young people, how the
mental health and alcohol and drug sectors are currently
responding to people with co-occurring needs and what
lessons can be learned from other jurisdictions.
In our community and expert consultations, we
.18/06/2020
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frequently heard about the complex and unique challenges
for consumers with co-occurring mental health and substance
use issues. This panel has been convened because the
opportunities to reform extend beyond the mental health
system, and into other service systems.
We know that currently many people with co-occurring
mental health and substance use issues are not receiving
integrated care. Some consumers are falling through the
gaps between mental health and AOD services or are
experiencing lengthy delays to access either. The
Commission has received submissions that highlight how
consumers are bounced between mental health and AOD
services; deemed too unwell for AOD treatment or ineligible
for mental health services because of their substance use.
These experiences can seriously undermine the health of
consumers as they wait for access or attempt to navigate
complex and siloed services. For those that do seek help,
we have been told about experiences of double
discrimination and stigma associated with mental illness
and substance use. For example, a participant in our
consumer focus group explained that:
You be honest and say you use drugs. They
give you lectures about how bad drugs are
for your mental health but for me, it's the
only thing that makes me feel better.
We also heard about the impact of these issues on
consumers and families during our community consultations.
For example, one family told us that:
There is no integration for people with
mental health issues and AOD issues. There
are no facilities, there's no referral
points and the constant refrain I got from
her mental health team was that until she
recognises she has a problem with alcohol,
there is nothing we can do.
This situation is concerning considering the insights
from experts across many sectors that the co-occurrence of
mental illness and substance use should be understood as
"the expectation rather than the exception."
The Commission understands that estimates of the
prevalence of co-occurring substance use with mental
.18/06/2020
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illness nationally range from 25 per cent to 68 per cent of
people with mental illness.
The Commission has also heard of the work of many
dedicated and compassionate professionals across the mental
health and AOD sectors, including those who are working to
bridge these gaps. During our community consultations we
heard about how even a short intervention at a critical
point for a consumer can place them on a path to recovery.
According to one participant:
When my son was going to discharge himself
following an alcohol-induced admission to
hospital they had one psychiatric nurse go
and see him. They spoke with him for 20
minutes and he agreed to become a voluntary
patient in [an inpatient unit]. This
changed his life.
Recently, we have met with primary care and community
health services that are providing integrated care for
consumers with co-occurring mental health and substance use
issues. We have heard from consumers and carers who access
these services about how a welcoming, non-judgemental and
holistic response from empathetic and skilled professionals
has changed their lives.
We have read with keen interest your respective
witness statements, and it is evident that you bring a
wealth of expertise and experience to this topic, along
with thoughtful and progressive reform ideas.
There are areas of broad agreement across your
statements, including the need to improve consumer
experience and address service silos, and an
acknowledgement that both services have much to learn from
each another and that there are opportunities to increase
the capability of both workforces, the benefits of
integrated responses for consumers and the need to engage
young people through youth-appropriate and holistic
services.
The statements were in agreement on the importance of
integrated care, treatment and support, particularly for
people with more complex support needs. There was also
agreement on the important role that peer support can play
and the history of peer support particularly in the alcohol
.18/06/2020
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and other drugs sector.
There are also key differences, including different
perspectives on how integration should be pursued and at
what level. Your witness statements also contained a
breadth of research and local and international examples of
how to address these complex issues for which we thank you
all.
The purpose of this panel is to address both the areas
of agreement and to understand more deeply divergent views.
We are also keen to learn more about what reforms you would
each see as vital for the future mental health system here
in Victoria.
Today's discussions will be facilitated by Counsel
Assisting, Fiona Batten, and I and my fellow Commissioners
have largely a listening role.
Before handing over to Fiona to outline the logistics
and parameters for today's panel's discussion I would like
to once again thank you for your time in assisting the
Commission with our deliberations. We look forward to
hearing your insights and perspectives on these complex and
challenging issues. Thank you, Fiona.
MS BATTEN:
Thank you, Chair. I would first like to
introduce our first three panel members and then I will
outline the main areas to be discussed. The introduction
is necessarily very brief and it doesn't do justice to
their experience and contribution, to which I'd refer
everyone to their witness statements.
In no particular order, Professor Dan Lubman trained
as a psychiatrist and addiction medicine specialist. As
the Executive Clinical Director of Turning Point and
Professor of Addiction Studies and Services at Monash
Health, Professor Lubman provides strategic, clinical and
academic leadership.
Professor Lubman is also the inaugural Director at the
Monash Addiction Research Centre at Monash University.
Professor Lubman has published a substantial body of work
and his contribution to the field has been recognised
through a number of awards.
Dr John Reilly is the Chief Mental Health Alcohol and
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Other Drugs Officer in Queensland. The latter title
reflects the integration of mental health and alcohol and
other drugs services in Queensland.
Dr Reilly has worked in clinical or Medical Director
roles for mental health services or components in both
Victoria and Queensland for over 20 years. He has clinical
expertise in addiction and has particular interest in
quality improvement, service development and governance.
Finally, Dr Stefan Gruenert is a registered
psychologist and the Chief Executive Officer of Odyssey
House. Dr Gruenert has worked in the alcohol and other
drug sector for 20 years as a clinician and manager,
supporting people with alcohol and other drug problems and
their associated mental health issues.
Dr Gruenert is responsible for managing the range of
residential and community-based services Odyssey House
delivers. He is a former President of the Victorian
Alcohol and Drug Association and a current Director of the
Victorian Council of Social Services.
As the Chair mentioned, each panel member has provided
the Royal Commission with a written statement which will be
published on the Commission's website. Thank you to each
of you for your energy and dedication you've put both into
your statements and to this panel process.
In this panel hearing, to assist the Commission
consider how people with mental illness and substance use
issues can be best supported, the panel discussion will
focus on five areas.
First, the strengths of the approaches of the alcohol
and other drugs sector; second, addressing the needs of
people with mental illness and substance use issues; third,
integration at a governance and policy level; fourth,
increasing workforce capability; and finally, the
priorities for the allocation of resources.
I will start by asking questions until approximately
11.30 and then give everyone a break for 10 minutes, and
we'll continue asking questions and then I'll hand over to
the Chair at approximately 12.20/12.30 for the
Commissioners to ask the witnesses questions directly.
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So, our first topic is the treatment philosophy and
approach. The Commission understands that a strength of
the alcohol and other drugs sector is that it adopts a
holistic approach to treating consumers. In your
experience, what are the strengths of the treatment
approaches of the alcohol and other drugs sector?
Dr Gruenert, can I ask you to respond to this first.
DR GRUENERT:
Thank you, Fiona, and Commissioners. I
think two points I should make around the context of
response to this question, and the first is that, whilst
there is some overlap of clients across mental health and
alcohol and other drug sector currently, they work with
very different cohorts by and large, which means that the
strengths and weaknesses of one sector can't necessarily be
compared with the strengths and weaknesses of the other,
and I think in most cases the alcohol and other drugs
sector is working with moderate-to-severe alcohol and other
drug problems, and mild-to-moderate mental health issues.
Those issues are things like anxiety, mood disorders, PTSD,
personality disorders, and the effects of trauma.
Mental health services in contrast are dealing mostly
with moderate-to-severe and low prevalence mental health
issues, and often very mild-to-moderate drug and alcohol
issues.
So, in terms of the actual strengths, I think some
comments made by the Chair about consumer input are really
important. I think the safety and the welcoming
environment that's non-judgmental and that gives consumer
choice is clear, sort of, markers of a strong drug and
alcohol sector.
I think the integration of peer support is a key
strength of the alcohol and other drug sector, and that
it's generally experienced by consumers as an egalitarian
partnership where they feel really part of the decisions
and part of the involvement in that work, and I think that
occurs both at the community-based service level all the
way through to residential programs, and it's also part of
the system for mild, moderate and severe issues around drug
and alcohol, and I think it really brings much more
effective outcomes as we've seen in research for
participants in sustainable recovery when there's strong
peer involvement.
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Finally, at this point I'd probably just add also,
another strength is the capacity for the drug and alcohol
sector to integrate the care and support from a range of
different disciplines, again in quite a partnership and
egalitarian way, and that includes medicine, psychiatry,
psychology, social work, nursing and the lived experience,
without a strong divide between clinical and psychosocial
services that often exist and are referred to quite
frequently within the mental health system.
I think that assures that all of the associated
health, behavioural and social issues are addressed within
drug and alcohol services, including forensic and issues of
criminality, legal issues, vocational and housing needs.
MS BATTEN:
Thank you, Dr Gruenert. Professor Lubman, can
I turn to you next in terms of the strengths of the AOD
sector.
PROFESSOR LUBMAN:
Thank you, Fiona, and thank you to the
Commissioners for this opportunity. So, I fully endorse
the comments made by Stefan. I suppose there's just a
couple of things I'd like to raise in thinking about this
point.
Nearly everyone that we see in the alcohol and drugs
space are using drugs to solve a problem, to help with
dysphoria or distress or issues in their lives, so they're
presenting to us with a solution to the problem they have
that's not working for them, you know. So, the alcohol and
drugs are emotional analgesics that are helping them deal
with underlying mental health, stress, life, a whole range
of life complexity.
And so, when we see people in the alcohol and drugs
space our core focus is understanding that the drug use is
the solution to their problem and we need to work out what
the actual problem is, and so, we need to think
holistically with them to help them try and understand what
is underlying that, because for many people that we see
they're not really aware why they use drugs, they've just
used drugs for such a long time to address an underlying
issue that over time the addiction itself has been the
primary issue, and the actual reason they started
using underlines that, which might be related to trauma,
untreated mental health, a whole range of other life
.18/06/2020
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circumstance might be lost.
So, a big goal for us is around how we engage and work
with people to try and understand where they're coming from
and try to address the answers, not only just for how we
treat the alcohol and drug issues, but how we treat the
issues that actually led them down that path in the first
place.
I think it's fair to say that the recovery models in
both the mental health and alcohol and drug system are
pretty similar theoretically in terms of policy documents,
but I think it's really important to consider that the way
in which the systems are designed actually influence how
those principles are actually rolled out in practice.
I think it's fair to say that the focus within the
mental health system on risk on the Mental Health Act, so
an involuntary system, has a major colouring in terms of
how the system sees and interacts and works with people,
because there's a whole issue around the level of risk that
needs to be managed and concerns around when people are not
able to make informed decisions and the system has to step
in, and I think that colours a lot of the decision making
and lot of the way in which people are approached and dealt
with within the system.
In contrast in the alcohol and drug system, we manage
people who are incredibly risky, but we don't have that
involuntary frame, we don't have that risk frame. So, for
us in the alcohol and drug system, the only thing that we
have to be able to work with people is a willingness to
engage, a willingness to be non-judgmental, to be empathic,
to hear where they're coming from, so our tools and our
approaches and our models of care have to be about how we
actually walk alongside people, how we encourage them to be
part of the system, how we hear what their issues are, and
how we develop interventions that actually work for them.
Having worked in the mental health system where the
focus is much more on risk and just the nature of the
demand on the mental health system, often when you work in
that system you don't have the luxury of waiting to work
out and understand people's problems and be able to have
the time to actually understand where people are coming
from; it's much more that risk-based system.
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Because of that, because of the system, and I think as
we said throughout our submissions, because there's been
the whole issue and a generation of health providers not
being able to be upskilled in the area of addiction, the
mental health system doesn't understand that drug and
alcohol use is a solution to a problem.
So generally, what happens is, when you come into the
mental health system, the mental health system says, well,
drugs and alcohol make your mental health symptoms worse so
you should stop using them. So, often the involvement that
I have in the mental health system is often working with
mental health providers to help them understand why people
choose to use alcohol and drugs, and it's not because
they're being difficult and because they're sabotaging
their treatment, it is because that is, as Penny's
highlighted, you know, the key solution to how they deal
with trauma and distress in their lives.
And so, the focus of our treatment is, well, how do we
find an alternative solution that actually is just as
effective, because I cannot tell somebody to stop using
drugs if I'm not giving them something that is effective
for them to use, they're not going to stop that if they've
been doing that for years without an alternative that is
just as effective.
So, for me, I wanted to raise those issues really
which is around issues of differences in the philosophy and
approaches of the systems based on the fact of risk and the
Mental Health Act which I think colours the mental health
system. The need for us to engage and so, our models of
care are very much about that and that the peer experience
is critical, in that, making people feel as though they're
the physical champions.
The other issue I wanted to raise is the stigma issue.
The stigma issue is enormous. You know, addiction has been
repeatedly identified as one of the most stigmatised health
conditions in the world. And so, the media, what we hear
within health professionals and even the mental health
system is that, you shouldn't use drugs, they're bad. And
so, because of that for many of the people we see, they
don't want to go to services, they don't want help because
every - you know, whether it's in the media, in the family
and friends or service systems, are constantly telling them
that they're making wrong choices. If it was just a matter
.18/06/2020
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of choice, you
using, but the
range of other
condition as I

know, people would be able to just stop
issue is, this is a solution for a whole
problems and this is an actual mental health
sort of reiterate in my statement.

And so, we also need to acknowledge that stigma is so
prevailing that the alcohol and drug system's philosophy
recognises how stigmatising these conditions are, so it's
really critical that we have settings and services that are
welcoming to people and see them where they're at and don't
judge them, so we have to create an environment that
recognises that profound stigma, and unfortunately the
mental health system still has a very - because of issues
of lack of understanding around the issue of addiction
because of years of a failure to train, you know, that
professional group, stigma is still very strong around the
alcohol and drug issue and that becomes a very unwelcoming
environment for people presenting to those services. So,
I've probably said enough.
MS BATTEN:
Thank you, Professor. I'll give you more
opportunities don't worry. Dr Reilly, can I turn to you
for the strengths of the alcohol and drug sector.
DR REILLY:
Yes, thank you, Fiona, and thank you,
Commissioners. I'm just trying to think of what to
emphasise following the other discussions. I think what
I've tried to highlight is that I do think that there
sometimes is this notion of the AOD sector and the mental
health sector and this question does include that, and I
think we just have to recognise some of the underlying,
perhaps, thinking around that because that still seems to
imply some of those things that Dan and Stefan touched on,
which are, I think that it can be an unfair comparison
because we're talking about the AOD sector as being
separate, not having a - as has been highlighted - a
philosophy of perhaps more coercive treatments under the
Mental Health Act and not being risk focused.
But I do think that if you look - I don't think there
is any great difference in the AOD sector as opposed to a
broad mental health sector, I think that the comparison
we're talking about sometimes is between a broader AOD
sector with regard to multiple different types of services,
with a narrowly clinical mental health sector which is
focused on the treatment of the most severely mentally ill,
and so, in a sense I don't think it's a fair or reasonable
.18/06/2020
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comparison.
So I think, with that proviso, I don't disagree with
some of the other things that Dan and Stefan were saying,
but I think it's important to put that context in. Because
I think that good mental health treatment follows all of
the same principles that we've just been discussing with
regard to consumer choice and involvement and engagement
and motivation to change, but clearly if we're looking at a
severe end of the mental health disorder spectrum with
consumers and patients that perhaps have lost capacity and
are posing risk, then there is an expectation on the mental
health services that they manage that risk.
Whereas, as Dan said, people with severe alcohol and
other drug problems may also pose risk, but in a sense the
AOD sector doesn't take on the management of that risk,
that risk is left with the patient and then really with
wider community risk management processes, whether that's
police or other things, as well as potentially mental
health services at times of crisis for people with severe
or significant substance use disorders.
So, otherwise I would agree with the strengths, I
think those are the provisos that I would add in.
MS BATTEN:
Thank you. I know you've got a lot to say but
I'll keep you moving along with the questions, so we get
through the main content.
The second topic is addressing the needs of people
with mental illness and substance use issues. The first
question seeks to explore what integrated care should look
like in three contexts. So, I'll outline the question in
full and then, Dr Reilly, I'll ask you to respond first.
To best meet the needs of people with mental illness
and substance use issues, what should integrated care look
like for people, first, who present to a crisis setting;
second, who may benefit from assistance in a bed-based
setting; and third, who may benefit from treatment in a
community or primary care setting?
DR REILLY:
Sure. So, what we're focused on here is
people with mental illness and substance use issues. So, I
guess what I would highlight there is, well, really though
we're talking about people at a particular level of
.18/06/2020

12

GRUENERT/LUBMAN/REILLY

Transcript produced by Epiq
105

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

severity most likely of mental illness and a substance use
disorder. And, if that's what we're talking about, we're
talking about co-occurring substance use and their other
mental health disorder which is causing them to seek
treatment in some way, in this first instance to a crisis
service, but obviously to health services more generally
with any of these.
So I guess, and along the lines of the four-quadrant
model that I attached, I'm really thinking about that
severe substance use disorder and severe mental illness
group, and as I've outlined what we're really talking about
in that case at least, crisis, is people who are probably
presenting to a mental health service specifically, they're
probably presenting, for instance, to an Emergency
Department or some form of an acute crisis setting, and
they're really presenting, although they've got a severe
substance use disorder, they're presenting with some kind
of a crisis that could be called a mental health crisis you know, suicidality or homelessness that is causing them
distress, something of that sort.
In that situation, if they also then have a severe
substance use disorder, really the issue is trying to
assist that person to recognise, a little along the lines
that Dan was just saying, what's the actual problem right
now and how might we then be assisting that person to
manage that, and that might be around suicidality, it might
also then be around alcohol use or other substance use, and
then other psychosocial stressors at present and what's
going to be a solution for that person.
Really then, that comes back to, looking at integrated
care, ensuring that the person, the clinician or other
staff working within that crisis service actually has a
good understanding of how to engage that consumer or
patient or client in a process of assessment, working out
with them collaboratively what's going to be the most
appropriate strategy to assist them at this point, and
really having the knowledge and the skills to be able to
work with that person, you know, to do that effectively and
to be able to go across a range of different clinical needs
and for that to be in that sense a one-stop-shop where
they're able to manage those, at least the health-related
issues, effectively and then that they've got links then
with other social situations.
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And really therefore, in my mind again, that needs to
come back to having those mental health clinicians feeling
capable, confident of managing mental health issues broadly
and that should include substance use and they're also then
able to connect up with appropriate psychosocial supports,
as I've said.
That therefore comes back to staff, it comes back to
training, it comes back to attitudes, so we can touch on
those later.
I think with regard to a bed-based setting I'd simply
be saying the same thing. We've already touched on high
prevalence, Commissioner Armytage started with that, we
have to recognise that they are the norm and that therefore
all of our clinical services, all of our staff need to
recognise the importance of the managing co-occurring
substance use disorders.
I think with regard then, I would simply say, well,
that actually requires us to acknowledge that's just the
norm and we need to have service systems which treat it as
the norm, which again brings me back to the same issue,
right, so that they're not compartmentalised, so that's
about simply having that the mental health service system
has to see this as its core business and then develop
knowledge, skills and structures which support that.
I think the final one's much the same: if you're
talking about community specialist services it's the same
for community mental health services currently, that that's
what they should be doing for the consumers that are
presenting and receiving treatment within those community
mental health services.
If you're thinking then, it says "primary care
setting", then really that's about having whatever the
specialist service is that's been involved in that case in
transition to primary care, ensuring that all appropriate
health-related disorders that that service should be
looking at have been addressed, that the needs have been
identified and treatment recommendations have been made
that supports the general practitioner or other primary
care provider in continuing that care if it's now
appropriate for it to be devolved to that level. So,
thanks.
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MS BATTEN:
Thank you. Professor Lubman, can I turn to
you next. Do you need me to repeat the question?
PROFESSOR LUBMAN:
No, it's okay. I have a couple of
comments to start with. I think substance use is one of
the main precipitating and predisposing factors to mental
illness. It's also consistently shown to be one of the
strongest predictors of poor outcomes in terms of relapse
and re-admission, so it's central to the treatment of
mental illness: if you don't treat the substance use,
essentially you can't treat the mental illness.
So, for me, treatment of the substance use is
indistinguishable across those three settings: if you don't
treat it, you know, you're not doing anything for the
person's mental health and so it has to be a core part of
that treatment.
I suppose the nuance is, is the level of intervention
at those particular settings. So, for me, if somebody
presents with a heart attack and they have underlying
diabetes, to say that we would not in any way recognise
that diabetes or think about stabilising that diabetes in
terms of priority, you know, treating the heart attack, you
know, would be negligence in terms of a medical situation.
So, for me, it doesn't mean you have to have a
specialist in diabetes in the cardiology ward helping
people deal with a heart attack, but it needs to be
recognised as something that needs to be stabilised in the
short term, and that there needs to be specialist review in
terms of its treatment if it's a major factor in terms of a
cause for that heart attack.
So, for me, it's a cruel component. Work that
we've done and other people have done have shown that it's
the biggest predictor of relapse following an inpatient
admission. So, if it's the biggest predictor of relapse in
terms of inpatient re-admission within the next two to four
weeks, it beggars belief that it isn't a priority in terms
of a management plan, in terms of ensuring that person
stays well and remains well out in the community.
So, for me, I think everyone would agree that having a
capable workforce that has minimum knowledge and
understanding of how to manage these issues, so we would
expect doctors managing heart attacks to sort of understand
.18/06/2020
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diabetes and be able to manage diabetes at the basic level.
You know, same here, we would expect that our workforce in
the mental health space would have a basic understanding
and capabilities in managing substance use, and then in the
particular - depending on the setting and the models we
want to put in place which we'll come to later, it's about
how do we bring in that specialist expertise to provide
additional support depending on where people are at.
So, in terms of an acute response, obviously we need
to prioritise the main presenting complaint, but we need to
be acknowledging and working with that underlying substance
use; as the person comes into the recovery phase, we need
to ramp up that support around substance use to make sure
that the recovery pathway is optimised and that we minimise
any risk of relapse and we ensure their wellbeing. So,
probably that's enough from me.
MS BATTEN:

Okay, thank you.

Dr Gruenert.

DR GRUENERT:
Endorsing what Dan has said and much of what
John has said, just a couple of additional points I'd like
to raise. I think it's important for us to remember that
much of the drug and alcohol use in Australia is neither
problematic or does not necessarily relate to a diagnosis
of substance use disorder, and the mere presence of
someone's use of drug or alcohol needs to be considered but
not necessarily treated or managed whenever they're
presenting in any setting.
And so, I think the response that we take really needs
to consider the level of severity or what we're actually
talking about, and so, for me the kind of critical things
regardless of the setting are the capacity of the
environment, the workforce, the staff to be able to
identify what's going on, to be able to assess and
understand the level of severity or the impact that's
having and then to be able to have the skills to manage and
respond in an appropriate way.
So, from my perspective, I don't believe integrated
care equates to integrated service systems, and I think
integrated care can be done in a single setting within both
sectors, and that's the ideal way to provide integrated
care. I think an appropriately resourced drug and alcohol
system and a mental health system can respond to both a
person presenting with mental health or drug and alcohol
.18/06/2020
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issues for all but probably the most complex cases with the
right trained staff and support.
If we're looking at the different settings, I think
it's fair to say that in any crisis, whether that's being
presented in ED or to the mental health service or to drug
and alcohol, that helping people to feel safe and welcome
so that you're at least getting a de-escalation of
behaviours and a sense that people are empathic and they
care and they're seeking to understand you is really
critical, and so the knowledge and skills of the staff to
be able to do that in a credible way are critical and again
we need those skills across both mental health and drug and
alcohol to be able to do that. So that, the language used,
the way people are approached when they're in crisis is
suitable, and I think I've referred to in my submission
that much of the crisis is presented in a hospital setting
where you're either getting a very sort of clinical medical
response or a security response around the crisis, and we
really need other responses that are much more behavioural,
that are understanding mental health and drug and alcohol
when people are presenting in that crisis.
In terms of the bed-based settings, I think it depends
what bed-based setting you're talking about. If we're
talking about inpatient acute mental health, then again,
the points Dan made are really critical about identifying,
you know, someone's drug use being problematic, dependent,
is it one-off episodic, is it just an intoxication that
brought them there, and what's really going on underneath,
the assessment around that, so that the better
understanding of the impacts on their mental health can be
understood.
If you're talking about a residential setting in drug
treatment, the key focus of that setting is really seeking
to develop the skills and the capacity to address all those
underlying problems that Dan talked about right at the
start that are really the reason why people are using drugs
and give them viable alternatives to that.
And so, the key need in that setting is to be able to
have the right people around as part of the team to be able
to manage and contain people's mental health symptoms until
they can get to a point where they've developed the
strategies and things to manage those on their own, and
that may be pharmacotherapy but it might also be a whole
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lot of psychosocial strategies.
Again, in a community setting, having staff and people
who are skilled up and knowledgeable about both mental
health and drug and alcohol is critical, so again, you can
do that, identify, assess and then manage or integrate
strategies into their care or treatment plan if that's even
needed, because the drug use may not have been an issue or
the alcohol use may not have been an issue in that setting.
And you don't want the mere presence to suddenly trigger,
oh, we can't work with you, you've got drug and alcohol
issues, you need to go over there.
So, for me, regardless of the setting, there's those
fundamental things that need to be in place to make sure
the response actually matches what's going on for someone
and at the right level.
MS BATTEN:
Just before we move on to the next question,
you've all talked about a base level of knowledge of the
workforce but the potential need for more specialist
expertise in particular circumstances. What about the
scenario where someone has the most severe complex mental
illness and the most severe substance use issues, which I
presume would be a substance use disorder, what does the
integrated model of care look like in that circumstance?
Professor Lubman, perhaps I'll turn to you first.
PROFESSOR LUBMAN:
So, I think when we're talking about
severe in both ends, so we're talking about a severe
substance use disorder and severe mental illness. I think
what's clear in all our submissions, and particularly the
work that we've done previously, is that there needs to be
a specific model of care for that patient group. There
isn't a model of care at the moment that exists.
At the moment we're asking our addiction services and
our mental health services to sort of make do with the
models they currently have, and I think what's been clear
through what we're hearing from consumers is, the current
response is inadequate and doesn't meet the needs of people
presenting with those issues.
So, there needs to be the development of a new model
of care that recognises the complexity of severe mental
illness and severe substance use disorders and actually
.18/06/2020
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meets those needs.
I think in the submission we put in, and other people
have put in, there's really great evidence-based models of
what works in terms of models of care for that patient
group; they just don't currently exist in Victoria and we
don't have a system that is able to escalate.
I think that's one of the biggest issues, that when we
talk throughout the integration piece, is the need to
understand the ability for the system to escalate to be
able to identify what an issue is and whether that current
response in the system is able to meet that person's needs,
and if it is not meeting those needs there's the ability of
the system to escalate to another model of care that isn't
just giving more of the same stuff by more of the same
staff, it's a very nuanced and different model of care that
has been shown to be effective and has been shown and
resourced to actually meet the needs of that population
group.
MS BATTEN:
Dr Reilly, you've already touched on this
fourth-quadrant group, is there anything that you wanted to
add about the model of care?
DR REILLY:
No, simply to say, I agree with what Dan is
saying and I'm not suggesting at the moment that I think
anyone's routinely in these services doing that well, but
it is clear that it does need to be integrated, and
therefore, in general it needs to be sitting with the
mental health system with that responsibility and at the
moment we're not taking up that particular challenge.
MS BATTEN:
Okay, thank you. Dr Gruenert, is there
anything else you wanted to add to that layer of model of
care?
DR GRUENERT:
By and large I agree with the comments that
Dan made and John made terms of the need for a model like
that. I think there are some examples where it is an
escalation point from drug and alcohol and they're just
starting to be trialled in Victoria with sort of an
enhanced residential setting. I don't think they've quite
got the capacity around mental health that are required to
really deal with the severe end there.
I think you've got two challenges in that
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fourth-quadrant in the most complex group. One of them is
dealing with any initial and immediate needs around
withdrawal and, you know, where someone's drug and alcohol
use is so out of control that it's physically dangerous and
harmful for them and it needs to be carefully managed in a
way. Likewise, in mental health when someone's really
unwell, you know, the management of those systems and
containment for the person's safety is really critical.
But then we move into a different stage where, if
we've got a severe drug and alcohol issue and clearly this
has been problematic for them for a very long time and
merely going through withdrawal might have alleviated the
initial concerns and symptoms and safety for that person,
and you can do a whole lot of work with them, but unless
all those underlying issues are dealt with in a very
intensive way you're not going to get resolution, so I
think we do need to develop a much more nuanced response
there that really has equal input from across drug and
alcohol and mental health and is an escalation point for
the sector, because I think they'll be willing to take on a
lot more in their own sectors to do the best they can if
there is that back-up of an escalation point.
MS BATTEN:
Thank you. Professor Lubman has suggested in
his witness statement that ideally integrated care should
be provided in a single service setting to minimise any
additional barriers to care.
So, the question is, is a single treatment setting
required in all mental health settings?
Professor Lubman, can I invite you to respond first.
PROFESSOR LUBMAN:
Yeah, thank you. I suppose my comments
are largely related to an ideal state and really reflect
the issue that we shouldn't be segmenting and
compartmentalising people's issues into different - into a
whole range of different issues where they need to seek
treatment from multiple different treatment services and
providers in different environments.
The key thing is that we know that often, when people
present, they present with a whole host of issues and
they're looking for a solution from their treatment
provider and the challenge is that often we identify
multiple problems that we identify in that individual and
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that we - because of the way in which our system is
designed, we tell the person they actually need to seek
help from multiple service providers rather than a single
service provider, so the issue is more about the system
response rather than what the individual's presenting with.
And so, I think the key principle that we all agree on
is that we should make, you know, seeking treatment as easy
as possible for the individual; that when an individual
presents, that their needs are ideally met in a single
setting. That might mean that we need to upskill the
workforce in those settings to be able to - at a base level
to be able to provide most of those persons' treatment
needs. It might need, in some situations we might need to
co-locate services and actually work together.
The important thing to say here though is that
co-location doesn't necessarily equate to integrated care,
because there's lots of examples where services co-locate
but actually still don't work together, so it's more about
how we commission services on the expectations of that
commissioning and how we monitor what services are
providing.
It's about, at an organisational level, the
inter-agency partnerships and treatment philosophies and
shared goals and it's about, at the service level, at the
staffing level, how we work together with our colleagues in
other fields to actually provide a much more seamless
treatment response.
So, for us the principle is really about ease of
access, treating the people where they're at, not making
the treatment more difficult by having them need to go to
multiple services to receive that need.
Obviously, we work in an environment where we can't
cover everyone's needs: there might be physical health
issues, mental health issues, substance use issues, housing
issues. It's going to be difficult to have all those
co-located or in one setting, but the principle that we
need to work towards is, we make it as easy as possible for
the consumer and we have those capacities in those services
to meet those persons' needs so that we can maximise their
engagement and ensure they have the best possible holistic
response.
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Thank you.

Dr Reilly, can I turn to you.

DR REILLY:
Yes, look, I would agree and I think that
consumer choice can sometimes be the issue, and so, there
may well be circumstances where a consumer may prefer to
see two separate providers for what they are considering as
two separate issues, but that would be unlikely in most
instances if the consumer is thinking that the person who
they are seeing has the capacity to manage their problems
in an integrated way, you know, I would see that as not
being a likely scenario but of course it might happen on
occasion.
And I'd agree with what Dan's saying, I think that
there are inevitably some boundary points. We can think
that it would be good, for instance, for someone who's
got - say, who may also need treatment for Hepatitis C, for
chronic pain as well as for an opioid use disorder and has
a severe depressive disorder that they're seeking treatment
from. It's going to be very difficult for any one service
provider to make sure that they're addressing each of
those, and there are of course going to be some boundaries,
so it's really about trying to configure services in such a
way that they are most generalist whilst still providing
the appropriate levels of specialist care.
MS BATTEN:

Thank you.

Dr Gruenert.

DR GRUENERT:
Yeah, when I was speaking to some young
people in preparation for this, some of them have said
things like, "My issues impact on lots of areas of my life,
my housing, my family, my relationships. There's drug and
alcohol issues, there's mental health issues, but I don't
see myself as complex. What's complex is the system and
the things, the hoops and hurdles I have to jump through to
try and get someone who can actually hold that picture of
me together."
I agree there's a tension between, you know, ensuring
all systems are generalist enough that they can hold that
picture, that they can do those assessments and identify
things and see a person as a whole person, whilst not
replicating every part of the system within, because
there's some real value in having some specialist systems
who are really key in what they do.
I think the issue of choice is important too, and
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certainly we found that, whilst we have been able to
provide some vocational services for example to some of our
clients, they actually have a better experience when they
engage with a specialist vocational service who can be with
them for the long journey throughout their recovery and
help them find employment over multiple occasions rather
than feeling dependent on us who got them through the key
part of their journey. So, sometimes there is a value in
seeing a specialist, you know, a sexual assault counsellor
who really is at their peak of working on that particular
issue, but it needs to be based on a foundation of
generalist care where the case management and the treatment
planning and everything are put together in a way that
incorporates and considers and understands that whole
person and can sequence some of these things with them or
prioritise what you're going to work on and they don't feel
like they have to engage in so many different trusting
relationships.
So, as a general rule for most people single setting
is the ideal you're aiming for, but of course there's
exceptions and boundaries to cross at times.
PROFESSOR LUBMAN:
MS BATTEN:

Can I just make one (indistinct).

Yes.

PROFESSOR LUBMAN:
I just wanted to give an example which
I think is really helpful.
We've been fortunate to be able to trial a whole range
of different integration models over the past 10, 15 years,
and the models that have the most success is when we're
able to embed workers in other people's services and create
models of care that actually work.
So for example, we had a pilot project where we were
able to put an alcohol and drug nurse in an inpatient
mental health unit for 12 months. So, that position was
supernumerary to the existing sort of mental health staff,
and they were there bringing addiction expertise. So they
were there to provide in-service training to the nurses,
they were there every day, so that they were there at
handover to be able to ask the question around substance
use, so became much more familiar in the assessments and
the management plan.
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They were able to hand-hold people in the system in
terms of treatment of withdrawal within that setting, and
they were able to facilitate referrals out of the system to
the broader alcohol and drug system in which they work.
And that model worked really well. We saw a massive
increase in screening for substance use disorders, a
greater confidence in workforce in terms of managing people
with substance use disorders, we saw a greater number of
people who actually had good withdrawal plans while they
were in the inpatient setting and were actually linked to
services.
Then the funding ran out and within six months the
services returned back to what they were doing previously,
you know, in terms of not screening, not doing many
withdrawal plans, not linking the services.
So the issue is - and when we've had models where we
just fund a service, for example, to provide an addiction
nurse within the service setting, what inevitably happens
because of the budget constraints and issues within systems
is that, that position is only within that service and
isn't linked, we don't get that external linkage to the
other parts of the system. And then through budgetary
constraints what almost invariably happens is that person
gets absorbed into the general pool of nursing so that it
doesn't become a specialist position over time.
So for me there's really great examples of how we
integrate services by actually embedding workers within
each of the services.
We did another project where we had mental health
workers when I was working at Orygen in my team and we had
them embedded within YSAS and another youth alcohol and
drug service. Again, they were embedded, they actually
worked there, they were providing mental health treatment
to people who present at that service, so we trained up the
alcohol and drug workforce to do screening, to identify, to
build a capacity, and have a referral point for actual
treatment, and that worked, again, really well, increasing
people's confidence and capability in managing a whole
range of risk issues that they previously were not happy to
do and wanted to refer to the mental health system. So, we
were able to manage that within the system, increasing
people's capability and then the funding ran out and those
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people left and we went right back to where we were.
So there's really great models of imbedding workforces
in our respective systems to actually create that
integration, to increase capability, to increase traffic
and trust and ability to refer across the system, so
there's really great models where we can do this, but it's
important that we work in partnership and we build on those
evidence-based principles.
MS BATTEN:
Just quickly, other than funding, was there
anything else needed to sustain those kind of models?
PROFESSOR LUBMAN:
I think, as I say in my
submission/witness statements, we've done a whole range of
work around what good integrated care looks like.
Integrated care is at four different levels: it's at the
commissioning level, it's at the organisational level, it's
at the service level, and it's on the ground with the
clinicians. So, funding is one component of that, but if
there isn't a commissioning framework that says this is a
priority for us and we're going to measure that, and if
there isn't an organisational priority that says we've
recognised that this is a really important way in which we
need to provide good care to our client group or to our
patient group, and we want to work in partnership with our
local providers, if there's not agreement at the service
level that we want to do this in terms of best practice and
we have models integrating that.
So, funding's obviously critical, but we have to have
all those other elements in because otherwise it becomes
just an ad hoc sort of individual response that's not in
any way systematised, so we have to think about, you know,
the entire system and all those different elements to make
sure it remains a success and is not dependent on
individual personalities.
MS BATTEN:
Did anyone else want to comment on anything
that Professor Lubman's just said before I move on?
DR REILLY:

No, perhaps later.

MS BATTEN:
Thank you. We were talking before about
single setting care, so the next question is: are there
viable alternatives to fully integrated or single setting
care in certain mental health settings?
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So, Dr Reilly, perhaps if I turn to you first, are
there viable alternatives.
DR REILLY:
Yeah, look, of course there are viable
alternatives. I think along the lines - in a sense when
I'm talking integrated care, I guess what I'm saying is
that a team or a clinician is providing that care fully by
that clinician or within that team.
Now, then it comes down to, well, are you expecting
that clinician, therefore, to have all of those skills or
are you expecting that it might be something that works
across, say, perhaps a wider multidisciplinary team. And I
think, if you go with the latter, then certainly it's
possible for people to have portfolios of particular
interests, and I think that the examples that Dan just gave
are kind of examples of that, where you're perhaps
suggesting that in a team, whether it's a community team or
an inpatient-type service, that perhaps someone's got a
portfolio.
I think the challenge though then with that still
becomes that there's always the risk that, if it's not
fully integrated but there are people - that it's kind of
compartmentalised to some degree, there is the risk that
others still tend to see that as being someone else's
responsibility rather than assuming full responsibility,
and that means that in their individual clinical
interactions in other contexts perhaps that doesn't work.
So, I think that it is possible but I'm just not, you
know, I would see that you would have to be really clear
how it's going to work, what the requirements will be if
you're going to separate it out and not have that as an
expectation that all mental health clinicians should
actually be capable of managing in an integrated way.
MS BATTEN:
you next.

Okay, thank you.

Dr Gruenert, can I turn to

DR GRUENERT:
If I pick up a point that Dan raised early
on, that one of the most powerful tools we have in the work
we do in the drug and alcohol sector, and I'd argue in many
parts of the mental health sector, particularly the
psychosocial end, is the capacity to engage with people and
be there as a sort of non-judgmental credible person.
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This is often one of the biggest issues and one of the
biggest difficulties for many of the people seeking our
help, because they've had their trust damaged on so many
occasions and they've struggled with their relationship
skills.
We know in sustainable recovery from both drug and
alcohol and mental health issues, that positive, strong
relationships and relationship skills are one of the key
predictors of long-term success.
So, if we're trying to assist someone who often comes
with all sorts of issues, damaged relationships, difficulty
in trusting, the biggest challenge is establishing a
relationship with someone where they can build that trust
and build those skills, and this is also why so many peer
support programs work particularly well, because they can
share the ideas and thoughts and go on that journey
together with other people that have had similar
experiences, at least as part of their treatment.
So again, regardless of the model you're using,
whether it's co-location, whether it's embedded staff in
one service, whether it's a highly skilled generalist
that's got the multiple skills, I think the aim is really
trying to minimise the number of different people, or even
if it's a multidisciplinary team where there's multiple
different specialities, of course you're going to have
better specialists in a multidisciplinary team and each one
of them will be better at their particular thing than just
one generalist. But we always come back to this point of
trying to limit the number of people and different contact
points that someone has to engage and develop that
relationship with in order to receive their care, their
understanding, their assessment, at least initially.
So, I think all of us would agree that these are
issues people have been struggling with for ages, I don't
think there's a perfect solution just sitting there ready
for us to go - people have tried many different ways of
approaching this, but I think it is a fundamental that we
need to limit the number of people they're having access
to, or that are delivering that care, and the more we can
support that person or that team of people with help the
better, whatever the model looks like.

.18/06/2020

27

GRUENERT/LUBMAN/REILLY

Transcript produced by Epiq
120

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

MS BATTEN:
Okay, thank you. Professor Lubman, do you
think there are viable alternatives to fully integrated or
single setting care?
PROFESSOR LUBMAN:
I mean, I think there's not much really
to add to what Stefan and John have said. I think the
principle is there, I think we're a long way from that, I
think there's steps along the path in terms of how we can
get there.
For me, it's not integrated care, for me it's just
good care. It's how do we provide good care, and the
integration is really around, what are the different
support systems around that that we can build in to create
a much more optimal experience?
So, in terms of providing good care, yeah, we should
definitely be providing good care in every setting. How do
we integrate some of the specialist services together to
actually create a much better treatment experience?
There's certainly lots of models out there that we can draw
on and I think there's a lot of literature out there of
what does work.
And I suppose it's around - I think one of my biggest
frustrations in the system is that - is we don't recognise
when we're not doing a good job. So, when people are
struggling in the system, we don't really have good
mechanisms of escalation, I think it comes back to this
again. So, when something's not working, the system - it's
very difficult for the system to step back and ask what is
wrong with the system. You know, very much it's about the
individual, so, the individual isn't motivated, the
individual isn't responding to treatment, the treatment's
not working, the medication isn't working yet.
But sometimes it's about the system not actually being
the right system for that individual, and we don't really
have mechanisms to step back and ask, you know, how can we
nuance the system, or what different system approaches can
we take to actually meet the needs of that individual and,
you know, we're often left having a very generic service
model that we just plant everywhere.
So, for me one of the biggest things out of this is,
how do we think about recognising that different people
need different things, and we need to work out how we
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provide the best quality response for the person, for them,
and we need to recognise when it's not working and we need
to work out how we escalate to different models that might
be better.
So for some people we might say, they might have
severe mental illness, but actually they're going to do
much better in some of the alcohol and drug spaces with the
right support, or they might be better in the mental health
system with a bit of alcohol and drug support.
I think we direct traffic based on what the services
thinks best, not what the individual thinks best, and I
think really that's a challenge I think for all of us to
think about how are we to design a system that actually
best meets the needs of individuals and best gives them
what they need to optimise their health.
MS BATTEN:
As the Chair
directly with people with
their perspective, but in
benefits of an integrated
consumers?

said, the Commission is speaking
lived experience to understand
your experience what are the
experience at the frontline for

Dr Gruenert, can I ask you that question first.
DR GRUENERT:
Look, I think we've touched on many of the
benefits already. I think for a consumer to have a single
touch point, to tell their story once, to have their - who
they are as a person and what they're struggling with
understood without having to compartmentalise, it is a much
more satisfying and rewarding experience, and it's also
rewarding for the staff when you can actually see people
achieve success and make steps in their journey when it's
done in that particular way, and I think the outcomes are
typically better.
I think Dan's point is really critical. We employ a
lot of staff with a lived experience in our services, and
one of the biggest things we have to do during that
orientation phase is to help them understand that, what
worked for them doesn't necessarily or isn't necessarily
going to work for everyone else who accesses the system.
So, for some people it's the pharmacotherapy that was the
thing; for some it was those peer support groups; for other
people it was the sort of psychological strategies or
repairing a relationship, and it's really important that we
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do have the diversity and we encourage and nurture that
across our systems to allow that, both the choice of the
consumer and often they make a lot of choices. Sometimes
the system tries to feed them in one particular direction
but they often come with a clear idea of what they want or
what they think will work for them, and if we have a system
that does acknowledge that, then it's a much more
satisfying experience for the consumers.
MS BATTEN:
Dr Reilly, is there anything that you have to
add to that?
DR REILLY:
Perhaps just that, I think Stefan highlighted
before relationship, and if you've got integrated
experience, then you've got a greater capacity then to
focus on maybe building a relationship with a person who's
going to be actually taking a more comprehensive and
holistic perspective rather than separating out and telling
you to go off and see at least two different services, that
obviously enables you to engage.
I think it minimises - potentially at least, it
minimises duplication and allows you therefore to have a
more comprehensive whole perspective on that person from a
service point of view and I think consumers can feel that
if that's done well.
MS BATTEN:
Thank you. Professor Lubman, is there
anything that you wanted to add to this question?
PROFESSOR LUBMAN:
Yeah, I mean, I think we've covered a
lot of it here but I just wanted to emphasise what Stefan
raised around staff.
I mean, a lot of the time that we get involved in sort
of working with services to look at complex clients, which
as we've already heard is less about the complexity of the
individual but the complexity of the system. You know,
staff are often very frustrated because they don't know
what to do, they don't have the capability, the skills,
they're often left with somebody who's not getting well,
and staff can feel very frustrated because they don't know
what to do and then there is a tendency to blame the
individual for that lack of response.
So, for me, working in this integrated space and
having worked with a whole range of workforces in terms of
.18/06/2020
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building their capability and providing that level of
support, I think one of the most remarkable things is to
see the level of optimism and hope return to the workforce,
and that then gets dissipated, you know, to clients and
families.
I think the most frustrating thing is, if the staff
and the service don't know what to do, that from a client
and family point of view when they're coming to that
service and they're getting a response which is
essentially, you know, the frustration of the service not
knowing what to do, you know, I think that's a terrible
experience for clients and families. And, families are
struggling, they don't know what to do often with the
substance use, they don't know how to respond, they're
looking for professional advice around what to do, and if
the service also doesn't know what to do, they don't know
how to properly support the families to actually provide
the best and optimal care to the individual.
So, an integrated response is, you know, critical at
so many levels, and it's critical really in terms of
re-energising the system in terms of building its - you
know, hope. Really, you know, hope is lost a lot in the
system because people don't know what to do and they feel
stuck, so we want to engender a system that actually
promotes hope. We've got to make sure that staff
themselves feel confident that they know what to do and
that they have options available to them.
MS BATTEN:
Thank you. Finally, in terms of addressing
people's needs, the question is: is a different approach to
integrated care needed for young people?
Professor Lubman, I might stay with you. In your
view, is a different approach needed for young people?
PROFESSOR LUBMAN:
I think at a broad level it would be
fair to say, no. I think good integrated care where we're
meeting the person where they're at and we have the right
level of supports for them I think is critical. Obviously
there's a number of youth relevant models because of, you
know, developmental stage, or age, or how we better
integrate families at that stage, I think, might be key.
But I think broadly, no; no, I don't think there is
differences. There's differences obviously in the type of
.18/06/2020
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substances young people use, in how they might present, in
how they might engage; we need to bring in developmentally
relevant evidence-based strategy around that, but in terms
of the principle of integrated care and access, I don't
think there's much difference in terms of what we've been
saying.
MS BATTEN:
Thank you. Dr Reilly, do you have a comment
on the models for young people?
DR REILLY:
No, I'd emphasise - sorry, echo what Dan said,
and therefore the only comment would be that it's perhaps
recognising that young people then are sometimes dealing
with different service systems, sometimes related to how
health sets up or mental health sets up, and therefore if
we're talking about other aspects of culture and workforce
it's important to be as holistic as possible in our
thinking because it might be a different group to the ones
that we're proposing to think about.
MS BATTEN:

And, Dr Gruenert?

DR GRUENERT:
Echo those comments, no difference to the
approach or broad philosophies, the way they're implemented
can be completely different to make sure they work with
young people.
The point I'd add to all of what's been said is, for
young people it's critical to have - engagement's critical
- and you only get that with credible staff who can
understand and, I guess, feed back that experience to the
young people and because, without that engagement, you're
not going to get the effective partnership approach and the
motivation and compliance, or the working together around
the implementation of all the treatment goals and things
that you've got.
The second thing I think that's possibly in its
implementation is slightly more of a challenge or different
is the way we work with families alongside young people.
Obviously families are important for people anywhere across
the spectrum including with adults. You know, they're an
untapped resource and the service systems don't
particularly integrate the work with families particularly
well across the spectrum.
It's particularly critical for young people - so much
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of the pathway that they're on can be alleviated or
diverted if we can get the relationship with families.
Now, that's a real challenge for many people working with
young people who are often a younger age, because that
engages well with young people, and therefore they often
don't have quite the experiences around parenting or
working with families, and they often have a lack of
confidence in doing that.
So, I think the family work is really critical with
young people, but broadly the approaches are the same, it's
just how they're implemented and nuanced in the youth
models.
PROFESSOR LUBMAN:
MS BATTEN:

Can I just add (indistinct)?

Of course.

PROFESSOR LUBMAN:
I suppose one of the challenges we
often see in some parts of the sector is, you know,
obviously with young people, you know, and their strive for
independence at a critical age, that some experiences with
staff that we see in these services can misconstrue the
independence as independence from family and supports, and
there can be tensions in terms of, you know, how do we best
engage that family in providing that critical support
setting around them.
So, the young person might say they don't want to have
anything to do with their family, but we know from working
with people that getting their family to re-engage and
building those supports is critical for that person's
long-term recovery. But if you're - you know, as Stefan
says, one of the issues we'll come onto is around
capability in workforces, but if you're an inexperienced
worker who doesn't come and isn't trained in family-based
approaches, you know, they can inadvertently make the
situation worse by siding with the young person and
actually working against the family rather than with the
family, and I think that's really critical in terms of when
we think about our models of care and when we think about
the capability of the workforce; sometimes we underplay the
important role and skill set around family-based practices.
MS BATTEN:
Dr Gruenert and Professor Lubman, you've both
mentioned different engagements, young people engage
differently, what does that mean in terms of providing
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care, how do you better engage young people then?
Sorry, Professor Lubman, can I turn to you first.
PROFESSOR LUBMAN:
So, I suppose often when we see people
in the adult space, we're seeing people who have struggled
with problems for a long time, and have had lots of
reflections about what's going on with them, and in some
ways more articulate around their needs and what they're
looking for.
Often for a young person there's a lack - you know,
there's obviously a lack of life experience, there's a lot
of things going on for them that can be extremely
bewildering and confusing, and it can often - you know,
they can often - it can often be difficult for them to
articulate what they really need.
So, the big difference I think in young people is
around how you meet the person where they're at, you know,
particularly for the young person, and find some common
ground, and identify an issue that they want to work on.
So, it's about identifying the issues that they want to
work on and being able to work on that.
So for them that might be something around studying,
or school, or work, or housing or Centrelink payments. The
critical thing is, it might not be working on their alcohol
and drug or mental health issues in the first instance
because for them that is not the priority that they see.
You know, it's that flexibility to be able to build that
relationship by identifying what are the one or two issues
that they think are the priority that they need to work on,
and by demonstrating that you can actually be helpful in
that space and actually do something for them, that builds
that level of trust that actually you might be a useful
worker to work alongside, and that then allows that broader
conversation to develop around those other issues that
you're trying to target.
So it's that flexibility to not just be focusing on
the clinical response which is important, because for that
person that might not be their priority and it might not be
something they're ready to engage with; it's that ability
to have that broader panacea to build that trust so that
you can actually address the real issues that are
underlying where that young person is struggling.
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MS BATTEN:
Thank you. Dr Gruenert, is there anything
that you wanted to add to that?
DR GRUENERT:
Agree with Dan's comments, but I would add a
couple of things. This is a real classic example of where
there's a tension, and there's many parts of the system
where it's finding the balance of the tension that works
really well.
And the tension I'm talking about is that, we know
sort of supportive counselling or aligning yourself with
where someone's at is the best way to engage someone but it
doesn't necessarily bring about change. And we know the
psychoeducational things and setting boundaries and having
a sort of challenging dialogue can be really effective in
bringing change, but people lose engagement and they drop
out of treatment and that doesn't work either.
So, the best way this is done is where you have those
two things in tension with each other, and we've all heard
of examples of services where it's all about sport and
recreation, rock climbing and fun staff, Hip Hop, dance
classes, whatever, spray painting, and if that's all it is,
sure people will come along but there's nothing that's
actually taking them to the next level.
And vice versa, a service that's based on a whole lot
of evidence of the actual interventions and tools, you
know, if young people aren't getting there, then it's not
effective either, so it's walking that line.
The one point I would make that we've found most
effective, it's not just with young people, but it's
particularly there: the people most likely to engage
someone and take them to the next level are the people with
a lived experience who (indistinct - audio malfunction).
So, if we can take someone who has been there fairly
recently who can understand where someone's at but has
moved through it, they are the best person to identify
exactly what's going on for someone, use the right language
for them, and so, in some ways asking us or asking me as an
expert what's going to engage young people is probably not
the - I can share my observations, but we've got to ask
young people.
And I totally agree with Dan, we've got to start with
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what they want, what's their priority and their goals and
their dreams to build that relationship, and over time we
need to then put the things in place that we know are going
to bring about change.
And at times when a young person is out of control,
you know, the voluntary system doesn't do that, and we see
people cycle around, they're given lots of opportunities to
engage, they simply don't, and I think there is some place
for a non-voluntary front-end to the system that, when
people come out the other end say, they can acknowledge I
was out of control, I needed someone to pull me up, and I
can see how I was going downhill in a particular direction
but at the time I couldn't see that. So, it is a tension.
MS BATTEN:
Thank you. Dr Reilly, was there anything that
you wanted to add to engaging young people?
DR REILLY:

Sorry, can you hear me still?

MS BATTEN:

Yes, I can, thank you.

DR REILLY:

Suddenly I muted everyone, it seems.

MS BATTEN:

That's okay, I can hear you.

DR REILLY:
So I think what I would say there is, in
response to what Stefan just said though, I agree it would
be great, it's just a bit difficult to see how you would
govern that issue of the involuntary treatment at the
front-end for those problems but fascinating to see.
MS BATTEN:
The next topic is governance, and I'm just
noticing the time, so I might give you a break now rather
than break-up the governance topic. So, I'll give you a
break for 10 minutes and then we'll come back with the last
topics: governance, workforce capability and prioritising.
Thank you very much.
SHORT ADJOURNMENT
MS BATTEN:
Thank you. The next topic is governance. The
first question is, how could Victoria integrate governance
and policy of mental health and Alcohol and Drug Services
at a departmental level?
Dr Reilly, can I ask you that question first, please.
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DR REILLY:
Sure. Look, I don't actually know how down
in Victoria because I'm not really familiar with how its
Department of Health works, but clearly it's all within a
Department of Health, the Departments of Health are
configured in various ways and of course they do at times
with regard to governance shift branches and divisions or
whatever within them.
So, I think it's really - the key issue is a clear
decision at the level of, you know, the Executive of the
Department and the Minister that that's a policy position
that the Government and then the Department wants to take
forward, and then it's considered what are the issues
associated with that and I think if that happens then it's
actually a comparatively straightforward matter.
The Queensland experience essentially was that, I
think it was more at a departmental level but obviously
with Government approval, and I think the challenge then of
course then becomes one issue particularly perhaps that
alcohol and drug services - or alcohol and drug policy
relates to perhaps more the prevention aspect and that
there are some larger issues that sit within Health but
outside more clinical service delivery policy, and so those
challenges need to be considered in such a decision. So,
that's all I would say at this point.
MS BATTEN:
Sorry, just to keep you
your perspective what would the best
look like in terms of governance and
reflecting on what Queensland's done
there?

DR REILLY:
Sure, well, the Queensland decision was
essentially that the clinical aspects of AOD policy needed
to be linked with mental health policy and commissioning,
and so they were connected up, and so it is a mental health
and alcohol and other drugs branch and I'm in that Chief
Mental Health Alcohol and Drugs Officer role, but that's
comparatively new and that links to the Chief Psychiatrist
role.
So I think the issue is that there's overarching
governance across both mental health as well as alcohol and
other drugs sitting at a particular point, because that
creates the incentive then for integration at other levels,
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in my mind at least, and a clear understanding that's the
case.
You can then have separateness further down, because
there are still a whole variety of things that will have to
be dealt with separately. Certainly, even if there was a
clear decision you wanted to integrate everything, you'd
still have to do a very graduated progress of changing
commissioning funding and the structures, and I'm not
suggesting that, just saying it would require that kind of
machinery change and that would be difficult.
So I think it's about how you just make sure that at
the policy inter-planning level that those things are
considered always together rather than being completely
separated out.
MS BATTEN:
Okay, thank you. Professor Lubman, from your
perspective what would be the optimum model of integration
of governance and policy and at the departmental level?
PROFESSOR LUBMAN:
I think as we've all been saying, you
cannot treat the mental health issue without treating the
alcohol and drug issues. For me that means a single
Department that overseas both the mental health and the
alcohol and drug sectors, and which oversees things like
performance, planning, quality, policy development.
Now, it's critical that there's a shared vision around
the mental health and wellbeing of Victorians and, you
know, as I say clearly in my submission, alcohol and drug
issues/addiction is a mental health issue so it needs to
sit within that framing of other single departments. So,
that's commissioning, oversight, performance and quality
issues.
I think the other point I want to make though, that
while that's at the commissioning and policy level, I'm
also very clear that the systems need to be separate. I
think as we've already discussed, that there's marked
differences in the populations that they serve, the
treatment philosophies, the approaches they take.
And so for me, while we have an oversight and a single
governance and a single Department, the systems themselves
need to be commissioned and oversighted separately but
within that overarching framework.
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Because I think, you know, as I say in my witness
statement, the examples - obviously John can talk about
Queensland - but certainly in other areas the mental health
system is such a much bigger beast than the alcohol and
drug system and, you know, obviously with a whole range of
drivers around demand and around risk and around a whole
range of other issues, the major risk is that the alcohol
and drug system becomes subsumed within the broader mental
health system and I think it's really important that we
keep them distinct and keep them separate because of their
separate workforces and approaches and interventions and
philosophies.
The other thing to say about governance that I've said
in my witness statement is around the role of quality and
safety. The Chief Psychiatrist's office obviously plays a
really important place in oversighting critical incidents
and safety issues and really plays a critical role of
building the effectiveness and the safety of the system.
That is currently absent in the alcohol and drug space. We
don't have a mechanism at a system level for oversighting
critical incidents and reviewing safety issues, identifying
innovation and documenting that and evaluating and sharing
that across the system.
So there needs to be a mechanism, like there is in
Safer Care Victoria for the broader health network and
within mental health within the Chief Psychiatrist's office
to actually look at system oversight, look at critical
incidents, look at issues of quality and safety and ensure
that we're continuing to improve and that there's a culture
of quality improvement and there's key lessons there to
learn around how we approach different issues.
I sit in on a number of committees on the Chief
Psychiatrist's office around critical incidents, morbidity
and mortality, complex cases, and, you know, 90 per cent of
all of them involve alcohol and drug issues and yet I'm the
sole representative from the whole system.
You know, what constantly comes up is issues in terms
of system integration, issues to do with capability, issues
to do with monitoring and quality indicators, so there's a
really important opportunity to bring that quality and
safety component within the governance structure so that we
can ensure that we continue to build the effectiveness and
.18/06/2020
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efficiency and safety of the system.
MS BATTEN:
Thank you. And, Dr Gruenert, from your
perspective, what would the optimal model of integration
look like at the governance and policy level?
DR GRUENERT:
I think this is a really interesting and
difficult area and it's probably the one that we have had
the most struggle even as a panel and probably areas of
disagreement around.
I would agree with everything Dan has said around the
potential for integration at the departmental level, and I
think in theory that should work, but I'm less convinced,
and I'm less convinced because history internationally and
history from my colleagues in New South Wales and
Queensland continually tell me of its failings, and that
may be as much in the implementation as in the actual - you
know, the intention.
So, I think in theory there should be the capacity for
integration under a Minister, under an Executive at the
Department, as John was discussing, that has responsibility
for both those areas, and that they're integrated in a way
that has a shared vision and where, particularly the
quality, as Dan was saying, the quality mechanisms and
processes that exist in mental health which don't in drug
and alcohol could really enhance other services in the
systems and the planning happens together.
The issue for me is, fortunately in Victoria we have a
Department of Health and Human Services, and I think the
Human Services part of the Department has a really
important part to play in the treatment of people with both
mental health and alcohol and other drug issues when you're
looking across the whole spectrum of that.
And so, one of the criticisms about the way it's often
done in the departments is that there's not a broad enough
perspective; it can take a sort of pure medical or
psychiatric role at the expense of the lived experience and
psychology and other things.
Now, if you've got someone who can really practise it
or does understand holistic medicine and the broad - you
know, that ideal, then I think that definitely will improve
the way the governance is done, but often that's not done
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and it's tokenistic, and I think the points Dan made around
the size difference between the two Departments, or even if
they're distinct areas within a sort of an integrated even at the Department level, they can get swamped and that
again has been the experience of colleagues in other states
where the policy's often just developed in mental health
and it's AOD's consultation feels tokenistic or you're
always trying to fit a mental health policy into a drug and
alcohol setting.
And if I could use an analogy to describe what often
happens: I talk about clothing, so we could all agree that,
you know, tops and bottoms that we wear are important,
they're both clothes. Most people tend to try and
integrate their clothing between the top and the bottom,
sometimes the style, the colour, or for a particular
climate. My kids always insist on only having shorts on
the bottom so they can play sport and it's fit for purpose,
whilst they'll wear some pretty warm tops, and so, the
choice around what people want in those areas is different.
But, no matter what you do to a top, you can't stretch
it or cut it or squeeze it to suddenly become shorts or a
pair of pants. And it's even worse if the emphasis of the
top you're wearing is just a winter coat and a jacket, and
I'm thinking of the sort of clinical tertiary part of the
mental health system, trying to turn that into a pair of
shorts.
And so, we really need to make sure that the responses
are fit for purpose and that the thinking, even on policy
development, it isn't tokenistic and it has a broad
representation to make sure that, yes, we're dealing with
the quality of the clothes, you know, we want good shorts,
but we don't need ski pants for someone who just wants
shorts, they just need to be good quality shorts, and if
they tear or rip we want to make sure they're built with
the same quality of the fabric of the top and that we're
thinking about the design with similar processes and ways
but we're not trying to refit them.
That's in my experience what often happens in the
implementation. So, I agree in theory, I'm less convinced
as having seen it done well.
DR REILLY:
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Yes, of course.

DR REILLY:
Because there's differences, this is probably
the area where we had most disagreement. I guess just to
highlight, I think there's always challenges with regard to
where you draw the line about how things are integrated, so
there's no question, there's no right way to do that, it's
about what's going to work most effectively in a particular
scenario and who's prepared to push that.
There's no question that AOD services are going to
feel they're the small brother if they are integrated
within a wider mental health system that's larger, but I
also think there's lots of benefits to be gained from that
as well, which I accept, do require though a good
implementation, effective implementation of that whilst
looking after those interests.
I think though, we all certainly think, is it really
such a unified mental health sector? There's marked
variation with regard to, for instance, the way in which
child and youth services or perinatal services or some
older person services or specialised eating disorder
services work within a Health Department and within a
Mental Health Department or branch, and I don't think that
seeing AOD as a kind of subspecialty area within such a
wider more integrated mental health and alcohol and drug
branch is necessarily all that different.
I think also Stefan highlights that there are still
issues with regards to what's perhaps more clinical
healthcare as opposed to non-Government-led healthcare, and
there's no question that Departments are doing funding out
to different types of services, and again, we've probably
brought those together and we haven't sort of come out
always with the specifics of that.
So, there's no question there's challenges and I don't
think there's any absolute way to do those things.
MS BATTEN:
Dr Reilly, just to stay with you, in terms of
the potential adverse impacts for the alcohol and drug
sector being overwhelmed by the mental health sector, what
kinds of things has Queensland done to kind of guard
against them and maintain the position of the alcohol and
drugs sector?
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DR REILLY:
Sure. I think the issue is perhaps having
clear responsibility for that sitting with an Executive
who's got that responsibility where there's a recognition
that's really important; that is, that looking after the
integrated alcohol and other drug services is important,
and I wouldn't necessarily disagree in what Stefan's saying
that Queensland has done that extremely well, but I think
that's something that we're continuing to look at and, once
that's consolidated, that change, then I think that helps
to highlight that this is an ongoing need to be looking
after the AOD service system in the same way.
I think the only other thing I would say which I've
said previously is, in Queensland we've obviously got
fairly structured hospital and health services as our local
health networks. There's only 16 of those and they are,
you know, independent; that's where the funding goes out
to, and each of those has their responsibility for both
their mental health and alcohol and other drug services
being integrated under an Executive Director or equivalent.
Obviously there's a Chief Executive and a board, they also
have the responsibility for ensuring that AOD services are
being looked after within their HHS in the same way as
mental health services.
So I don't think it's just a departmental issue. But
that then raises the issue of linkages with PHNs and then
commissioning of NGOs, and there's no question that, in
that regard, because of the way in which AOD services are
structured, NGOs, there's not that sense of an area-based
approach to quite the same level that there is historically
in mental health services, at least in Queensland.
So, I think there's a lot of aspects of that question,
a lot of things that need to be considered and a
recognition, and I believe it might be more the case in
Victoria, that perhaps there's a misalignment and it's
difficult to get planning to cohere across LHNs, mental
health services, AOD services, both clinically as well as
with regard to non-Government organisations being
commissioned.
And, given that you've had a fairly different service
system over time than perhaps Queensland's, there's no
question that there's quite a challenge with trying to make
such changes, and my observation over time has been, that's
been quite a significant challenge purely from mental
.18/06/2020
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health services. If you're then also then going to try and
align AOD services up on that checkerboard, then obviously
it brings significant additional complexity.
MS BATTEN:

Thank you.

PROFESSOR LUBMAN:
MS BATTEN:

May I offer one point?

Of course, Professor Lubman.

PROFESSOR LUBMAN:
Sorry, quickly just echoing what other
people have said, I think one of the challenges that's come
up during COVID - I mean, I think COVID has been really a
great illustration of what works and what doesn't work.
So, what really happened during COVID was, what we saw
was the mental health system sitting within a part of the
Department that thinks of it as a system, was able to step
up and create a whole range of responses that recognise
what the system was and recognise the different components
of the system.
The alcohol and drug system at the moment sits within
the community portfolio of the Department of Health and
Human Services, alongside community health centres,
paediatrics, dentistry, opticians, all the other parts of,
I suppose, other industries that actually don't work as a
system, they're all independent - essentially independent
businesses that sort of provide services but don't work there's no sort of comprehension of that as a service
system and how the different parts of the service system
operate.
And I think that became really evident during COVID,
that while the sector wanted to mobilise and think more
from a sector perspective, the structures in place because
of where it sat within a Department was not able to move as
it could have - as it did in other parts of the health
system.
And I think for us, you know, the issue in terms of
commissioning and where the benefits would lie sitting more
in that mental health space is thinking about service
models. So, at the moment the way the service is
commissioned in the alcohol and drug space are as widgets
that are agnostic to service models.
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A good example of that is an area that we're working
on together around the issue, for example, of residential
services. So, we have detox services across Victoria that
are funded, but there's no - but each of those services
operate in very different ways, and there's strengths in
that, but that is not through a process of being planned,
that we have these planned different services with
different staffing profiles, different models of care,
different entry criteria, that's not planned from a system
point of view, that's just how they evolve, and yet we
expect people to try and navigate that system and
understand what that system is without any sort of system
design and planning.
So for us, particularly in the alcohol and drug space,
we would really welcome sending in a Department that had a
broader thinking around service and system design to think
about what the multiple needs of different client groups
and families actually are and how we actually configure the
system to build on the strengths within the system rather
than it being an ad hoc system where it's, you know,
essentially a coin toss around what the response is going
to be where you present.
DR REILLY:
sorry?

Could I just make an additional comment,

MS BATTEN:

Yes.

DR REILLY:
And I guess just to follow on from Dan's
point, so perhaps to highlight that, is that, because in
Queensland we've been trying to plan using the National
Mental Health Service's Planning Framework for mental
health services and have seen the benefits of being able to
do that so that we get greater consistency across the
state, I think that because we've got a combined branch,
integrated branch, what the - so, the same people are
responsible for planning of AOD services as for mental
health services, and they have been taking the lead in
trying to set the DASPM up, the Drug and Alcohol Services
Planning Model, in a sense to catch that up so that it's
going to work in a similar kind of way to the National
Mental Health Service Planning Framework in Queensland.
So I think that that's an example of the benefit of
the integration of recognising that this is something that
mental health's doing that actually drug and alcohol
.18/06/2020
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services would benefit from, and where I think that will
also add the capacity then to start having those two
aspects talking together.
Just with regard to Dan's specific example, because
we're an integrated branch, because we've got clinical
services within our HHSs, AOD clinical services, we
essentially were able to address alcohol and other drug
issues, at least for the HHSs, in exactly the same meeting
structure as we were doing - it was mental health alcohol
and drugs, it was completely integrated, we were
considering opioid-related issues at the same time as we
were considering aspects of clozapine, for instance.
We did have some separate meetings with regard to AOD,
just to sort of hone in on those more specifically, but
there were certainly lots of advantages for us in being
able to do that.
MS BATTEN:
Thank you. Just in terms of this integration
of governance and policy and, Professor Lubman, your
comment that the AOD sector is much smaller and can be
swamped, what are some of the adverse impacts that
integration at that level could have on the AOD sector and
what could be done to address those adverse impacts?
So, Professor Lubman, I might ask that question to you
first.
PROFESSOR LUBMAN:
I mean, I think what we've all touched
on is this issue around a, in some ways homogenisation of
processes and policies and pathways in clinical care. I
mean, that's the biggest risk, is that, having worked
within an alcohol and drug service within a mental health under a mental health director, you know, what became
really clearly evident is that our mental health colleagues
didn't really understand what we did or how we operate; and
because they're managing a large mental health program, you
know, they don't have the time or focus to be able to
understand those nuances in the system.
And so, what we saw time and time again was, you know,
a policy was developed in the mental health program, it was
then sent over and say, well, this is going to be
applicable across the whole mental health and alcohol and
drug system, and so, things that we were not funded for or
couldn't implement were endorsed as policy documents.
.18/06/2020
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So, that relates to anything from - you know, and
obviously sometimes these are relevant or not - but relates
to issues around residential settings, around mental
health, and there's a very different focus around ligature
points and the way in which - you know, safety of those
settings, which are very different to some alcohol and drug
settings which are more recovery and community-focused.
Differences in terms of risk profiles, so for example
because mental health programs very much focus on risk and
suicidal risk and homicidal risk, there was mandating of
questions and approaches that we had to put in as some of
the first questions when we see people, which goes against
all of the things we talked about before in terms of
treatment philosophy.
So, rather than understanding that we have different
treatment models and treatment philosophies in a different
way, different population, different approaches, it was
this sort of in some ways bulldozer approach of, you know,
we're developing something in the larger mental health
program, you guys are essentially like a mental health
program, so we're just going to roll it out to you guys as
well, without understanding that that actually has negative
impacts for the treatment models and the approaches that we
take.
So that's a very concrete example of my experience of
that, and the challenges that - I had to spend most of my
time educating my mental health colleagues as to why this
wasn't a good idea and why we had to reverse it, rather
than spending time focusing on helping clients and
families.
And I think that's the big issue. The big issue is,
you know, while they are integrated they are different
models, and we need to be very careful that the evidence
base and what works in this system isn't steamrolled, you
know, to fit in with the larger machinery of the public
mental health apparatus.
MS BATTEN:
Thank you. Dr Gruenert, can I ask you, what
do you think are some of the adverse impacts and what can
be done to ameliorate against those?
DR GRUENERT:
.18/06/2020
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that we can all see the benefits of bringing those systems
approaches and the additional resources and benefits to the
drug and alcohol system, but I think one of the tensions
and the issues the Commissioners are going to be struggling
with here is the resources involved and required and
available and working within those resources. And I think
the biggest adverse impact would be to completely lose some
of the efficiencies that exist within the drug treatment
system by inadvertently putting quality and risk mechanisms
and compliance things that just increase the overheads and
the work required where it's actually not fit for purpose
and isn't required and it will just increase the cost of
services in some areas.
I think, as Dan said, there's so many examples where a
policy or a thing has been developed, you know, the
residential facility guidelines have come from mental
health and they thought with a few tweaks this could be
made to fit drug and alcohol, but it's a completely
different model: we don't need nurse stations with
observations around people's bedrooms and things, you know.
Bedrooms, they spend so little time there that they need to
be on the floor participating with the program.
There was a recent example during COVID where, there's
a great Telstra initiative of giving out mobile phones and
SIM cards and computers so that people can engage in
telehealth, and they developed guidelines in mental health
and were just going to roll it out across drug and alcohol.
And we said, wait a minute, you want to give out all of
this stuff and you expect it all returned at the end?
Who's going to be responsible if it's not returned, if it's
sold off and hocked? Just things that hadn't been thought
about that really need to be - you know, frameworks and
things that need to be built from the ground up for drug
and alcohol, not just a tweak to mental health.
I think the last point from me, or the last two
points: the drug treatment sector has had a lot of
flexibility to innovate, and whilst the sort of lack of
governance and rigorous guidelines and things have often
been an issue and can be improved, they have allowed a very
nimble quick system to adapt to things.
So, when COVID came along, the services moved to
telehealth and phone-based support really quickly and they
were able to do some quick consultations to make sure there
.18/06/2020
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was new guidelines and resources from Turning Point and
others in place to support that, rather than building
incredibly onerous clinical governance systems that would
have taken a lot longer to roll out.
The second issue that's unique to the drug and alcohol
sector I think relates to issues of criminality and the
sensitivity of some of the issues in drug and alcohol
politically.
And, it's always been a really strong point that, to
have people with strong advocacy, we've had to work really
long and hard to get evidence-based programs funded in drug
treatment rather than be at the whims of what individuals
think will work in drug treatment, whether that's community
members or Members of Parliament, and we need really strong
advocates in the Department that can push those models and
aren't concerned and nervous that there's an election
coming up so we can't talk about whether it's, you know,
decriminalisation or pill testing or harm reduction
measures in prisons or a whole range of other things. We
need a unit that has the strength and sufficient size, you
know, not just be 5 per cent of a Department and does get
steamrolled.
So, I think if there are mechanisms that can be put in
place that ensure the processes really do build things from
the ground up within drug and alcohol as much as they're
commenting on mental health things, and that ensures some
efficiency in the system and we're not putting unnecessary
layers on top of services that are suitable for clinical
and tertiary end of the spectrum but not for some of the
psychosocial supports, then there's a chance this could
work.
MS BATTEN:
Thank you. Dr Reilly, I feel like I've
already asked you this question in relation to Queensland,
but is there anything else you wanted to say in response?
DR REILLY:
Just a quick comment. Stefan, with regard to
COVID and the mental health service creating massive
governance models that will take a long time, I'm not aware
what they were, but I certainly wasn't involved in such
things that I know of.
Yeah, I think the only other comment that I would make
is, some of the concerns - and I understand the concerns
.18/06/2020
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completely, don't disagree - I think they also stem from a
very separate service system because they're all really
about saying, the mental health service system doesn't
understand us so we need to stay separate. I accept that,
that's the way to approach it.
I think the problem is though when we're talking about
all of those issues, they can change if the mental health
service system actually sees that AOD services are a core
part of mental health services. The problem at the moment
is, as Dan and as Stefan have highlighted, is that that's
not the way that people think.
And I agree that it's not possible to just change like
that. So, therefore there is the challenge with regard to,
and if you were to say let's integrate, how you would do
that, how you would protect that along the lines that I was
talking about before, so I think that's how any adverse
impacts would have to be addressed and what you'd have to
do is to have, you know, a good kind of ringfencing of AOD
and monitoring and a gradual development of knowledge and
skills that works across the wider service system were that
to be contemplated.
PROFESSOR LUBMAN:
Can I just add, I know we ventilated it
somewhat, we can expand on it later when we talk about the
addiction medical specialists, but I think that is a big
huge gap.
The comment I made before when I sit on a lot of the
Chief Psychiatrist's committees around morbidity, mortality
and complex care is because unfortunately I sit on those
because there aren't many of me in Victoria.
And so, one of the issues is, if we're trying to
integrate alcohol and drug and mental health, the reality
is professional groups talk to professional groups, and so,
I get invited to so many - when we talk about alcohol and
drug I get invited all the time and that's because
unfortunately there's only very few of me available and
that's the tragedy in Victoria, that we don't have a - you
know, a breadth of addiction medical expertise that can
work with our colleagues in the mental health space to
actually advocate for what's needed, to actually help build
knowledge and clinical systems and expertise, and I think,
without that, you know, there's that whole missing gap in
terms of a workforce that can communicate and link and
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build confidence in their colleagues.
MS BATTEN:
I'm going to turn straight to workforce
capability and the addiction specialist issue, and stay
with you, Professor Lubman, are you able to articulate very
briefly why there is this gap of 20 years of lack of
addiction specialists in Victoria and then move swiftly
onto what's needed to increase the number of addiction
specialists.
PROFESSOR LUBMAN:
So, thank you. So, I tried to
articulate in the witness statement sort of the, I suppose,
how we got here and how we got here was really -MS BATTEN: Sorry, Professor, not the how, the why.
know the why? I know that there's --

PROFESSOR LUBMAN:
The how is the why. The how and the
why is integrated because, you know, why is because, you
know, an unintended consequence of de-institutionalisation
was the failure to recognise the need for a clinical
addiction stream as part of service delivery in Victoria,
and so, you know, there was a misunderstanding at that time
and that sort of failure and essentially unintended
consequence of a policy decision has meant for the last
20 years we haven't had a systematised clinical addiction
stream in Victoria.
A by-product of that has meant that there hasn't been
an opportunity for medical nursing and allied health
professionals to actually train within those settings,
within addiction settings, to actually get the clinical
expertise and capabilities. It happens essentially by
random and, you know, on an ad hoc basis rather than as
part of a thought out system.
So, we have a whole generation of health professionals
who know nothing about addiction, and in fact know as much
about addiction from The Herald Sun as they do from their
undergraduate curricular. And that explains why we have
such huge amount of stigma and discrimination that you
would have heard from consumers throughout the Royal
Commission process.
We have a whole generation of health professionals who
really don't know what to do, and that's not just within
the mental health space but includes in primary care, and
.18/06/2020
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that's a critical issue because we're seeing a whole
generation of GPs who trained in the old system who are
starting to retire and they are the backbone of opiate
prescribing in Victoria, and within the next five to
10 years we're going to hit a major catastrophe in terms of
prescribing around opiates if we don't do something to fill
that gap.
So that's how we got there from an unintended
consequence of a policy decision. Why we're in this
position is because we don't have career pathway funded
positions, and because we don't have - if we look at all
the senior positions in mental health, clinical - you know,
in mental health, a lot of those positions are also joint
academic positions which allows in-reach into the
university system to train undergraduates both in medicine,
nursing, allied health in terms of mental health.
Because we don't have that senior clinical addiction
stream, we don't have senior staff in those medical
nursing/allied health positions with academic positions, so
we have no presence on undergraduate/postgraduate
curricula, so there's a huge gap here that we need to fill
because otherwise, no matter what we do in this space, no
matter how much we talk about integration, if we don't have
a senior clinical addiction workforce in place, you know,
we're never going to address this issue of the poor
treatment of people with addiction and addiction with
comorbid mental health issues.
And it's always been a surprise to me that, you know,
how the Department - not this Department - how the thinking
has been that, you know, for a clearly - you know, a clear
health problem, that the Health Department can say that we
don't need medical specialists to oversee, you know,
treatment for those with most complex needs. It's akin to
saying in the hospital system and the mental health system
we should de-fund all psychiatrists and clinical
specialists and they should use MBS items if they need a
specialist opinion.
So, you know, there's a huge discrepancy between what
we see in health and mental health and that discrepancy, I
think, speaks to the discrimination and stigma that we see
for this population group.
MS BATTEN:
.18/06/2020
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specialists, you've mentioned career pathways; what needs
to be done to increase the number of specialists and what
kinds of organisations need to be involved?
PROFESSOR LUBMAN:
Yes, so I just wanted to flag for the
Commission that we've been working for a couple of years
now with the Department in terms of an addiction/medicine
training - a workforce program. So, we've been able to
secure positions within the College of Psychiatrists and
the College of Physicians to create a coordinated training
for addiction positions in Victoria. So, we've got a
training program and a couple of coordinators training,
which is fantastic.
We're also just about to release a report which we
commissioned from HMA, a consultancy firm that's working
with sales in the Department to look at the development of
an addiction medical specialist workforce model for
Victoria. So, they've been doing a lot of work looking at
existing models, of workforce models, consulting with
experts across other jurisdictions and internationally
around what's needed to happen, and their report is going
to be available within the next two months which I would
urge the Commission to look at, which estimates the number
of addiction specialist positions that are needed and
training positions. That figure's around 110 based on
modelling, based on another jurisdictions.
I can tell you that we are a long way from that figure
in Victoria and, despite having coordinated training, the
biggest issue we have is, we don't actually have many - a
clear strategy around funding, funding training positions.
So, there's an issue around funding of training positions.
There's an issue about accreditation of supervisors, so we
don't actually have many funded addiction specialists in
Victoria who can actually oversee trainees and provide that
specialist pathway.
And it's a very hard sell - I mean, John will be able
to talk about this because one of his key roles is around
oversighting training for addiction psychiatry across
Australia and New Zealand. But we have a lot of very
interested trainees but the problem is, is that there's no
job at the end of it. Why would anyone want to put their
hand up to do that job? So we need to actually have a
career pathway where we have training positions, accredited
placements and actually a job at the end of it, so we need
.18/06/2020
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to have publically-funded addiction specialist positions
and a model that actually speaks to where they sit in the
system of care.
MS BATTEN:
Thank you. Dr Reilly, do you have views on
what can be done to increase the number of addiction
specialists in Victoria?
DR REILLY:
Well, I think, as - I generally support what
Dan said. Clearly there need to be positions for medical
addiction specialists. I think that that issue of training
is vital, and I think that coming back to it from the
co-occurring substance use and other mental health
disorders focus, then as I've highlighted in my submission,
I turned into sub-specialists and generalist specialists
along the lines of the UK paper. And I do think that we
have to train all psychiatrists as being generalist
specialists going across all of psychiatry which includes
addiction. That doesn't mean that they're at that level of
addiction sub-specialist, whether they're an addiction
psychiatrist or addiction medicine specialist, but I think
that's what we need to be thinking.
And so therefore what we have to be thinking is what
are the ways we create training positions; certainly within
sub-specialist addiction services, but also how do we
emphasise that, of course, we've got enormous prevalence of
comorbid substance use disorders within our training
services that all of our psychiatry trainees are going
through and we need to ensure that in fact we seize those
training opportunities which at the moment we don't because
people don't actually know what are good models of care,
they're not identifying them, they're not assessing them,
they're not treating the co-occurring substance use.
And if we did that we would certainly be building the
capacity, but to do that we would have to actually be able
so start that process off and, because we don't have that
core group of addiction sub-specialists and because we
don't have that mindset, at the moment we can't. So, I
could go into much more detail but that's probably the best
thing at the moment.
MS BATTEN:
Dr Gruenert, do you have views on what can be
done to increase the number of addiction specialists?
DR GRUENERT:
.18/06/2020
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this particular area and I would defer to them on the
particular pathways, but I will add two things. One, we're
talking about a long-term, I guess, timeframe in order to
achieve this from where we are in Victoria and we clearly
need some things in the interim to get us there. And I
think, if we are to achieve the sort of capacity in the
mental health system, we definitely need some input from
addiction specialists there.
The key point I'd make is that we need to go beyond so, addiction medicine is a massive gap in the Victorian
AOD system and I think that's impacting on the integration
of care for people with mental health issues, but we've
certainly got a lack of pathways and pipelines for a senior
workforce across all sorts of disciplines in drug
treatment, and I think we also need to have a strategy
that - because, as Dan says, people do talk to their peers,
so we need it at all levels, from social work, nursing,
psychiatry, medicine, GPs and psychology all the way
through the system.
The second point I make really relates to workforce
development. We know that simply study, theoretical
programs, don't develop a capable workforce and what we
need is really a lot of on-the-job training, and there's
really good models and mechanisms in medicine and health
for - and, you know, in other disciplines, for placements
where people can learn on the job with proper supervision
and support, including staff from mental health coming and
doing rotations through drug and alcohol services at
various levels to help build that capacity which just
simply aren't there.
And, we know that that's the best way to breakdown
stigma. We have lots of graduates who, even if they've
done some mental health or some addiction, which is pretty
rare in any university degree, the minute they are
confronted with someone, particularly if they're
intoxicated or in a crisis, the stigma and all their
systems go into defence alert mode, so they need to be able
to have real relationships with consumers in a variety of
settings to build up that confidence and to understand
people in a way that breaks down those barriers.
So, the models of workforce development have to be
embedded in services and they have to lead to some funded
positions, as Dan said, out the other end. That applies
.18/06/2020
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across all the disciplines, but I totally agree there's a
real gap in addiction medicine, but we're talking
multiple years to start filling that, but we can start the
rotations and the practices as soon as possible to make the
most of the people we do have in the system before they
retire.
MS BATTEN:

Okay.

DR REILLY:
And so I do have to jump in and say, it's not
just addiction medicine but it's also addiction psychiatry.
DR GRUENERT:

And psychiatry.

DR REILLY:
Because unfortunately that does separate out
and that's actually a problem in a lot of documents. I
understand Stefan's not meaning that, but that is part of
the problem so I just need to be clear about that.
DR GRUENERT:

Agree.

MS BATTEN:
I do want to ask about the increase in the
workforce generally. Dr Gruenert, I might go to the others
and then come back to you to see if there's anything
further you want to add.
Dr Reilly, perhaps I'll ask this directly to you
first: how do we increase the capacity of the workforce
generally? So we've talked about addiction specialists
acknowledging that there's addiction psychiatrists and
addiction medicine specialists, so the capacity of the
workforce beyond them to address co-occurring mental
illness and substance use issues?
DR REILLY:
I think, as we discussed originally, Fiona,
the issue there is, I do think that - I maybe being
medically centric - but I think it's reasonable to start
with medical specialists because if they lack capacity,
then it's very difficult for anyone else to come in over
the top of them - I'm not saying impossible, but it makes
it much harder because they are often taking significant
clinical decisions. So, I think, if we've got that, then
what we have got is that people are in fact, as Stefan
said, learning on the job.
If we can train our psychiatrists in the mental health
service system to actually be competent and capable in
.18/06/2020
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managing co-occurring substance use disorders, that helps
to pull other people along.
I think the other issue is then trying to get more
crossover, that people do have those training experiences
at all levels of training and, whilst we've got separate
service systems, that's much harder. I think that if the
service system is more integrated there's greater capacity
to start to make those links and connections, but clearly
that's still very difficult at this point.
MS BATTEN:
Professor Lubman, do you have views on how we
can increase the capacity of the workforce to deal with
co-occurring issues?
PROFESSOR LUBMAN:
I mean, I have a couple of things to
say. I mean, I think if we go back 10, 20 years, we had
the establishment of the Victorian Dual Diagnosis
Initiative which at the time I think was a brilliant
initiative because it was really increasing people's
awareness of the interrelationship between mental health
and alcohol and drug issues. And I think, for its time, it
was a great initiative and it was very successful in
increasing awareness.
The challenge with that initiative is that there
wasn't - the strategy for what it was trying to achieve
became outdated and there wasn't governance over what the
initiative was actually trying to achieve, and the backbone
of that initiative became didactic training which we know
in workforce models is not an effective way of changing
practice.
I think I speak for all of us when we say that, you
know, if we want to increase the capability of the
workforce we actually have to do competency-based training;
we have to actually - you know, the whole model of working
in the field of health and medicine is around, you know,
seeing something, doing something, teaching something. You
know, that does not - you know, if I want to teach somebody
how to deliver a baby, I do not do a half an hour workshop
on the theoretical ideas of delivering a baby and then send
people out delivering babies.
You know, because that's easy to do and because we can
do it at a mass level, you know, unfortunately that's been
sort of the way in which training has been delivered in
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this space: let's do a couple of one day workshops and then
we'll see change.
I think what John's referred to, is that, we've had a
number of examples where we've worked with different
professional groups to increase the capacity, but then they
go into a mental health service where the consultant
psychiatrist is not interested in substance use, doesn't
want to know about it, and so, there's no mechanism to
actually provide evidence-based alcohol and drug
intervention into that setting because the medical
leadership in that team does not feel capable or does not
see it as a priority, so there is something about
prioritising that medical workforce.
One of the initiatives that we were able to get funded
a couple of years ago was to identify - and, building on
what John said, there are a number of consultants across
Victoria who recognised that they need to increase their
skill mix in the treatment of addiction, and we were able
to get some funding from the Department to actually have
that person come and sit with us one day a week for
18 months to work in an opiate pharmacotherapy clinic, to
see a whole range of people with co-occurring disorders to
become skilled in that space, and they then were able to
return to their area mental health service and adopt the
lead role as a portfolio holder for addiction and
co-occurring substance abuse disorders in their mental
health program.
So, there are opportunities for looking at how we
create, not necessarily just addiction specialist
expertise, but how we build the capabilities of medical
leadership in the different area services so that we can
have people who are very skilled in this space, who want to
upskill their colleagues and want to create models of care
that actually work.
So, for me, it's very much about competent models,
opportunities to work under supervision and to actually
see what - you know, practice what's happening under that
supervision and to feel capable and being able to then
share that knowledge with their colleagues.
I just want to also add comment to what Stefan says
when we talk about the workforce. I mean, I think
unfortunately what we see very much strongly in the alcohol
.18/06/2020
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and drug space, is that, a lot of the funding models mean
that, when we do get very highly-skilled, senior nursing
and allied health professionals, there's not a career
pathway for them in the alcohol and drug space because we
don't have this sort of tertiary clinical addiction stream.
What that means is, is then you know, we spend a lot
of time training up these really experienced nurses and
allied health staff, and they end up moving into mental
health because they pay better, and not necessarily into
roles that actually play to their strengths in terms of
knowledge and expertise in the alcohol and drug space.
So, when we're thinking about this area of a tertiary
clinical addiction stream, it is about not just a career
pathway for doctors and having clear specialists in the
space of the broader mental health system, but it's also
being able to retain specialists in nursing allied health
to be able to continue to provide their expertise both
within the sector and to be able to in-reach into other
sectors and to work with their colleagues.
Thank you. Dr Gruenert, was there anything
MS BATTEN:
you wanted to add in terms of developing workforce
capability?
DR GRUENERT:
I think the issues have been pretty well
covered. The only point I would add is that, for this to
work, if we're really serious about changing both the
culture within drug and alcohol and mental health and
delivering better care for people, we need a sustainable
strategy.
So, one-off little injections have never worked
because we always had turnover of our workforce and, if we
want our investment in the area to really have a lasting
and a real benefit, it does need some level of sustaining
over time. And that includes - I think is why I'm so keen
on some dedicated funded positions because I'm sympathetic
to the arguments that Dan's put forward around, you know,
sometimes when resources are tight, you know, money can get
lost in a pool and it'll get used in other ways.
So, in including some of those outreach of your staff
models so they keep some specialist connection to their
sector but are seen as a dedicated role to support people
in the other sector, and that's worked really well across
.18/06/2020

59

GRUENERT/LUBMAN/REILLY

Transcript produced by Epiq
152

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

child and family supporting drug treatment and family
violence where you've got some specialist funded positions
that really do build the capacity.
We don't though just want people that are sort of in
training roles, they really need to be on the ground, you
know, with the capacity to work and do some clinical work
as well across those disciplines, but I think the rest of
the issues have been well covered.
MS BATTEN:
question and
on the issue
with you and

Thank you. I'm going to turn to the final
then hand over to the Commissioners, which is
of prioritising and, Dr Gruenert, I might stay
so ask you to respond first.

In the context of this Royal Commission into
Victoria's mental health system and considering the reality
of rationed resources, for Victorians with mental illness
and substance abuse issues, what are the priorities of
allocation of resources?
DR GRUENERT:
So, the two priorities for me would be to,
firstly, have specialist funded positions within both
sectors that can ensure that, when someone seeks help and
support, they can get a response from that sector that
provides, you know, holistic care - whether you call it
integrated or not - that meets their needs and prevents the
need for them to be referred elsewhere in the most cases.
So, the majority of people can be supported within each
sector without having to swamp or overwhelm or be shunted
back and forth between sectors, so some dedicated
specialist positions.
And the second one is, I do agree there's a gap in the
specialist addiction psychiatry and medicine that will
support the decision-making and the governance and the
training across the board. I just have some anxiety that
that becomes the dominant framework if the focus is only
there and that we don't value, you know, peer workers,
people with lived experience, social work and psychology,
nursing, across the whole spectrum.
MS BATTEN:
Thank you. Dr Reilly, can I turn to you and
ask what would be your priorities for the allocation of
resources?
DR REILLY:
.18/06/2020
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Victoria's mental health service system along the lines
that what I was saying without our dual diagnosis toolkit
and the four quadrants, at least there's a clear statement
- I'm not saying necessarily followed in Queensland, but at
least a clear statement that in Quadrant 4 there is an
expectation of co-occurring substance use disorders being
looked after by the mental health service. I don't know if
that's the case in Victoria, there may be a document that
says that, but it's not clear to me.
So I think that that policy issue doesn't cost a cent,
it costs some thinking though and a decision that that
would be required, and obviously that might lead onto
issues about capacity, but I think that's the first step.
After that, then it's really about, well, if that's
required and if that's what the - you know, the Department
says, how is that being implemented? Because the message
seems to be, well, it's not being implemented at the moment
effectively and, if that's the case, then how would you do
that?
And I guess, as I've said in my submission, really
that then comes down to having a clear model around that
expectation that mental health services do provide
treatment for co-occurring substance use disorders. And,
to do that, my simplest approach would still be - and, this
is without fund - I agree completely, Dan has already
highlighted that we would need to develop that specialist
addiction capacity - but, if you didn't have any funds,
then I would still be saying that it should be possible to
get training for psychiatry trainees to all have a
mandatory experience in addiction. And, doing that, the
simplest way I can see at the moment is still the
consultation liaison term should be integrated, but there
should be a greater focus on that co-occurring substance
use disorder within all of their training.
That's absolutely cut back to nothing, just saying,
that's what I would start with.
MS BATTEN:
Thank you, Mr Reilly. Professor Lubman, what
do you say as the priorities for the allocation of
resources?
PROFESSOR LUBMAN:
Yeah, I think, as I said throughout my
witness statement, I mean, I think the big missing gap is
.18/06/2020
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the clinical addiction stream that's been missing since
de-institutionalisation. For me, that's a stream that's
multidisciplinary, and that's not just addiction medical
specialists, but also nursing, allied health, senior peer
navigators, a multidisciplinary team.
That I would see a series of clinical hubs across
Victoria that are in-reach both into the mental health
system, into the general hospital system, into the alcohol
and drug system and providing support to primary care.
So I think that sort of clinical hub and spoke model
of a tertiary/clinical addiction stream of expertise would
provide, you know, a huge boost in terms of addressing the
many harms associated with addiction issues that we see
across our general hospital, primary care, alcohol and drug
and mental health settings, and I think that is a priority
in terms of, if we want to address the issues of
(indistinct) care.
MS BATTEN:
Thank you very much.
go back to you.

Sorry, Dr Gruenert, I'll

DR GRUENERT:
Can I just add there: I mean, I think
that's a really important issue but I see it as a two-way
thing. The drug treatment sector also needs the support
around mental health to ensure that we don't - you know, we
can manage most of the people that seek help from us within
our - so, I see that model that Dan was talking about as a
two-way thing, so we're actually bringing in the mental
health expertise into drug and alcohol as much as we're
putting drug and alcohol expertise into mental health.
PROFESSOR LUBMAN:
Can I just - on that, Stefan, I
completely agree. So, for example, as I would see in this
stream, we would have at addiction psychiatry stream. So,
we run an addiction psychiatry clinic at Turning Point, and
I can tell you that we have to stop our waiting list
because we have, you know, less than 0.5 EFT to offer that
clinic, and we are inundated by AOD providers and GPs and
the mental health system asking for advice around how to
manage the cases.
So, you know, you set one of these things up, there is
huge demand in the system, both providing the addiction
mental health piece; we know that this is a huge gap and we
know that there's huge demand, but we need - this is a huge
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missing piece.
And my colleagues - unfortunately, my colleagues here
work in private mental health, in the private system;
again, there's very limited expertise in addiction. And,
you know, we get referrals of, you know, many, many
hundreds of people who just cannot access the right
treatment in the private mental health system because they
have a co-occurring substance use disorder and our private
colleagues don't feel they have the expertise to actually
manage that comorbidity.
MS BATTEN:
I'm going to hand over to the Chair now,
unless there's any final comments? Okay. Thank you,
Chair, I'll hand over to you for the Commissioners'
questions.
THE CHAIR:
Thank you very much to the panel members and
to you, Fiona, as well for leading that discussion, it was
fabulously informative and has I think given us a lot of
insight into what some of the opportunities as well as the
challenges might be in terms of us building our future
system that's more responsive to these issues.
I guess, one of the issues - and, just to go to your
suggestion, Professor Lubman, about the series of clinical
hubs that could in-reach: do you think that would make a
difference to some of the volatility that we currently see?
I think we all talked about the stigma associated with
mental illness and drug addiction. We've got real
challenges right now in Victoria where we hear from
consumers, we hear from service providers about the fact
that too many people are getting very unwell, presenting;
police picking them up, or ambulance, being taken to an ED,
some being admitted to an inpatient unit in highly agitated
volatile states; no-one feeling that well able to cope with
it, having high incidences of occupational violence and
associated issues.
And so we're, in addition to taking a long-term
strategy about how we're going to improve our capability in
this sector, facing some pretty immediate challenges about
whether or not we're running services that have models of
care that are providing for the safety and needs of all
consumers.
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So, is there models of care that are available that
can help with this? Are they existing in Queensland or
other jurisdictions? But can you just talk to us about how
you think we might address this issue, because it is an
exacerbating problem but also adding to the stigma around
these issues in the community and in service providers.
PROFESSOR LUBMAN:
Yeah, I mean, I think it's a really
great point. I mean, I would say there's a couple of
things here: one is that there's a belief in the system
that treatment doesn't work; that there's a nihilism across
the health system, across the police system, across the
paramedic system, across the EDs, that if you have an
alcohol and drug disorder, you know, that basically there's
no way you're going to recover.
That's what we hear consistently in the media. We
don't have any visible champions out there telling us that
there's anything different. If nobody spoke up about
recovery from cancer, you know, what we saw 30 years ago
when we didn't see anyone who would actually recover from
cancer, there was a belief that cancer was a death sentence
and, because of that people - you know, when I trained as a
medical student I would see people presenting to cancer
clinics with end stage cancer because they were so
embarrassed that they had cancer, they feel nihilistic
around feeling that there's any treatment, that they didn't
actually seek treatment until they had all these
complications.
So, I think the issue for us is, you know, because of
this failure to have a clinical addiction stream, nowhere
in the undergraduate, or postgraduate training, or in the
everyday lives of people who work in the health system do
they come across people who actually are experts in this
who can tell stories around what works, who can actually
demonstrate what the interventions actually are, there's
none of that visibility.
So for me, you know, one of the biggest issues working
- I'm fortunate to be able to work in a large hospital
network and I'm able to go to medical ground rounds with my
colleagues from ED and psychiatry and general medicine, and
I'm able to work across those distant basis, and certainly
when I first started in this role all I heard consistently
was, you know, why do you see these people, they never get
better, nothing ever works, it's a waste of time, you know,
.18/06/2020
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they should be treated in the criminal system. And it's
only by actually being there, being able to be part of the
system and demonstrating what is possible, that we're
actually able to change people's views and attitudes in
this space.
Because the evidence is pretty strong that we have
evidence-based treatments that actually work, we don't have
to go far to actually search high wire for them. There's
very good strong evidence of good treatment models for the
treatments and good outcomes for the patients that we see.
In fact, for people with schizophrenia, for example,
who don't have a substance abuse disorder have worse
outcomes long-term, in terms of their prognosis, than
people with a substance use disorder. So, substance use
disorder is a good predictor of good prognosis because, if
we address that, it's likely that their psychosis will
massively improve.
So, there's all these positives around, you know,
how/what we can do, but the issue is, is that, we are not
present in the health system, we're not with colleagues in
other areas of health who see what we're able to provide.
We're not working alongside paramedics or police or other
aspects of the system, and so, there's a general nihilism,
nihilism in the community; people don't come to treatment
until it's too late, people don't believe it works, people
don't think about referring us to actually have
evidence-based treatment.
So, for me, this is a critical gap in terms of
presence and visibility and our ability to influence, you
know, what can happen in the health system.
THE CHAIR:
Thank you. And, can I go to you, Dr Reilly:
is that different in Queensland where you've got an
integrated model, or are you equally challenged by the
issue that we are facing here in Victoria at the moment?
DR REILLY:
No, absolutely equally challenged. I think
that though - I understand what Dan's saying and I don't
disagree fully, but I do think that psychiatrists have been
dealing certainly with people presenting with
substance-related psychosis and acute psychotic episodes
not related to substance use with aggression for a very
long time, so I actually do think that they can manage and
.18/06/2020

65

GRUENERT/LUBMAN/REILLY

Transcript produced by Epiq
158

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

contain that.
I think that the challenge is though that, if it is in
fact say amphetamine related, then they don't have a
mindset that this is an ongoing issue that they might now
need to be involved in addressing and working with, they
don't feel confident, and instead what they want to do is
to say, oh well, it's amphetamine related, it's not my
problem, someone else should be coming in and taking
responsibility for that; rather than, in a sense, taking
over the ownership of that because we haven't set up that
sense, as Dan said, that this is something that they need
to do, we've instead allowed that to be externalised.
So I do think - now, they can manage the acute, but
they don't - you know, they will complain about that
because they don't see it as really something they should
be doing; along the lines that Dan was just saying he's
always had, it should instead be something else that
someone else should somehow deal with, whether that's the
criminal justice system or somehow some other magic
specialist who's going to come along to deal with this
issue. I think that's a fantasy, but nevertheless it
continues to exist in many mental health services and
clinicians.
THE CHAIR:
Thank you.
panel a question?

Dr Cockram, do you want to ask the

COMMISSIONER COCKRAM:
Yeah, my question, I think I'm
going to ask Dr Gruenert this first but, if I could, with
this single question come back to Professor Lubman.
If we postulate, and the group has postulated the
potential opportunities of creating a more cohesive shared
vision at a Department level of both AOD and mental health,
and perhaps having a policy and planning setting that
supports that, but I also think that you have particularly
highlighted the importance of maintaining a commissioned
service system that is fit for purpose and separate where
needed. I'm interested in your thoughts where we bring
those systems back together again, perhaps in integrated
community environments, and people have talked about that.
How do we governance to support both models of care at
that more local integration as opposed to at the state
Department, and have you seen shared governance models or
.18/06/2020
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collaborative models that you think might work; i.e. not
one or the other, but both, is what I'm asking?
DR GRUENERT:
Thank you for the question. I think where
I've seen it work best has been in escalation models for
more complex people, and I've certainly raised this issue
with the Chair in terms of some services that Odyssey ran
in New Zealand where people in residential drug treatment
services, if they become particularly unwell around their
mental health issues, have meant they've been unable to
really participate in drug treatment, and the size and
scale of those programmes does not support the sort of
de-escalation of those symptoms and management of those,
and there's been a specialist dual diagnosis program that's
residential, small in numbers, and it has access to
psychiatry and addiction medicine and higher
staff-to-resident ratios, and it's been really effective in
stabilising, you know, suicidality and people who have
schizophrenia who may be able to manage it from time to
time but it escalates into psychosis at times, and that's
been well integrated and managed well.
I think equally, if you're talking at a local level in
some of the psychosocial services, there has been a greater
propensity, if you're talking about recovery, to integrate
some of the sort of higher prevalence but lower severity
issues across drug treatment in mental health. So, I
think - but again, it's usually been because you've got
some skilled clinicians who are experienced enough and know
where they can get support or access others to be able to
do that.
I haven't seen and I haven't read any evidence or seen
examples where there's been that full integration of
service provision at the local level between two systems
working well. All I've ever heard about is why it failed
and the tensions that existed and then people going their
separate ways again, and it's largely come back to
philosophies approach. And also some differences in the
cohorts: you know, your services are better supporting
these, and more of your services are oriented to better
service that, and your services are more oriented to
service that.
Now, to some extent that's an example of what is, you
know, rather than what could be. But I think a lot of the
things we're trying to grapple with here, including the
.18/06/2020
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chaos in the system and presenting to ED, are symptoms of
the system failing. And, you know, you're always going to
need some emphasis at that critical crisis, bottom of the
cliff end, but if we're getting the other parts right, and
that may just be properly resourcing both systems on what
they need to do, I think we're going to avoid a lot more
people presenting in crisis and really needing a full
integration even at a local service level.
COMMISSIONER COCKRAM:
Thank you. Professor Lubman, can I
just sort of shift the question slightly. I guess, if
there's a shared vision, can there be a shared
accountability at a system level? And particularly, say,
in a community integrated clinic or any other environment,
is there something the Commission should be thinking about,
about saying that, rather than either/or, that we're
creating some opportunity to get collaborative and shared
accountability for a general success for a group of people
as opposed to one or the other?
PROFESSOR LUBMAN:
That's a great question. I suppose the
thing that I suppose I would reflect on in that question is
this issue of differing populations.
So, there's clearly, I think - we've got a Venn
diagram, so we've got one sphere here that is clearly in
the remit of alcohol and drug services, that there will be
some part of that Venn diagram that overlaps with mental
health. And similarly, we've got the mental health system
that largely sits in the purview of the mental health
system with a small overlap in terms of the alcohol and
drug system, and then it's where there's overlapping
nature, that's I think where we need to target.
I think, I suppose, my experiences of that is that,
you know, that we can get shared governance arrangements
and agreement as long as - you know, there's a couple of
issues: one is around, how do we incentivise it, and what
are the relevant policy levers around that?
But I think we can all share - and Stefan might be
able to comment on this as well - I often find it's harder
to actually do something in a shared way with other
services than it is to do it by ourselves. The system
actually puts in perverse incentives to make it more
challenging, both in terms of our funding structures, in
terms of our reporting, in terms of our information
.18/06/2020
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sharing, in terms of our expectation, so the system
actually creates incentives not to work together.
So, in terms of having that shared governance, it's
around making sure the system is incentivised to actually
work together, and so, identifying what those barriers are
to working together and actually looking to overcome them.
But my experience is, when you have organisations and I've been involved in multiple projects where we've
had, you know, the senior leadership team of one
organisation and another recognise that this is what we
want to do, we've got common sort of goals and a shared
perspective, and we want to work together to do that, we've
got some really great examples of where that's worked well
with the appropriate resourcing and the ability to direct
resources to do that.
So, I don't think that's too hard, but there's
challenges in information sharing and other sort of - you
know, other bureaucratic processes that sometimes inhibit
the ability to actually deliver that.
COMMISSIONER COCKRAM:
THE CHAIR:

Thank you.

Okay, thank you.
Professor Fels.

COMMISSIONER FELS:
Well, I was going to ask, kind of, a
conciliation type question and maybe you'll find yourself
just repeating what you have said, but I was going to ask
one of Dr Reilly and then Professor Lubman.
I mean, Dr Reilly, suppose contrary to what would be
your wishes I think, you received an edict from on high to
go back to a more separated system, what would you insist
should happen in that case?
Then I was going to ask Professor Lubman the opposite:
having heard a litany of reasons why the subject matters
are different and there should be a degree of separation;
but supposing, contrary to all of that, there were some
move to more substantial integration, what would your log
of demands be?
As I said, I think we've heard a fair bit already, but
I still would find it just useful to hear an answer to
those unthinkable propositions. Maybe, Dr Reilly.
.18/06/2020
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DR REILLY:
Sure, thank you, Professor Fels. I think that
absolutely would be unwanted of course but, if so, then at
a departmental level, fine, those things happen; and even
then, if there was a disaggregation at an HHS level
following on from that and teams were - yeah, teams were
separated out again, I guess I'd still say that I think
from a clinical point of view at the level of the consumer
what we should be looking to do nevertheless is to say
that, you can't split that, that that's not actually a kind
of Government decision but that's actually about
evidence-based care, that the evidence-based care is for an
integrated model.
And that, sure, we can split all of the systems, but
we nevertheless have to create structures which support and
encourage those integrated models of care, and that
includes at the very least training models which ensure
that people working in both separate areas actually have
experience and work closely together and ensure that those
training models cross over if it's been completely
de-integrated.
But, you know, it doesn't make sense, unfortunately,
to go that way but that's what I would be perhaps arguing
for most.
PROFESSOR LUBMAN:
I suppose the point I would raise is
that, often what we're doing is we're trying to retrofit
systems. So, we have things that we wouldn't design in the
first place, and then we're asked to how we put them
together to somehow solve a problem that's very complex.
And so, in that context, I think for
we would really need to do very carefully
integrate systems is, is we would have to
and be really clear about what it is that
achieve.

me the thing that
if we were to
take a step back
we're trying to

So, for me, I think where we often fail to do the work
is, we don't do the work in terms of demand modelling:
understanding who are the populations in need, what are
their characteristics, what do they need, what is the most
appropriate way in which to sort of set up services to meet
the different population needs that we see.
We don't then think about, what is the evidence base
.18/06/2020
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in the care models that we have to create that are the most
effective. So, looking at the population and breaking them
down, and seeing how they look and seeing how we might need
to step up and step down our models of care; we don't
clearly define what those models of care are and what the
competencies and workforce makeup of those models of care
actually are; and, overarching that, then we don't think
about the quality framework and the principles of care that
underpin how those systems are designed.
So, for me, I think if we were to start from scratch,
for example, and you were to throw everything up again and
we were to redesign the whole system, for me, as long as we
took a really clear evidence-based pragmatic approach where
we looked at what works, and we design the system that
actually meets the needs of individuals, and actually
articulates what it is we're trying to achieve and what
workforce we actually need to do that, I would feel very
confident in that space.
My concerns are, is that we don't tend to think in
that way strategically. We tend to say, we've got service
X and service Y, you guys work together now, you know, and
make it work, without any investment in models of care, the
appropriate workforce, the clarity of the framework and the
principles of work we want to achieve. So, for me, they're
the things I think we need to think very carefully about.
COMMISSIONER FELS:
THE CHAIR:

Thank you.

Thank you.

Professor McSherry.

COMMISSIONER McSHERRY:
Yes, I have a question about legal
frameworks for Professor Lubman, and I was interested, when
you started off you mentioned how the Mental Health Act and
risk approaches has really driven where we are now with the
mental health system. We've also heard a lot throughout
the course of this Commission about stigma in relation to
both sectors, we've heard a lot about law and order agendas
and so on.
So, I'm interested to get your perspective on the fact
that we've long had legislation that enables compulsory
treatment in the alcohol and other drugs sector, and at the
moment we've got the Severe Substance Dependence Treatment
Act, and yet that hasn't driven the AOD sector, and I'm
just wondering whether you have any perspectives on why
.18/06/2020
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that might be the case: whether it is just a matter of
people falling within the compulsory mental health system
instead or whether there's something else going on here?
PROFESSOR LUBMAN:
Great question. Look, I've got to
the Severe Substance Dependence Treatment Act is not a
workable Act. If you look at the number of people who
used that - who have come under the remit of that Act,
know, we're talking a very small percentage of the
population.

say,
very
have
you

It's very difficult to navigate, there's a lot of
confusion around who's eligible. There's a lot of
confusion around - well, there's a lot of processes in
place in terms of how to make it work, and the duration of
the Act makes it a disincentive to use the Act because
you're only - it's only relevant for a certain amount of
time. So, by the time you've got somebody in and using
it - you know, obviously we're talking about issues that
are long-standing and complex, and using it for a very
distinct period of time, a short period of time, is really
not workable.
There's also - I mean, I think the biggest issue is,
you know, I think within the mental health space there's
greater clarity of, I suppose, when somebody is impaired in
the mental health space. I think, as Stefan has talked
about before, particularly in the alcohol and drug space,
it is an incredibly political issue, so anyone in some ways
who chooses to do something illegal is in some way impaired
in one context, and so, there is a whole political overlay
of what impairment means in the alcohol and drug space.
And I think, you know, certainly we see that every day
when we are dealing with family members who come to us
concerned about their loved ones and feeling, you know,
unable to do anything and wanting us in some ways to
forcibly, you know, apply treatment to people, you know.
And I think, you know, the challenge is, is for us, is
around having a system - you know, often when we - and I
say this in my submission, often when we create systems
that are underpinned by legislation we actually create
resources to enable that person to get good quality care.
The downside of our non-mandatory system is, we have
services that aren't adequately resourced to actually meet
.18/06/2020
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the needs of the individual, and I think they're the
tensions that we constantly struggle with.
COMMISSIONER McSHERRY:
THE CHAIR:

Thank you.

Thank you.

MS BATTEN:
Dr Gruenert has got something further to say,
just in case you missed it.
THE CHAIR:

Thank you.

DR GRUENERT:
Commissioners, I just want to add one thing
to that comment. Very few people actually access the drug
and alcohol system on a voluntary basis. Even though they
might not be mandated under any Act to do that, they're all
experiencing some pressure usually, and that may be
pressure from Child Protection because they're going to
lose their child; it might be some legal issues that are
pending that are going to have significant impact on them
if they don't choose to engage in treatment; it may be
pressure from a family member or a friend, or to be kicked
out of home, or a health issue that's pending, so there's
lots of other levers that motivate someone into treatment
which is, I think, also one reason why we wouldn't see the
use of the Act as much as necessary.
And I guess, for me, it's critical, whichever decision
or way the Commission chooses to go with these services and
the system and how it's designed, for me a fundamental is,
if we're continually assessing the voices of consumers and
those experiencing the system and the outcomes it's
achieving and evolving the system over time, then I'm
always open to, you know, one model versus the other and
trialling different things in sort of a real evidence base
and evolution of the system.
THE CHAIR:

Fantastic, thank you very much.

So, panel members and Ms Batten, thank you so much for
the discussion we've had today, it's been incredibly
informative. It was very helpful, as I said at the
beginning, for the Commissioners to read your witness
statements, even greater help for us to hear and have the
opportunity to discuss some of these challenging issues
with you and to reflect upon what you think is the
desirable future system.
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And, it is definitely work-in-progress, you know,
there's a level of flexibility required in our thinking
about what direction we want to pursue and, given the
Government has committed to implement the recommendations
we put forward, we have a great sense of responsibility to
do no harm in terms of ultimately what we recommend by
these systems, and recognise both the strengths and
opportunities for that, both service systems, and the
strengths that the AOD sector has to bring to the table as
well as the mental health system, and so, this has been a
very, very helpful discussion for our deliberations, so
thank you very much for your time.
And, particularly Dr Reilly from interstate, thank you
for being so committed to helping us in terms of trying to
design a future mental health system here in Victoria.
So, thank you all for your participation.
AT 1.00PM THE COMMISSION ADJOURNED
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THE CHAIR:
Good morning, everyone. Welcome to the
Commission's panel discussion on the interaction between
our mental health system and our justice and forensic
testimonies.
I am Penny Armytage, the Chair of the Royal Commission
into Victoria's mental health system. I'm joined by my
fellow Commissioners, Professor Allan Fels, Dr Alex Cockram
and Professor Bernadette McSherry.
On behalf of the Commission I acknowledge Aboriginal
peoples as the traditional owners across all the lands on
which we are located for today's panel discussion and I pay
my respects to their Elders past, present and emerging.
The Commission had sought the participation of Dr Emma
Cassar of the Department of Justice and Community Safety in
today's panel. Due to ongoing work across the Department
as part of the response to Covid-19, Dr Cassar was unable
to attend. The Department of Justice and Community Safety
has instead provided a statement addressing a number of the
key issues which will be explored today. This statement
will be accessible through the Commission's website,
together with the transcript and video from today's panel
discussion.
We would like to discuss with you and seek your views
about the critical topic of people living with a mental
illness and their involvement in the forensic mental health
system and the criminal justice system more broadly. When
we speak of the criminal justice system, this includes the
courts and corrections system and the involvement of people
living with mental illness with police.
The Commission has received a wide variety of
submissions which identify this as a critical topic. In
its submission to the Commission, Victoria Legal Aid
summarised the tenor of many of these submissions when it
states that:
There is an over-representation in the
criminal justice system of people,
including young people with mental health
issues. The justice system must not be the
default mental health service provider.
The submission goes on to say that people experiencing
.09/06/2020
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mental health issues are at a greater risk of contact with
the justice system and are over-represented in the prison
and Youth Justice populations.
This is not a new problem. The Burdekin Report of
1993 is a seminal Human Rights and Equal Opportunity
Commission national report into the human rights of people
living with mental illness. Twenty-seven years ago the
report concluded that many people were taken into custody
or had their detention prolonged as a consequence of their
mental illness or disorder going untreated, and that,
untreated mental illness clearly causes some people to
behave irresponsibly, irrationally or in a bizarre fashion.
Sometimes this behaviour brings people to the attention of
the police. In a small number of instances untreated
mentally ill people commit violent actions against others.
In 2006 a Senate Select Committee inquiry regarding a
national approach to mental health reached the same
conclusion. The circumstances noted in these reports in
1993 and 2006 not only exist in Victoria today, they appear
to have worsened.
In its interim report, the Commission referenced the
latest survey of prisoner health of those in Australian
prisons which indicated that 61 per cent of people entering
Victorian prisons had a diagnosed mental illness, and
35 per cent of Victorian prisoners were referred to a
prison mental health service.
Further, concerns around community safety have
resulted in significant legislative reforms to the bail and
parole systems. This has led to a large increase in the
number of people imprisoned and on remand which appears to
have exacerbated the situation for those living with mental
illness.
We will be asking you questions today about how these
issues might be addressed in an enduring way. I want to
emphasise that our examination of these issues is not about
laying blame or finding fault. Rather, our enquiries are
very much forward-focused. We want to understand the
various impacts which the Justice, Corrections and Forensic
Mental Health systems have on people living with a mental
illness. Importantly, we want to explore how these systems
might be improved for the benefit of those engaged with
them and the community more broadly.
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A redesigned mental health system must enable
consumers to access the treatment and support they need
when they need it. In doing so, our services must respond,
not only to the needs of individual consumers, but to our
shared aspiration for a safe and connected community.
We must be able to do better for people like Leona,
who in her evidence to the Commission stated:
When I think about my offence I feel like I
had hit rock bottom, like the light inside
me went out. It felt like I had charcoal
in my chest and I lived like that for years
and years.
Today's panel discussion is just one way that the
Commission is conducting its enquiries on this matter. In
addition to considering the inputs received so far, the
Commission is engaging further with consumers and carers as
well as the mental health workforce to hear about their
experiences and ideas for improvement.
Finally, on behalf of the Commission and my fellow
Commissioners, I want to extend my gratitude to Mr Dan
Nicholson, Ms Julie Edwards and Dr Shaymaa Elkadi. I know
each of you have put a considerable amount of effort into
preparing for today's discussions, we look forward to
hearing your views, insights and ideas for change.
I will now ask Counsel Assisting, Georgina Coghlan, to
provide some opening remarks before we formally begin the
panel. Georgina.
MS COGHLAN:
Thank you, Chair. I too extend thanks to
Mr Nicholson, Ms Edwards and Dr Elkadi, they've all
contributed so much time and energy to this process for
which we're very grateful.
I should note that each panel member has provided a
written statement which will be published on the website.
Those statements cover a range of issues, not all of which
will be touched on today. All panel members responded to a
number of questions for the purposes of the panel
discussion and some of those will be explored further
today.
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The purpose of this panel discussion, as the Chair
said, is to share ideas on topics, identify points of
agreement and disagreement if they exist.
At this point it's helpful to outline in broad terms
some of the areas that will be addressed in today's
discussion. Firstly, the over-representation of people
with mental illness in the criminal justice system, the
community discourse around mental illness and offending,
problem solving courts and processes such as the Assessment
and Referral Court, Neighbourhood Justice Centre, Koori
Court and Drug Court, treatment and support in a custodial
setting, and also treatment and support in transitioning in
and out of custody.
The panel will discuss these topics in relation to
adults and young people. Whilst the panel members may have
different views as to the appropriate age bracket for young
people in the context of the criminal justice system, and
it is an evolving space, for the purpose of this discussion
the panel members agree to approach it on the basis of an
18 to 25 age range.
Can I now just briefly introduce our panel members.
Mr Dan Nicholson is the Executive Director of Criminal Law
at Victoria Legal Aid and the Executive Director for the
Western Suburbs at VLA. He is responsible for the delivery
of legally aided criminal law services across the state.
He has also held the role of Commissioner at the Victorian
Law Reform Commission since 2018.
While VLA works directly with clients who are in the
mental health system, much of their work with clients
experiencing mental health issues is in their day-to-day
work in mainstream systems for summary crime, indictable
crime, child protection, family law, family violence,
discrimination, social security, migration, tenancy, NDIS
and prisoner legal help.
Ms Julie Edwards is the Chief Executive Officer of
Jesuit Social Services. Ms Edwards has over 40 years of
experience engaging with marginalised people and families
experiencing breakdown and trauma. Jesuit Social Services
is a social change organisation. It provides programs and
advocacy around six main areas, two of which I'll highlight
particularly for the purposes of the panel discussion
today: justice and crime prevention for people involved in
.09/06/2020
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the criminal justice system, and also mental health and
wellbeing support for people with multiple and complex
needs and those affected by trauma, suicide and complex
bereavement.
Dr Shaymaa Elkadi is the newly appointed Executive
Director of Strategy, Planning and Performance at
Forensicare. Prior to that she was the Executive Director
of Community Operations. In that former role Dr Elkadi's
responsibilities included oversight of Forensicare's
community forensic mental health service, partnering with
Forensicare's clinical leaders to enhance organisation-wide
clinical governance, ensuring delivery of service models,
and organisation-wide leadership of various stakeholder
portfolios.
Dr Elkadi's previous appointments include Clinical
Governance and Performance Lead at Beyond Blue, and General
Manager Rehabilitation and Re-Integration, Corrections
Victoria.
On that note, perhaps if we can now commence with the
panel discussion, and I propose to approach this by
identifying the topic and then proceeding with a question
and directing that to one of the panel members.
The first topic today that we'd like to canvass is the
over-representation of people living with mental illness in
the criminal justice system. And so, many of you have said
in your statements and the Commission has heard time and
time again that it's well accepted that there is this
over-representation.
Perhaps if I could direct this first to you,
Mr Nicholson, and pose this question: what can be done to
prevent people with mental illness becoming involved with
the criminal justice system?
MR NICHOLSON:
Thanks, Ms Coghlan. So, I think we would
identify three broad areas for change and I'll touch on
each of those without running through everything in too
much detail. The first is, we've identified in our
submissions and recommendations and come through in the
interim report that there's this big gap in the mental
health system between the sort of 10 sessions by Medicare,
and crisis and acute services where people often end up
losing their liberty and autonomy and coming into contact
.09/06/2020
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with the criminal justice system.
So, you know, the first issue is really about that
missing middle of mental health services that doesn't have
anything to do with the criminal justice system, that
enables people to manage their mental health in the way
that works for them, and enable their treatment to flex up
and flex down in the community.
The second big area which I'll spend a bit more time
on is really for people experiencing mental health issues,
the net of the criminal justice system is just cast too
wide. So, we see a number of factors in play in this net
being cast too wide.
First is, the system has defaulted to police as the
first responders for mental health issues and, while
individual police do their best, the reality is that that
just increases the likelihood of criminal justice
involvement, and so we'd like to see as much as possible
specialist health providers responding, or where police do
need to respond, that it's done on a joint response like
the existing PACE or mental health police response
initiative.
And also, where police do and police inevitably will
respond to people experiencing mental health issues on
their own, that they're better trained to do that.
Then, when we see police involvement with people
experiencing mental health issues we think we just have the
wrong toolbox, I suppose, would be the best way to describe
it, and some of the key reforms that we'd see to improve
that net widening is summary offences reform, so
particularly offences that disproportionately affect people
with mental health issues like an addiction, you know,
begging, offensive language, small scale drug possession;
we think they should be removed from the current statute
book as summary offences.
We'd like to see better access to caution and
diversion and that's something we may touch on later in the
discussion, and better charging practices, and I think
there are some particular issues with children, you know,
particularly the move from the child protection system into
the contact with police, and we'd also like to see the age
of criminal responsibility raised.
.09/06/2020
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Another significant net widening issue that we've seen
in recent years is the impact of the bail changes in
Victoria, and we have seen firsthand the consequence of
those changes which are probably best summarised by one of
my experienced frontline managers who said, "People are
more likely now to be in custody because of the issues in
their lives, not the offences they've committed."
So we see a lot of people spending short periods on
remand when they're not facing prison, and particularly
that's acute for people experiencing mental health issues
who may have difficulty complying with bail conditions, or
are committing sort of repeated small-scale offences, and
what that means is that they end up with short periods on
remand which can be very disruptive to the environment, to
the supports they have in the community but not long enough
in custody to actually get support or treatment while
they're there or meaningful transition.
And again, we would recommend changes which don't
fundamentally change the architecture of the Bail Act but
just make a number of important tweaks that would reduce
those unintended consequences.
Lastly, I think when people do enter the criminal
justice system, people find themselves unable to get out of
it and it hinders their recovery, rather than what we see
which is the opportunity for the criminal justice system to
be a moment of intervention to help people to access
supports and services, deal with the underlying causes of
offending and support their recovery, and again, there are
a number of things we can touch on in the course of this
discussion which we'd recommend as change, including better
access to problem solving courts, better support in the
community, for community corrections orders and bail, and
for those who are in custody, better treatment of support
in custody and then the ability to transition out.
So I suppose I've covered a lot of ground quickly, but
they're the three big areas that we see lead to
over-representation and some of the areas where you could
make significant change to improve that or reduce that
impact.
MS COGHLAN:
Thank you, Mr Nicholson, and we'll come back
to some of those areas you touched on further in the
.09/06/2020
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discussion, but can I direct that question to you,
Ms Edwards. We just need to get you unmuted.
MS EDWARDS:
Thank you, and thank you for the opportunity
to present and be with you today, all of you, it's a very
important issue close to our heart and I appreciate the
opportunity. The architecture, I suppose, of the system
from the most early intervention through to transitioning
from custody that Dan Nicholson has presented is one that I
accept and I probably will just be repeating a number of
things which I won't do because I'm accepting that, but I
will just add a few things.
I think some high-level overarching matters that need
to be considered are housing; that's a huge issue for
people with mental illness and people who get trapped
really in the criminal justice system, but it's also a
range of housing options with support, and that needs to
be - the mental health service side of things needs to be
delivered in a more flexible way.
One of the things that we note is increasingly - you
know, we would say that the medicalisation of the mental
health system means that even, for example, psychologists
who we would hope would be more community connected often
are not comfortable engaging with people in non-clinical
settings, and that for us is really important. That people
would be able to connect with people in their housing or
special accommodation or other facility where they are
living.
The other point I'll bring up about that which Dan has
already referred to is the early intervention or early
detection of people at early points of engagement. We know
that people will end up at an Emergency Department many,
many times with some mental health crisis before they get
proper treatment. Often they are discharged and end up
actually then, next time they're picked up it'll be by the
police or in that system, so we think there are
opportunities along the way and I would suggest Emergency
Department is one such place where better intervention
could be put in.
I think the embedding - our own experience of
embedding, for example, a nurse with our Reconnect Team, so
the team that works with people in the criminal justice
system, has been very positive. So, a nurse or mental
.09/06/2020
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health practitioner embedded with teams of case managers,
whether that be Department case managers who are doing with people on community corrections orders for example, or
with organisations like ourselves, community service
organisations who are doing that, I think that would be
another pickup point where we could strengthen and divert
people's engagement, including actually with police. We
have seem some models overseas - well, I haven't seen them
up-front, I've been reading about models overseas about
police having social workers, and we do have some examples
of that embedded with teams.
We are right now trying to do that in the area of
adolescent family violence, because one in 10 call-outs for
police around family violence are around adolescent family
violence, and that is actually a big pickup point for young
people and then gets criminalised and into the Justice
system, so we'd like to see some alternatives there.
It will probably come up later, but there's the big
elephant in the room in a way, which is men. We know that
93 per cent of the - approximately 92, 93, 94 per cent of
the prison population is male, so if we want to intervene
earlier I think we have to do something about that. Now,
how far we go back in terms of trying to change patriarch
and gender norms socially, I'm not sure what we need to do,
but the reality is, this is something I think we have a
blindness about. That's largely who we're talking about in
this crossover around criminal matters and mental illness,
and I think it's something that we need to pay greater
attention to.
I think I'll leave it there, thanks, Ms Coghlan.
MS COGHLAN:

(Inaudible).

DR ELKADI:
Sorry, I was just unmuting myself. Thank you
also for the opportunity to speak and to be here today. I
think we're in agreement on the key issues that we've just
spoken about in terms of the over-representation of people
with mental illness in the criminal justice system.
What I do want to highlight is three aspects and I
think the fundamental principle is around flipping the
investment. There's a lot of investment in the criminal
justice system in terms of various types of rehabilitation
and re-integration services, but actually one of the
.09/06/2020
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fundamental issues is around that early identification and
assessment and early kind of holistic supports and being
able to pick up those risks of mental illness and serious
mental illness early, whether that's through schools,
sporting clubs, hospitals, obviously the policing response
as well, but actually to pick those things up early and
have the appropriate kind of response early on as part of
that early intervention and really that being a key part of
prevention, I guess, that further kind of escalation into
the criminal justice system.
We know that there is, as Dan mentioned, that missing
middle. We might have some pockets of services at the
beginning, but really, they are also in some ways too late;
we need to be thinking about, for young people, how we
identify serious mental illness for some of those
particularly vulnerable communities, Aboriginal
communities, refugee communities, how do we pick up those
signs of serious mental illness early and well before
they're in the criminal justice system, and providing an
appropriate comprehensive wrap-around response.
And, I know we'll talk a little bit about some of
those kinds of areas of support, but really, Julie's
mentioned housing, but it goes beyond housing; it goes to
alcohol and drug services, it goes to living skills, family
and community connectedness; all of those things need to be
part of that early or really comprehensive assessment
opportunity and then a response to address the needs that
are identified through that process.
The other two aspects that I wanted to emphasise is
the diversion. There's been lots of talk and reviews of
diversion over the years and I think, again, if we look at
it from a staged process and trying to minimise people
coming into contact with the criminal justice system,
diversion being a more kind of proactive strategy I think
is critical, and diversion again supported by the relevant
community connections and supports that are necessary to
keep people out of the system and to keep people from
offending and re-offending.
The other aspect I wanted to emphasise is the
post-release once people are in the criminal justice system
and I know we will talk about this later, but I think if
we're wanting to really impact the lives of people with
serious mental illness who come into contact with the
.09/06/2020
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criminal justice system, we also need to accept that some
will and always will come into contact with the justice
system, and it's how we support them when they leave and
making sure that that support is in the best possible
position to minimise those recidivism rates for people with
serious mental illness and to actually have an intensive
response that works with people in the long-term. We know
that they're in the system because of long-term issues and
so we need to work with them for the long-term when they
come out of the system.
MS COGHLAN:
DR ELKADI:

(Inaudible).
Sorry, you're muted.

MS COGHLAN:
Thanks. Thank you, Doctor. Ms Edwards, can
I just go back to you for a moment. You've touched on the
cohort of men, Dr Elkadi's touched on refugee and
indigenous communities; can I just ask you, were there
special or different needs of certain communities in terms
of how to prevent involvement with the criminal justice
system and those people with mental illness?
MS EDWARDS:
Yes. We also work in the settlement and
community building space and we are regularly advocating to
the Federal Government for better settlement programs, so I
think that is an issue both in terms of English classes
that the support goes longer than the first five years, so
I think there's a range of things that we need to do to
help the settlement experience be a more positive one, and
I think that would help prevent the penetration of the
justice system.
We work with Aboriginal organisations like VACCA and
VALS and VACCHO, et cetera, and of course the issue of
over-representation of indigenous people is a massive one.
What we've experienced being the deliverers of the
transitional support over many years is sort of a changing
feast of sometimes the ACCHOs are funded to provide that
support, then that gets withdrawn, et cetera. We think
that there should be an indigenous-specific response to
Aboriginal people exiting custody and that those
organisations should be supported to do that.
What often happens is, sometimes it happens for a
while, then perhaps targets aren't met or something and
then it's withdrawn, and organisations like Jesuit Social
.09/06/2020
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Services have good track records of working in partnership
with ACCHOs for a period of time, perhaps providing some of
the monitoring and support roles around evaluations,
et cetera. I think there are ways, I think we can be more
creative about how we do that.
In terms of particular groups, I suppose I also wanted
to mention young people, whether we say up to 25, as a
particular group, that 18 to 25-year-old age group which I
think we need a specialist response for; whether it be in
terms of at the court, but also in custody and in the
transitioning, so I think that's a particular cohort as
well.
MS COGHLAN:
Thank you, Ms Edwards. Mr Nicholson, can I
just ask you about that as well, just whether there are
particular groups that there are specific ways that they
could be prevented from entering the criminal justice
system, just bearing in mind those individuals impacted by
mental illness in particular.
MR NICHOLSON:
Sure, and again I agree with a lot of what
Ms Edwards has said and I won't repeat that. But I think
as a general proposition the criminal justice system in
particular hasn't been very good at listening to the users
of the system or the consumers of the system, and so, a big
part of that redesign is actually engaging in much more
design by consumers and that will help us understand the
different experiences that particular groups have, in
addition to Aboriginal people and young people. I would
also just add, people with dual diagnosis of disability and
mental health conditions and we see that's a significant
area where people are falling through the cracks, perhaps
not able to sufficiently access either set of services, or
there aren't services out there that have the right skills
or funding or workforce to manage both.
We've been particularly concerned about NDIS rollout
not fulfilling its promise with that more individualised
set of services built around a person; in fact, people are
falling through the cracks more and losing services they
had access to through the NDIS rollout, and what we're
seeing as a practical consequence of that is, people are
ending up in custody because they are arrested, there's not
great support in custody for them, and they may lose, once
there's some justice system involvement, they'll often lose
the NDIS supports or other supports they've got on the
.09/06/2020
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outside and will end up spending significant time in
custody because of those gaps. So, that's another
particular group that I think we need to address.
MS COGHLAN:
Thank you, Mr Nicholson. Dr Elkadi, can I
move to you just on this topic that we're covering at the
moment, would you like to comment on that?
DR ELKADI:
Yeah, I think there is - the broad principles
of kind of rehabilitation in the criminal justice system
are around the what works literature and one of the key
principles around that is that responsivity. So, I think
whether we're talking about broad kind of rehabilitation
programs or we're talking about people with serious mental
illness, the responsivity principle is critical in
understanding the needs of particular cultural groups and
the needs of particular vulnerable groups in the community
and how we respond to them. You know, understanding the
cultural responses to serious mental illness in certain
cultures in the community is critical to actually getting a
better outcome for those rather than waiting until they're
in the justice system and service responses are limited.
It's a really interesting question around co-design in
the criminal justice system, because it's certainly one
where, if you ask a lot of women in the past having done
lots of workshops with women in prison, men in prison,
Aboriginal men and women in the community around their
experience of the criminal justice system, there is an
enormous amount of experience and I guess intelligence, if
you like, that we can learn from, where in some ways they
can tell us exactly all the things they thought they needed
and perhaps sometimes what they didn't get that they
thought would make a difference to their lives, and I think
that's a very important consideration and something that I
don't think is considered as often as it should be.
MS COGHLAN:
Thank you, Doctor. Can I just stay with you
for the moment and just ask you to elaborate on a point you
made earlier about the importance of diversion, and just to
understand what greater role diversion can play - and I'm
asking this question broadly, not necessarily in relation
to specific groups - again, focusing on those interacting
with the criminal justice system and with mental illness or
mental health issues.
DR ELKADI:
.09/06/2020
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role of diversion in terms of keeping people out of the
justice system, the critical element of that is about being
able to, one, identify a response or a behaviour for
someone, you know, and this is generally often at the
moment most often the case in terms of a policing response;
people come into contact with the police because of their
behaviour, some of which has been described as bizarre,
irresponsible, erratic, and actually being able to provide
a response that takes them away from the criminal justice
system by referring them to various agencies that can
provide them with support, understanding what supports that
they may already have, that they need to kind of
strengthen, and actually providing a more integrated
response rather than really just, either the cautioning, or
even at the moment where some of the responses are to send
them to an Emergency Department.
Now, while that may be an option, but actually we know
how pressured our Emergency Departments are and they're not
a mental health response, and they struggle, and in our
experience looking at people discharged even from prison,
they do struggle with the process of assessment and really
kind of having the resources to assess someone's mental
health needs, and actually to be able to link them with the
appropriate services, whether that's housing or any other
kind of emerging crisis services.
So the principle being that diversion on its own has
to encompass a whole range of supports and facilitation of
connections and community linkages that allow that
diversion to really have a meaningful impact, otherwise
we're just talking about repeated kind of episodes of
diversion, if you like.
MS COGHLAN:
Thank you, Doctor. Ms Edwards, can I direct
that question to you: what increased role can diversion
play?
MS EDWARDS:
I think there's a point also, you know, how
we describe diversion, whether we're talking about police
or at the point of court, et cetera, but I think again, and
we can't have social workers or maybe embedded with police
teams everywhere, but there are particular times we're
aware when police are called out to situations where, by
having someone with, say, social work expertise or clinical
expertise in the team - and again, I'm going back to our
experience of adolescent family violence - is a really good
.09/06/2020
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intervention to actually unpack the situation, perhaps make
arrangements for the young person to be somewhere else for
24, 48 hours, while things are sorted through about what's
the next step about keeping everyone safe.
At the moment there is, in that area for example,
there's nothing else to do other than take the person into
custody, to charge a person and take them into custody, so
that's one area where we're seeing a lot of growth and we
think it would be important, and it's early on in that
person's circle in terms of violence as in we're talking
about people under 18, so that's just a practical example.
I think, again, diversion from further penetration of
the justice system, we would like to see, I suppose as a
basis, that short-term sentences don't exist. For example,
in Norway where we spent some time on a study tour,
offences that were under a certain period of time,
12 months, 18 months, 2 years, actually those people never
got to serve those sentences in custody.
By nature of the sentence, it was clear that it wasn't
a violent offence, for example, so I think we could do some
work to identify how we can keep people who have committed
non-violent offences out of further penetration in the
system, which then leads to, how do we get a range of
community arrangements in place that can support, because I
agree with what Shaymaa was saying, there's no point just
diverting back, diverting into nothing. I think it's an
identification point to get other services in place, rather
than just delaying. Sometimes diversion can be delaying
what's ultimately going to happen, there needs to be some
intervention at that point.
If I go back to the very early part of the system
though, I think it's important that the challenge there is
not to just do a net widening thing. So, for example, with
young people, the diversion program that's in place now
through the courts is actually very good in terms of
setting up a program that the young people comply with, in
which case it doesn't even have to come back to court.
So, I think we just have to be aware at the very
front-end our diversion program shouldn't actually become
inadvertently a net widening program because we're
guaranteeing that the young person will get some service at
least and therefore magistrates and others are keen to
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bring them in so at least they get something, so I think we
have to watch that. When we talk about diversion it's
good, but we don't want to bring more people into the
system, and sometimes inadvertently that's what diversion
programs can do, so they need to be geared to and they
should actually be provided by community-based
organisations rather than police and rather than by
government departments, we believe, in that early stage,
and then I think you can look along the continuum about
what diversion means at different points.
And the other point I just reinforced then is at
court, and we would like to see a presumption that
short-term offences/sentences don't get served in custody.
There's an enormous amount of, not just young people, of
people who serve sentences, sometimes 14 days, many, many,
many people, I haven't got the statistic with me now, but
under 12 months.
And again, I'll just share a brief anecdote. When I
was in Norway and I was talking to the Governor of one of
the prisons there, he couldn't believe it, and he said, "So
you've got a whole lot of people who are just churning in
and out under 12 months?" And I said, "Yes", and he goes,
"That would be a nightmare to manage as a prison governor."
And he talked about, everyone who comes into his
prison, he's got there for two years. The others you just
deal with some other way in the community, a range of
community arrangements. It can be still perhaps turning up
every day, electronic monitoring, perhaps even having to go
in weekends and stay somewhere and do some therapeutic
programs, but what he was saying is, everyone I've got is
here for two years, the others have been dealt with
elsewhere, and it means we can do some serious programs.
MS COGHLAN:
Thank you, Ms Edwards.
direct that question to you.

Mr Nicholson, can I

MR NICHOLSON:
Sure, so I mean, I think there's lots of
elements to what we can broadly call diversion: so there's
the pre-charge cautioning process and there's the
post-charge diversion process, and then there's what are
the measures we can use at court to divert people out of
the system. But I suppose generally, you know, where
people have come into contact with the criminal justice
system because of mental health issues they're
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experiencing, then for us it's clearly preferable and the
evidence backs this up, for them to be diverted out without
a charge or without a formal finding of guilt by a court.
You know, unfortunately it appears that the numbers of
diversions and cautions are actually reducing in Victoria,
even though it's a great success story, and the number of
at court charge processes is increasing, even though
generally the crime rate isn't particularly rising, so
that's an unfortunate trend that needs to be addressed I
think.
And I agree that the diversion to services is crucial,
but it's also very important, as Ms Edwards said, that we
don't impose so many conditions that police may be
supervising, that in fact rather than diverting people out
of the system who should never have been there to treatment
and recovery, that we don't actually inadvertently drag
them in further.
So, the referral to services, properly funded services
is really important, but that's not the same as a whole lot
of onerous conditions on cautions and diversions.
And I would say generally that we find that we spend a
lot of time making the case with police for cautions and
diversions to take place, and often that's rejected in what
we think are suitable cases. So, we support removal of the
police veto on diversion which we have in Victoria, and
also court's ability to caution in the same way that police
can which they have in New South Wales. Because, for me,
diversion is like any other activity at court, if you like,
it's not a sentencing disposition but it's similar, which
is that the view of police is relevant but it shouldn't be
determinative, so that a magistrate should be able to
order diversion even if police disagree and that's not the
case and that has a significant impact in our experience.
I can just touch on the short sentences issue if
that's helpful at this point since Ms Edwards has raised
it, and that is that we agree. I mean, I think generally,
if you look at overseas jurisdictions, comparable
jurisdictions, short sentences are on the way out, and
there are various presumptions against short sentences and
presumptions in favour of community supervision for short
periods in other jurisdictions, which there's some more
detail about in my statement and in some of the work Legal
Aid's provided.
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In Victoria we're going the other way particularly
because of the unintended consequences of the bail laws,
which is a very large number of people cycling through for
short periods of remand and then, as the SAC data Sentencing Advisory Council - shows, often being sentenced
to time served in custody.
As I said before, really those short sentences are
long enough to disrupt your supports on the outside but not
long enough to get any help on the inside, and so, it makes
it almost impossible to do proper transition planning when
you have a large number of people coming through the system
in short compass.
There's a range of views about presumptions against
short sentences and it will only work, I think this is the
crucial thing, if there is very significant investment in
community supervision and community corrections, because
otherwise there is the risk of just sentence escalation, if
you like. You know, if you can't sentence someone to less
than three months, well then you'll give them three months
but they may have got a shorter period. The crucial thing
in making it work would be proper investment in community
supervision through community corrections orders or
similar.
MS COGHLAN:
Thank you. Mr Nicholson, can I just stay
with you, I'm going to move onto the topic of community
discourse, and the question I have is, how can a better
informed community discourse around mental illness and
offending be achieved?
MR NICHOLSON:
Yes, so that's a big question. I mean, to
start to acknowledge the issue, the first thing to say is
that we do in Victoria have a particular concern about
crime. If you look at the public issues data, people in
Victoria are much more concerned about crime or law and
order than other jurisdictions, even though statistically
we are as safe or safer than most. There is a particular
disconnect in Victoria between concern about safety and the
reality which needs to be addressed, so there is work to
do.
I would say that generally the debate about criminal
justice in Victoria is fairly impoverished. So, as long as
debate about criminal justice is dominated by three-word
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slogans, it's very difficult to have a meaningful debate,
and we need to have discussions about criminal justice. In
particular about the intersection of criminal justice and
mental health that extends to whole sentences and whole
paragraphs, not just three-word slogans.
And also this division into good and evil, the
wrongdoer and the wronged, which is strange because I think
everyone actually can relate to the idea that a person is
more than the worst thing they've done. It's not a
difficult concept, everybody can relate to someone in their
lives they know who's made mistakes and is not just the
worst thing they've done.
In terms, I guess, of the way forward: first, if we've
learned anything from the past few months it is that, if we
lead with the evidence and do what's right, not what might
just be popular in order to keep society safe, then the
community actually responds well. And so, I hope we can
learn some of the lessons of the recent months in the way
that we talk about criminal justice in the future.
The second is, I think that we have forgotten how to
tell the stories of our success, so if anyone has had the
chances I have to go to a Drug Court graduation. For those
who aren't familiar with it, if you get through the two
years of your drug treatment order, at the end of the
two-year period you actually have a graduation ceremony in
the Magistrates' Court with the magistrate, the police
prosecutor, the defence lawyer and others who give
speeches, you get a certificate, you get a photo with the
magistrate. It's the most extraordinarily joyful
experience you'll ever have in a Magistrates' Court.
Because what it does is, it tells the complex story of the
person who's come through very often trauma or homelessness
or significant mental health issues and addiction and
turned their lives around with the right support and the
right time and space.
So I think we have to trust ourselves to tell those
complex stories and that people can turn their lives
around, and successful stories, because there are plenty of
those out there, otherwise all people hear is the failures
in the system when they read about significant and serious
crimes.
MS COGHLAN:
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direct that question to you.
DR ELKADI:
I mean, Dan's just articulated that
exceptionally well. You know, it's a really unpopular
conversation to have when you're talking about someone
who's done something really terrible. We know from
incidents over the last few years that the conversation is
overly simplistic and the debate just isn't really there
about how we can respond in more meaningful ways, and the
response of our criminal justice system solely isn't enough
and we already know it's not working.
So I think one of the things that, you know, just to
kind of reinforce Dan's comments is, as much as it is
unpopular, I think if we can have that conversation, a more
sophisticated conversation about the interface between
serious mental illness and offending behaviour and have the
community kind of be part of that and will bring them on
the journey and that will always be supported by the
evidence, because we already know that the evidence is
there.
I kind of think about this also in the context of
other jurisdictions and the Yellow Ribbon Project that's in
Singapore and, whilst we may not necessarily agree with
some of the prison operations in the Singapore environment,
the Yellow Ribbon Project over there has been a remarkable
success in the community owning recidivism outcomes and
being part of that re-integration process for people coming
out of prison, and recognising that everyone has a role to
play, it's not just police, it's not just the prisons, it's
not just the community corrections officers, actually every
part of our community has a role to play.
And we have had some good success in some of these
conversations in the community. Beyond Blue has opened the
doors around what is mental illness and how to be aware of
it and how to respond to mental illness in a way that is
incredibly positive and has been incredibly engaging for
the community over 20-odd years. It's really that
conversation that now needs to move forward to the more
difficult part and to sort of that more pointy end and more
complex part, because people can live absolutely with
mental illness and serious mental illness, and sometimes
they do terrible things but that shouldn't define them
forever.

.09/06/2020

21

NICHOLSON/EDWARDS/ELKADI

Transcript produced by Epiq
207

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

And so, I think we've got some success in those
community conversations, we just need to be brave enough to
extend them further and to be more sophisticated in our
debate.
MS COGHLAN:
Thank you, Doctor.
that question to you, please.

Ms Edwards, can I direct

MS EDWARDS:
Yes, thank you. Jesuit Social Services
started a project, a campaign, a couple of years ago called
Worth a Second Chance and that was specifically for trying
to build understanding in the community around young people
caught up in the youth justice system. We've learnt a bit
out of that experience. Of course, we did that because, as
others, my colleagues have said, Victoria's probably the
safest place in the country to be, but that's not people's
perceptions.
So, we also a few years ago felt that we didn't have
the leadership either to implement evidence based programs
compared with that being really fed by what the politicians
or decision-makers thought was community sentiment, so we
were interested in actually engaging with the community.
So this campaign, out of that campaign what we did was
engage with the focus groups and engaged with people, and
what we learnt was, first of all, as has been said, the
perception is completely out of sync with the reality; in
fact, when we presented at one place about the data, some
say, "I think you got that wrong, love, you know, that's
actually not the case", and we're saying, "No, this is
actually Government stats, this is the facts."
So there's a big gap between perception and reality,
and what we found was that when we were able to have an
informed conversation - I mean a conversation, not a sort
of a berating or just presentation of data, but actually
have a conversation, getting people to contextualise the
challenges that young people face, including thinking about
the challenges in their own lives, because in fact it's not
a separate breed of person. You know, we all actually have
challenges at certain times in our lives, and to actually
soften people's hearts to remember those things when they
were a teenager or whatever.
What we found was that when people had that
experience, members of the public, as long as they heard
.09/06/2020

22

NICHOLSON/EDWARDS/ELKADI

Transcript produced by Epiq
208

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

that the young person was being held accountable in some
way, they were able to really shift their perceptions. So,
I suppose in broad, this is a restorative justice approach,
so we would be keen to see that lens of a restorative
justice approach applied more strongly across the criminal
justice system, because ultimately what we're wanting to do
is to restore a person to their family, to their community,
actually back to themselves.
And I know we're going to get onto problem solving
courts later, but just Dan mentioned one and that's our
experience very much, and particularly when we visited
New Zealand last year to have a look at those courts, it's
very much about re-engaging a person back in that sense of
belonging in the community we think's really important.
I just want to mention one other thing though which
came out particularly out of our visit to New Zealand but
also to other jurisdictions, was the leadership, and I
think there's a sense that we need to get community
sentiment on board, and I believe we do. But there are
some places which have in a sense not waited for that, they
have just shown the leadership, and I think New Zealand is
one recent example of that, where Bill English who was the
Prime Minister but when he was the Treasurer, or the
Minister for Finance I think it was, he actually said that
the justice system there, criminal justice, was a moral and
fiscal failure and that it had been for 30 years.
Now, that leadership then led to Jacinda Ardern and
Mr Little, the Justice Minister, being able to go through
that door and get a bipartisan agreement about shifting the
situation, and they began with a listening exercise around
New Zealand listening to - and we've heard about the voice
of people affected by that, they have the same problem of
over-representation of indigenous people.
But it was actually the leadership, not necessarily
waiting for the community, and I just want to say that, I
think it can happen in parallel but, if we wait for
community sentiment, we might be waiting a long time. And
in fact, when people are listened to and get the
information, they are capable of more than we think.
So, I just want to raise that point as well, I think
it is a matter of leadership, not just waiting to convince
the community that we're safer than they think they are.
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MS COGHLAN:
Thank you, Ms Edwards. Mr Nicholson, can I
go back to you. We're going to move to the topic of
problem solving courts and processes. You touched on your
experience or VLA's experience in relation to the Drug
Court.
Can I just ask more broadly what VLA's views are as to
how well those types of courts and processes are working?
MR NICHOLSON:
So we provide specialist lawyers into all
of the - sorry, not all, most of the problem solving
courts, so ARC and Drug, we have dedicated courts, we have
dedicated lawyers, NJC [Neighbourhood Justice Centre] we
have a dedicated lawyer, and obviously and have a lot of
coverage in the Koori Court too. So, I'd say they are
working well, that's our practice experience, that's also
what the research tends to show.
I think I guess to put it simply you'd say, the
courts, the problem solving courts, create the time and
space for the lawyers and the judges, but also not just the
time and space but the proper community supports, well
resourced, to actually enable people to deal with the
issues that have brought them into contact with the justice
system, not just for the legal problem on the day, which is
what we commonly see in the mainstream courts; and that's
the crucial thing, is that time and space to deal with the
broader issues that brought that person into contact with
the justice system.
Also, just reflecting, Ms Armytage, on your opening
about the client who talked about having hit rock bottom
and having charcoal in their chest: if you look at the case
studies in our submission about people involved in problem
solving courts, it is really about hope and a second
chance; that's really the emotion that comes through in
their first-person statements which are in our submission.
So, yes, I think that proper access to services and
time and space are the two crucial things, and the
understanding that, you know, a magistrate should build a
relationship with a person and understand the recovery may
not be linear, but take a tailored approach to actually
what the person's experience is to help them get through.
And I'd just say that, you know, it's a great shame
.09/06/2020
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that our world class problem solving courts aren't
available everywhere; they're only available, despite
having been around for a number of years and well
evaluated, they're only available in a relatively small
number of places geographically. Programs like CISP, the
supported bail program, are over-subscribed in many places
and also not available elsewhere. So, in terms of
solutions for us it's pretty simple, which is to roll out
the things that we know work well in terms of problem
solving courts everywhere.
And, of course, there is a longer term challenge
around mainstreaming person-centred or problem solving
approaches everywhere in the Magistrates' Court that has to
be worked on at the same time, but I wouldn't wait for that
to roll out the specific programs, CISP, ARC, Drug Court,
Koori Court and everywhere, that's something that can be
done immediately and in fact that will help with that
longer term process of making the courts and justice system
more human-centred because it means that in every location
you've got magistrates, judicial officers, lawyers, police
prosecutors, court staff who are working in that problem
solving in a therapeutic way, so it helps in that
mainstreaming process if you roll out the existing programs
everywhere.
MS COGHLAN:
Thank you, Mr Nicholson. Dr Elkadi, just
picking up on what Mr Nicholson has said, what would you
say is working well in those types of courts?
DR ELKADI:
I think in my response what I'll kind of focus
on is what those courts provide an opportunity to do
without specific reference to particular courts, but
essentially, the difference in those courts is that they
look at the whole person; they consider the trajectory of
what got them there and, as Dan said, actually giving them
the time and space to look at those issues and then respond
accordingly. And there is something about taking the whole
person into the conversation and understanding all of their
needs, drug and alcohol needs, housing needs, employment,
education, all of those things, because we know that the
evidence tells us that if we intervene in any one of those
areas based on needs that we will get a better outcome.
I think the evidence is there, those problem solving
courts have been evaluated, they're being rolled out more
broadly, it's an evidence-based solution that is ready and
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waiting really for an expansion.
What I will say also though is, Forensicare has the
mental health advice and response service and that's a
response service that's in six of the Magistrates' Courts,
where people are referred to that service to determine or
to identify whether they've got a history of a mental
illness. Obviously Forensicare is able to do that because
it has access to the various mental health databases and is
able to provide back to the court or Community Corrections
some advice about that person's mental illness and it's
interfaced with their offending behaviour, and that's in
the mainstream court, it's not in a problem solving court
specifically.
But I think there's an opportunity to look at and
understand how the courts are actually using that
information and how it informs their decision making.
There's not been a great deal of research around - there's
been quite a bit of research around the specialist family
violence courts and there's an example in the other courts
that Dan mentioned, but a service like that in a mainstream
court I think there's more to be understood because it
gives us an opportunity actually to look at how we consider
mental health in court interactions across the State.
Again, it's not a particular problem solving court but it's
actually an opportunity to inject that conversation around
someone's mental illness into the court process.
It's not really yet well understood how well
magistrates use that information, what considerations, how
Community Corrections use that information in terms of
recommending to the court any dispositions, and I think
there's more work to be done to understand how we can not
only invest in the problem solving courts that we know
already, but actually what other kind of mental health type
responses should be embedded in all courts regardless.
MS COGHLAN:
Thank you, Doctor. Can I move to you,
Ms Edwards, on this topic and discussing what's working
well in those types of courts.
MS EDWARDS:
Our experience is that they do work well for
those people that were actually able to - who actually can
get access them. Just talking to a colleague at Jesuit
Social Services this morning about this very topic, it came
up, and she was saying as others have said, they're not
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widely accessible, that's a key problem, but basically
they're very helpful.
My own experience of sitting in both overseas and here
is, as others have said, it's a humanising situation. I
think one of the major benefits about it is the flexibility
and actually seeing the person in front of you and being
able to tailor things, taking into account their particular
circumstances, their particular needs, their particular
problems, and getting a bit more of a nuanced response.
I just would also like to, having looked at a number
of different ones, whether they be cultural ones, age
appropriate, issue-related like the alcohol and drug
courts, but also place. And my own experience and
colleagues with the Neighbourhood Justice Centre, for
example, I think I'd really like to also see some more
place-based ones like that and the evaluation of that was
very positive.
But again, if we're going back to the understanding
that a person is essentially relational, and we're putting
this restorative approach and about restoring themselves to
the community, to culture et cetera, to family, then I
think the idea of place is really important.
Because say, for example, in Collingwood, I know that
there in the City of Yarra some of the services were
brought around that person, some of the things that the
community restorative actions they did were in their
community, and so, there was a healing I think that went on
at the same time.
I just think all these things depend on what lens
we're putting on it: are we putting a place lens, are we
putting an age lens, are we putting a problem lens, like
you've got a mental health problem or you've got an alcohol
and drug?
Whatever we do, I think we just have to realise we are
still segmenting and looking at one component of the person
and I think the main thing for us to bring to it is this
understanding of the essential relational nature of the
person and therefore a relationship-based response. So,
even if we're looking at the mental health issue or the
alcohol and drug issue or whatever it is, the family
violence, that we need to be bringing around that person
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the way of restoring them to a series of relationships that
ultimately are going to be there and holding the person
when the justice system intervention has walked away,
et cetera. So, I just think that we need to have that lens
on it, rather than, it's a better way to get your drug
treatment done. I think we just have to keep coming back
to the restoring and relationship based essence of these
good interventions.
MS COGHLAN:
Thank you, Ms Edwards, can I stay with you
for the next question, which is, what supports do people
need, those people who have a mental illness, to
successfully comply with obligations from court orders?
MS EDWARDS:
Again, it depends, but I'd say what we know
is that we need a broader and a longer term support for
people. Our experience is that - and again, it can be
because it can be combined with an ABI, et cetera, and we
know that 42 per cent of the male prison population for
example has an acquired brain injury - our experience is
that people often just aren't following or don't get what
they're supposed to be doing, so I think it's really
important that they're accompanied, especially through the
time of perhaps an acute episode, or when they are in the
process of trying to comply with a Community Corrections
order, for example, that they are accompanied through that
time to help them understand what they need to do.
The other thing is, and it goes back to what Dan said,
sometimes the range of things that they have to comply with
are very onerous and quite challenging and often competing
with one another. So, our experience around that would be
that there hasn't been a holistic look at the person and
what they need to do, so they could be, for example, being
pulled one way in terms of complying with their order and
turning up to see someone, at the same time that they are
endeavouring to connect with part-time work or are
endeavouring to connect with some training option or some
treatment option.
So we really see that often for example that they may
be in a group or some kind of intervention, whether it be
therapeutic or part of their order, but they're being
pulled another way, and it's actually really demanding for
them to manage that. So, we think that we need someone to
take that holistic and integrated approach to them and
accompany them particularly at times, for example, when
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they are trying to complete an order. At that time
particularly it's very taxing, even physically getting from
one side of town to another to complete a component of that
order, like an attendance at some treatment. So, that
would be probably the main thing I would talk about at that
point.
MS COGHLAN:
Thank you, Ms Edwards.
would you comment on there?

Mr Nicholson, what

MR NICHOLSON:
I think that overall across the community
court orders and community supervision the two things that
we see that people experiencing mental health issues
particularly benefit from are specialist case management
and direct link-up to specialist support services.
And so, that specialist case management is crucial not
just to sort of compliance approach to your community
order, but also the reality of a lot of the community
supervision orders is that, it doesn't guarantee you access
particularly to services; you can fold, if you like, your
existing services that you may be able to access in there,
but it doesn't generally increase access to those services
or give you specialist - you know, better access to them.
And so that means that, where there is a shortage of
services, you're no better off, if you like, and your
ability to use that time when you're on a community
order to help in your recovery is limited.
I suppose that's the general position. In terms of
the bail support program, we would support a specialist
mental health program within that which would be
particularly helpful.
MS COGHLAN:
Can I just ask you to elaborate on that, are
there particular components of that kind of program that
you would recommend?
MR NICHOLSON:
Yes, look, I think we see the current
situation is that there can be delays in referrals to
supports and appointments with psychologists, and a
specialist program that could increase availability of
those supports would just ensure that people, one, can get
out of custody and get the support that they need on bail,
but secondly, if they are on bail, give them a much better
chance of complying with bail conditions and actually
supporting their recovery which would keep them out of the
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justice system in the medium term.
So I suppose, again, it's those two elements of access
to services and specialist case management, not just
compliance as part of that supervision, which is the two
crucial elements.
MS COGHLAN:

Thank you, Mr Nicholson.

DR ELKADI:
I think I'd sort of like to emphasise a couple
of issues. One is, as Julie mentioned, the need for a
holistic kind of approach. So, again, the evidence is
there that if we intervene in housing, education,
employment and training, living skills, family and
community connectedness and mental health services as a
kind of whole kind of suite of service responses, then
we'll get a better outcome.
Those supports in the literature are really practical
supports that allow people to kind of, I guess, be
empowered in their recovery journey, but also actually
build skills over time that actually prove to be useful
obviously in leading more productive lives or living with
their mental illness in a more manageable way.
In doing that, I think what we need to be mindful of
is how we bring case management and understanding of
clinical need together. So, at the moment they operate
quite separately, whether that's in community mental health
settings or in the justice space, there's kind of
supervision on the one hand and then there's clinical
assessment on the other, and clinical interventions. I
think, in order for us to kind of be able to provide that
holistic approach there is actually a need to consider how
those things can be brought together and how we have really
multidisciplinary teams that, where your case manager has a
very good, albeit not a fully qualified clinician, sound
clinical understanding of the needs; equally, your
clinician who's involved has a very sound understanding of
supervision obligations and those other elements that will
be incredibly important to keeping people out of prison.
I think there are lots of challenges in that. There's
a workforce development issue that we need to think about
in terms of how we deliver and develop a workforce that can
complement the service delivery that we need and the
service model that we need, and how we can actually bring
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in those community-based services in a way that is kind of
seamless and is kind of dynamic. So, people will need
housing services first and foremost before they can
consider any other issues around education or employment or
being involved in any kind of clinical support because, if
they don't have anywhere to live, then all of those things
become really quite unimportant to them at the time, and to
actually have a service response that can shift and change
and fluctuate with the needs of the person.
You know, I guess what we've done so far is to have a
scattergun approach; because all of these services are
siloed and they're operating across the kind of government
public sector service sector, and not for profit and so on,
and sometimes private, that we just have a scattergun
approach where we refer to everywhere and let's hope for
the first thing that hits and start with that. Actually
what we need is a more comprehensive kind of assessment
based approach that can identify what the needs are, a plan
for what those needs are and for the service system to work
together.
An example of that is the RAMP in the family violence
space where we've got now the risk assessment management
panels working with different organisations around the
table. They are working with the most high risk families
and individuals, but actually there's a recognition that
there's more than a policing response and more than a
mental health response that's required to get those
individuals - or to mitigate the risks for those
individuals.
MS COGHLAN:
Can I just pick up on, you mentioned
workforce development. Can you just elaborate really the
key components of that in what you were describing?
DR ELKADI:
Yes. So, I think, you know, and I guess in
this I'll reflect on my time in Corrections. We have case
management kind of roles that are in the system and they
are often quite separate from the clinical interventions
that are being provided.
So I think the workforce that we need to support the
outcomes that we need has to be a workforce that can think
in those multiple dimensions: the supervision, the
compliance, the clinical need, and actually the
psychosocial needs. So, actually we need to have and
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develop and build a professional workforce in this space
that has consideration of all of those things and then is
supported by the specific professionals that we need. It's
not to say that a case manager should be acting as a
clinician, but actually they should be understanding
clinical need and working closely with a clinician.
I think the workforce that we have at the moment, for
reasons of resources and other structural kind of reasons,
really only work on a need to know basis, and of course,
you don't know what you need to know until it sometimes is
too late, so actually to have a more integrated response.
I think the example that I think about is when we have
clinical reviews for clients with mental illness or serious
mental illness in our services. The purpose of a clinical
review is to consider all aspects of their needs, and I
just wonder and I often think about whether a process like
that within the justice system would actually yield us the
outcomes that we're looking for.
MS COGHLAN:
Thank you, Doctor. We're going to take a
break shortly, but is there anyone else who would like to
comment, Ms Edwards or Mr Nicholson, on that topic?
MS EDWARDS:

Are you talking specifically about workforce?

MS COGHLAN:
are needed.

No, just more broadly on the supports that

MS EDWARDS:
I think we've - with my colleagues, I think
that's been covered. I think it's the breadth, it's taking
the holistic thing, it's making sure it's not just about
compliance but about attending to need. Unless we address
the underlying need, not just manage the risks or make sure
people complete their orders, then we're just going to have
a repeat. So, yes, I think we've covered that.
MR NICHOLSON:
Yes, and I strongly endorse what Dr Elkadi
said as well; it's a very sophisticated answer.
MS COGHLAN:
Thank you. Perhaps now, if we have a
10 minute break, so we'll be returning at 10.30. Okay,
I'll see everyone then.
SHORT ADJOURNMENT
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THE CHAIR:
Okay, Georgina, I think we're all back, so
let's get started, thank you.
MS COGHLAN:
So, the next topic we're moving on to is
treatment and support in custody. The questions I'm asking
relate to both adult custody and youth justice.
If I could direct this first of all to you, Dr Elkadi,
and I'm going to ask you about optimal treatment and
support. If I could ask you to address that question
firstly in a broad way, particularly in relation to youth.
So, if you could address it in that way.
It's quite a long question, so bear with me and I'm
happy to come back and repeat it later too if that's
needed. The question is this: what does optimal treatment
and support for people with mental illness in custody look
like? And we're interested in knowing how it can be
improved and if there's a way to prioritise those
improvements?
DR ELKADI:
Okay. I think one of the three themes that
has come through in the conversation to date today has been
about integration and that early identification process,
and I would say that it's really no different in the
custodial setting.
I would say that an optimal model or service model for
supporting people with a serious mental illness or mental
illness in custody is around that kind of early
identification as they come into the system and doing that
in an integrated way.
At the moment we have multiple different types of
assessments, clinical assessments even that happen in the
system as people come into the system. The information
sharing across those assessments is a question that over
time should be considered and addressed, and then using
that assessment process - and the assessment process should
be geared towards again, the psychosocial, the clinical and
any kind of legal needs there might be - but essentially to
understand what those needs are and to actually have an
active plan about how those needs are addressed throughout
the course of the sentence.
If we think about the comments earlier about very
short sentences, it is near on impossible to address those
.09/06/2020
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issues in very short sentences because people need time to
kind of adjust to being in prison; then there's the issue
of being transferred to various locations and moving across
locations where the continuity of care might be broken; and
then you have the issue of, by the time you've identified
what the needs are they are ready to leave.
So I think when we talk about the optimal care, we
need to have the time and space to deliver it, we need to
have an integrated approach, and again that's
multidisciplinary that takes into account security needs of
a custody setting - there's no doubt that those two things
need to be balanced in terms of mental health care needs
and security needs, but actually to have the time and space
to do it in a way that allows for the planning of people
when they go back for their return to the community from
the minute they come in and I know we'll kind of address
that a little later.
The critical question in that becomes how do you do
that when, you know, over 75 per cent of people in our
system have sentences of less than, you know, 12 to
18 months, and where really we don't have an integrated
service response for serious mental illness. We've got our
offending behaviour offence specific service responses,
we've got our mental health responses, we've got our
education and employment kind of responses, all of those
currently operate in parallel; there needs to be a point of
entry into the system where all of those things are brought
together and then there's an active process by which needs
are monitored, acted on and there is a dynamic and changing
plan for that person as they move through their custody or
their term of custody, including planning for their
release.
MS COGHLAN:
Is it possible, in identifying those various
aspects, to prioritise something at this point in time?
DR ELKADI:
I think one of the things to kind of remember
is that, as people are coming into prison there's a whole
bunch of really complex factors that are in their lives at
that time.
So, in some ways, in order for you to understand their
needs and that assessment process at the outset, you also
kind of need to deal with what they're leaving behind in
the community, and sometimes that's understanding their
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connection with their family, understanding what their
housing issues are, child support, their Centrelink
situation, really kind of dealing with those emergency
crisis needs at the outset. So, for example, they're not
accumulating debts while they're in custody and then on the
other end of their sentence they've got a massive debt to
deal with when they're back out in the community, but
actually to deal with those crisis needs. Then really
dealing with those mental health AOD [Alcohol and other
Drugs] offence-specific needs, because they become the key
tools for that person to address further issues around how
they sustain their own housing, how they build on their
living skills, how they re-establish connections with their
community, how they build employment opportunities for
themselves and how they work with other agencies to kind of
be empowered in that journey of recovery.
So, I think people come into prison in a state of
crisis, their lives are in crisis, and I think that has to
be the number one priority, and then we really need to move
on to those immediate therapeutic clinical needs because
they are the ones that arguably can take the longest to
address, but they also become those critical foundations
for success in some of those other domains.
In terms of youth, I'll only speak to youth in the
context of my experience with it as entry into the adult
system because that's where my experience is largely based.
There is a need to actually have a specific service
response for youth that takes into account their
developmental needs, the circumstances of their life again
in a more integrated way, and to have actually a system
that thinks about the transition if someone is in the youth
system and how we share information to support them if they
move into the adult system.
Again, at the moment the systems kind of operates in
silos. There is an opportunity to really treat the system
as one. Obviously, we don't want young people to end up in
the adult system, but actually they do and we know they do,
so it's really about how do we build continuity across
these two systems so that at every point there's an
opportunity to mitigate their further - their becoming
further entrenched in the system along the way.
Shared models of care: we've got a dual track system
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that operates. Could we have something like that in the
mental health space? What that might look like I'm not
sure, but I think actually thinking about that people 18 to
25 are that middle, where they could be in either system
and actually the two systems really need to work as one at
that point.
MS COGHLAN:
Ms Edwards.

Thank you, Dr Elkadi.

MS EDWARDS:
Yes. A couple of things, I suppose, just
over the cup of tea break thinking about it all, it
really - and this question fits with that - it just
highlights what we call the web of disadvantage that people
are caught in, and again we've talked a lot, as Shaymaa has
just said, about the need for integration.
I suppose what stands out for me is, thinking again
about that situation in Norway where they had a reduced
population that they were working with, I suppose I want to
use this opportunity to say, we do have to look at all
points of the system, we need to clear out the system of
those 75 or whatever it is as Shaymaa said, 75 per cent of
people who are in there on sentences less than 12 or
18 months. If we did that, which obviously involves
changes to legislation et cetera. I think there are some
structural things I just wanted to bring up at this
point and then I'll get more specifically to that.
But if we lifted the age of criminal responsibility to
14, if we had a dual track system for example up to 25, and
if we ensure that, for example, that people whose criminal
matters related mainly to their mental illness, weren't in
custody but were doing some other kind of - involved in
some other kind of community arrangements, we reduce the
pool in custody to the extent that we can actually do
something meaningful, so I just wanted to put it in that
context.
The only other thing I'd add to what's been said then,
is that, I think we need to broaden the lens or the
understanding of mental health beyond the clinical. So,
for example, our experience would be that the things - just
like us, you and me - the things that impact on people's
mental health are things like loneliness, lack of meaning
and purpose, isolation, physical amenities, and again, the
best jurisdictions will actually even look at the physical
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infrastructure: can people see out to the sky, can they see
trees et cetera. And I think we underestimate the impact
of those matters on people's mental health and wellbeing.
We still pick up people from custody who are exiting
straight from isolation, solitary confinement, whatever you
want to call it, managed behaviour programs, but straight
from isolation into our care. We pick up people who aren't
able to - we picked up one Aboriginal woman who wasn't able
to walk properly because her muscles had atrophy while she
was in isolation.
So these matters, it's not necessarily what clinical
assessment someone's had, what therapeutic treatment
they've had in terms of what medication or - these are
actually the sort of things that affect all of us as human
beings, and I think we need to take that broader lens when
we're considering people's mental health: connection to
family, connection to culture, connection to nature, and
yes, connection basically and relationship.
Specifically on young people, I think probably the
same would apply, but particularly we need to - and some
shifts have already started in the youth justice system
now - but we would like to see no 10 to 14-year-old in
custody, and we need to really do, again, what the others
have said, it's the absence of things like adequate
housing, engagement in education, all of those things that
make someone more liable to end up, for example, on remand
rather than on bail in the community.
So, it's a broad answer, but it's basically saying you
can't isolate just one factor, you have to look at the
breadth of issues, but the main thing I'd like to say is a
broader lens on what we consider as productive or conducive
to mental health and wellbeing.
MS COGHLAN:

Thank you, Ms Edwards.

Mr Nicholson?

MR NICHOLSON:
Thanks. Again, I won't repeat what I think
are very good points made by both my fellow panel members,
but just a couple of things in addition.
First, I agree that sort of somewhat
counter-intuitively given the question, actually a massive
investment in better community supports is going to be the
best way to provide better support in custody: firstly,
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because you'll keep more people out and therefore particularly people on short sentences - and therefore
enable Corrections and people working in the Corrections
and youth justice areas to really focus on those who are
there, but also because it enables better reaching in of
those services and managing transition right through
someone's involvement in the justice system; again, we'll
talk about that in a moment.
I would say generally one of the big challenges we see
is there's been such a rapid expansion of numbers in the
Corrections system and that hasn't been matched by an
increase in the number of - the amount of treatment and
beds, particularly obviously Thomas Embling Hospital was
designed at a time when we had a much, much smaller
Corrections system and hasn't grown at the same pace.
The consequence we see of that is people that are very
often in custody become unwell or because they're not
getting the right treatment become more unwell and aren't
able to plead to their matters, they become unfit to plead,
and then they get stuck in remand so this cycle continues.
So, that increased access to treatment for people who are
very unwell is absolutely crucial, because then you can
start resolving their legal matters and getting them out of
custody or into the right form of treatment faster.
They may become, for example, with the right
treatment, fit to plead again and then can get out on bail
or resolve their matters and get back into the community
with support.
Likewise, in the youth justice system we've seen real
challenges with people getting the right kind of support
while they're on remand and that can leave them on remand
for a long period of time.
So, in terms of priorities, I think expansion of
Thomas Embling Hospital or similar is pretty crucial, a
crucial part of this. I think the overcrowding in prisons
and the use of lockdowns or solitary confinement - not
solitary - lockdowns or isolation is a major issue which
should be addressed and, likewise, we've seen a number of
Ombudsman's reports about that and we've seen also very
similar challenges in the youth justice system.
So, addressing that partly through a reduction of the
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number of people in custody, but also the way that we
manage them is a priority for us.
Specifically, in the youth system, we have highlighted
in our previous submissions in our work the kind of lack of
access to services in the youth justice system, but I would
say that in recent weeks the 10 year Youth Justice Plan has
been released and that makes a number of recommendations
about better access to mental health support in the youth
justice system from courts, right through to custody and
forensic beds, and we think those recommendations if
implemented go a long way to addressing some of those
concerns.
Lastly, I agree with the point about the young person
transitioning into the adult system and more specific
mental health services to support them in custody and in
transitioning out is crucial. Thanks.
MS COGHLAN:
Mr Nicholson, can I just stay with you for a
moment and just pick up on a matter that was raised in
previous discussion about a greater suite or access to
voluntary treatment in custody; is that something that
you'd like to expand on?
Yes, just to say, I mean, I think there's a
MR NICHOLSON:
discussion about what's the role of compulsory treatment in
custody and voluntary treatment, and our view is that there
should be increased access to voluntary treatment in
custody, but that compulsory treatment - there shouldn't be
compulsory treatment in prisons, that it should be done
through Thomas Embling Hospital or similar specialist
facilities, and that's really for the simple reason that,
in our view, if the intention of compulsory treatment is to
be recovery-focused but also to have as minimal
restrictions or rights/restrictions as possible, that is
just very difficult in a prison setting. That's our reason
for that view, in short.
MS COGHLAN:
Thank you. Can I pick up on that question
with you, Dr Elkadi, and this is in relation to compulsory
treatment in custody, do you want to comment on that?
DR ELKADI:
Just briefly to say that I agree with Dan's
comments around, you know, the best place to provide mental
health treatment is in a mental health facility or service,
but I guess I kind of go to the question that there is a
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lot of debate around compulsory treatment in prisons.
The question, I guess, raises the issue of, why is it
there and why are we debating this, and whether the
question itself would be absent if we had a mental health
system that was able to better respond to the mental health
needs of the people in the justice system or ahead of them
entering the justice system.
MS COGHLAN:
Thank you. Ms Edwards, is there something
that you'd like to comment on?
MS EDWARDS:
I hadn't commented on this previously. I
think that the points that are made are good in terms of,
definitely we would like to see an increase in voluntary
mental health services for people, but I just want to
support Dan's comment about, if someone is needing
compulsory treatment, our view would be that that shouldn't
occur in a custodial setting, as in, in the prison where
they are; it might need to be in a secure facility, but not
in custody.
MS COGHLAN:
Thank you. Ms Edwards, could I just stay
with you for the moment, we're actually moving on to the
next and final topic which is transitioning to and from
custody.
Again, I'm directing these questions at not only the
adult system but also the youth system, but if I could ask
you to address the first question in a broad way and then
come to youth-specific secondly.
The question is, what are the optimal treatment and
support needs for people with mental illness when they're
going into custody and coming out of custody?
MS EDWARDS:
I think it goes back to probably some points
that have been made generally, which is that, again, as
much as we can get holistic care and a real accurate
assessment of what the person's needs are, also that we
need to be looking at - and a number of us have said this we need to be looking at the exit plan.
Given that some people are in there for a matter of
days literally I think - it's not like they are there for
two years - I think we need to start looking at the
transition from the moment that people arrive. And it
.09/06/2020
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depends, sometimes we're talking about remand, sometimes
we're talking about sentence, but either way, people are
often in custody for a very short period of time.
Our experience, it goes to what Dan said earlier, is
that it's short enough time - it's a long enough time to
disrupt things like housing, and we would like to see
shifts in that, in terms of their tenancy not being
unsettled, but it's a short enough time to get almost no
treatment in custody.
Again, it's very difficult because you've got a
flooded system, but it is true that we've also got
60-plus per cent of people with mental illness in there.
So you know, it is hard when it's so overloaded to know
what to do and when people are there for such a short time.
But if, as we're told, that everyone does get a thorough
mental health assessment when they go in there, then we
really need to use from day one that opportunity, I
suppose, to set out a plan for what is going to happen,
either when they are in custody - - But let's remember, we know from our own experience,
that even court ordered participation in groups or in
treatment in custody, it actually doesn't get to happen
because people are moved, or they're in for too short a
time, or in the youth space it was more because there was a
lockdown and people couldn't get to groups. So, on paper
it can look very good, but in reality it often isn't
happening.
So again, it depends whether you've got someone in
there for 14 days, three months or whatever, but it's an
opportunity I suppose; once they're there, what's the plan,
and that's where, especially for short-term ones, the
transition through to the community and the adequate
planning so that there's a continuity of care. I can say
in adult justice that has improved over the last year with
sharing of some information that hadn't happened
previously.
We'd been asking for years, because we would pick
someone up, they didn't know their own mental health plan,
and they'd been told that we were told, but they didn't
know it and we weren't allowed to have it, so we weren't
therefore able to support people in complying with
treatment, in getting to appointments, et cetera. There
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has been a shift and an improvement with that.
So, in other words, from the moment that someone
arrives we should be looking at what can we do in the 14
days or in the three months whatever, but always with an
eye on exiting and what can be put in place in the
community.
Again, for example us doing the reconnect work and
that sort of picking up people during the transition, the
idea is we're supposed to, up to six weeks before, be able
to re-introduce to the person and begin that relationship.
It often doesn't help. Again, nobody's fault other than
the overloading of the system, and so sometimes we are
meeting someone on the day that they are released; it again
just goes completely counter to the relationship-based
approach where we're trying to help them make a successful
transition and to connect with services out in the
community.
I think they're the main points. With youth justice
what's happened now which is good, is that there is one
caseworker who would be following the person inside custody
and out. Now, that's a very small system relative to the
adult system, so I'm not sure how that would translate, but
it is a very good development, that the young person
doesn't start again with, you know, having someone new
looking after them.
One thing I wanted to just mention, I was conscious of
the fact, for example, when we were in Norway one
Corrections officer in a particular unit will have three
prisoners that he has a particular relationship with. So,
rather than it be a very large setting, we think that again going to what I said about the broader lens of mental
health - when you can have people in smaller units where
they can have more meaningful engagement and have some
relationships that are recognising who they are, how
they're going, are aware that someone didn't turn up to see
them, for example, or that they're slow to get out of bed
or all of those things, when it can be smaller and more
manageable and that you have a staff member with a
particular eye on just a few people, we think all those
sort of things, which are outside perhaps strictly what the
treatment is, but they are the things that will help hold
someone and help sustain them in a good state of mental
health and wellbeing, so again, often relationship-based.
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One point I will make which I haven't made today is
about trauma and I think that it's important, and this goes
to the quality I suppose of the staff: we'd really want to
see trauma-informed practice. We know that even with the
men that I was talking about, we work with serious violent
offenders and sex offenders, and most of those are also
victims of violence, for example. So, if we're wanting to
see a change, we think we need to be able to bring a
trauma-informed lens to our work.
And of course that goes to workforce, and my last
comment about this will be, again, in the best
jurisdictions that we saw overseas, Corrections officers
have a minimum of two years and are moving to bachelor
degree qualifications. Systems do it differently: some
systems we saw have the security staff in a sense on the
boundary, but all those who are actually engaging with the
prisoners in the day-to-day are social workers, or
educators, or have some other kind of relevant
qualification. And we saw other models where in fact the
actual Correction officers had that kind of qualification.
I think that we can't underestimate the impact and
importance of the small day-to-day interactions outside the
clinical formal treatment plan that someone is on. So,
again, I'm going to the quality of the people, the quality
of the relationship, and of course we need sophisticated,
evidence-informed mental health interventions, but I don't
think it just sits within a white coat, I think it sits
within the range of relationships and the range of
activities that a young person or an adult is doing in
their day-to-day life as it would with you or me.
MS COGHLAN:
Thank you, Ms Edwards. Dr Elkadi, could I
address that question to you, we're on the topic of
transitioning to and from custody, so those people living
with mental illness, what's the best possible care and
support they can receive?
DR ELKADI:
So, I think, as kind of Julie pointed out and
we've pointed out on various occasions today, the necessity
and the criticality of starting to plan for someone's
release from the day they come in, and that transition
planning again needs to be holistic and to understand the
person from all angles really.
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There are three elements though and layers of this
that we need to think about: one is, how do you do that for
someone who's on remand. We know that a big chunk of our
system is now people on remand and what can you really do
and what is a reasonable kind of transition plan when you
don't actually even know when you're going to be leaving;
and whether people will actually be interested in having
that conversation with you as someone providing that care.
They're short sentences, and again, what kind of
re-integration planning can you do for someone on a very
short sentence, sometimes only days. So, by the time you
know when they're sentenced they're kind of within days of
leaving and what would be a meaningful re-integration
conversation to have there.
Then the long sentences, and those would be the ones
that I'd say, you know, subject potentially to a parole
period, and in that context what we've seen over the past
is an investment in that very pointy end, so the high risk
serious violent and sex offenders, and not really actually
thought about in some ways paying that investment forward
for those who come into the system with serious mental
illness early, whether they're on remand or on short
sentences, and how we can provide a kind of wrap-around
approach that extends well into community supports to
enable them - well, to prevent that escalation to the more
serious offending.
I think that's kind of been the challenge around the
investment in re-integration, is to actually, where are we
going to get the best value-add for the community, where
are we going to get the greatest community safety, where
are we actually going to get a more cost-effective option
and actually thinking about investing in that transition
and re-integration planning for people on remand and on
short sentences as opposed to those that are, you know, in
for very long periods of time.
The other thing I'll add to that is that, there is
obviously a change in the parole application process, and
there's really not a good understanding just yet of how
that has impacted people with a serious mental illness, and
how do they apply for that process, are they disadvantaged
in that process, what impacts on parole have there been for
people with a serious mental illness if that is kind of
known, and there is no data currently available about that.
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And so, again it makes it difficult to plan and
affects that re-integration conversation, because obviously
from a parole perspective you need to have had a whole
range of conversations around re-integration planning
including where are you going to live, what treatment have
you had, what are your supports outside, what's your risk
if you go back into the community, and to understand how
that's impacted people with serious mental illness is
really important.
I think the transition needs to extend into the
community. We've talked a lot about short sentences and
some of these people really that get short sentences may be
best served by community-based dispositions, and not to
forget that transition and re-integration needs to also
happen for people on community-based dispositions.
So we shouldn't assume that, because someone is in the
community, that they are connected to the community; we
shouldn't assume that they have the appropriate supports in
place, or that they can easily access them, or that they
even know where to go and what supports they need.
So there is that kind of continuity because of the
trend and flow through the system that people with serious
mental illness will struggle to kind of access the
appropriate services in the system and we need to have a
proactive approach that takes into account what their
sentencing situation is, but actually not to assume that
the supports are - it just is more easily accessible if
they actually came into the community and have a
community-based disposition, and that transition and
re-integration has the outcome of building community
connection, that community connection needs to happen
across all sentencing options.
MS COGHLAN:
Can I just ask you, Doctor, in relation to
any youth-specific aspects of transitioning?
DR ELKADI:
Again, my experience is mainly in the adult
system and that's been kind of - you know, it's a much,
much bigger system, but I also often think about, it is a
small number of young people in the youth system relative
obviously to the adult system, and how we can actually,
again, reverse that focus of the investment to those early
stages and actually extend it well into the community,
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their community supports and community release to make sure
that they are supported in the long-term. Again, we're
talking about some very significant and complex mental
health family psychosocial issues that can't be dealt with
with short-term re-integration options.
MS COGHLAN:

Thank you, Doctor.

Mr Nicholson?

MR NICHOLSON:
Thanks. I should say, this is an area of
service delivery we're less involved in. We certainly see
the consequences of our failure in this area, because the
people who come back into custody or into the criminal
justice system are the people that we see, so I'll just say
that first.
Look, I agree with the comments about transition
starting on the day that someone enters custody or indeed
before and working with them throughout their involvement
in the non-custodial and community areas, in custody and
then back out into the community. There's a major
challenge about lack of planning and support and
supervision as people exit into the community and the
significant reduction in the number of people who get
parole as part of that, that we see fewer people being
released on supervision than they were before. So the
combination of reduction in the number of people getting
parole in Victoria and the short sentences means that more
than ever people are released kind of cold into the
community with limited supports, and so that makes that
early transition planning more important than ever.
There are lots of things that one could talk about in
this area and I won't repeat what Dr Elkadi said and
Ms Edwards has said, but I think access to housing in
transition is one thing I would just highlight. We see a
very high number of people accessing homelessness services,
I believe it may be as high as 50 per cent in the time
after release from prison, and it's difficult to see how
someone experiencing mental health issues could possibly
get either decent care and supports and really engage in
recovery without adequate housing available, and that in
reality is the situation that a number of people, a very
large proportion of people are being exposed to on release,
so I would absolutely put housing very close to the top of
the list of supports that people need, and investment which
would, given the cost of incarcerating people, more than
repay itself very quickly.
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The other thing I would just note is, we see a
particular issue with people on custodial supervision
orders in Thomas Embling transitioning into the
non-custodial system and into the civil mental health
system, so the gaps in step-down supervision and service
delivery for that particular cohort of clients. It's not
something, Dr Elkadi, you've already addressed, but the way
that people transition from Thomas Embling into the civil
mental health system, I think, is a crucial piece of work
to also - in order to get more flow through the system, but
also support people to recover and return to the community.
MS COGHLAN:

Yes, Ms Edwards?

MS EDWARDS:
I got a bit carried away with what happens
inside and didn't really answer the transition side of
things which was the heart of the question, so if you don't
mind I just want to go back and make one or two comments,
which is just particularly - there's a few things about
housing and accommodation.
Just this week we have started a trial where
Maribyrnong Detention Centre has been transferred to instead of being for people seeking asylum is being used
for people exiting custody. It's a COVID-related response
because we know that between 40 and 50 per cent of people
exiting custody exit into homelessness, and because of
Covid-19 the idea was, there was a desire to do something
different, so that is being used starting - the first
person is arriving there from custody on Friday and it will
house 44 people.
What inadvertently this is giving us is an opportunity
to trial something that we've long been wanting to trial,
which is step-down accommodation for people exiting
custody. And they can be there for up to six months, they
may be there a lot shorter, but what we need is that sort
of - it will be very interesting to see how that goes and
the evaluation of that.
But we need places where people who would be otherwise
exiting into homelessness can go and be supported, and in a
sense it is a step-down because, from there, further work
will be done to actually find longer term housing options
to make sure that treatment around mental health in the
community has actually transferred to the community, that
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they are connected with the services they need; that might
be for a month, two months, three months or up to
six months, so it's really a safety valve in there, I
suppose, to make sure that that transition is smoother.
So, I think they're the sort of things, but that's just one
example. We need a range of housing options especially
when we know about that percentage.
The other thing I'll just mention is the importance
again of family and community. We know that, if there's
any likelihood of keeping people connected with their
family and community, that's one of the greatest safeguards
in terms of their mental health and in terms of not
re-offending. So, I think, in terms of when people are
making that transition, we've got to do as much as we can
while people are in custody to make sure they're connected.
And for Aboriginal people that is particularly the
case and there's a few things I'd say there. One is that,
there is often an assumption that Aboriginal people will
return to family and community, and they want to and
usually that's something that everybody wants, but there
has been harm done at times, and again I'd say this
restorative approach work needs to be done while the
person's in custody to address the harm done, to address
the barriers to successful re-integration and connection
back with family and community, because otherwise they're
brought there, they're dropped there, and in fact there
will be a blow-up because the underlying issue wasn't
resolved.
So, we're trialling at the moment - Jesuit Social
Services is involved more in the youth custody space with
some restorative interventions, it's not through the
courts, it's actually just using a restorative approach
with family and community while the person is in custody to
help that transition back into the community more seamless.
Thank you.
MS COGHLAN:

Mr Nicholson?

MR NICHOLSON:
Yes, and we strongly support that, the
restorative justice practices too.
Just, look, I feel like I may have been strong on the
problem identification and not so much on the solutions in
my previous answer, so all I'd say is I think there are
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successful programs like the Judy Lazarus Centre and
Forensicare's Tambo Program in existence which are doing a
pretty good job of transition, so that the issue may be to
scale up those existing successful programs rather than
having to build something completely new.
And again, this is probably something that's come
through more generally in the Royal Commission's
investigations and something we see a lot in the criminal
justice system, we can become a land of pilots here in
Victoria and we do have a number of successful programs
that simply need the investment to scale them up and make
them a more permanent and widespread part of the system.
MS COGHLAN:
Thank you, Mr Nicholson. Ms Edwards, can I
just come back to you for a moment and touch on - this is
the final topic that we will be addressing, but it's
something that you and Dr Elkadi have addressed and it's
the information sharing aspect of treatment support.
You commented that more recently things have improved
in that space, can you just briefly describe how that is
and perhaps how things could be better improved.
MS EDWARDS:
Yes. I'm not necessarily going to the
specifics of it, but I know that we worked with Justice
Health, as did others for a long time to make sure that
there would be better sharing of health and mental health
information when someone's exiting custody. That was
for years we were just getting nowhere and now we do get a
summary report. I can't speak to the detail of that, but
it has allowed us to improve the care of people as they
transition from custody.
Because even, for example, what medications are on,
and often in the past the actual person, the person exiting
custody, would be wanting us to have that information but
we weren't able to get it. So, it wasn't like - they were
giving permission for us to have it, but we weren't getting
it, so now that's improved.
I don't have the detail other than to say, our staff
tell us it's made a big difference in being able to
actually help the person access the treatment, the
medication and other services that they need.
MS COGHLAN:
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want to comment further on that topic?
DR ELKADI:
Yes, thank you. So, the information that now
as I understand it gets shared is the discharge plan that
gets shared with the reconnect service providers which
Julie's referring to.
I think there is an issue around how we share
information in the system within the system, and then into
the community, and I think actually some of that is because
of archaic systems, where we've got multiple systems in
multiple places recording different pieces of information
and not kind of a single source of truth. And it's also a
factor of possibly different understandings of what can be
shared under what legal provisions and, you know, I'm not a
legal expert, but I can certainly recount many
conversations where there have been questions about whether
we can share information, what can be shared in the process
of supporting someone's either treatment or transition back
into the community.
I think one of the things we shouldn't forget is also
the information sharing between places like correctional
facilities or even Thomas Embling or Forensicare's
community mental health services and area mental health
services. Ultimately either people will start at the area
mental health service and by some trajectory end up with
Forensicare or the reverse will also be true, they'll come
out into the community or be subject to a community-based
program and non-custodial supervision order where the
treatment may have initially started with Forensicare, then
has moved into an area in mental health services, so to be
able to share information across systems.
I think the critical point is a lack of clarity about
what can be shared and the infrastructure doesn't support
it, so it can often be a very tedious, onerous, lengthy
process to negotiate what can be shared, how, in what form.
And in some cases you kind of don't know what you
don't know, so there is a risk there in that we're only
getting a slice of the pie about a person, when actually to
help their recovery and to manage their safety in the
community we should really have a more comprehensive view
and a clearer understanding of that person, whether it's
from prison-based information or area mental health
services or other community supports that that person may
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have been receiving.
MS COGHLAN:
Thank you, Doctor. Just finally,
Mr Nicholson, is there anything you'd like to say on this
topic?
MR NICHOLSON:

No, nothing further to add.

MS COGHLAN:
Thank you. That concludes the questions that
I have to ask the panel members today. I'm very grateful
for your participation and contribution. I'll hand over to
the Chair now who will invite the Commissioners to ask
questions. Thank you, Chair.
THE CHAIR: Thank you very much, Ms Coghlan. Thank you all
very much for the conversation and for your very
informative witness statements. I think we can be left in
no doubt, there is a strong mutual interest between the
criminal justice system and the mental health system in
improving outcomes for consumers with mental illness.
I think what's clear is that, we've got a growing
dimension of an issue, not a reducing one, and Dr Elkadi,
thank you for some of the material in your witness
statement where you highlighted in one point, you know,
we've had over the last decade 3,000 extra police recruited
and deployed, weekend courts have opened, and you talked
about new magistrates have been appointed and we've had
very substantial growth in prison infrastructure and prison
numbers as a result of all of that. You also talk about
the fact that the diversion rate has reduced from
25.6 per cent to 12.5 per cent, the prison population has
grown by 70 per cent in that period, of which 40 per cent
are estimated on remand, and there have been a decrease in
parole rates by 61 per cent.
So, some of the things that you've all advocated for
have been a strong emphasis on diversion, stronger
response; for example, Mr Nicholson, you talked about the
value of problem solving courts that demonstrated efficacy,
they haven't grown proportionately to those other
investments that have been described. So, there's a strong
fundamental design about how you get the balance in the
system that we've known about for a very long time. A bit
like the introductory comments I made, these are not new,
the understanding about this has been there for a very long
time.
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But you still have, just going further to your witness
statement, Dr Elkadi, you do talk about the fact that you
still however, in 2020, we still have a system where
Corrections is largely focused on the risk of re-offending
and the area mental health services are focused on
treatment, and you note that these two objectives are not
always aligned, and that you suggest therefore what is
needed is a shared understanding of mental health and
offending behaviour risks and how they impact each other.
I think that's absolutely fundamental in terms of us
thinking about the ongoing management of these issues. Can
you give me a sense of how you think we could develop that
shared understanding? What would be an approach that might
be taken to improving that understanding across both the
criminal justice system and the mental health system?
DR ELKADI:

Commissioner, that's a tricky question.

THE CHAIR:
All of our questions now are tricky. I'd like
to make the point that some of the other issues we've known
about, we just haven't been able to address them in a
sustained way, so maybe this is one of the ones that's at
the heart of why not.
DR ELKADI:
I think one of the things I've experienced in
conversations around some of those disparate understandings
of which risk am I managing: am I managing the risk of
mental illness or am I managing the risk of re-offending,
comes down to a structural issue around how the services
are designed and what they see as their roles and
responsibilities.
You know, and it is no-one's fault, that in an area
mental health service they'll say my main focus is their
mental health. If their mental health is stable and
they're offending, that's not my issue. If their mental
health is not stable, then we can have a conversation about
what impact that will have on their risk of re-offending,
but often there's no action that can be taken until they
re-offend, and so we end up kind of stuck in this, well,
whose responsibility is it?
So I think this kind of points to the comments I was
making earlier about actually having joint teams and people
working together for people that are in the system, and
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actually some shared kind of targets and goals and
objectives and a shared definition of what success looks
like because I think if you ask those two streams of
service as an example, their definition of what success
looks like for them would be quite different.
It's actually about bringing them together and
actually looking at, if the person is in the centre, what
is it that they need and they will need a bit of
everything, they will need support from the mental health
service, they will need to be supported through
offence-specific interventions, they will need to be
supported through housing and all of those things, it's
about actually how we bring the services together.
It's tricky because it's hard to step back from when
you're on autopilot in delivery of services to kind of
understand, well, how do I consider what the Corrections
space is thinking about?
The critical example we see in that is when people are
discharged straight into Emergency Departments on inpatient
assessment orders, and health services kind of not really
knowing what to do with someone who's got a serious mental
illness but seems to be kind of stable, but they've been
sent there for further assessment into the community, but
actually they've served their sentence, they've not
re-offended, they're not sort of unwell enough to be
re-admitted and so they get discharged. And you hear some
of those frustrations from police about, 'we send people to
Emergency Departments and then they just get released into
the community.' Everyone is operating in a silo of their
role and responsibility without putting (indistinct) and
the person needs to be at the centre.
THE CHAIR:
Can I just take that a little bit further,
because one of the challenges clearly is, we've got a very
significant number of individuals who are engaging in both
of these service systems at various points, and I think
your summary about how that plays out is very true, which
means they become part of the responsibility of the mental
health system or the criminal justice system and when are
they are in such circumstances that it needs that
coordinated approach, and the reality is the coordinated
approach will often be most intense for the most at-risk
and high-risk people.
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If you think about the trends that we've observed,
they have largely been driven by very serious adverse
events, serious offending, harm, significant harms to
others and the broader community safety.
You do talk about the Problem Behaviour Program that's
run by Forensicare as being an example of where you target
that high-risk group and have, presumably, shared planning
and intervention. What scope do you think there is about
the importance of that sort of function performed by
Forensicare, because I presume it's relatively small at the
moment?
DR ELKADI:
Yeah, it's quite a small program, it's staffed
by about 12 clinicians and it is essentially a state-wide
service, and it is limited to people in the community, so
it doesn't obviously extend into the prison system, but it
is essentially a specialist one-on-one service particularly
catered for people who demonstrate a high or moderate risk
in those problematic behaviours: arson, paedophilia, sexual
offences, violent offences.
So it is a small program in scope, but I think there's
actually a bit more of a role that we can play in making
the community or community agencies more aware of that
service.
At the moment the bulk of our referrals come from
Community Corrections for people on parole or on
community-based dispositions, but we also in that program
can take self-referrals, we can take referrals from private
providers and police. So, there's kind of been a little
bit of nervousness about how broadly we make this program
known because, you know, do we open the floodgates and how
do we deal with demand?
But there's also a conversation about how much in that
diversion/early intervention space do people know about
that service and how can we actually really pitch it as
really a state-wide service with outreach into regional
areas included where we can kind of address some of these
behaviours in their earlier stages and not wait until we
end up with a higher risk offender.
THE CHAIR:
That may well be something of interest for us
to follow up in terms of the potential, because clearly
earlier intervention while people are in the community
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before various serious offences are committed is something
I think we're all motivated to see what else can be done to
try and change that dynamic.
DR ELKADI:
Yes, certainly I think that would be an
opportunity.
THE CHAIR:
Do any of the other panel members want to
comment on that before I hand over to Professor McSherry?
MS EDWARDS:
I'd just like to say something to you. I
think, completely accept the proposition that it depends
what we're employed to do or which Department we're sitting
in, or how we see the problem, how we're defining the
problem, is then the response that is going to be given.
I suppose that goes to the point, I think there are,
as you were indicating, Chair, there are some people who
are seen as so high risk that in fact we will sometimes get
that multidisciplinary panel around them, whether it be
through MACNI or whatever, we can do that; but that's going
to be - given the volume of people that we're talking
about, that's actually only going to touch a small
percentage probably, which brings me back to the workforce
development issue. I really think that we need to broaden
or ensure that the staff we've got can work across those
domains; that they actually understand the legal
requirements and the justice requirements, they understand
the mental health needs, and they understand probably a
range of other things that are social needs.
Often times we see people who are getting the clinical
care but have had no - nobody's picked up that they're
homelessness, nobody's picked up that they're completely
isolated, they're just treating them with the lens - the
specific lens through which door they've come. So, I think
we really have to do that as well.
One other point, in case it doesn't come up later and
it's connected with this, I suppose I just wanted to raise
the issue of borderline personality disorder, in that, our
own experience, we have a number of people who, especially
young people, who have a range of problems, mental health
problems, they may have come to us actually through that or
they may have come through the justice system, but the
justice system engagement has actually been quite minimal,
that hasn't been the major thing. But they have serious
.09/06/2020
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problems and when we have tried to get the help for them in
the mental health system we haven't been able to, and I'm
talking about serious, you know, trying to suicide every
day, threatening to hurt people, et cetera, so we've been
offering care and we have not been able to get the care
because we're told, you know, it doesn't fit the criteria
around mental health, or it's behavioural or it's something
that doesn't fit the Act and they're not allowed to, we
also understand that, they're saying we can't detain this
person.
So I just really wanted to raise it because some of
those people have gone on to commit the very, very serious
offences actually, and they just weren't meeting certain
thresholds. And I'm not saying there's a lot, but often
when they do commit an offence it's a very serious one, and
in fact they've been, whichever language you want to put on
it, seriously unwell for a long time but the service
offering to respond to that just hasn't been there.
THE CHAIR:

Thank you.

Mr Nicholson?

MR NICHOLSON:
Yeah, just to add to that point, I think my
colleague, Tim Marsh, who acts for a number of the people
charged with the most serious offences where there's often
a crime with mental impairment element to the case, he says
that in all his time talking to families no-one's ever said
this came out of the blue; on the contrary, it's largely
come because they've been trying to get them into various
service interventions and haven't been able to do that over
time.
And I think, we've seen in some of our most complex
clients that have got significant mental health issues, but
also other significant intellectual disabilities or other
disabilities, that there may be that - we've seen cases
where there's that intense intervention in custody, but
once a person's then released into the community that sort
of weekly panel meeting may fall away that was really
providing that support, so actually you end up with less
support in the community than you had in custody, which
seems to me to be the wrong way around with the investment.
Just the last thing, I'd say more generally going away
from all the acute cases, I think the thing that the mental
health system and the justice system ought to have to try
and have in common is this idea that they can be a moment
.09/06/2020
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of intervention in someone's life to assist recovery. I
think if you look at recovery as a broad concept of not
just treating the mental health, you know, the mental
health issues with medication or whatever, but helping them
live their most productive lives, that's absolutely the
role of the criminal justice system at that early stage of
being a moment of intervention to address the underlying
causes of offending and that's the common thread that we
need to get between those two systems in those very many
cases that aren't at the most acute end.
THE CHAIR:
Yes, and I think probably the point I was
making there was more, you get the community licence to
deal with some of those other large volume matters, and to
do exactly what you're suggesting, Mr Nicholson, if you
also deal well with the various serious end - - MR NICHOLSON:

Completely agree.

THE CHAIR:
- - - and try and prevent some of those harms
that have driven some of the dynamics that we've seen
currently, so a very good reminder though about the need to
have a balance at both ends of the spectrum. So, Professor
McSherry, what would you like to ask?
COMMISSIONER McSHERRY:
Yes, I have a question for, I
think first up, Ms Edwards. I think it's paragraphs 41 and
42 of your statement, you talk a little bit about the
framing in relation to youth justice in particular.
Some of the data we've received as Commissioners has
been quite concerning in relation to the use of restraints
and seclusion on young people in mental health facilities,
and that raises concerns about the whole sort of
occupational health and safety and risk framing in relation
to young people.
I know that there are some general attitudes out there
in relation to young people in particular that discipline,
a firm hand is important and, therefore, there's this legal
framework that's set up around discipline, deterrence,
community protection and safety and so on, and you
mentioned that there hasn't been a clear vision in relation
to rehabilitation, and to some extent I think that may flow
down from the adult system, in that, even looking at the
sentencing principles in the Sentencing Act you have to
punish is the very first guideline, the purpose of the Act,
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and then you have deterrence, community protection,
denunciation, and there's only one guideline that talks
about enabling, I think, conditions for rehabilitation;
there's nothing about to rehabilitate the offender.
So I'm really interested in your perceptions here, and
particularly in relation to this intersection for young
people with very severe mental health conditions, and in
particular your experience in Norway; how this principle of
normalcy works that you refer to in your statement and
whether that carries over in relation to young people with
mental health conditions.
MS EDWARDS:
Thank you. Yes, I've got both Norway and
Spain were in my mind as you spoke. Perhaps I'll go first
to the Spain experience, because straight away I started
smiling because as we travelled around Europe and were
looking at these facilities which were very good in lots of
ways in Norway and in Germany and in other places, and they
would show us, here is the room when someone has been
self-harming or is a risk to themselves or to others,
here's the room and you'd see it and they'd show you that,
you know, no hanging spots and all that we can imagine, you
know, the toilets behind that can't be seen, and there's
the low window that people can look in, et cetera,
et cetera.
Anyhow, so we were seeing these very proudly being
shown to us in all the places we visited. When we got to
Spain and we started looking at some of the youth justice
facilities, it was just because really we'd seen them
everywhere else, so I said where's the room you remove
someone to, where's the isolation room, you know, if
someone's at risk to themselves, and they actually didn't
understand the question and would say, "What do you mean?"
And we'd say, "If someone was on suicide watch what would
you do?" They literally didn't - and then they went,
"Their bedroom."
Then they said, "Do you mean to say you would actually
- are people actually taking them and they're isolated?
They're struggling, they're suicidal and they put them in a
room like - what?" They said, "No, they would be in their
bedroom and in fact we would put the person they are most
connected with, staff or other young person, in there with
them because that's what they need", sort of like the human
response. So, they didn't have these special rooms and
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that just came to mind as you said that.
struck me.

That really

For example, in Norway with the principle of normalcy,
what that meant was that that was reflected, you know, in
everything from the vision about rehabilitation,
re-socialisation, re-education, and our youth justice
system now has a clearer vision than it did. And, as Dan
said, the new strategy was just released two weeks ago, but
it went from everything from the vision and, therefore,
everyone was there for that purpose and that's why
therefore staff are trained to a certain level, you know,
they're educated; they brought it through to the physical
infrastructure of the building, and they were pleasant
places to be; they were very conscious of the fact of
artwork, of the views that you get out the window,
et cetera, the amenity.
So, in normalcy the idea is, they are citizens, so
their punishment is the depravation of their liberty,
that's it, everything else is not supposed to be punitive.
In some of the places we went, for example, while there
would be some health practitioners in the facility, really
the health service was provided by the local community;
because the idea is, they're citizens, they're entitled to
the health care that everybody else has, and so, the GPs
et cetera would come from outside in to provide that like
they would in any other place they were living.
So that was important in terms of that, but I think
again, going back to the Spanish example, it just struck me
that sometimes we forget the person and what a person might
need at a time like that, and the fact that they couldn't
even understand our question, to me, was very interesting.
I've probably got a little bit sidetracked because my
mind went back to those things, have I answered your
question or is there anything else that you wanted?
COMMISSIONER McSHERRY:
Yes, that answers it very well,
because it's that balancing between, you know, the
punishment and the denunciation and the rehabilitation that
sometimes gets lost, and particularly when we talk about
young people.
But that brings me on, if I may, to ask one more
question to Mr Nicholson who, you mentioned consumer-led or
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designed processes and programs, we've certainly been
looking at that across the mental health system.
I'm just wondering, are there vehicles at the moment
to ensure the voice of the people themselves, particularly
young people, can be heard, and so that their stories
actually get out there to the community?
MR NICHOLSON:
Yeah, there are some. I mean, I think as a
general proposition, no doubt in your deliberations and
investigations you've heard a lot about consumer leadership
and the importance of that in the mental health system. In
the criminal justice system it is far less developed in
general.
I doubt there would be a single major criminal justice
organisation that would have a dedicated consumer
leadership role, and that includes Legal Aid. We have
consumer leadership roles in relation to our mental health
services but not specifically focused on our criminal
justice services, so there's a lot of way to go in that
respect in criminal justice, and I'd say generally that's
reflected in a system which is too often designed around
lawyers and judicial officers and others and not around the
actual users of the system, that plays out in practice in
the way the courts operate, in my view. So, there's a lot
of work to do to re-arrange that system with the user at
the centre and to listen to consumer voices.
I think there are some encouraging examples. I think
there's some good work done in the youth justice custodial
environment now with young people's groups - I've forgotten
the name, but where people are heard, and so, there is that
opportunity for participation.
There's been some work done through the Women
Transforming Justice Project to train up consumer leaders
in that context and also through the recent Transforming
Justice work done at the Centre for Innovative Justice
focused on prisoners with acquired brain injury, so there
are some green shoots, if you like, but I think there's a
lot more that could be done.
COMMISSIONER McSHERRY:
THE CHAIR:
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COMMISSIONER COCKRAM:
Thank you. My question is to
Mr Nicholson, and it's really trying to understand at the
problem solving court and processes how to create a really
comprehensive and integrated approach at that point in the
cycle. Understandably, you were recommending more
widespread and more universal access to those programmes
across different Victorian jurisdictions.
But I guess I'm trying to understand that, if we've
got problem solving courts that have been separated by
either issues like AOD, or by cultural aspects, or by age
or by - there obviously isn't one particularly for people
experiencing mental illness as part of their process; and
given we understand the intersectionality where people
experiencing mental illness may well be part of some of
those other already defined problem solving processes, I'm
trying to understand, is the segregation to a specific
siloed system versus a more integrated approach like assist
in other things, which way here is a better way to go to
make sure that people's preceding and ongoing issues around
experiencing mental illness are appropriately addressed
through the criminal justice system in that context? Have
you got some thoughts on that?
MR NICHOLSON:
It's a great question and something that
we've thought about a lot in the context of how do you make
the system overall more problem solving, or more
therapeutic, whatever your preferred choice of words is.
So first there is the ARC list which focus
specifically focused on people with mental health issues
that relate to their offending, so there is that, and
again, it's available only in Melbourne, down the
south-east of Melbourne and in Gippsland, so a limited
take-up.
Look, there have at various points been projects to
try and transform courts as a whole and bring together
those more problem solving approaches. Probably those
projects have never entirely got off the ground and the
funding investment hasn't come through for those over
the years, so that's why we would tend to favour, rather
than waiting for the perfect solution, to expand what we
have that we know works.
I accept the point that, in an ideal world you would
build a court system where the mainstream, you know, every
.09/06/2020
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court user, had an intervention or a response which was
based around the issues in their life and helped them to
address it; that would be the ideal, so that's something we
need to work towards. But I think we haven't - we've found
it difficult to deliver that, and it is a very big task
given the demand pressures on the Magistrates' Court in
particular to make that change, so that's why we would
support beginning by expanding what's there.
And, as I said, I think that does actually help in the
mainstreaming process if you like, if you want to call it
that, because then suddenly in every court you have support
workers, magistrates, Legal Aid lawyers, police prosecutors
who are working in that more problem solving way, and it
may be that at the back end of the system, the support
workers, it does look more integrated rather than sort of
strictly separated programmes.
So yeah, I don't think there's any perfect answer to
your question. We have erred on the side of that approach
because we think that's what's more immediately achievable
in the short-term while you work towards that long-term
integration piece.
COMMISSIONER COCKRAM:
Just, and this is my lack of
knowledge completely: but is it the case that, if there are
lists running in the specialist courts, that general
magistrates rotate through them? So, do all magistrates
get exposed to those more specialised courts?
MR NICHOLSON:
No, they don't, so you have a specialist
magistrate that sits in Drug Court, and that's very
important because a huge part of the success of the model
is the relationship you build with a magistrate.
Indeed, I went to a Drug Court graduation where
someone who - it was last year - and, to give you an
indication, this person had started in Pentridge Prison at
18, so that would tell you how long they'd been involved in
the criminal justice system given they were at one
point housed in Pentridge. One of the things they said,
"Well, in all those times I've been to court, I've never
built a relationship with a judicial officer before", and
they had in the course of the two years in Drug Court.
So, that's a very important part of it, but of course,
as you have more of these programmes, more magistrates do
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tend to rotate through the programmes for extended periods;
you know, not one week at time, but it certainly increases
the contact of the judicial officers and, as I said, and
Legal Aid lawyers and police prosecutors with those more
problem solving ways of working, which are very different
to the high-paced mainstream of the courts.
THE CHAIR:

Thank you.

Professor Fels.

COMMISSIONER FELS:
I have one main question; if there's
time, I have a couple of smaller ones. By the way, I'd
like to thank the witnesses for their excellent statements
and for their comments this morning.
On the question of community attitudes, I found your
discussion good but somewhat dis-spiriting, of course, and
notwithstanding a comment by Ms Edwards that we need some
leadership in this situation from politicians and so on,
but I wondered if I can come at it from another angle, also
a bit dis-spiriting, and see what you have to say.
Community safety: what can you offer us that would
make us feel a bit safer, and also - in all the things
you're saying - and also, what would be convincing to
people who are mainly interested in community safety?
That's a bit different from objectively what would improve
safety, but what would work in persuading the community
safety-minded people that the reforms are good? Also, if
you are taking the community safety aspect, would your
priorities maybe be any different?
Now, I think I have to address it to one person: maybe
Mr Nicholson.
MR NICHOLSON:
I was hoping you'd address it somewhere
else first so I had a moment to gather my thoughts.
I mean, I think one of the challenges is the exclusive
focus on safety and not on what makes us a fair and more
just society in criminal justice, because actually we've
seen just this weekend in the middle of a pandemic enormous
protests, you know, looking at - with a real focus on
Aboriginal incarceration and deaths in custody, and that's
about ending inequality in our society. So, the more we
can frame it not exclusively in terms of safety, the more
opportunity there is in the conversation.
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Look, at the risk of repeating myself I'd just say
this: we've learnt in the past three months that, if we
follow the evidence and do things that might not
immediately seem attractive, we can together keep the
community safe.
And what we would be asking in criminal justice is,
again, follow the evidence and do those things in the
community that would actually keep the community safe, not
necessarily the things that we may all want to do at any
given point or want to happen to others and, to me, that's
the crucial learning from the past few months that we can
apply into the discussion about criminal justice and people
experiencing mental health conditions.
Just lastly, just briefly, we also forget how quickly
the conversation about mental health turned around because
of leadership and examples. I mean, I'm a North Melbourne
supporter, I remember going to the football when a North
Melbourne supporter first disclosed experiencing severe
depression, and the things that were shouted out for the
first month in the crowd were the most despicable things,
but you would never see that only 10 years later. So, I
think things can turn around really quickly with the right
examples and the right leadership.
THE CHAIR:
Can I just ask a follow-up question on that,
Professor Fels, and I'll come back to you, and maybe it
take a little bit from what Mr Nicholson also said.
The place of engaging through restorative justice and
having victims sometimes be the advocates for some of these
changes, what scope in relation to improved understanding
- I'm just building on your theme of a more fair and just
society. If you have the restorative justice practices
that Ms Edwards was recommending, would you also
potentially have more advocacy on behalf of victims for a
balanced response?
MR NICHOLSON:
I mean, I can absolutely quickly respond to
that, which is, I think that two of the big changes to make
the criminal justice system more user-centred are problem
solving approaches and restorative justice approaches, and
those two things can go hand-in-hand and they will make the
biggest difference in getting buy-in from everyone in the
community to the kind of interventions that actually work.
So, yes, I agree.
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Professor Fels, do you want to go on?

COMMISSIONER FELS:
Yeah. Second, a lot has been said by
all the witnesses about families and carers, and Julie
Edwards towards the end said some very specific things, but
even to milk this subject a bit further, is there more that
could be done beyond what you just said to get a better
engagement of families and carers in this situation? Maybe
Julie Edwards, although it was mentioned by all including
Dr Elkadi.
MS EDWARDS:
Thank you. Yes, I think the reality is, by
the time it comes to the attention of the various systems
or the interconnected systems of criminal justice and
mental health, for example, we're talking about something
that isn't a surprise, that families have probably been
struggling with for quite a long time and are probably
quite bruised by at this stage, so usually families haven't
walked away but they have been feeling like they're banging
their head up against a wall really to get the kind of care
that they need.
So, I suppose I just situate it, in that, it's not
like I think families are wanting to disengage mostly, I
think they're just at their wits end. And I think
sometimes there are - and whether it's restorative - but we
need to have sometimes mediated conversations with family
and with the person - we can call it restorative justice
interventions - but where we're actually doing some problem
solving about what's needed; and sometimes, with family,
the best thing, for example, is that they aren't at the
place where the person is living, but that they are able to
maintain a relationship in the long-term.
Again, our experience would be that families, as I
say, aren't wanting to walk away, but really, they need
also to be supported and resourced to do it, and it is
often the best link that a person who is caught up in the
criminal justice system who has mental health problem needs
but there needs to be support at that level too and they're
usually not, they're usually not supported and, you know,
they often are the subject of perhaps violence at times, or
people not complying with medication et cetera, and
families just need that extra level of support.
COMMISSIONER FELS:
.09/06/2020
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one to Mr Nicholson who, amongst others of you commented on
NDIS and I didn't fully understand. I'm just wondering if
you could give us a moment's dummies guide to NDIS, when
it's meant to apply and when it's not meant to apply, and
other aspects of it and prisons or justice.
MR NICHOLSON:
I'm happy to provide some more material in
writing given the time, but I guess the short thing I'd say
is, it's partly about access to the scheme, but a large
part of it is, we have a number of clients who have
significant NDIS packages but there are very thin markets,
if you like, for people with Justice involvement, which is
a technical way of saying they can't pay anyone to do the
work for them any more. As soon as they get into prison
their providers won't continue to work with them,
basically, and so, there's a very - there's lack of proper
services, even for people who have packages, to actually
access the care that they need.
And that was a known problem when NDIS was set up,
that there would be thin markets in regional areas, but
also thin markets for certain complex clients and those
with Justice involvement. Unfortunately, nothing properly
has been done to provide a provider of last resort or
providers of last resort who would assist people.
So, that's really the challenge, it's a known issue
that simply sadly wasn't addressed, and there are
providers, a small number of providers in the Justice
system that can help, but the current funding model simply
doesn't work for them, so it's simply a matter of investing
in providers of last resort.
There are a bunch of other issues which I can give you
information about, but that's really the main issue that
I've been dealing with.
So literally we will have people who have supports,
they assault someone in the community, they're remanded in
custody, and they can't get bail because their service
provider won't help any more. And that's no criticism of
the service providers who aren't set up for it, but it's
just a classic situation of market failure.
COMMISSIONER FELS:
THE CHAIR:
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your time today. I think you have highlighted for us where
some of the big challenges sit in terms of our service
system design given our remit is around the design of a
reformed mental health system, but we can't have that
system given the prevalence of the interface of the justice
system, in particular the criminal justice system, without
reconciling how these two systems can work together into
the future.
I think today's conversation has also said, we've put
consumers at the centre of our redesigned systems, those
living with mental illness and their families and carers,
and I think you, Mr Nicholson, highlighted how
underdeveloped that concept has been in terms of the design
of the current criminal justice system interfaces, and so,
that's something we'll have to really think about in terms
of taking forward our ideas.
Ms Coghlan, thank you very much for leading the
evidence before us this afternoon. Thank you to our three
panel members - I should say this morning, nearly this
afternoon - our three panel members again for the care
you've put into the preparation of your witness statements,
your comprehensive responses to our discussions today, and
for those where you've indicated a willingness to follow up
on some of the issues with us, we would be very keen to
take you up on those opportunities.
So, thank you all very much, and we've had a very
informative and helpful suggestion session this morning, so
thank you.
MS EDWARDS:
MR NICHOLSON:

Thank you.
Thanks very much.

AT 11.58AM THE COMMISSION WAS ADJOURNED

.09/06/2020
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Mental Health Royal Commission Panel Discussion 9 June 2020
Children and adults living with mental illness in the criminal justice and youth justice systems

Department of Justice and Community Safety Statement
The Department of Justice and Community Safety (DJCS) is grateful for the opportunity to set out its
policy position on the treatment of adults and youth with mental health issues in the justice system.
Unfortunately, we are not able to attend today due to ongoing work across the department as part of
the response to COVID-19. However, we are engaged with the Royal Commission through a
number of fora and look forward to participating in future public discussions.
We are also grateful to have a chance to contribute to this pivotal inquiry by supporting the Royal
Commission’s efforts to identify new and better ways to improve the lives of adults and young
people with mental illness. This includes some of the most complex and vulnerable cohorts whose
experience of mental illness and other issues leads them into contact with the justice system.
What follows is an overview of key points that previews some key themes that have been
addressed in detail in the witness statements of Peta McCammon, the Associate Secretary, DJCS,
and Dr Emma Cassar, the Commissioner for Corrections.

Overrepresentation of people with mental illness in the justice system
•

Capacity constraints in mental health and other community services create barriers to accessing
supports that might divert a person from initial or escalating contact with the justice system.

•

A lack of treatment options in the community can lead to a person receiving a custodial sentence, as
the court may not consider that person will receive appropriate treatment in the community.

•

For some Victorians, the correctional, youth justice and forensic mental health systems have
therefore become mental health treatment providers of last resort.

Addressing overrepresentation of people with mental health needs
•

Key opportunities to improve this range from better ways of supporting encounters between police
officers and people experiencing a mental illness to earlier intervention to address the complex
mental health and related needs of individuals at risk of offending.

•

Therapeutic court interventions are also an important mechanism for diverting offenders or providing
alternative sentences to imprisonment for those with complex needs and mental health issues. This
includes the Assessment and Referral Court List (ARC List) for intensive and pre-sentence support;
the Court Integrated Services Program (CISP), which links accused persons to supports; and the
Koori Court, which ensures sentencing orders are appropriate to the cultural, and mental health,
needs of certain Koori offenders.

•

As highlighted by the Interim Report of the Royal Commission, the lack of adequate secure forensic
mental health capacity for adults and young people subject to custodial treatment orders causes
some people who require specialist treatment in a mental health facility to instead be held in prison
or youth justice custody.

Support for people living with mental illness in contact with the justice system
•

Almost half of all adult offenders on community orders have a Mental Health Treatment and
Rehabilitation condition, which specifies that an offender must seek treatment for their mental health.
These orders are an opportunity to engage an offender with mental health treatment, intervene to
prevent escalation of behaviour and prevent incarceration.

•

All prisoners entering the corrections custodial system have a comprehensive health and mental
health assessment upon reception and can access primary mental health services on demand, and
access specialist mental health services as clinically required.
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•

DJCS has invested in specialist mental health units in prisons to meet the demand for specialist
mental health services, including through the opening of Ravenhall Correctional Centre, and the
refurbishment of the Marrmak Unit at the Dame Phyllis Frost Centre.

•

The ‘Strengthening Connections’ Women’s Policy’ is a trauma-informed approach to the women’s
prison system and includes improvements to body searching, recruitment and prison officer training.

•

The Aboriginal Social and Emotional Wellbeing Plan is building the capacity of mental health service
providers to ensure holistic services are available that are culturally safe and responsive.

The unique needs of children and young people
•

Previous experiences of trauma and abuse are widespread for children and young people in the
youth justice system, often including involvement in the child protection system. Offending behaviour
in children and young people should also be seen as indicative of developmental issues that require
support and early intervention.

•

A differentiated approach is required to meet the unique needs of children and young people with
mental health issues in or at risk of involvement in youth justice.

•

Children and young people in custody have access to 24-hour mental health supports through the
primary mental health service, as well as specialist mental health services five days a week and oncall through the Custodial Forensic Youth Mental Health Service.

•

The Youth Justice Strategic Plan was released in May 2020 and provides a blueprint for delivering a
more effective youth justice system. The Plan acknowledges that strengthening mental health
responses and services for all Victorians is a key priority and commits to responding to the Royal
Commission into Victoria’s Mental Health System.

•

DJCS is also designing the Cherry Creek Youth Justice facility with a dedicated health and mental
health facility to ensure children and young people who need more intensive mental health treatment
and monitoring can receive it in custody. This is in addition to the delivery of three youth secure beds
at Footscray Hospital.

Mental health supports for victims of crime
•

Victims of crime require a range of supports in their engagement with service agencies and the
justice system, including for mental health. DJCS supports victims through services including the
Victims of Crime Helpline, the Victims Assistance Program and the Victims Register.

Principles and opportunities for innovation
•

The mental health care of those in contact with the justice system, or at risk of contact, should be
part of a lifetime continuum of care that steps up and down with their health needs, not their legal
status.

•

The current ‘Common clients’ reform supports clients interacting with systems across justice, health
and human services. The reform aims to reduce repeated and escalated contact of clients of both
DJCS and DHHS services, by ensuring that irrespective of whether services are funded by DHHS or
the justice system, needs are met effectively. This requires greater integration, coordination and
planning between the two departments, and recognises that often people access multiple systems
and services at once – but these have been crisis and response driven, rather than preventative.

•

Future service design should be done with communities to ensure that service offerings are reflective
of the lived experiences of people who have lived with mental illness in the justice system. This
should be guided by successful codesign processes such as the historic work between government
and the Aboriginal community through the Aboriginal Justice Forum, which is a key part of ongoing
work, and Family Violence reforms.
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CHAIR:
Welcome to the Commission's panel discussion on
compulsory treatment. I am Penny Armytage, the Chair of
the Royal Commission into Victoria's mental health system.
I am joined by my fellow Commissioners, Professor Allan
Fels, Dr Alex Cockram and Professor Bernadette McSherry.
On behalf of the Commission I acknowledge Aboriginal
peoples as the traditional owners across all the lands on
which we locate for today's panel discussion and I pay my
respects to their Elders past, present and emerging.
Before we commence, I would like to acknowledge the
difficult nature of the subject that we are exploring
today. The Commission has heard from many individuals in a
number of forums about the impacts of compulsory treatment.
For many their experiences have been negative, demoralising
and life-changing.
For example, during last year's hearings the
Commission heard from Julie Dempsey about the profound
impacts of extensive and primarily unwanted
electroconvulsive therapy or ECT.
Julie reflected:
You don't even know your personal self any
more. It doesn't just take away things
like memory and things like that, it takes
away your essential sense of being and
soul. It's quite devastating for me.
A young woman shared in her 2020 witness statement
about the missed opportunities to intervene early and
perhaps avoid compulsory treatment. She said:
I reflect on these three compulsory
admissions with sadness. I wonder how my
mental health trajectory could have been
different if the GP I'd seen in the lead-up
to my first episode had organised an urgent
psychiatric referral and I'd been supported
to sleep, if the CAT Team had come the
first time I called them and helped prevent
my second episode, and if the private
hospital had treated me adequately rather
than discharging me and prevented my third
episode.
.20/05/2020
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The Commission has also been told that for some people
fear of compulsory treatment can affect the way in which
they choose to engage with services and can cause further
distress. However, these experiences are not universal.
For some people their experiences include both negative and
positive aspects.
I was privileged to meet with Rick Corney a few weeks
ago. Rick generously shared his experiences as a consumer
as well as his work as a peer worker in a connecting to
community program in Ballarat. Rick had a number of
insights to share, however, on compulsory treatment he
wrote:
I feel that my treatment as an involuntary
patient could have been more humane but the
intervention needed to happen for me when
it happened and I am grateful for the
treatment I received.
I also recently met with Sandy Jeffs who reflected on
some of the negative and positive aspects of her
experiences in Larundel. Sandy recalled:
If I hadn't been locked up in 1991 for
seven weeks in Larundel I wouldn't be
speaking to you today, so I understand that
some people need to be kept safe and people
need to be kept safe from them. I do
understand that.
We have heard several positive aspects when we have
not anticipated them that speaks to the importance of the
Commission understanding the breadth of experiences. We
are cognisant that for each person the impacts of
compulsory treatment are very different.
We are grateful to Rick,
who have shared their stories
us. We appreciate that these
experiences that are not easy

We have also heard that for family members and carers
compulsory treatment is also extremely challenging. One
parent told the Commission:
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I understand and support everyone having
rights. I understand why the laws have
changed to protect people from forced
confinement in wards when they don't need
it. However, for those who need treatment
but maybe not recognise it because they are
delusional there needs to be processes in
place to ensure they get the help they
need. This is not fair to my daughter or
our family.
Another carer conveyed to the Commission their
frustration with some of the current arrangements:
As a nominated person I have found myself
frequently and actively excluded from key
clinical decisions regarding the compulsory
treatment of who I provide care for. This
has made it exceptionally difficult for me
to effectively fulfil my role as their
advocate while they are under a compulsory
order.
In our interim report the Commission expressed concern
with the rates of compulsory treatment use and signalled
that this would be an area subject to further
consideration.
The Commission has heard on several occasions there is
an overreliance and overuse of compulsory treatment in
Victoria. Many point to research which suggests that rates
of compulsory treatment orders are higher in Victoria than
some other States and Territories. It is alarming that
around half of people admitted to public acute mental
health inpatient units in Victoria are done so on a
compulsory basis.
I want to emphasise that our examination of this issue
is not about laying blame or finding fault. Rather, our
enquiries are very much forward-focused. We want to
understand why compulsory treatment is used in the context
of mental health and the various impacts it has on
individuals.
Importantly, we want to explore what role, if any,
compulsory treatment should play in the future system and,
if it is to be retained, how its use can be reduced and
.20/05/2020
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people's experiences improved.
Today's panel is just one of the ways the Commission
is conducting its enquiries into this matter. In addition
to considering the inputs received so far, the Commission
will also be engaging further with consumers, families and
carers as well as the mental health workforce to hear about
their experiences and ideas for improvement. The
Commission will also be observing proceedings held by the
tribunal in coming months.
Finally, on behalf of my fellow Commissioners, I want
to extend my gratitude to Dr Ruth Vine, Dr Chris Maylea,
Matthew Carroll and Professor Lisa Brophy. I know each of
you have put in a considerable amount of effort in
preparing for today's discussions and in submitting your
witness statements. Your statements canvass a range of
views, insights and ideas for the future and we look
forward to hearing from you further.
I now ask Senior Counsel assisting, Stephen
O'Meara QC, to provide some opening remarks before we
formally begin the panel.
MR O'MEARA:
I'd like to commence by thanking the Chair
for her introductory remarks, and I'd also like to thank
the Royal Commissioners and the Commission staff for
identifying the very important topic that is the subject of
today's panel discussion.
It's widely known that it was planned originally that
the Royal Commission into Victoria's Mental Health System
would presently be in the throes of some four weeks of
face-to-face hearings at which the evidence of many eminent
witnesses and important witnesses would have been heard in
public. The global pandemic precipitated by Covid-19 has
meant that the planned face-to-face hearings haven't been
able to proceed as planned. That said, the work of the
Royal Commission has proceeded in earnest, including the
garnering of evidence from witnesses who can speak to our
system of mental health, particularly those who have a
lived experience of its structure and functions.
The Commission heard those poignant voices in the
course of its face-to-face hearings in 2019 and continues
to hear them, albeit now necessarily via other means.
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We will all have heard of the mental health challenges
posed by the Covid-19 pandemic. Those challenges underline
and emphasise the important and continuing work of this
Royal Commission. Indeed, if anything, the challenges
presented by the global pandemic make the work of this
Royal Commission more relevant than ever.
Like many other court proceedings and public inquiries
in this time, the Royal Commission has embraced alternative
means by which that can occur. Today that means a Zoom
technology which allows the Royal Commission to receive,
hear and consider evidence in the form of a panel
discussion concerning an issue of critical significance,
namely, compulsory treatment.
At this point it's appropriate for me to ask Georgina
Coghlan of counsel to further introduce today's topic and
the eminent witnesses comprising the panel.
MS COGHLAN:
Thank you, Mr O'Meara, and thank you, Chair.
As the Chair has said, I would also like to acknowledge the
difficult nature of the subject we're exploring today.
We've heard from so many people about the impact that
compulsory treatment has had on them and we continue to
hear from them.
I too extend thanks to Dr Vine, Professor Brophy,
Dr Maylea and Mr Carroll, who have all contributed so much
time and energy to this process for which we're very
grateful.
As the Chair mentioned, each panel member has provided
a written statement which will be published on the website
in due course. All panel members responded to a number of
questions, some of which will be explored further today
during the panel discussion.
The purpose of the panel discussion is to share ideas
on topics, identify points of disagreement and agreement as
the case may be. At this point I should point out some of
the topics that will be discussed today and introduce those
themes.
We will be exploring the rationales and criteria for
compulsory treatment, considering the ways in which the
rates of compulsory treatment can be reduced, looking at
what needs to be in place in order to eliminate compulsory
.20/05/2020
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treatment and alternatives to it, considering greater
safeguards, examining oversight mechanisms for compulsory
treatment, and looking at quality of care in service
provision and discharge.
The Commission appreciates there are broad approaches
to definitional questions when it comes to compulsory
treatment. For the purposes of this discussion today, we
will be approaching it without reference to restrictive
interventions, whilst acknowledging that that's an area
which is addressed by many of these witnesses on the panel
today and others in their witness statements and is, of
course, being explored in other ways by the Commission.
Can I now briefly introduce our panel members.
Dr Ruth Vine was recently appointed as the new Federal
Deputy Chief Medical Officer for mental health. She has
three decades of experience and expertise as a psychiatrist
and leader in mental health at Federal and state levels.
Her recent experience includes Director of the
Victorian Institute of Forensic Mental Health, Forensicare,
consultant to the Commonwealth and state departments of
health and the Eastern Melbourne Primary Health Network.
Professor Lisa Brophy is the discipline lead in social
work and social policy in the Department of Occupational
Therapy, Social Work and Social Policy at La Trobe
University. She is also an honorary principal Research
Fellow in the Centre for Mental Health in the Melbourne
school population and global health at the University of
Melbourne. She has a career-long commitment to the mental
health field with a focus on Community Treatment Orders.
Dr Chris Maylea is a senior lecturer in social work at
RMIT University. He is Chair of the Committee of
Management of the Victorian Mental Illness Awareness
Council, VMIAC. He is also a qualified lawyer providing
pro bono legal services through the Mental Health Legal
Centre. His particular areas of research are in the
intersections of health, welfare and the law with a focus
on mental health law, mental health social work,
involuntary mental health and program management
evaluation.
Mr Matthew Carroll is the President of the Mental
Health Tribunal. He has overall responsibility for the
.20/05/2020
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operation of the tribunal and ensuring it performs its
statutory functions in accordance with the Mental Health
Act. As such in response to some of the questions today
Mr Carroll may provide only limited comment given the role
that he has.
Mr Carroll is a lawyer and has worked within a range
of independent statutory authorities in the fields of
anti-discrimination and human rights law, law reform and
mental health.
On that note, it's enough from me, I think everyone
would like to hear from the panel, so I'll commence with
the first topic.
The first topic that I'd like to discuss with the
panel today is the prospect of reducing the rates of
compulsory treatment. All of the panel members speak about
the need to increase service capacity and quality through
funding to reduce compulsory treatment.
Can I direct these first questions to Dr Vine and ask
you this: in order to reduce the rates of compulsory
treatment by increasing quality and capacity, is there a
model of care that should be considered?
PROFESSOR VINE:
So, firstly, a model of care is, I think,
a difficult concept because it can be as big as you like,
but I think that the model of care I think has to enable a
range of different options and each of those options should
be available, as is indicated, by a person's level of
distress, by their clinical stability or acuity, and by
their need for a particular type or range of treatments.
I think, I have to say, you mentioned before that
Victoria has a particularly high rate. It's not unrelated
that Victoria has fewer beds per capita, particularly fewer
long stay beds per capita than any other state. So, when
we talk about a model of care, I think we also need to
think about the model occurring in a system of care and
that, to me, is a critical thing: you can't just say, oh,
let's reduce compulsion without thinking. We might need
earlier access to beds or longer access to beds, we might
need earlier access to intensive community treatment or
longer access to intensive community treatment and that
whole range of options.
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So, my model care is that it should be state funded,
therefore no cost to the individual; that should enable a
range of options across community, bed-based and even
residential services that enables varying degrees of
intensity and varying degrees of safety - you highlighted
that for some people whatever the means of containment,
there needs to be some structures around a person to keep
them safe, and it should be for the duration that is
required.
MS COGHLAN:
Just before we move on, I'll ask Dr Maylea in
a moment but before we move on from you, Dr Vine, can you
just address what the key components are within that model?
PROFESSOR VINE:
So again, I'm assuming that this model is
the publicly funded mental health care which is for people
who cannot access care in other parts of the health system,
be it private or MBS or primary.
So, if I'm assuming that, then the components have to
be skill and an ability to provide treatment to those
illnesses and those presentations that comprise significant
disturbance of mood, thought, behaviour and perception, and
also at times significant episodes of crisis, and so, that
means you do need components that include clinical care as
well as psychosocial support of, you know, supports in
functional ability - and ideally supports to their broader
social context and that includes of course family and
carers, and I hope that's answered your question.
MS COGHLAN:
It has, thank you, Dr Vine. Dr Maylea, can I
address that question to you in relation to the model of
care that should be considered.
DR MAYLEA:
Yeah, thanks. I think it's a bit misleading
to speak of or to look for a model - care, as in a singular
model, I think that's one of the failings with the current
mental health system, that it is very much a
one-size-fits-all and it does work really well for a
proportion of people. But any model that, for example,
will see a lack of trauma incident care in the mental
health system as it currently stands, and I think any model
that seeks to be trauma-informed, is also going to miss
some other aspects, and so I think it needs to be about a
diversity of models and diversity of approaches and having
a range of services that are available, and that needs to
be not only a wider range within the system we've got but
.20/05/2020
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also better integration, so family violence is very
obvious. And, I'm sure the Commission has heard a lot
about the need to integrate with that sector more, and in
terms of child sexual assault and trauma, that finds its
way into the mental health system that really never should
have arrived in the mental health system to begin with.
The next question then is, okay, we say we need lots
of different models, most people would agree with that; the
question is how do we ensure that people get the model that
suits them best. I think that's really about making sure
that the people who are using the services are in charge of
choosing the services that are going to work for them: that
means they need to be widely available, it does mean they
need to be free as Dr Vine's pointed out, but it means that
those that currently are making those decisions in the
mental health services system need to hand that power to
decide who gets what services back to individual people.
So that, it's people who are in the system using the system
who get to decide what model is going to work for them.
And so, looking for a single model or a generalist
approach I think is a problem in itself unless what we're
saying is, we need a model that allows people to choose the
model that is going to work for them. And also, to try a
few different models and have a crack at a few different
approaches, I think that's essential too, is that we allow
that diversity and that choice to occur throughout a
person's engagement with the system.
MS COGHLAN:
Thank you, Dr Maylea.
Professor Brophy.

Can we move on to

PROFESSOR BROPHY:
Thank you very much and I agree with so
much of what both Dr Vine and Dr Maylea have already said.
I think though we have to be careful that we don't just do
more of the same and that we don't just try - I mean, we
have got a problem and I think Dr Vine's been very strong
on being able to tell us how much the current services have
been stripped away, and they haven't been enabled to
flourish in the way that we would hope, there's so much
potential in what we have, but they've been hamstrung by
poor funding.
But on the other hand, we also I think have to
acknowledge that there are long-standing problems that the
people who are accessing services, in particular people who
.20/05/2020
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end up being subject to compulsory treatment, are
continuing to face and we haven't seen really strong shifts
in relation to those outcomes.
What I'm talking about is people continuing to have
difficulties in relation to social isolation, poor
opportunities for employment and education, poor housing,
all those kinds of issues, and that really says to me that
what we need is expanded options, as Chris was saying, and
we also need to be able to think about new innovations in
care that are actually going to start to address some of
those things that, when you ask consumers what they say is
really important to them, are often very much highlighted
in terms of their goals and unfortunately we don't have
services that are actually matched very well with trying to
meet those goals.
I think there's a couple of more things I wanted to
say just in terms of, one is that we have some really
interesting good models that we were already implementing
in Victoria and we need to be able to see them flourish and
we need good research around how those innovations are
going, so things like PARCs and post-discharge support and
those kind of things.
And then there are other innovations and there's been
examples overseas and in other parts of Australia where you
can see innovations around advanced care planning, and
crisis resolution and crisis houses, those kinds of models,
that I think again we need to start thinking about whether
we can draw some of that in. Then I think we need to do
really good research around those innovations to see
whether they are actually meeting expectations.
I suppose to build on that, I think all of this needs
to be based on really strong principles that might be
unifying so that, even though we might have lots of
opportunities for choice and control, if we have some
unifying principles then maybe that's what we mean by model
of care. So, if we think about principles around supported
decision-making or trauma-informed practice or recovery
orientated practice, it sort of sits around all of those
developments. I think that's important.
MS COGHLAN:

Thank you, Professor.

MR CARROLL:

Certainly, the tribunal wouldn't purport to
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propose a particular model of care. I think I'd certainly
endorse what Lisa, Chris and Ruth have already mentioned.
I think there are a couple of things I would add which are
reflections on what the tribunal sees as frequent deficits
in the in-house care currently provided.
Look, the first one I'd mention has been examined in
detail and described very vividly in the Commission's
interim report, and that is that, through a crisis-driven
system of service delivery what that translates into is
incredibly traumatic and unsatisfactory first contact or
experiences at the point at which care is being initiated,
often involving police, often involving the security staff
of inpatient units, and it gives rise to - I don't want to
sound overly simplistic - but just the very real question
of, when that's your first contact with the delivery of
care and treatment why would you engage voluntarily after
that if things get off to an incredibly bad start.
The other thing which I would highlight is that, it
must be, whatever model or new models of care are in the
future, they need to strongly adhere or have a commitment
to facilitating or enabling longitudinal relationships
between those who are receiving care and those who are
providing it.
So much of what the tribunal observes at the moment is
care which you would describe as transactional rather than
relational, and often those transactions revolve around the
most contentious and fraught aspects of the relationship,
namely medication and in particular depot medication, and
these are interactions between people who often barely know
each other, or just as they begin to get to know each
other, there are changes in the make-up of treating teams
so that relationship never progresses and it's lost.
And the void that's left in the absence of a
longitudinal relationship is a void that is often filled by
protracted compulsory interventions because the foundation
isn't there for supported decision-making; the foundation
isn't there to understand what dignity of risk means in an
individual person's situation and, as I said, that gap or
that void is filled with a compulsory order.
MS COGHLAN:
Thank you, Mr Carroll. Does anyone want to
say anything further on this topic before we move onto the
next one?
.20/05/2020
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DR MAYLEA:
Just to clarify my point about making sure
people using services have the choices: that's both in
terms of the people who are using services that day, but
also in the design and the provision of services has to be
done by and for consumers; that's the only way those
principles of choice and control are going to be embedded
in those services.
MS COGHLAN: Thank you, Dr Maylea. If there's nothing
further, we'll move onto the next topic. Thank you.
Next we're going to look at exploring the rationales
and criterion for compulsory treatment. At the moment, as
everybody knows, the criterion for the use of compulsory
treatment is to provide immediate treatment to prevent
serious deterioration in the person's mental or physical
health or to prevent serious harm to the person or another,
and all of you panel members have identified issues with
that criterion in your statements.
What I'd like to do is just really explore what the
criterion should be if compulsory treatment remains in
existence. Can I start with you, Dr Maylea, and pose this
question: if we started from zero and we're operating
assuming that we will still have compulsory treatment for
the purposes of this question, what should be the
considerations for its use?
I'll ask you actually to consider three possibilities,
but please address others. The first is whether it should
look at a person not recognising they're unwell, or a
person who is severely distressed or, thirdly, where there
is a risk of harm to themselves or to others.
DR MAYLEA:
Thanks. So, taking those one at a time, the
question of capacity is - so, the idea that the person is
not recognising they're "unwell" or they require treatment
is inconsistent with the Convention on the Rights of
Persons with Disabilities, it's inconsistent with
international human rights law. We need to instead support
people to exercise their capacity to make choices for
themselves and that needs to be done on the basis of freely
informed consent and to take any other approach is
fundamentally discriminatory.
I guess, in terms of what can be done to improve
.20/05/2020
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compulsory treatment, just before I come to those next two
points - or should improve the criteria specifically - the
criteria currently discriminates against people on the
basis of diagnosis, that is criterion (a), so that is the
discriminatory aspect and that needs to be removed. And,
of course, the general public would not tolerate being
involuntarily treated and that's why the mental health
legislation restricts that criteria (a). And so, the only
way to make mental health legislation non-discriminatory
and consistent with international human rights law is to
remove that requirement that it's a tacked diagnosis or
mental illness.
Stepping to experiencing severe distress, the idea
that another person can independently objectively assess
somebody's distress is an allusion really. The only person
who can convey their experience of distress is the person
experiencing that distress, and the idea that we would have
some kind of independent assessment - the tribunal I
imagine - rating people's distress? You know, it's just
preposterous that the tribunal can put themselves in the
place of person and say, well, this distress is severe and
this distress is not severe, it's an outrageous
proposition, and so, on that ground I don't think that's a
workable approach.
Absolutely, we should be saying to any level of
distress really, what support do you need, what can we
help? Are you feeling in distress? If so, here some
options that we think might help, which of these options.
So, as a way of providing services and support, and
people's own experience of distress can absolutely be used
as an organising factor for determining what might be
useful for them, but as a way of imposing coercion and
detention, yes, that's unworkable.
In terms of the third proposal, where there's risk of
harm to themselves or to others, the evidence is very, very
poor on risk of harm to self in terms of risk prediction;
we just can't do it and we really should stop trying. So,
in terms of risk of harm to self, there's no evidence base
for anybody's ability to do that.
In terms of harm to others, there's better evidence
for some things and the forensic system tends to do that a
bit better, but in general we're still so far below the bar
that would be required for detention for example in the
.20/05/2020
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criminal system that, you know, as we do now, if we were to
keep the risk of harm to others criterion in, we're
detaining 20 people who wouldn't have gone on to pose harm
to others to prevent one person who would have, and so, you
know, that's distinctly and fundamentally unfair.
This is not a question of proving something beyond
reasonable doubt or even on the balance of probabilities.
Our ability to predict risk of harm to others is much, much
lower than 60 per cent, and so other than perhaps in a
very, very small number of cases, and you see those in the
forensic system, I don't think you can use the risk of harm
to others in a general mental health system if compulsory
treatment is to be maintained there.
And so, I think where that ends up is, either you have
a criterion that applies to the whole of the population and
protections so that it's not indirectly discriminating
against people who have a diagnosis, which it probably
inevitably would do, or you eliminate it altogether.
Thank you, Dr Maylea.
MS COGHLAN:
would you like to go next?

PROFESSOR BROPHY:
I would like to comment on this more
broadly actually, because I think Chris has already
outlined a lot of the difficulties here.
If we go to questions of capacity then I think you
have some of the same problems as the risk criterion
because I think there's a view that capacity assessments
can be unreliable as well, and then we have this kind of
problem about the binary circumstances we might get into
about who's got capacity and who doesn't, and also there's
this issue of the compatibility with the CRPD.
But I wonder whether another way of even thinking
about this is to actually think about, have all the least
restrictive options actually been exhausted in this
situation, and do people actually know what the less
restrictive options actually are?
You know, my experience on the tribunal is that often
it's that criteria that's the one that is often most poorly
addressed, and I think sometimes it's because we have a
very narrow view of how we define treatment, how we define
the way we might care for someone in distress and actually
.20/05/2020
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think about how we can do that in a way that doesn't mean
that we have to have goals that are not compatible with
that person's goals, so what are the opportunities that we
might have to actually enable a less restrictive option in
this circumstance.
At the moment I think one of our big problems is that
we have considerable limitations in being able to do that
because we don't necessarily have the kinds of systems and
supports in place that we would see as important.
So really having a strong sense of less restrictive
options, being able to really say that all of those options
have been exhausted and, if we don't act, then this person
may be of great harm to themselves or others, and perhaps
some strong justification can be given to that only in the
context that all other reasonable options have been
exhausted.
MS COGHLAN:

Thank you, Professor.

Dr Vine.

PROFESSOR VINE:
Thank you, and look, the first thing I
have to say is, in your introduction you pointed to the
criteria and you didn't mention the criterion No.1 which
Dr Maylea did, but I think that is absolutely critical
because this is actually a beneficent Act that is intending
to give treatment or enable treatment to be provided to
people who have, or under assessment appear to have, a
mental illness.
So you have to start by saying, do I believe that
there is evidence for these diagnostic categories that come
with a prognosis and outcome that are diagnosable mental
illness; do I believe in this medical and scientific
discourse that it is about psychiatric illnesses because,
if you don't, then all bets are off.
So, if we start by saying that people - the person has
a mental illness, then that I think informs your criteria
about attribution and distress.
So for instance, if I'm very distressed because I've
just learnt that I've got a terminal illness, or I've just
learnt that my mother's been murdered or something, I'm
very, very distressed, I'm going to need comfort and
succour and my family around me; whereas, if I believe
Commissioner Armytage is poisoning my soup and has stolen
.20/05/2020
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millions of dollars and is out to kill me, I am also going
to be very, very distressed but my distress has a different
basis and has a different intervention.
I absolutely agree with what Professor Brophy said, I
think there's many things we can do around intervening
earlier or about providing a different range of options, I
have no argument with that, but I think the Commission also
needs to ask themselves, well, what would have happened if
we didn't have compulsory treatment; what would that have
done to our prison statistics or our suicide statistics or
our family disruption statistics?
And while I sort of agree with Dr Maylea about risk
being an uncertain science, I actually don't agree that
there is not benefit - this is of course self-serving so
forgive me - but I would like to think that I've developed
a degree of experience and that people working in the
mental health sector do bring clinical expertise to that
assessment - they don't always get it right, and mostly
there's probably more false negatives than false positives,
but they do it in an informed way and that's what they're
paid to do and it's what society expects them to do and, if
you went into a criminal court, you'd have expert witnesses
that were called upon to give evidence based on their
expertise.
And so, I think it's really important to remember that
the criteria starts with mental illness, that there's a
consequence that's linked to that that is about distress
and it is about risk and it is about a false attribution or
not recognising the internal cause of an illness.
And I'd also say, compulsory treatment should always
only be for a small proportion. We should be trying lots
of other ways - you know, most people's schizophrenia won't
need compulsory treatment because, if we had that early
intervention, if we had that therapeutic relationship and
engagement that Mr Carroll has talked about - I have the
"but", and I do think perhaps one of the other things I'd
just say in answer to this question is that,
notwithstanding Professor Brophy's comments, it is most
often the case that the tribunal when reviewing whether
that person does meet those criteria will be in agreement
with the clinical service. They might not be in agreement
with whether the relationship's as good as it should be or
were there shouldn't have been consideration of other less
.20/05/2020
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restrictive options, but mostly they're in agreement that
the criteria are met. I think I'll stop there, I think I'm
getting carried away, I'm sorry.
MS COGHLAN:
Thank you, Dr Vine. We'll move on to you,
Mr Carroll, and then others can perhaps respond to what
Dr Vine has said if they so wish. Mr Carroll.
MR CARROLL:
Thank you. Just briefly in relation to the
current criterion section 5(b), both in the tribunal's
original submission and in my witness statement identified
a number of concerns about it, but they're concerns about
what the tribunal regards as a misinterpretation and a
misapplication of that criterion rather than a formulation
of the criterion itself and it gives rise to some
perplexing scenarios and distortions to how I think aspects
of the Act were intended to operate.
With regard to the options that have been flagged, in
terms of a person not recognising they're unwell, I just
note that that is not a capacity criterion, that is an
insight criterion, and insight is another one of those
triggers that just gives rise to incredibly conflicted
discussions between treating teams and consumers.
The Supreme Court in PBU certainly recognised that the
notion of insight is a relevant consideration to forming a
view about a person's capacity, but it is not synonymous
with capacity and people who don't have insight can have
capacity. So, focusing on recognising whether a person is
unwell would be a backward step and one that wouldn't
contribute to some of the progress that we're hoping to
see.
With regard to whether or not the person is
experiencing severe distress, I'd suggest that whether or
not a person appears to be experiencing distress is
something which informs certainly the tribunal's current
consideration of whether it can be said that there is a
potential or actual serious deterioration in their mental
health or actual or potential serious harm to them, so it
is part of the fabric of what's being considered at the
moment.
I'm not sure that having it as a stand-alone
consideration would be necessarily helpful or an
appropriate focus, that it is more part of the broader
.20/05/2020
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picture than the focus as such.
Whether or not there's a risk of harm to themselves or
others: I, or the Tribunal, I said before there are
concerns about the current misinterpretation and
misapplication of the current section 5(b) and it's
constantly referred to as the risk criterion despite the
fact that it doesn't include the term "risk".
Risk is one of those concepts which continues to
permeate the Mental Health Act even though the Mental
Health Act doesn't actually use it in the way that anyone
else is using the term "risk".
And a focus on risk is another one of those things
that very much narrows discussions. In the tribunal's
observation a focus on risk is reductive, it leads to
discussions where people are only being looked at as
sources of potential harm and looked at in terms of - to
use the ghastly term - their deficits rather than their
strengths and their potential, so I think we should be
avoiding giving risk any greater prominence in the Act than
it has despite it not actually being in there.
Also use of the term "risk" also feeds into a
misconception that, if we look hard enough, we can find a
risk-free response to a particular situation, and that is
again another fundamental myth. And the thing that's most
mythologised as a risk-free intervention is a compulsory
treatment order, but compulsory treatment orders have their
downside as well and they carry with them a sense of risk.
So, as you may have seen, I've got a bit of a pet beef
about using the term "risk" in any future formulation of
the criteria for treatment orders.
MS COGHLAN:
Thank you, Mr Carroll. Would anyone else
like to contribute further? Yes, go ahead, Dr Vine.
PROFESSOR VINE:
I think what Mr Carroll said is
absolutely correct, and of course we shouldn't have used
the word "risk", but the Act does suppose that there will
be harm, and it's to prevent and to minimise and to lessen
harm, and I think it's important to remember that.
The other thing that I'd just put in there is, the
people who draft these legislations are trying to meet
.20/05/2020
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certain objectives, and one of those objectives of course
is to minimise the use of compulsory treatment and to make
it non-arbitrary, and I think the intent there is not and, you know, I just don't want you to in a sense pervert
the current structure of the legislation, which is that
those criteria are cumulative, they all have to be met, and
so, it's sort of a little bit false to think just if a
person was distressed, or just if there was an ability to
prevent harm, and that is why I think it's so important to
remind ourselves that it is about an illness and receiving
treatment.
I agree with what Mr Carroll said, of course there's a
risk to compulsory treatment and that risk is exacerbated
in a constrained system and exacerbated in a system where
the deficits are more prominent than the strengths like,
you know, lack of continuity of care and also a lack of
capacity, but there you go.
MS COGHLAN:
Thank you, Dr Vine.
like to respond?

Dr Maylea, would you

Yeah, I guess my previous comments were at a
DR MAYLEA:
higher level. To drill down into specifically the existing
criteria I think to pick up where Professor Brophy left
off, the less restrictive criteria as it currently stands
is about a less restrictive way that the treatment can be
provided. So, one, there's no sense in which there's an
emphasis that, before compulsory treatment can be applied
for or involved, that there must be less restrictive ways
to reduce the risk of harm or the risk of deterioration.
So, all that (d) requires is that there's a less
restrictive way that the treatment's provided.
Now, if you could provide someone with housing, for
example, that's not part of the treatment or it's not
considered part of the treatment, and so, really if there
is to be a less restrictive criteria it must be much
broader and require that all steps have been taken to avoid
compulsory treatment or something like that. The word
"reasonable" needs to come out because that just allows
everybody to wriggle out of what they want to do.
And there needs to be some power somewhere, either at
the tribunal or with the health service, to require that
those alternatives can be provided, such as housing for
example, because now housing isn't reasonably available and
.20/05/2020
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so it's just not considered as an alternative to providing
compulsory treatment. But any number of times if you were
to provide them with housing, you address the family
conflict, you would take away the serious harm element but
that's not how the criteria currently is. Is that clear,
sorry?
MS COGHLAN:
Yes, thank you, doctor. Professor Brophy,
was there anything further you wanted to comment on that?
PROFESSOR BROPHY:
I think it is making sure that we do
accept that we have a balance here. Commissioner Armytage
talked about people's experience of compulsory treatment
and the distress that they experienced and the way it's
shaped, the way they saw their ongoing relationship with
mental health services, and in many ways our criteria for
the use of compulsory treatment really needs to take that
into account.
And I'm not sure exactly how that can be expressed in
legislation, but we need to be able to say that what we're
actually doing is potentially causing harm, as Mr Carroll
said, and we need to be thinking about how we strike the
appropriate balance if we are to use it in the context of,
as I said, exhausting all other less restrictive options.
I really appreciate what Dr Maylea said about seeing
that more broadly than currently our quite narrow
definition of treatment.
MS COGHLAN:
Can we just stay with you for a moment,
Professor Brophy. The next question is in relation to the
broad understanding that compulsory treatment is being used
to guarantee access to services.
PROFESSOR BROPHY:

MS COGHLAN:
There may be some debate about that among the
panel members, but I understand it's all agreed that there
needs to be greater voluntary offering. But if we can just
stick with this idea that compulsory treatment is used to
guarantee services, what can be done to prevent that from
occurring?
PROFESSOR BROPHY:
Look, I think in my research and
writing about Community Treatment Orders I've often said
that I think that this is a very long-standing unintended
.20/05/2020
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consequence of Community Treatment Orders; that somehow
we've seen this situation where Community Treatment Orders
have become some kind of insurance policy, some way of
making sure that people are guaranteed service delivery
when they are discharged from hospital, and also a
guarantee that services will be responsive to them when
they're actually out in the community as well and, should
there be any sort of deterioration or whatever, that
there's a pathway back in.
A favourite quote from some research is where someone
said "it wasn't me that was put on the Community Treatment
Order, it was the service that was put on the Community
Treatment Order; they now have to look after me", and I
think this is kind of an interesting problem that seems to
have emerged, and why would it be the case that we're doing
that?
Well, you know, we have incredible pressure on our
inpatient units and people - well, one thing is that people
want to leave, they don't like being there, and the other
thing is that staff also want people to be discharged
because they need to make room for other people, and so, I
think often the Community Treatment Order is used again as
a way of safeguarding someone going home and it's seen to
be a protective factor around that and enabling a shorter
admission.
And then I think we have another problem there which
is about, well, why wouldn't we start using other skills,
why aren't we thinking about other ways of enabling
continuity of care and continuity of treatment? And some
of that I think sits with the structure of our services,
that they're so siloed, so that it actually becomes quite
difficult to be able to trust different parts of the
system, that they will respond appropriately, and so, when
we don't have that continuity of care I think sometimes a
Community Treatment Order is potentially used as a way of
compensating for that lack of continuity of care.
It may also sit with issues around skills. There are
some of us who have been concerned about the possibility
that CTOs have been deskilling, that we've been using them
for such a long time in Victoria and we've relied on them
for so long, that we haven't actually been more innovative
in terms of thinking about how do we undertake good
engagement with people within the system that we work in.
.20/05/2020
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This kind of in some ways sits with this idea that
we've got this net widening of having more and more people
with all sorts of different presentations that end up on
Community Treatment Orders, even though in many ways they
probably should only be used more as a last resort, and
that's why perhaps our numbers are growing.
So, I think that means that we really need to be
rethinking how we understand issues like how to engage
people in treatment, how to respond to people who are
fearful of treatment. Again, Commissioner Armytage gave
really good examples of people who feared mental health
services and, you know, the idea that someone would be put
on a Community Treatment Order to deal with that fear is
really problematic when we're thinking about a kind,
compassionate service delivery model.
I think I'll stop there because I could go on for a
long time and I'm sure the others would like to comment.
MS COGHLAN:
Thank you, Professor.
could move to you on this topic.

MR CARROLL:
Thank you. I certainly endorse what
Professor Brophy said and I remember from the conclave that
Dr Maylea and Professor Vine had other comments that I
strongly agreed with as well.
I wanted to approach it from a slightly different
angle, and it made me reflect on the role of the objectives
and the mental health principles that are presently in the
Act and I think from a tribunal perspective we would say
that they have been invaluable in breathing life, can I
say, into the other provisions of the Act, providing that
principled framework by which the interpretation and
application of all of the other aspects of the Act need to
be approached.
So the principles are a broad application but they
undoubtedly reflect the fact that they reside in a piece of
mental health legislation that is almost exclusively
focused on compulsory treatment and restrictive
interventions rather than having a broader focus or remit.
Look, I'm not suggesting that tweaking the Mental
Health Act is going to solve this particular problem or
.20/05/2020
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conundrum overnight, but to look at whether consideration
be given to whether a broader suite of principles are
needed in the Act, and in particular dealing with access to
and provision of services more generally. So, for example,
reflecting that access to services should occur on a timely
basis and with an early intervention and with a prevention
focus, and also to recognise that there should be
equivalence of service provision across/between voluntary
and compulsory patients.
As the tribunal has said before in its submission,
being on a compulsory treatment order should only be about
the legal relationship that exists between the person and
their treating team; it should not be about their priority
in accessing services or the scope of services that they
access; what's available to them should be the same as
what's available to people who are voluntary and, in the
context of this particular issue, vice versa as well: a
treatment order shouldn't be some sort of golden pass to
knowing that you'll get treatment if you need it or being
able to get ahead of other people who are also waiting
should you need it.
So, as I said, that broadening of principles to
reflect objectives such as that might be something that
warrants consideration.
MS COGHLAN:
Thank you, Mr Carroll.
like to comment on this topic.

Dr Vine, would you

PROFESSOR VINE:
So, we're talking about whether
compulsion is used to get services?
MS COGHLAN:

Yes.

PROFESSOR VINE:
So, I just do want to remind the
Commission that at the beginning of my witness statement I
think I said that, just about every aspect of the public
mental health service in Victoria has been distorted to
some extent because of the constraints in service
provision, and I think that's very important to bear in
mind.
I agree with what my fellow panellists have said, in
particular as Mr Carroll was just talking, that a person
should be able to have the same range and quality of
treatment whether or not they're on a treatment order.
.20/05/2020
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It's a mechanism, it's not the treatment, so I think that's
important.
I think I have said that I did not think that the
treatment order was used in order to get people to
services, and the reason that I say that is, there's
another side to this as well which is that, when services
are very skinny in fact people are taken off orders and
allowed to sort of wander off into the blue distance, or
they are discharged to their GPs early and taken off an
order, when the service knows full well that the risk that
they will drop out of treatment and they will drop out of
service and there will be a relapse, they know that full
well to be - I won't use the word "risk" - but is a likely
event.
And so, I think that there is actually also a problem
here: there's a lot we don't know about compulsory
treatment. I mean, in principle we think that it is wrong
for people to be compelled when they are citizens and their
rights should not be taken away, but actually we don't have
very good evidence to know whether there are variants of
orders or orders that in fact, if they were in place for
longer, would actually lead to a much better experience of
care and a much greater likelihood of not having relapses
with all of the trauma and distress and drama that goes
with that.
I think the short answer I guess is, we don't know,
but I think both happen and I absolutely agree that a
treatment order, whether it's an Inpatient Treatment Order
or a Community Treatment Order, it is the mechanism to get
to the right sort of treatments and supports that might
include housing support or family support or vocational,
but it's the means to that, not the end of that. Thank
you.
MS COGHLAN:

Dr Maylea.

DR MAYLEA:
Yeah, there's a lot there. I think, number
one, if services were really nice, and the people providing
them are really nice - and sometimes they are and often
they are, but as often they're not, at least as often
they're not - people would use them and so we wouldn't need
Community Treatment Orders.
I think, coming back to Mr Carroll's point about not
.20/05/2020
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being taken there by the police, very briefly I'll share an
illustrative example. There are a number of inpatient
units across the state where you're only allowed two cups
of tea or coffee a day, for example, at 10 o'clock in the
morning and 3 o'clock in the afternoon and, if you want tea
other than that you have to request it, and so I observed
an interaction where the person was asking for a cup of tea
outside these times and was told, "Look, I'm sorry, this
isn't a hotel" and I thought, why not? Why isn't this a
hotel? Why isn't this nice with room service? It's way
more expensive than a hotel. You know, in terms of cost
per night it's five stars, why can't I get a cup of tea
whenever I want a cup of tea? And so, I think that's what
we're missing here. Just to kind of illustrate that and
flesh that out, is that, I think I spoke in the conclave
about some of the facilities at Forensicare that aren't
provided elsewhere at Thomas Embling. You can play in a
band at Thomas Embling, you can go to the cafe, you can do
things that in another inpatient unit just aren't
considered acceptable for some reason, so I think that's a
big part of it; if the services were of sufficient quality
you wouldn't be using them.
I absolutely agree with Professor Brophy's point, I
think clinicians have become quite lazy in terms of
engaging with people because they know that they can use a
Community Treatment Order and, as soon as they apply for a
Community Treatment Order, it makes it look like it's the
person's fault that the relationship's broken down - maybe
not the person's fault but, you know, you just don't have
to work as hard to engage because at the end of the day if
you have to you can just apply for a CTO and you know you
can get one, so I think that's a big part of it.
Third and finally, I'd say, and I think I put this in
my witness statement, I've written about this elsewhere,
that it would be fantastic actually if people could get an
order against the service to provide them with the service
they need. If they could apply to somewhere like the
tribunal, and I don't think this is - you know, Mr Carroll
said "We won't solve this by tinkering with the Act": this
is actually not that difficult to address. I appreciate
this is quite a novel concept legally, but if we can apply
to the tribunal and say, I want this service to provide me
with this kind of service, or this kind of housing, or this
kind of regularity of engagement, that would be fantastic.
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I mean, obviously there are all sorts of resourcing
issues around that, but absolutely I would love to see that
spun around so that people could apply to the tribunal or
some other body and then the service would be required to
be provided to them. Because we see people - there's just
as many people who can't get into the mental health system
who want to get in, or who aren't getting what they want
from it, as there are people who are trying to escape or
otherwise reduce the coercion in compulsory treatment. So,
yeah, that's all.
MS COGHLAN:
Can we just stay with you, Dr Maylea, for a
moment. I actually want to move on to the next topic
unless anyone else has anything to add to that discussion.
Sorry, go ahead, Professor Brophy.
PROFESSOR BROPHY:
Thank you so much. I just want to say
that, I think one of the other things I think I mentioned
in my statement that I think's important here, is that we
also see variation in this phenomenon as well, and we don't
know very much about that variation: why it exists, why we
have some services who use CTOs a lot and some services
that don't seem to use them quite as much. And we don't
know enough about why that's happening, except that we can
see that that also happens in relation to other areas of
restrictive practice as well, we see this variation.
I wonder whether this says something about the culture
of services too, which links back to the issue of how
prepared services are for engaging with people voluntarily.
But you do wonder whether there are particular cultures
that develop around the use of compulsory treatment and
whether there's some complacency that is fostered in some
services, perhaps through lack of good oversight, or lack
of good management and leadership, or good engagement with
co-design and consumer engagement and involvement.
I just wonder, and I'd have to recommend that we
really start thinking about why we see that variation in
this context.
MS COGHLAN:
Professor, just before we move on from that,
can I just ask then, how do you drive a cultural change?
PROFESSOR BROPHY:
Well, isn't that interesting? I think
we'd love a magic wand to change culture; in fact, even
defining what culture is can be difficult. But I think
.20/05/2020
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there are a number of different strategies that, in the
mental health context, we can think about.
We are already seeing successfully driving cultural
change and I think one of the things is by giving service
users a voice, so giving consumers more of a voice, and
that has to be meaningful, and people have to know what
they're talking about. There's a lot of difference between
collaboration, co-design and co-production, and yet all of
those terms all get used synonymously and they're not - we
need to be more aspirational about how we can actually
engage consumers in actually having a genuine role in
implementing service delivery and helping to drive service
improvement. So, that's one area.
Then cultural change I think also potentially relates
to resources as well. I think if services have learned
that things aren't going to change and that we're just
going to have to operate this way, and more and more is
likely to get taken away, I think it's very hard for people
to make that shift.
I've always said that I don't think resources is
enough of an answer, because you can see a service that has
the same level of funding and there's treatment team A and
treatment team B, and yet treatment team B seems to operate
in a very different kind of way. So I think it's more, I
think it is about values and principles and the way they
are embedded into practice, and that probably relies on
really good supervision, management, leadership,
accountability. And I think the degree to which people
recognise the harms that are associated with compulsory
treatment might be part of it.
The other thing is that we have this whole issue of
the social determinants and the degree to which services
are very aware of the context in which they're working and
able to engage with that, and I think that's often quite
difficult for services to do, but that's also another
important aspects of cultural change I think, for services
to be seen to be more outward focused in terms of thinking
about their place in a broader system.
MS COGHLAN:
Thank you, Professor. Would anyone else like
to comment on that cultural change aspect before I direct
the next question to Dr Maylea?
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DR MAYLEA:
Yes, just very briefly, I think it's important
to note that we don't know which services or who use which
services; that the data is not transparent and is
inconsistently collected. And so, we're still a few steps
away from being able to tackle that fundamental problem
because we don't know where this is happening. We see it,
whenever we go looking for it we can find evidence of this
disparity, but where and how and who, we just don't know.
MS COGHLAN:

Dr Vine.

PROFESSOR VINE:
I was going to say some of the things
that Lisa - sorry, Professor Brophy's highlighted, but I
would add to that, that Dr Maylea referred to the five star
hotel and it should be a hotel. I do think there is - part
of the culture here is the discrimination that we see
against mental health services, and staff and clients or
patients, in terms of the amenity and the quality that's
provided in that, and I think that that sort of permeates
sometimes people's sense of themselves.
Of course, we can do great service in a tent, there's
no doubt about that, but I think there is a general view
that, if people want to come to a clinic, if they want to
stay in an inpatient unit, everything becomes less harsh
and I think that that's an important element that affects
both staff and patients.
I do have to say that, we are talking about equity and
people's accessibility to a service and, if services were
like Dr Maylea would like and like the magic pudding, we
could whistle up plum duff or whistle up steak and kidney,
but in fact we are in a situation where this is a public
service that needs to be able to provide services to the
most socially disadvantaged and the most - the person
facing the most socio-demographic and socio-economic
challenges. So, there is that balance here between equity
of access and rationing what is always going to be a finite
resource.
DR MAYLEA:
I am going to seriously agree here. If you go
to Peter Mac you can get a massage and a pedicure. Can you
imagine going into a suburban mental health unit and being
offered a massage and a pedicure? I appreciate we have
resourcing limitations, but so do Peter Mac. Peter Mac
have that exact same situation, having to make choices
about balancing resources and they have more, I appreciate
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that, and yes, I agree that mental health has been
discriminated in some way, but that is what's being done.
There are libraries; like, it's phenomenal, and yet we
don't even - anyway.
MS COGHLAN:

Yes, Professor Brophy.

PROFESSOR BROPHY:
I hope you don't mind, there's one more
thing to say about this and perhaps - I agree, there is so
much evidence that the design of services and the amenities
of services have an incredible impact on people's
experience of them. In fact, it's really interesting to
see the research about PARCs, because PARCs are such
pleasant places to go to, they're lovely, and people see
that and their high levels of satisfaction are often linked
to the very pleasant environment that they're in.
Anyway, the other thing is that, pedicures and so
forth would be great, but we don't even have people who get
universal advocacy even in the context of their human
rights being incredibly impacted by a compulsory treatment
order. They don't - I mean, it seems to me that they're
the kind of absolute fundamentals that we also need to
think about in this context, and I do believe that
increased advocacy is another opportunity to drive cultural
change. And increased accountability and increased
discussions about why compulsory treatment is actually
being required, what's going on, what's going to enable
this person to get access to a less restrictive option.
Having independent people who can help drive those
conversations is actually, I think, really important.
MS COGHLAN:
Thank you, Professor. Dr Maylea, can we move
onto the next topic. As all the panel members know, there
are differences of opinion as to whether or not compulsory
treatment can be eliminated.
Can I ask you this question: what needs to be in place
in order for compulsory treatment to be eliminated?
DR MAYLEA:
I think to start with, we need to eliminate
it. I think that's probably the - certainly this is not the position that I'm proposing and that VMIAC adopts is
not a (indistinct) dying with your rights on. We're not
suggesting that we don't fill the gap in terms of providing
services and support that compulsory treatment is currently
purported to fill, so this is much more about a human
.20/05/2020
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rights position than a civil rights position.
People are entitled to - and
in the CRPD - people are entitled
supports that they need and, when
we don't - you know, air quotes treatment.

So I think, while it is still there, while that tool,
while that hammer is still there, we still see every
problem as a nail that can be hit with that hammer and
addressed in that way. So we need to take that tool out of
the hands of - certainly out of the hands of clinicians,
and take it out of the mental health services so that
mental health services are forced to adapt, and then to put
in appropriate responses, and we enable those services and
provide those responses.
I think there's a range of other things that need to
occur as well. There's certainly a need for change in
community services - sorry, in the broader community and
the way that people understand odd behaviour and people who
are presenting different world views. I think Dr Vine's
already referred to the interactions with the prison system
and the legal systems that would need to be addressed
there, but yes, fundamentally that needs to be the starting
point.
I appreciate that's unlikely to be recommendation
number one in the final report, and so, perhaps I might
propose that at the very least a goal of elimination, and
there's an approach that says it is expected of services
that they won't use involuntary treatment and a strategy
for working towards that.
Similarly, we've fallen off the rails a bit, but as we
have with seclusion and restraints. We did, we talked
about elimination of seclusion and restraints, we then got
distracted and focused on something else instead. I think
that kind of language, that kind of approach will put us in
the right direction; as long as we say, oh, we're just
trying to reduce it rather than eliminate it, no matter how
that works, the new Act was supposed to reduce it and we've
only seen it increasing.
But, having said that, I return to my first point
that, if that option is there for services to use, we have
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seen consistently that they will use it, so we need to take
that option away somehow or limit it somehow, severely
limit it somehow.
MS COGHLAN:

Dr Vine or Professor Brophy?

PROFESSOR VINE:
Okay? Look, thank you. I mean, a few
things of course, it comes back to my earlier point about
whether people believe that a thing called mental illness
exists and as a civilised society we have a responsibility
to provide care to people who may be experiencing that.
But a couple of things: I would just first highlight
that being under the Mental Health Act actually brings
protections. It brings a right to external review, it
brings a right to nominated persons. I mean, I sometimes
worry about interventions provided to people who aren't
under the Act, and aged care is a great example, where
terrible things can happen and they're invisible because
there is no exposure. So, I just remind the Commission
that the Mental Health Act brings rights.
I think the other thing that we have to highlight too
is that, compulsory care for people with mental illness
does not exist in a vacuum, and so, in a work environment
health services are obliged to work within the WorkCover
and WorkSafe constraints, and suicide of an inpatient is a
sentinel event, and even a community suicide is a coronial
report to the Coroner for an investigation and part of that
investigation will be about the adequacy of services, and
part of that investigation will be whether a person should
have received more assertive care or more intensive care,
so we need to realise that having - so I'd start by saying
my own view is, I'd love to minimise the use of compulsory
care, but I think if we look at countries that don't have
the rights and protections that go with mental health
legislation, we see people confined to cages, tied up to
trees, we see the numbers of people in prisons, you know,
more than 50 per cent having a significant mental illness,
we see the homeless populations - you know, misery, just
misery, I just don't know how any person could accept that.
But there's the Act and then there's the context in
which the Act sits and all the requirements that exist on
the service provider and clinicians down to individual
clinicians, and part of that - part of that - is about
providing treatment and care within the framework that
.20/05/2020
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enables that to happen in a way that is both effective and
safe. And I'm absolutely not saying that we shouldn't be
doing a heap better, I hope I've emphasised that the
service is not as it should be, but I don't think you can
take away from compulsory care.
Look, I think - do you remember Cornelia Rau? You
know, what a saga that was and effectively she and her
family would not have had the misery that they'd had if
she'd had access to compulsory care rather than having to
go through various detention centres and all of the things
that followed. I mean, hers was a very public example of
what happens when a person tries very hard to evade
systems, but there are many, many examples of unfortunately
where people either don't come forward or actively
disengage and, when treatment is provided, it is of
benefit. Treatment is beneficial, I think that's a really
important thing, to me, to get across. Thank you.
MS COGHLAN:

Professor Brophy.

Look, I hope I'm not being too
PROFESSOR BROPHY:
self-serving here, but I think research is a very important
part of this because I think there's a lot we don't
understand about who ends up on a compulsory treatment
order and why.
What we know internationally is that poor and
disadvantaged and people from CALD backgrounds are much
more likely to end up on compulsory treatment orders, and I
think we probably all agree that that is something that
would be of concern. We don't really know why, and we need
to investigate those kinds of things to actually start
thinking about, what is - you know, are there fundamentally
discriminatory aspects of how we apply compulsory treatment
and what do we do about shifting away from that.
Then I also might - it speaks to the idea that, if
we're going to do anything about compulsory treatment we
need to think more broadly around those issues, around the
social determinants. We've already mentioned the problems
of people not having safe and secure housing, the problems
just in our services, not doing enough family work, for
example.
Often Community Treatment Orders are put in place
because families are scared and worried, and yet, we don't
.20/05/2020
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necessarily then respond by seeing the family then as part
of the solution potentially, and doing work with families
that actually helps to think through what are the least
restrictive options; inviting them into the conversation
about why we might want to move away from compulsory
treatment to another option. And, I can understand that
families might be really scared of any kind of change when
they feel so let down by the system up till now.
So what I'm trying to say is, in my statement I
mentioned that Edwina Light had found that we'd dropped the
number of people on Community Treatment Orders. Now, you
would have thought that from all of what I've been ranting
on about for years I'd be quite delighted about that, but
I'm with Ruth on this one because - or I should say
Dr Vine - but I think that's really problematic because I
don't see any increase in service delivery, I don't see any
increase in any of the kinds of things that I've suggested
for many, many years we need to set in place to reduce the
use of Community Treatment Orders and compulsory treatment,
and so, is this just a sign of benign neglect? And, if
that is, that's a dreadful unintended consequence of our
efforts to try and reduce compulsory treatment.
So, I'm really sitting in the place of saying, if we
really want to reduce compulsory treatment we have to
acknowledge all the different issues that we've been
talking about, about why people might end up on a
Compulsory Treatment Order and then build a system that's
actually around trying to genuinely develop alternatives
and, as I said before, really genuinely develop what are
these least restrictive options that we kind of talk about
but we may not actually genuinely have available to people.
MS COGHLAN:
Thank you, Professor. Mr Carroll, I
understand you didn't want to directly comment on this
question, but is there anything you'd like to contribute?
MR CARROLL:
What the question prompted me to reflect on
was the consultation and the discourse that preceded the
enactment of the current Act which carried a lot of
expectations that there would be - it would be the trigger
for a significant reduction in Victoria's acknowledged high
rates of reliance on or use of compulsory treatment, and
it's at best a marginal realisation of some of those
objectives and possibly not even that.
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It strikes me in hindsight, and there are many others,
other panellists and there are many others
observing/listening today who would be part of these
discussions as well, but on reflection the information that
was provided was essential and it was very comprehensive,
but it wasn't comprehensive enough.
There was a lot of discussion about the, sort of the
foundational underpinnings of why we were going this way,
and people do absolutely need to understand the broader
context within which these issues sit, the international
framework of human rights and the domestic Charter as well.
Then there was discussion about how the criteria and the
provisions of the Mental Health Act would be re-configured
to try and promote less reliance on compulsory treatment.
But look, I'm not saying definitively that these
discussions didn't occur, but I can't recall any
discussions where clinicians and others were given a
satisfactory response to the question of, well, you're
telling us don't do this, but how do we do it differently;
what do we do instead?
And so, there needs to be - the theory is critical,
I've worked in human rights for years, so of course I'm
attached to the international covenants, but they don't
give clinicians on the ground an answer to managing
incredibly complex, fraught situations in real-time and I
don't know if sufficient work was done to say, okay, this
is what we're envisaging or expecting as the alternative.
The other things that I think were missing was that
there was really no effort to develop greater risk fluency
within the broader community. We're telling people to be
less risk-averse in their decision-making, but they know
that they're making decisions which at some point down the
track will be judged quite narrowly, and that, the
questions that are asked aren't so much about whether what
was done - there isn't necessarily a thorough explanation
of whether all relevant considerations were taken into
account and the law was applied as was expected. Instead,
people are asked, why didn't you do this to stop this
happening, as if they had the ability to predict the future
and they had before them an intervention that - a
compulsory intervention that would stop a crisis or even a
disaster occurring.
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So we need greater risk fluency in the community and
we need, I think, to challenge our own blame culture which
exists within mental health and indeed more broadly.
MS COGHLAN:
Thank you, Mr Carroll. Would anyone else
like to say anything further on that topic?
DR MAYLEA:
Just, as I mentioned in my statement, it's
essential for people who do prefer compulsory treatment to
be enabled somehow to have access to it, whether that's
through an advance statement or through some other means,
and also, that there are safeguards put in place around
that. So, absolutely in the same way that is afforded to
the general population to make binding commitments about
future events, that needs to be validly provided as well,
so it's really about elimination of involuntary treatment
that people don't want rather than excluding that as a
treatment modality for people who do identify that they
want to use it. And obviously there's difficulties in how
that's implemented, but yes, they need to be ironed out
obviously, but I don't want my proposition to be taken as
preventing people who identify themselves, that they prefer
involuntary treatments to be denied that option.
MS COGHLAN:

Thank you, Doctor.

Professor Brophy.

PROFESSOR BROPHY:
Another thing I'd like to say about
this is that, for a long time we've had the situation in
Victoria that even though we've had high numbers of people
on Community Treatment Orders, for example, they've been
relatively invisible. What I mean by that is that, this
issue isn't discussed very much in our policy, in our
rhetoric in terms of how we want services to operate.
There's been some good looks at various policies and
it's actually quite difficult to see, how do you translate
recovery-orientated practice for example to people on
Community Treatment Orders. We tried to do that in the
PULSAR project, but up until then recovery orientated
practice frameworks that were guiding practice weren't
necessarily directly speaking to what that means for your
large numbers of people who are subject to compulsory
treatment.
Similarly, in our shift towards supported
decision-making: again, we haven't been clear in guiding
how that's actually going to work for people who are on
.20/05/2020
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Compulsory Treatment Orders. So, it really says something
about the level of skill and sophistication that we require
to enable that to happen, but it also says that at a high
policy level we need to be much clearer about providing
good guidance, and maybe that's about codes of practice
that actually support people in the work that they're
doing, because otherwise I think we do struggle with this
sort of invisibility, and they're the people over there,
we'll do the work we'd like to do with the people who are
all voluntary or whatever, and then even then that's
becoming more and more difficult to do.
So, I just wanted to add that to the discussion and
say that we need to be more transparent about Community
Treatment Orders in general.
MS COGHLAN:
Thank you, Professor. I'm just noting the
time is now just 11 o'clock. What I propose is to have a
10 minute break.
Can I just flag that when we come back I'll be asking
you, Professor Brophy, about paragraph 25 of your
statement, where you refer to particular research for
indigenous and CALD communities. So, I just flag that. If
people wish to read that paragraph before we come back,
they may, but otherwise see everyone in 10 minutes. You've
got nowhere to go, so I'm hoping that that's long enough.
SHORT ADJOURNMENT
MS COGHLAN:
Perhaps we can now recommence, thank you,
everybody. As I foreshadowed just before the break, the
next topic is a narrow one and I'd like to address this,
first of all, to Professor Brophy.
It's in the context of what you refer to at
paragraph 25 of your statement, I'm not going to repeat
that here, but in broad compass that deals with research in
Queensland that reflects that people from CALD backgrounds
and indigenous Australians are more likely to be
compulsorily detained, whether that's in hospital or on a
Community Treatment Order.
In the context of that proposition, firstly, do you
have any views about how that can be addressed and what is
it about service characterisation that makes that happen?
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PROFESSOR BROPHY:
I think we should congratulate Steve
Kisely and his colleagues for doing that research, because
it's really good to get some evidence from Australia that
this is happening, because it's actually not just an
Australian problem, it's an international problem. The UK
are also struggling with this and having an
overrepresentation of people from marginalised communities
who are more likely to be on compulsory treatment orders.
I should mention that, in relation to the indigenous
community, the results there are mixed. The same
researchers conducted work in Western Australia and didn't
find that people from indigenous communities were
over-represented, and even some research I did many, many
years ago, one person in 164 was a person from Aboriginal
Torres Strait Islander background. But we do have this
more recent evidence from Queensland, so it is very
worrying.
The CALD community in particular seems to stand out as
being consistently over-represented and I think there's
probably a number of issues going on here and they probably
intersect with some of the kinds of issues that we've been
talking about.
If we think about people having been more likely to be
exposed to poverty, more likely to be exposed to trauma,
then potentially there's a compounding effect.
The other issue is whether we also have problems about
the accessibility of our services and whether they are
culturally sensitive, whether they're actually able to be
responsive and really genuinely, you know, have equity of
access.
And so, the problem might be that, without that equity
of access, you have people who are arriving at services or
ending up in services in a much more distressed state and
therefore they end up - they're more likely to end up on a
compulsory order.
So, what would improve the accessibility of services
and their equity of access? I think it really comes down
to whether we actually have services that are responsive to
cultural differences, you know, all the way through from
the simple manner of making sure that there's interpreting
services available and they're consistently available. The
.20/05/2020
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other thing is also having - potentially having people from
different cultural backgrounds well represented in
services. There's the potential for peer support roles to
be extended into people from CALD backgrounds who can
perhaps help connect and engage people in services.
There's also that possibility that what we're seeing
is these problems that we have with our workforce, that we
just have a workforce who aren't well trained for the work
they're doing, aren't well prepared for that work, and
don't necessarily see that part of their preparation needs
to be about being able to acknowledge that we have a
diverse community in Australia and we need to be well
prepared for working with people across different cultural
groups.
The other thing that was mentioned in that article
that I think is important here is also these issues about
how we might determine mental illness in different cultural
contexts, and that's where, again, that needs a
sophisticated and nuanced appreciation of what's happening
for someone, and being genuinely interested in their
cultural and spiritual needs and issues and being able to
apply that appropriately.
So they're just some of the issues that I think sit
behind this finding.
MS COGHLAN:
Thank you, Professor Brophy. Would other
panel members like to comment on this topic?
DR MAYLEA:
Mainly to support Professor Brophy's comments,
I'd also add that a large part of the mental health
workforce does come from overseas, it doesn't always have
in particular training experience or work with First
Nations people, and also often coming from places where
there isn't the same cultural diversity or the same dynamic
of cultural diversity that play out here.
And certainly, personally I have seen that play out
any number of times with the tribunal. The most common
example is where the orders being sought in relation to a
woman and she doesn't want to talk in front of the
tribunal, in front of people she doesn't know, about her
experiences of trauma or family violence in particular.
That, I can't even count the number of times I've
experienced that, and so, she doesn't want me to say
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312

39

VINE/MAYLEA/BROPHY/CARROLL

Transcript produced by Epiq

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

anything to the tribunal and the tribunal makes a decision
having no idea of the context or of the background.
And so, I think, just seeing that myself, I can see
that that's playing out as a way of kind of adding a bit of
colour to the statistics that Steven Kisely presented.
MS COGHLAN:

Thank you, Doctor.

Dr Vine.

PROFESSOR VINE:
Firstly, I think it's a really important
area to keep looking at and to keep trying to understand.
I think that we shouldn't sort of clump all of this
together because I think there are at times - there might
be different aspects, if you like: it might be language, it
might be religion, it might be a lot of other social
determinants like comorbid substance use, family
disruption, and I think it's also pertinent to remember
that some of these same issues relate to not access to
treatment as compulsory patients but access as to
healthcare, both mental and physical healthcare, and we
need to sort of remember that that aspect to good
healthcare is a really critical element for the broader
population of people with mental illness quite apart from
this particular subgroup.
So it's not new, people have been looking at the
influence of migration and ethnicity and other aspects on
presentation to mental health services for many decades,
but clearly what we shouldn't have is anything that is
easily amenable to be one of those barriers. So, it
shouldn't be that there's late presentation, it shouldn't
be that language is not taken into account and interpreted
as an appropriately cultural - culturally appropriate
environments are not there and some of those are present,
but I think there is a broader issue here as well.
MS COGHLAN:
Thank you, Dr Vine.
like to comment?

Mr Carroll, would you

MR CARROLL:
I can't add greatly to what the other
panellists have mentioned on this particular topic.
MS COGHLAN:
Thank you. Can we move on now to the next
topic which is oversight mechanisms. Mr Carroll, perhaps
if I could direct this to you first of all and ask you this
question: what are the purposes of oversight?
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MR CARROLL:
I suppose at its most basic or essential,
it's about having - to my mind it's about having proactive
measures in place to ensure that what is intended - that
what's occurring, in this case in the field of mental
health, is what is intended to be happening, and I suppose
there are a number of dimensions that go towards defining
what it is that's intended to be happening, and at the bare
minimum three dimensions to that.
The quality of treatment, and that's all treatment,
not simply compulsory treatment but treatment per se, the
extent of reliance on compulsory treatment, and also, the
legality of compulsory treatment. I do think it's
important to distinguish between the two of those because,
as our oversight mechanisms currently operate, assessing
the legality is quite rightly very much an individual
assessment of the person, their circumstances against the
particular criteria, which is quite distinct and very
separate from the broader sort of population based question
of the extent to which we rely on it and the place that it
has in the overall service provision.
As I said, I think core to that is that, whatever the
oversight mechanisms are, there needs to be both that
combination of them being responsive but also proactive.
We can't be reliant on those who are within or affected by
the system to be the ones who drive or initiate the
oversight processes, the processes themselves need to be
operating and keeping abreast of things without relying on
individuals to be the agents for attention on a particular
issue.
MS COGHLAN:
Mr Carroll, what would you say then about the
processes for ongoing monitoring or checking that things
are working properly?
MR CARROLL:
Look, perhaps a little alarmingly, I drew a
bit of a blank - not so much of a blank there, but I
suppose perhaps the most fundamental question to be asking
is, how did we end up where we are now? Why is a Royal
Commission process necessary and arguably very overdue?
How did we get here and was it detected earlier and there
was just no way that the issues were meaningfully raised or
given the attention that they required, or were things
simply occurring out of our field of vision?
So, in terms of thinking about what oversight is
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needed for the future, I mean, the Royal Commission is
going to provide its recommendations and roadmap for what
our mental health system of the future needs to look like
and how it will also need to evolve, and we obviously need
to have mechanisms in place or a combination of mechanisms
to ensure that in 10, 20, 25 years' time, we're not looking
back on a failure to realise the objectives and the goals
that will be reflected in the Commission's recommendations.
As to the nuts and bolts and the particulars of how
that might be achieved, I'm certainly interested to hear
other people's more specific ideas.
MS COGHLAN:
Thank you Mr Carroll.
like to comment next?

Dr Maylea, would you

DR MAYLEA:
I think this is, I think, in quite a lot of
detail in my submission I think. To refute a key point
though, that the oversight system, that I think in my
submission I objected to the way that Mr Carroll
(indistinct) that there's an issue with uptake as if it's
the responsibility of the people in the system to uptake
these oversight services themselves and I think that's
highly problematic. We really need to make sure that the
system polices itself in a way that's guided by the people
using the system rather than expecting people who are using
the system to do the oversight.
And in particular, referring back to the previous
question, people who don't trust systems or don't trust
oversight capacity or haven't had previous experiences,
such as many First Nation people and many new Australians
are going to find these oversight mechanisms much less
effective.
I think immediately the easiest thing to do would be
to ensure there's universal access to legal representation
at the tribunal, I think that's essential so that people
understand that, and then you have somebody else subbed in
there to engage those oversight mechanisms, I think that's
really important, and universal access to non-legal
advocacy.
I take Professor Brophy's point before that we need to
really highlight those human rights protections within the
oversight system.
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And finally, and I've been saying this for a long
time, our oversight mechanisms are not robust enough,
they're far too conciliatory. There are very few attempts
to take services to task in the way that dissatisfied
consumers and survivors would like to see those services
taken into account, and there is a widespread - VMIAC have
done a number of surveys and consultation mechanisms to
engage with people's experiences of oversight and human
rights protection, and there's widespread dissatisfaction
with the current regime.
And so, yeah, my submission is that we need to
completely revise the oversight mechanisms, reinforce them,
be much more rigorous, much more consistent, much more
driven by consumer experience, and so that means consumers
need to be in charge of them, not just a seat at the table,
it is control of the table, and so, I think there's a lot
of work to be done there before we have oversight
mechanisms that are worthy of the name.
MS COGHLAN:
Thank you, doctor.
you like to comment?

PROFESSOR BROPHY:
Yeah, look, I think one of the
challenges here is really about - I think I'm building on
what Mr Carroll was saying about, how do we have good
oversight in relation to quality of care?
It's one of the frustrations I think of the tribunal
that it's not appropriate at this point in time for the
tribunal to direct what needs to happen in the context of
seeing someone move towards a less restrictive option, but
there needs to be some oversight of enabling good quality
care that is focused on human rights and is focused on
appropriately moving people off treatment orders.
But how that's actually realised in practice, I think,
is actually very difficult because I think we've all seen
examples of where a lot of data is actually being
collected, and there's been in many ways what looks like
accountability mechanisms being put into place, but they
don't end up proving to be meaningful or actually drive
change.
So I think my comment about this is really that people
need to be engaged with actually research and data
collection that's meaningful for them, and that includes
.20/05/2020
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consumers and carers, and that people are active
participants in those oversight mechanisms in one way or
another, and actively participating in responding to what
is found, so that people are actually involved in an
iterative process that, as I said, is meaningful to them.
MS COGHLAN:

Thank you, Professor.

Dr Vine.

PROFESSOR VINE:
Thank you. In any of this there's a sort
of hierarchy of needs, isn't there. There's no point in
having oversight mechanisms if what they're overseeing is,
you know, a few crusts on the table. They can flog the
system all they like, but the system can't produce what the
oversight mechanism is trying to monitor unless it has the
wherewithal and the capability to do that.
So I do think that consideration of oversight needs to
also think about, is it just there again as a means to an
end of itself, or is it there to promote service quality,
and that means there has to be the capability to provide
that quality, and I agree with what Professor Brophy said.
I think having an independent external board or
tribunal has actually been fantastic. It came in in the
1986 Act. It wasn't welcomed by clinicians at the
beginning, but I think most clinicians now would see it as
absolutely a fundamental part of providing treatment and a
fundamental part of their role to justify that. Now, how
they do it could be a lot better, you know, the whole sort
of therapeutic jurisprudence sort of thing, but nonetheless
they do it. But I think that has to be balanced against
that oversight being such a burden on services that in fact
they're constrained and their ability to provide what
they're meant to provide is damaged.
I think, if we come back to what we were talking about
before, some of the culture and quality of the
relationship. The whole thing about psychiatry or mental
health services is about engagement between people, and the
workforce needs to feel valued by the system within which
it works, so the oversight has to be tempered to be
meaningful oversight that's not just an administrative
process, it's not just a flogging process, it's something
that has meaning for all the participants.
I don't have a problem with legal representation. I
would comment that I think legal representation happens
.20/05/2020

44

VINE/MAYLEA/BROPHY/CARROLL

Transcript produced by Epiq

317

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

when you've got a really good service system and really
skilled empathic staff that are providing the service. I
think you need to be - I know it's not an either/or, but I
think it needs to be very carefully balanced.
Also, just to touch on this point: oversight is really
important. Professor Brophy mentioned before about the
sort of invisibility of this group of people who receive
mental health services, and it's a striking invisibility
because it barely exists in mental health plans. If we go
right back to mental health matters or even before that,
the people who are not mentioned and the clinical services
who barely get a mention are really this group.
And so, that says something else about how that
oversight should be, there also should be a visibility
about that oversight, and I think a greater awareness and
transparency and a greater inclusion. I think the tribunal
puts out great reports but I don't know how many people
read them. You know, the annual report's a great report,
but it has not tended to include a lot of emphasis on this.
So I think there are various layers of oversight. I
think it has to be congruent with what is able to be
expected from a service so that it is meaningful and it's
not just a burden rather than a benefit or a protection,
and I think the workforce needs to be able to understand
that that oversight is not there to criticise them or blame
them, it is there to help them do their work.
MS COGHLAN:
Thank you.
comment further on that?

MR CARROLL:
Certainly, and I think I might jump ahead to
one of your points in the list, Ms Coghlan.
Professor Vine is absolutely right to point out that
oversight mechanisms should not be an administrative burden
as such, and that's certainly something that the tribunal
is cognisant of and it's certainly something we turn our
minds to. And, we acknowledge that there's aspects of our
current procedures or practices that can certainly improve
in this regard and we're undertaking work in relation to
that.
Because the feedback isn't only from clinicians that
some of the - for instance, the reports that are prepared
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for hearings are burdensome to prepare; the feedback from
consumers is that they're burdensome to read, so we're not
hitting the mark there and we have to improve and we're
doing a lot of work there.
But I do think we also need to challenge or push back
at points and develop an appreciation that accountability
can actually be fundamentally linked to quality of care.
It's not an add-on, it's not the, ah, we've got to do this
at the end of the month or we've got to do this now; it
should be a feature of regular and constant service
provision.
As I said, we acknowledge that, as we currently
require, reports to be prepared for hearings is not
satisfactory, but at the same time what we require for
hearings can be boiled down to having a very clear picture
provided about who the person is, their current situation,
the treatment that's being provided to them, the why it is
that a treating team has reached the view that the criteria
for an order is met, what's planned for the future and in
particular what's planned to get to a point where an order
is no longer required.
Now, that shouldn't be something that's just brought
together and collated for the purposes of the tribunal, it
should be there and readily accessible in relation to a
person at any time because it should be informing quality
care provision to that individual consumer.
The other thing - and again, Professor Vine touched on
this - often the former board and to a lesser extent but
still to some extent the tribunal will encounter a mindset
of, oh god, the time we spend on tribunal hearings is time
not spent treating clients.
Now, we work to a model where our hearings run for up
to an hour, and what we have done as a tribunal is adopt a
framework, a practice of solution-focused hearings. We've
done that for a number of reasons, but one of the reasons
is that we want to conduct hearings which aren't just about
talking to the tribunal, but are providing a relevant and
important opportunity for treating teams and consumers and
carers to speak to each other with the tribunal involved in
that discussion as well.
So that, if we're all engaging with the process
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appropriately and constructively, we're not talking about
oversight which is this loss of an hour that could be used
for so many better things, but rather, a relevant and
useful hour that can be used to start perhaps addressing
some issues that are in conflict and laying out a clearer
plan for the future.
MS COGHLAN:
all?

PROFESSOR VINE:
Look, I absolutely agree, and I wasn't
meaning to say that the current tribunal was an unnecessary
burden; I didn't wish to extend my answer, but remember
that at the moment the oversight mechanisms include the
Mental Health Complaints Commission, the Independent Mental
Health Advocacy, Community Visitors, Second Psychiatric
Opinion Service and the tribunal, and I probably left out
something. So, the tribunal, I sit on the tribunal, I love
it, I think we do a really good job, I'm not disputing what
Mr Carroll said at all.
MR CARROLL:
And, Ruth, I wasn't jumping down on anything
you said either, the principles you refer to are absolutely
sound.
MS COGHLAN:
Mr Carroll, just before we move on from that,
and Professor Brophy you might also have a comment on this.
At the moment the tribunal doesn't have, as I
understand it, a role in the ongoing treatment plan or
preparation of that, is that something that you'd like to
comment on, Mr Carroll?
MR CARROLL:
It's the source of constant confusion for a
whole range of people, including tribunal members, and
clinicians, consumers, carers: what is the tribunal's role
in relation to treatment?
And, of course, the tribunal does not make decisions
about individual treatments, but we are very clear about
the fact that, even though we know that there are
boundaries around our role and we're not a treatment
decision-maker, we certainly do have a role in relation to
treatment issues, and we've done quite a bit of internal
work reflecting on this and endeavoured to develop
materials that explain that for others as well.
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Back under the former Act, the 1986 Act, there were
amendments - I forget when they were implemented - which
required the then Mental Health Review Board to review a
treatment plan as part of any hearing that it conducted in
relation to an involuntary patient. The role of the board
was to check whether the authorised psychiatrist had
considered particular things that were set down in the Act
in developing a treatment plan, and to assess whether or
not the treatment plan could be implemented.
Now, I can assure you, you could meet the requirements
of what was set down in the Act, you could come up with a
treatment plan that was able to be implemented, but what
you had was entirely deficient as a meaningful treatment
plan for an individual. This was a statutory mechanism
that introduced an incredible amount of process and
paperwork that was fundamentally focused on producing a
document for the Mental Health Review Board rather than
producing a meaningful collaborative treatment plan between
consumers, carers and the person's treating team.
So, I don't think anyone mourns the absence of a
similar mechanism in the present Act, but because the
tribunal in contrast to the previous board has - if it
makes a treatment order, it is required to determine the
duration of that order. We're very clear that we can
only - we're making a determination about duration that is
responsive to the individual circumstances, so the
timeframes that are set down in the Act are statutory
maximums rather than default durations for treatment
orders, and in relation to that we need to understand
what's happening and what's proposed in relation to
treatment to be able to meet/reach a meaningful decision
about how long a treatment order should run for.
Some of the things that we do explore - based on that
approach to our statutory function around duration the sort
of things that we see ourselves as having treatment issues
that we have a role in relation to - and in doing this as
constructively and as carefully as possible - but exploring
points of disagreement around treatment and how they might
be resolved, or what the strategy is to try and reach a
more satisfactory arrangement at some point in the future.
Exploring apparent gaps in treatment; I mean, a lot of
the discussion today has rightly been about - well, a lot
of the discussion today is about wanting to minimise, quite
.20/05/2020
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rightly, compulsory treatment. There's a group of
consumers who attend tribunal hearings and talk - their
concern isn't about the fact that they're on a treatment
order, but that they want further supports that they aren't
actually receiving. And, whether it's related to the
order or not, there are needs that they want met, so we
explore gaps in treatment.
We want to look at there being at least the beginning
of shared responsibilities for getting to voluntary
treatment. So, voluntary treatment isn't about, we'll take
away the order when the person does what we tell them to,
it's something far more nuanced and negotiated than that.
We want to explore side-effects and consumers'
experiences of side-effects associated with their
treatment. And also, I can think of no more a
sophisticated way to put this, but some of the things that
just don't make sense. You sometimes observe things
happening in relation to a person's treatment, and the
cases that come to mind in particular are some people who
are in highly restrictive environments such as SECUs, and
the rationale for what's happening at a given time
sometimes evades everyone and can't actually be clarified
in the course of a hearing. So, as a tribunal making these
orders and as a public authority under the Charter, we
can't just turn a blind eye to these things, we have to
explore and understand and try and, not just develop our
own understanding, but enable the consumer, the carers and
everyone involved have a better understanding of what's
going on.
The other thing at a very mundane level is about
fostering discussions that are free - fostering discussions
in hearings that are free of jargons and acronyms, because
people can read their report for a Mental Health Tribunal
hearing and be none the wiser as to who is who and who's
doing what, because everyone's described by reference to
these impenetrable acronyms, some of which are statewide,
some of which are local, and just obscure meaning for
everyone.
MS COGHLAN:
Thank you, Mr Carroll.
you want to comment on that?

PROFESSOR BROPHY:
I just want to agree with everything
that Mr Carroll just said, and I hope I haven't been
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misleading in sort of implying that the tribunal doesn't
have a role in relation to treatment, I think he set that
out really well what the role is.
I think what I wanted to add to this discussion is
that, whatever oversight mechanisms we do have around
quality of care, they have to have clout, there has to be a
way to be able to influence.
I think again on the tribunal there may be examples of
where people, for example, get stuck, they get stuck in a
SECU. We've had some really positive things to say about
Forensicare, they're well deserved, but there has also been
examples of people getting stuck there as well in
Forensicare in a context of other service providers
refusing to consider taking a referral, or negotiating the
possibility of that person being able to move to a less
restrictive option, even though it's in many ways perfectly
appropriate.
And, without an oversight mechanism with the clout
that can enable services to collaborate, work together, and
really genuinely work towards enabling that person to get
the quality of care they deserve, then I think it's very
difficult.
So, I don't have the answer to where they get that
clout from, but I think they need it.
MS COGHLAN:
Thank you, Professor. We might come back to
that question in relation to people being stuck a bit
later, and particularly in the context of long-running
orders or those that are continued frequently.
Can we just move on at the moment to safeguards, and I
can direct this, please, to Dr Maylea, and you've also
already touched on this in the context of the oversight
mechanisms.
All of the panel members refer to ways in which the
uptake of safeguards could be improved, including things
like education and advocacy. What I'd like to ask though
is, other than the existing safeguards, what other
mechanisms could be considered to protect the rights and
dignity of people living with mental illness?
DR MAYLEA:
.20/05/2020
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with, the use of mechanisms needs to be much more robust,
for example in regard to advance statements. My research
and other people's research has shown that they're treated
with often disdain by clinical services. There's some
evidence that in the tribunal setting they're used as
evidence, that people are - you know, if there's odd things
or, you know, I've had situations where the person has said
in their advance statement they're not going to take the
medication and then the tribunal don't believe them on the
day when they say they are going to take the medication.
So, the way that they're currently used is not really
operating effectively.
The Second Psychiatric Opinion Service uses the same you know, draws from the same pool of doctors as the public
system does, and then draws on the same notes that those
same pool of doctors have used in their treatment and
assessment decision, so those safeguards are nowhere near
as effective as they should be.
I'll point to - I don't think there's been any
research done on it, but in theory there's an example in
the ACT where an advance statement, if the treating team
don't want to follow the advance statement, which I think
in that context is about a directive, the actual client
equivalent of the tribunal they had to overwrite the
advance statement. So, there are some very simple things
we could be doing to really reinforce the system that we've
got. There is a big problem certainly with the lack of
availability of safeguards in a timely manner.
So, the number of people who are admitted on the
weekend and then released on Monday as soon as the IMHA
advocate is called, because there's just no oversight on
the weekend, there's almost nothing there in terms of - and
if you want a tribunal hearing it might be weeks; if you
want access to an advocate, it might be days; second
opinions can take weeks and weeks. So, they're very
ineffective, I would say, in terms of doing what they're
intended to do currently and a lot of that is to do with
resourcing.
More broadly, I think again, while involuntary
treatment is available to be used, it just will be used and
abused. One thing that could be addressed in the England
and Wales Act, there's a requirement that anyone who is
exercising powers undergoes training before they're legally
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324

51

VINE/MAYLEA/BROPHY/CARROLL

Transcript produced by Epiq

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

able to exercise powers.
I mean, the number of clinicians who have no formal
training in the Act is phenomenal, and no concept of
anything other than the treatment criteria, certainly no
in-depth understanding of the principles or of the kind of
broader - you know, I think Matthew spoke to us before
about helping people understand what to do differently.
But, you know, the lack of supported decision-making
training, the lack of recovery oriented practice training,
all these sorts of things. So, there's a range of options
there.
But ultimately, people experience coercion as harmful.
It doesn't matter how many safeguards there are, it's
stigmatising and traumatising and dehumanising, and so,
yes, we should be trying harder to reduce that harm, but no
amount of safeguarding is going to take away the harm that
the coercion causes, and nothing's really going to repair
the therapeutic relationship once it's been so badly
damaged by recourse to compulsory treatment.
So, I think it's kind of the wrong question in terms
of how can we improve this, it's still going to involve
holding somebody down and sticking a needle into them at
the end of the day, and so, no amount of safeguarding is
going to reduce that harm.
MS COGHLAN:

Thank you.

Dr Vine.

PROFESSOR VINE:
Well, of course, you know, the first
thing I'd have to say is that clinicians do not hold
someone down and inject them with a drug because they're
cruel, malicious or arbitrary. There is an indication, and
I regret that sometimes that's the treatment that is
required because other treatments like working with the
person, or oral or whatever, have not been sufficient.
So, I just think it's really, really important to keep
reminding ourselves that this is a publicly funded health
system within all of the governance and oversight and
expectation that goes with a health system, and that the
people who work in it - not universally, I won't say that
because some people just go there for a job and don't go
there because they've got a real desire to help people but mostly the people who work in that system do not enjoy
restrictive interventions and do not complain about the
.20/05/2020
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oversights that serve to scrutinise them.
It makes me sad to hear commentary that makes it sound
as if there's not a reason why those sorts of intrusive
interventions are undertaken.
Anyway, having said that, so look, again, I think
oversight is incredibly important and I certainly agree
with Dr Maylea that clinicians, anyone who is empowered or
authorised to act under the Act should understand the
objectives, the principles, the history of that
legislation, its limitations and its intentions, and so,
making sure people are well informed and know how to
explain that I think is really important.
But I do come back to some of the things that we said
earlier, that if people could present earlier to nicer
places, with better continuity of care, with all of those
things, then some - not all - but some of that oversight
would be less critical and the people who were doing that
oversight wouldn't express such concern about what they
saw, so I think the balance needs to be there.
MS COGHLAN:

Professor Brophy.

PROFESSOR BROPHY:
Yeah, look, I've got - I just want to
throw in support for training. I think we have really good
examples of people benefitting from recovery-orientated
practice training and supported decision-making training,
including psychiatrists.
There was some great work done in psychiatry around
supported decision-making training that people really
appreciated, and I can't help but think that we have
neglected for, I think since the mid-1990s, to really train
people well in what the new expectations of their role were
going to be in relation to having so many people on
Community Treatment Orders. We have never really had good
training that's actually focused on that issue, and that
ties in with the expectation of the Act and it ties into
assisting people to work towards less restrictive
interventions.
I think the other thing though is that, if we're
talking about safeguards that I think are very fundamental
that we still don't give enough credit to, we've all talked
about continuity of care, but I have to reiterate that
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continuity of care also represents a safeguard for people,
and we don't value continuity of care. We have an
incredible tolerance for the churn in our system, and we
don't do enough to try and stop that from happening. You
know, whether it's rotation of registrars, whether it's
just the siloed nature of teams that mean that people are
moving from one service delivery environment to another
without that continuity; I think this is a fundamental
safeguard that we persistently neglect and I would say that
it's really important for us to get back to basics there.
The other thing is that, I've mentioned some micro
injustices that I think we really, really need to rethink.
The idea of people on Community Treatment Orders having to
pay for medication is appalling in my opinion, and it
wasn't always the case, it's kind of crept in. And, it's
also not universal. So, we have people who have
exceptions, we have some people who are doing it, some
people who don't. And even though we might say it's a very
small amount of money, it's extraordinary that someone
who's on an involuntary order, a compulsory order, doesn't
want to take that tablet or have that injection, is then
required to pay for it. I just can't see how we can
justify it
Similarly, I cannot see how we can justify that person
also paying for the car parking at the hospitals, at the
service, or paying for the public transport to even get
there. These are just things that we just tolerate and we
don't even sometimes see the impact that it might be having
on that person, so I think we need to really rethink a lot
of some fundamentals about what we're doing and recognise
that they are actually important, that's an important
safeguard in the mechanism itself.
MS COGHLAN:
Can I just pick up on what you've said there,
Professor Brophy, about getting back to basics when it
comes to continuity of care. Can you just expand on that,
what is it that you think needs to be done?
PROFESSOR BROPHY:
I think it comes to the idea that we
need to recognise that practising mental health relies on
relationships and relationship building. I think it's
about moving away from a biomedical perspective and the
dominance of pharmaceutical interventions and actually
recognising that to do good work in mental health we have
to have good relationships between staff and consumers,
.20/05/2020
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staff and carers and other supporters, and we need to work
on those relationships over time, and they're not going to
magically happen.
We've talked a lot about kindness and compassion, but
often that's not enough; it's not enough to just be kind
and compassionate. We actually have to be able to reflect
on the work, we have to think about what's happening, think
about the dynamics that are emerging between people
involved in a situation and carefully work through the
challenges around those relationships. And, if we don't
have people doing that over a longer period of time, if
people don't have time to build that kind of trust and
build the skills that they require, then we're paying lip
service to the idea that relationships are important in
mental health.
So, I really have a problem with this because
sometimes I think we do need specialist roles, we need
people who can take - who may be are involved in a
situation in the short term and that actually is important,
but I think even when we have that we still need to have
that sort of fundamental of having that continuity.
And, like I said, I think we just tolerate the churn,
and sometimes we build the churn, we make it happen. We
have people who move from one position to another in the
very same team, and they have to leave their caseload
behind to go and take up the caseload that belongs to the
other position: that's a very different way of thinking
about what the purpose of that person's role is just in
that particular set of decisions. It denies all of what's
been important in terms of that person building a
relationship with the people that they're case managing or
that they're treating as the treating doctor.
So, I hope that doesn't sound too preachy but I think
it's really essential for us to be rethinking it.
MS COGHLAN:
Thank you, Professor.
sorry, Dr Vine.
PROFESSOR VINE:
argument.

I just want to say: absolutely agree, no

MS COGHLAN:
Thank you, Dr Vine. Mr Carroll, can I raise
the question with you about, other than existing
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safeguards, what other mechanisms could be considered.
Now, that might not be a question you directly want to
respond to, but do you have something to say about this
topic?
MR CARROLL:
Thank you. The particular things I was going
to mention, Ms Coghlan, are things that you've flagged that
you're coming to anyway: it was around the safeguards for
stuck individuals and long-term rolling compulsory orders.
MS COGHLAN:
Thank you, Mr Carroll. We're actually doing
well for time, surprisingly, but we'll get to that shortly.
I was hoping to move on to the last topic now, which is
service provision at discharge.
It's convenient in a way that we get to this last
because every one of you has spoken about quality of care
as an essential feature throughout this discussion. What I
wanted to do was just to recite for you really briefly what
the Commission heard from a consumer last year in relation
to their experience and then just ask you to comment on it
and directed to this question of quality of care.
The Commission heard this:
When you're a compulsory patient you're
staring at the walls, there's nothing to
do, no therapy, no programs. There was a
broken piano and a few broken crayons,
everyone's contained in one small space.
The only so-called treatment was ECT and
drugging and you only saw a psychiatrist
every few days.
So that's what one consumer relayed to the Commission
last year. So, in the context of that being the experience
of that person and many others that the Commission has
heard about, what are the key elements that underpin
quality of care during the course of compulsory treatment?
And perhaps I could direct that to you, Professor Brophy.
PROFESSOR BROPHY:
Well, I think one of the things that
I've tried to encourage people to think about here is the
idea of reciprocity. You know, if you're in a situation
where you've been empowered to take away someone's autonomy
and their human rights, and you think that's necessary,
then a fundamental justification of that is that you give
.20/05/2020
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back, that you provide supports and services that in some
way justify that initial action.
And I think that case example that you've given,
Ms Coghlan, is a really good example of how we struggle to
achieve that level of reciprocity. You know, because I
don't think that person is gaining anywhere near the
benefit of what we've already established are incredibly
expensive services to run, and yet, well really, why
wouldn't you run away?
It's extraordinary that people can be so bored, and
have so little intervention during the time that they're on
the inpatient unit, or feel like they have anyway, and then
that can also then translate to what happens when they're
back out into the community.
I think it goes back to our safeguarding, our issues
around quality of care, that we have a situation where that
is not tolerated.
MS COGHLAN:

DR MAYLEA:
I think that the service system we have now is
almost an inevitable consequence of not having to provide
services that people want. If we have a situation where
people want to walk away rather than doing all the work to
engage people in services, we can just put them on an
order, this is what we end up with, is services that people
don't want to go to. And so, it's no surprise that that's
people's experiences I think when they're in places like
that.
There's no incentive for the services or for the staff
in the services - and I absolutely agree with Dr Vine that
people do get into these roles for all the right reasons,
but you know, the number of inpatient units around the
states that have common rooms or art rooms that are locked
all of the time because the services are too scared to let
people in them is phenomenal.
So, of course, until the services are run for and by
the people who are using them, or until people are free to
leave services that they find unpleasant, we're going to
have no incentive to provide the quality of care that's
required, and that is inherently bound up in this problem
of being able to rely on compulsory treatment.
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MS COGHLAN:
Dr Vine, can I ask you, would you like to
comment on that?
PROFESSOR VINE:
And I would like to comment on that.
Firstly, let's just remember that we're talking about a
state-funded service system. Your example was of an
inpatient unit, I don't know whether it was a long stay or
an intensive care area, but whatever, it's an inpatient
unit that's probably funded at about 50 per cent of its
actual cost.
So, services have an agreement with Government through
their Statement of Priorities about meeting certain
budgetary requirements, so I think it's really, again,
really important that those services - to the best of my
knowledge they're not off buying holiday homes with the
money, they're delivering what they can within the funding
provided, and in many cases they're actually taking
services away from the community services in order to
bolster up their inpatient services, so that's the first
thing.
I think the second thing I'd say is, that's a hideous
description, and nobody should be in an environment like
that whether they're well or unwell, you know, whether
they're as disturbed as all, get out: it's just
heartbreaking, isn't it.
The other thing about that is, that environment is not
going to be conducive to the person's level of distress or
disturbance being less, it's not going to be conducive to
staff engagement because there's nothing with which to
engage.
I mean, staff engage around activities, they engage
around, they don't - people get sick of talking just to a
staff member on just that, but they might as well engage
around a particular activity, or a particular
functionality, like cooking or artwork or whatever it might
be, so that just speaks to the poorness, the poverty of the
units.
Alongside that there's the other thing that I think
Dr Maylea mentioned, which is, sometimes those environments
have been progressively denuded in response to coronal
recommendations about, oh, you can't have a kettle because
.20/05/2020
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it's got hot water, and you can't have an electric cord,
and you can't have a curtain and you can't have a pencil
because someone's going to swallow it. Of course that's
true, all of those things have happened, but they happen to
a very small number of people, and yet, the ramifications
are to everybody in the service, and that comes back to
that balance between putting in place more person-oriented
restrictions if you need to, like maybe one-on-one
specialing rather than removing pencils from the entire 25
inpatients. You know, the one person who might be at risk
of swallowing the pencil maybe could be more closely
supported or supervised or distracted rather than nobody
having any pencils.
I think we have had this sort of layered response in
two directions: one has been to remove the sorts of
amenities that very rarely are taken to be - because of,
you know, of risk of danger or risk of causing harm, so
we've denuded the environment on the one hand, and on the
other hand we've also reduced the funding that would enable
services, and that's not just provided by staff, but also
even volunteers, even volunteers can do things, they still
have to have things to do, as well as the whole range of
peer support workers or Allied Health and others, and I
think it's pretty sad because I think, particularly
sometimes where we see that level, is sometimes even in the
places where people spend the longest.
I can bring to mind one of the country's SECUs that's
a very deprived environment, and yet, people are there
for months. So, it's horrible and it shouldn't be, and
somehow we've allowed it to be, except you know, here you
are, so that's good.
MS COGHLAN:
Can I pose this question to you, Dr Vine, in
the context of what you've said: if resourcing is not an
issue, if the environment is the kind of environment that
engenders people feeling safe and comfortable, what does
the quality of care look like for that person to then, in
the course of being an inpatient for example, to be treated
well?
PROFESSOR VINE:
So, I mean, look, in part the core part
of being treated well - and look, I learnt this when I was
working in prisons - is to treat - to treat is the wrong
word - to interact with a person with respect and dignity
and common human politeness, you know, that gets you off to
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a good start.
But I think we are talking about a therapeutic
environment, so quality of care is the relationship, but
it's also what is provided within that relationship.
Professor Brophy highlighted the ability to reflect and
to - there will be times during a person's day when they
are far more accessible, if you like, and amenable to
talking about things that will explore how they came to be
in this situation and how - what might need to change to
reduce the likelihood of it happening: how to build up a
person's resilience, their coping skills, their
understanding of their triggers and, in a dull way, their
understanding of the drug they're on.
I actually agree with Professor Brophy, the
pharmacological treatment, it might be the backbone, but
it's just that, it's not the flesh, it's not the body of
treatment of an intervention. So, the quality of care, I
think, is the range of interventions that are applicable
and appropriate for that person and, to the extent that we
can do that, are chosen by that person.
There will always be limits to that. You can maybe go
to Peter Mac and request a massage, but you probably can't
go to Peter Mac and request cardiac surgery because that's
not what they do, so there will always be some limits of
what is relevant in that environment, but I think the
quality of care is: what is provided, how it's provided and
the environment in which it's provided.
And so, while I'm on this little roll, the other
challenge for service providers at the moment is, what we
gained with local accessibility by having small units in,
you know, 21 areas across the state, what we gained with
that we lost with being able to respond to a whole range of
needs. If Commissioner Armytage talked to Sandy Jeffs
about Larundel, she'd probably also highlighted that at
Larundel you could have art therapy and religious therapy
and you could go for a walk and you had the acute ward and
the less acute ward and, you know, there was a whole range
of options available both to the person receiving the care,
but also to those providing the care, and that has been
very constrained with this smaller more locally accessible
but one size fits all sort of unit.
MS COGHLAN:
.20/05/2020
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Mr Carroll, and particularly get to this question about
people being on orders for a long period of time, or
whether they're renewed or continued.
You have a particular view on that with patients who
are stuck and who can't seem to shift from say a SECU or
some other kind of secure environment.
MR CARROLL:
Thank you. And look, the two are often
intertwined in the one person situation but at the same
time the issues can be quite distinct as well.
So, the notion of the stuck individual was one that
the tribunal described in its first submission to the
Commission. So, it's generally people in a highly
restricted environment such as a SECU or people at Thomas
Embling who were originally security patients but whose
term of imprisonment has concluded and they were
immediately placed on a treatment order, so are continuing
as a compulsory patient.
From the tribunal's observations what is often a
complicating factor in working out next steps for these
people and steps to a less restrictive environment is
that - and sometimes treating teams will be being very and everyone will be in furious agreement, that the
manifestations or the symptoms of a person's illness are
relatively well managed at the time that we're conducting a
hearing, but finding next steps will often require
collaboration or cooperation across entirely different
health services, and this is especially the case for people
in Thomas Embling where, where they want to go, Forensicare
provides a service that's located at Thomas Embling; where
they go is going to bring them under the care of an
entirely different mental health service, and getting
cooperation and collaboration around that can be incredibly
difficult.
And, the tribunal has observed particular cases where
the imperative didn't actually seem to be to find a way to
support the person's progress, but to do whatever was
possible to avoid being the service that took this person
on next and then had responsibility for them.
So, these are issues that a tribunal hearing can
certainly shine a light on and require a degree of
accountability for, but at the end of the day they can
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rarely resolve because - not to sound that we ever approach
these matters prejudged - but it's not necessarily whether
the criteria are met that's the key question in issue here,
but what is going to happen next for the person, and the
tribunal has no role in directing, okay, this person needs
to move on from here and to have that happen this service
is going to have to do this.
In my witness statement I referred to this again, but
also was quite up-front that we weren't necessarily
suggesting that it should be the tribunal that does that, I
think that question requires a lot more exploration as to
what entity or what authority is the one that can step in
when collaboration or progress is just halted and things
need to be moved on.
The other group that we've referred to, or the way the
Act is currently structured, and in the vast majority of
matters it's entirely appropriate, is that, each hearing
for an individual is treated as a self-contained or a
discrete event. But what that does mean for someone who's
been on a series of consecutive orders, is that, there's an
approach to whether or not to make the fifth Community
Treatment Order; that's pretty much indistinguishable from
the approach as to whether or not to make the first
treatment order when a person had had 28 days worth of
compulsory treatment under a temporary treatment order,
whereas this person might be facing their fifth year on a
Community Treatment Order.
The tribunal has endeavoured to bring more rigor and
process to these matters, so we do - we identify matters to
be for intensive case management, our resources to do this
are somewhat limited, whereby we have continuity of
divisions as far as possible in conducting hearings for
these individuals.
We don't have a power to make directions as that term
is normally understood, but we certainly make requests and
seek further information to be provided for a next hearing,
or we openly flag issues that are troubling or that need
further information.
We do at times try to join other services as parties
to a hearing. Now, sometimes these things do have a degree
of traction and can contribute to process. Other times,
there are times where our letters won't even be answered,
.20/05/2020
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to be completely open and blunt, and so, thought needs to
be given - and I know there's a degree of arbitrariness as
to, when do you say somebody's been on too many treatment
orders and there needs to be more rigor attached to the
process to decide - a more complex process applied to
deciding whether or not to make another one, but there is
this group of people who I think the Act should put in
place a slightly different, or perhaps very different,
approach to how we look at the question of what's to happen
next in terms of further treatment orders for them.
MS COGHLAN:
Thank you, Mr Carroll. Moving on from that
specific topic, I'd like to just focus on discharge and
particularly the context of discharge from inpatient
setting.
Perhaps if I could direct this to you, Professor
Brophy. Considering how to best support people upon
discharge in a way where they're informed and empowered:
can you comment on that?
PROFESSOR BROPHY:
Well, I think what we need to do is
recognise that when people are being discharged from
hospital, in some ways that represents a very challenging
time for people, it's a point of transition. So, even
though at one level it's a recognition that maybe they're
doing well, transitions have their own problems attached,
so actually being able to provide service delivery that
acknowledges that this person is in the process of a
transition and actually supporting that transition
appropriately by - and, you know, as Dr Maylea said, doing
what we can to enable people to have a voice about that,
about what they need, what's going to be helpful for them,
and then actually structure services around that.
You know, I was reading Dr Vine's statement, and I'm
aware that, you know, it can be incredibly expensive to
have services that are available 24/7 to people in this
kind of context, but hopefully what we can do is enable
services to concertina up and down, if you like,
appropriately for particular people and have that kind of
flexibility, and recognising that that flexibility is
actually what's often required when people are in these
times of transition. It may be that, again, it's the range
of different possibilities of service, and we know that
some people have actually benefitted greatly from having
peer support workers taking up the role of post-discharge
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support.
This is where I think sometimes mental health service
providers forget that practical support is actually a core
component of what they do, and we shouldn't underestimate
the value of providing people with practical support, and
it sits with giving people information and all of that, but
actually being able to be with people and provide them with
practical support may be incredibly important in this kind
of circumstance. I hope I'm getting to the point of your
question.
MS COGHLAN:
Thank you, yes; yes, you are, Professor.
I move on to Dr Maylea.

Can

DR MAYLEA:
I think, yeah, I'm coming full circle back to
the first point that I made today. The idea of transitions
or of discharge, it's completely conceived around the idea
of how we deliver services, and completely the reason that
we have ended up where we are is because we have forgotten
about how services are received.
There shouldn't be a transition, there shouldn't be a
discharge; people should have the same support irrespective
of the setting they're in. I mean, how we've ended up in
this space is quite bizarre actually, and I think it's just
because we just borrowed the model from the physical health
system into mental health.
And so, yeah, I think, if people were in charge of
their own service delivery or choose who they wanted to
work with and then they would work with those people and we
wouldn't have this big panic around transition plans. I
mean, it's just - if people wanted to transition or have a
different team then, you know, that can be facilitated for
them.
But we've ended up with, we're trying to fix this
broken service system and we're forgetting that the problem
is with the way we've organised the service systems rather
than something that, you know, we can add an extra program
or extra protocol. So, call it - let's not call it
discharge, let's call it transition, yeah, that'll fix it.
We really need to be thinking about providing a different
way of providing services to address all of this.
MS COGHLAN:
.20/05/2020
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PROFESSOR VINE:
So, just to pick up Dr Maylea's final
point: it's actually not that mental health is copying
physical health in this, it's actually physical health is
copying mental health with greater emphasis on hospital in
the home and health in the home, which Victoria put in
place with the frameworks documents in 1995 and 1996.
I think it's important that - discharge planning has
always been an important component of good care, and
discharge planning often meant involvement with the CAT
team pre discharge, and early discharge planning with the
CAT team and then, you know, much more intensive work. So,
I do think, and I know this is very dull to keep saying the
same thing, but I do think that the problem, some of the
problems we have with discharge at the moment are to do
with there being such a gap between inpatient and community
and what can be provided.
And again, if I went back to when I was a younger
psychiatrist, we even had CAT respite houses, there were
places where people could sort of stay for a few nights in
the community as part of a transition, or even just, you
know, when things were bubbling up in their lives.
I think too, and I do think services have become
hardened to this, and they've sort of had to become
hardened to this because, you know, we all have to develop
protection, but at the moment there's no doubt that we
discharge into totally unsuitable places for discharge,
quite apart from the level of care that's available, and we
do it knowingly, but we do it inevitably because of that
whole problem of throughput and flow.
And I think that, you know, difficult things happen to
clinicians when they have to make those decisions, they do
become hardened, and we discharge people into places that
clinicians would refuse to visit because of levels of risk.
Again, to say that is pretty brutal, isn't it, and it's of
course not universal but it is real.
The other thing I'd highlight here is that, perhaps
more than most other sort of populations of health
recipients, people who have received care as compulsory
patients may be more likely to have unstable social
situations, may be more likely to have fractured family
relationships and unstable accommodation, so they actually
.20/05/2020
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have added burdens around discharge that we haven't given
due regard to. Unfortunately, I think the solutions to
that are partly around workforce, but also partly around
model of care options and also about actual places, places
to provide accommodation and the sort of supports.
I just also - I think discharge from places like, most
often, secured extended care and most often Thomas Embling,
that discharge of planning is much more protracted, often
really well considered. People coming out of Thomas
Embling have often had day leave and accommodation and work
leave for months, so their transition is a much more
gradual one. Again, one of the difficulties we have in the
acute system at the moment is, discharge is often
precipitate, poorly planned, poorly supported, you haven't
met the person beforehand, and that just adds to that
problem of transition as others have commented.
MS COGHLAN:

Thank you, Dr Vine.

Mr Carroll.

MR CARROLL:
I won't add to what's already been covered by
the others, thank you.
MS COGHLAN:
Thank you. Is there any other further
comments that panel members would like to make? We're
about to conclude my role in this proceeding, I'll hand
over to the Chair shortly, but is there anything else that
anyone else would like to add at this stage before the
Commissioners have an opportunity to ask you questions?
PROFESSOR BROPHY:
Could I just follow up what Dr Vine
said about housing and people's opportunity for safe and
secure housing, and how - I'm sorry that I hadn't even
mentioned it up until then and I'm so grateful that she had
mentioned it, because I think it's something so central to
the discussion that we've been having; that while we have
situations that so many of the people that we are
supporting struggle to get safe and affordable housing, it
creates enormous problems as well, and limits people's
opportunities I think for choice and control about
treatment and service delivery because they just don't have
that safe base and I think it's a really, really dreadful
situation for all of us.
MS COGHLAN:
Thank you very much, Professor. On that
note, I'll hand over to our Chair to direct the discussion
with Commissioners asking the panel questions.
.20/05/2020
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CHAIR: Thank you very much Georgina, and thank you very
much panel members for the fabulous discussion we've just
had; I think it's been incredibly helpful, both through the
discussion and your witness statements, for us to think
about the future design of a mental health system in
Victoria that improves the quality of care and outcomes for
those living with mental illness, so I think it's a very
important contextual discussion for us.
There's one issue I don't think that we've addressed
to my satisfaction and I just want to make sure I have an
understanding of the panel members' position on this. We
also have as Commissioners imperatives to take into
consideration the commitment there is to address the
unacceptable rate of suicide in the Victorian community,
and also to think about what role the mental health system
has to play in promoting community safety, so two different
issues that we have to take account of.
If I go back to Dr Vine's witness statement, in
paragraph 105 she says amongst other things:
It is impossible to predict suicide and
other adverse events.
But she also goes on to acknowledge earlier in her
statement, and I'll just use it by way of example because
it's illustrative of the point we've got to grapple with as
Commissioners, and this is paragraph 13:
Members of the general public do not like
seeing a person in distress and in general
find that a person who is mentally unwell
and acting strangely frightening. Random
acts of apparent senseless violence are
most often related to untreated mental
illness.
Just by way of using those two comments to help
underscore the importance of this issue and how the
Commissioners might grapple with it, can I ask the panel,
are you urging us to not take false comfort in the role
that compulsory assessment and compulsory treatment can
play in the achievement of the imperative about reducing
the suicide rate and also promoting community safety?
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So maybe Dr Vine, given I asked you and quoted a bit
from your statement, do you want to start? I know it's a
difficult one but it is a really important issue that we
need to grapple with as a Commission.
PROFESSOR VINE:
Yes, thank you, Commissioner, and I'll
try not to go on for too long. To take your first
point which is about the difficulty of prediction, and
Dr Maylea's touched on this and I think Mr Carroll did as
well, there are reams, reams of literature written about
the factors that are associated with suicide and, you know,
sometimes it feels like every group is at some level at
risk and, you know, we've got young men, old men, single
women, child and adolescents, blah, blah, blah, we could go
forever. They are all population-based risks.
To work out the individual in front of you at that
moment who might make a decision to intentionally take
their own life is much harder. Having said that, there is
a very clear association between some mental illnesses
and - particularly of course severe depression and
particularly severe psychotic depression - with intentional
death, with suicide. So, I think there is an element of
compulsory care which is about taking away from a person
their choice, their responsibility for their safety, and
imposing a treatment that will mitigate that particular
risk. And I think there's lots of evidence for that. It's
hard to predict which particular person with psychotic
depression, or which particular person with a borderline
personality disorder who is in the throes of a crisis will
jump in front of a train, but still those people are at
absolutely heightened risk and there is something we can
do, and sometimes we can do that without compulsory
treatment and sometimes we need compulsory treatment. One
of the roles of compulsory treatment is in relation to
absolutely significant harm.
The other one, prediction of harm to others, is I
think even more problematic, but again, any clinician will,
particularly perhaps in the domestic situation, any
clinician would say, whoa, I'm really frightened for this.
Let's just use an example of a mother and children. A
mother with a post-partum psychotic illness who has got
real fears that her baby is not her own or that her baby is
not going to - that she'll be a bad mother, or real fears
that some other disaster is going to be visited upon them.
That's a predictable risk of immediate harm to another and
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sometimes, again, compulsory care will avert that risk, and
so, I think that's a really important thing.
The third example which I gave in my witness
statement, and I think the reason I did that was because
there'd just been a random act of senseless violence, I
think it was just after that incident where there'd been
two people stabbed on a railway station and another
bystander stabbed in Hawthorn. I can read that in the
paper and I can think to myself, wow, the chances are that
that person has an untreated psychotic illness because why
else would a person do that unless they felt pursued and in
danger, why else would someone do that? Or else, you know,
if we see some of the mass violence acts from
North America, often associated with a degree of grandiose
delusional belief, and again, a sense of both victimisation
and empowerment.
So again, terribly hard for that to predict, but not
impossible to try and predict. I think Professor Mullen
has done very good research on this in terms of the
association between increased risk particularly of serious
offending and mental illness and, if you take an untreated
mental illness it ups it by particularly - you know, by a
factor of 10 or something, and if you add in alcohol and
substance abuse it ups it by another 20. So, it's not
perfect for the individual, but it would be foolish to say
it didn't give us a guide, and so, I hope that answers your
question a bit.
CHAIR:
It does, thank you. Dr Maylea, do you want to
make a comment in relation to that and then I'll come to
the other two panel members as well.
DR MAYLEA:
Yes. I think I will separate out the question
about how comfortable the community feels when someone is
in distress, I think I'll separate that out from the harm
aspects because I think that's really problematic and I
think that a lot of community expectation stuff is around
unbased fear rather than legitimate sense of harm to self.
I live in the west of Melbourne, I will often see, in
Sunshine and Footscray, people crossing the road to avoid
groups of young black men who are, you know, just existing
in the street. Now, from my observation it looks like
they're afraid of those young black men standing on the
side of the road, and thankfully in this country we only
.20/05/2020
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rarely detain young black men because white people are
scared of them, and I think there's a direct correlation
here between racial discrimination and fear of the other,
and discrimination against somebody on the basis of,
they're talking to themselves or being dishevelled or
having unusual ideas that exist from that person's reality.
So, I think on discrimination grounds we should immediately
reject any pandering to that bigotry in society, because
it's disability discrimination, it's unlawful, and so, the
fact that somebody is behaving (indistinct) should have no
relevance to compulsory treatment.
Coming to, you know, obviously - and this is
particularly raw for me at the moment in terms of having
recently lost a friend, a good friend and a colleague, the
suicide rate in Victoria is unacceptable. We already have
compulsory treatment in Victoria and it does not lower the
suicide rate. There is no - I mean, only - even if we
detained everybody who we identified as having one of those
static risks - I mean, as Dr Vine pointed out, we wouldn't
have very many people left in society - and we still
couldn't prevent it. People still are successfully
suiciding in inpatient units, it just doesn't work.
Setting aside the risk prediction issue, it's just, we
know what works: engaging with people, linking them into
the community, addressing those core issues; medication is,
for a lot of people, a really big part of that.
Consistently when we talk about reducing compulsory
treatment there's this idea that, oh, we're going to end up
with people who die: people are already dying and the
system we have isn't preventing that. We need to shift
away from that.
There are few things I think more damaging to the
essential relationship which does prevent suicide or does
reduce the risk of suicide of positive therapeutic
relationships with people with supports and people who are
thinking those kinds of thoughts than compulsory treatment.
If that connection, that access to that service, a
significant number of people - and we don't have any data
on this, this is very difficult to assess, but I don't
think it will be contested - but a significant number of
people whose suicides could have been prevented through
good therapeutic intervention suicided, didn't get that
support, because they were afraid of being involuntarily
.20/05/2020
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treated if they reached out for support from their mental
health services.
I think it's very problematic. We know that there are
ways at a population level to reduce suicide risk, and
they're addressing inequality and you know, a whole range
of things that we are all well assisted by the evidence.
Coming then to harm to others: all those other
arguments still stand, I think, but ultimately we can't
discriminate against people on the basis of their
disability. I just want to touch on - Dr Vine mentioned a
few times that it depends if you accept the model of mental
illness, and I think it's a bit more nuanced than that,
because you can accept that people experience distress and
experience hallucinations or voices or any other range of
symptoms without buying into the model, the medical model
of categorising that illness in some way, or replacing the
person's experience for that as a clinician. I want to
just kind of reinforce that I'm not suggesting that people
with distressful experiences aren't real, just that
medicalising a response to that is - well, some people find
problematic.
So yeah, I think that sums it up. It is really hard
in response to harm to others as we have been consistently
seeing. Despite having the highest levels of involuntary
treatment in the state, we don't have the lowest levels of
violence to others or the lowest levels of suicide - sorry,
not in the state, in the country. So, at a population
level I don't know what clearer evidence to point to than
that. The solution is in providing good quality services
that people want to use when they want them and that will
allow them to access those services.
CHAIR:

PROFESSOR BROPHY:
Yes, look, I've got a couple of things
to say about this. I have appreciated Michael Marmot's
kind of description of depths of despair, and I do wonder
whether the Commission needs to also start engaging with
this. What we're talking about is often, yes, it may be
people who have had a diagnosis of a mental illness, but
suicide also reaches out to people who use drugs and
alcohol, are marginalised, are affected by inequality, and
when we see rates of inequality increasing in our
community, then that's probably what we're really up
.20/05/2020
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against if we really want to start thinking about
prevention of suicide.
So often I think we take it down to a level of
individual practitioners and individual people, and we
think about the challenges associated with compulsory
treatment in that context, when overall we're facing this
broader societal challenge.
We haven't talked at all about the integration of drug
and alcohol treatment actually today, and I'm going to take
the opportunity to say that, that we probably should have
because we did talk about it quite a lot when we met last
week, and we need to acknowledge that drugs and alcohol
have a role to play here as well and, you know, the
potential for people to accidentally overdose, that kind of
thing, or that drugs and alcohol contribute to feelings of
despair, and I think these are the kinds of things that I
think we need to engage with.
As well as, what do we do about the problem about the
inaccuracy of risk assessment, when we do want to try and
prevent people from suiciding? I think we are all touched
by it in one way or another and wishing that perhaps we'd
done something in those kinds of situations, but maybe we
need to think more broadly about protections for everyone,
not just trying to single out particular people, and that
we think about, you know, things like people not having
access to guns and other kind of lethal means and those
kind of things are actually really important, and for us to
be very aware that any one of the people that we're working
with might choose to intentionally take their life when it
could have been avoided.
If we think about how we can build up our awareness
about that without doing it necessarily in a way that
represents placing a whole lot of restrictions on people,
but actually more focuses very strongly on how to build up
the protective factors around suicide prevention, whether
it's for individuals all the way through to the community.
I think the other thing is that we have to look at the
very scary findings that Matthew Large and his colleagues
have found, which is that, the high rates of suicide for
people who actually come out of hospital, so come out of
the very hospitals that we've put them in to try and
protect them, where sometimes they also die as well, sadly,
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but then we see this spike in people who suicide after
coming out of hospital. That is a very important and
telling thing.
Now, there's all sorts of reasons for why that might
happen: maybe it's about people being discharged too soon,
and so all the efforts that, as Dr Vine has talked about,
about people wanting to try and achieve about trying to
prevent someone from harming themselves haven't had the
time to be realised. There's also the possibility though
that the actual trauma of going to hospital and everything
that people have experienced, and that terrible story of
sitting around in a place where there's only one broken
pencil, you know, has actually had an impact and is
actually contributing to that idea of the depths of despair
and that we are part of it, which is terrible.
So, in other words, I don't have an easy answer for
you, Commissioner, but I think there's more to this than
what happens between an individual clinician trying to
predict whether someone is going to suicide; it has to be
thought about in this much broader context.
CHAIR:
Thank you. And, Mr Carroll, before I go to
Professor McSherry for her question.
MR CARROLL:
Thank you, Commissioner. Look, one of the
numerous reasons I mentioned earlier in the morning about
really being opposed to "risk" being a term used in the
criteria for compulsory treatment; a further reason why I
dislike that term there is I think it creates a
misconception that when it comes to tribunal hearings what
we're doing is looking at capital R, capital A, Risk
Assessments in relation to suicidality or harm to others,
and that simply isn't the case.
I think it would surprise, perhaps surprise people how
- I'm not in a position to quantify it - but suicidality is
not a common feature of discussions in the course of
tribunal hearings. The vast majority of matters when it
comes to looking at that second criterion about prevention
of harm, the focus is on preventing a serious deterioration
in a person's mental health, and so again, we don't get
into diagnostic labels, we look at the clusters or the
bundles of symptoms that the Act directs us to, and the
vast majority of matters are determined with a focus on
mental health.
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That being said, if there's pattern of past and
especially recent conduct that does endanger a person's own
life, that will be discussed, and there may be a separate
conclusion that the treatment order is also needed to
prevent serious harm to them.
I find that, I think I can say confidently, that in
general divisions of the tribunal will seek to avoid a
focus on risk of harm to others unless it's absolutely
essential in a particular situation, because it's a
distressing discussion, it's a stigmatising conclusion to
reach, and it's one where there's usually a dearth of
evidence to support the view that there's a risk of harm to
others because it's often multiplied, hearsay, or things
that are so far from the past they can't be really
understood accurately or relied upon.
So, in that context I suppose what I'm saying is that,
at the point at which we're conducting hearings, that
preventing suicide and preventing harm to others is not a
very frequent focus of the reasons that are being put
forward by treatment teams for the making of treatment
orders.
I suppose the life-saving scenarios, for want of a
better label, that we're most frequently required to engage
with are in the context of ECT applications concerning a
person who has psychotic depression and has stopped eating
and drinking, and also the very small number of matters we
conduct each year concerning generally young women but not
exclusively with a diagnosis of anorexia nervosa.
CHAIR:
Thank you very much. So, Professor McSherry, I
know you'll have some questions before Dr Cockram and then
Professor Fels.
COMMISSIONER McSHERRY:
Yes, I'd also like to thank all
the panellists for wonderful statements and I'm just so
pleased to see that there's quite a bit of consensus
between you all, which is great, so that gives us something
to work with.
I have several questions, but I'll try to confine
myself just to two. The first one - or they both concern
the legal framework for compulsory treatment.
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The first question is to Mr Carroll. I'm interested
in your statement about the objects and principles in the
current Act but unfortunately they sit within an Act that
enables compulsory treatment.
We know that there are other statutes in Australia
that actually govern voluntary treatment as well as
compulsory treatment. So, I'm wondering whether you're
saying we should look to a legal framework across the board
in relation to that.
And the other part to that is that, we know in, I
think it's in the Northern Territory, that there is an
avenue where a person has a right to appeal a refusal of
treatment.
We know that economic, social, cultural rights are
very difficult to legislate, placing obligations on the
state to provide access to treatment is very difficult to
legislate, but is that something that we should be
considering?
MR CARROLL:
I'm not sufficiently familiar with the other
frameworks you've referred to, Commissioner, to answer too
fully here.
Perhaps to go to the second point first, I think the
one Victorian precedent I'm aware of for a statutory
framework that allowed for an application to an independent
body around a refusal to treat was under the old
Intellectually Disabled Persons' Services Act, where a
person who was declined service by - who is assessed as not
meeting the eligibility criteria under that Act to receive
support, and I suppose what we would now call a support
package through intellectual disability services could make
an application to the Intellectual Disability Review Panel.
The panel's powers were purely recommendatory, the
legislation didn't go so far as to give the panel an
authority to say, right, this shouldn't be happening, this
person should be receiving support: it made
recommendations.
As having been a member of that panel for a number
of years prior to it being disbanded, it was a very
fraught - it wasn't used - well, the panel was never used
extensively in relation to anything, but when it was in
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relation to eligibility it wasn't particularly effective.
I have to say, I was always left with the question: if
you're going to have an oversight process, if you're going
to be interrogating the question of eligibility and access
to services and a conclusion is reached that an error has
been made, then why not go the final step and allow for a
process to substitute a different determination?
We have, of course, tribunals and other bodies that
substitute determinations on a whole range of things,
eligibility for services. I'm not persuaded that's somehow
special and should be excised out. That being said, I'm
not necessarily - I'd like to understand more about how the
Northern Territory scheme works before saying more on that.
My comment about the principles before was, it was in
that particular context of how compulsory treatment has
become distorted and become a way of guaranteeing access
and whether that might be headed off by having broader
principles that talk about a guarantee of access to
services and ready access to services.
And, as the principles are already written, if the
current Mental Health Act did extend in any way to
voluntary treatment, then those principles are already of
universal applicability. I mean, some of them arise more
acutely in the context of compulsory treatment, but
Parliament did take pains to express those principles in
terms of the person rather than a patient. So it envisaged
a broad - and because "patient" is defined to only be a
forensic security or compulsory patient. I think there's a
sense of the Act having almost gone some way in wanting to
set down broad principles in terms for how mental health
treatment is provided universally and not just in the
context of treatment under an order. But, yes, because
they reside in an Act which people only pay attention to
really in relation to coercive treatment and restrictive
interventions, their broader relevance has not really been
considered or explored.
CHAIR:
Professor McSherry, you had another question. I'm
just conscious also of our time, and Georgina, we're not as
efficient in me running this part to get us finished on
time, so we will need to just go over a little bit to allow
for Dr Cochrane and Professor Fels to add something. But,
Professor McSherry, do you want to ask your final question?
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COMMISSIONER McSHERRY:
Yes, I think this is more for
clarification to Dr Maylea. Under our Terms of Reference
we have to come up with practical recommendations. You've
mentioned that we really should be working towards the
elimination of compulsory treatment.
So, do I take it that you mean, if there was no mental
health legislation, if it were abolished tomorrow, what
would prevent clinicians relying on their discretion and
common law powers of necessity to treat people? Are you
saying we should be working towards this or is this
something that we could put in place providing there was a
lot of support for people? So, you know, how realistic is
it that mental health frameworks or legal frameworks could
be abolished now as opposed to, you know, working towards
it in 10 years' time or so on?
DR MAYLEA:
Thank you. Certainly, there are - in the same
way that the institutionalisation failed to maintain
supports that were necessary for the people, and that
allowed people to criticise institutionalisation because in
so many ways asylums provided supports that were really
necessary for people. And so, I would be very - I would
very strongly support the abolition of involuntary
treatments to be done in the context, the immediate
context, of providing all those other necessary supports
and the fundings that are there.
If I had to choose, I'd say yes, we probably - if the
option was, do we do it now or in 10 years? If we say
we're gonna do it in 10 years, we're probably never gonna
do it. So yeah, I'd say do it now and let's make the
services work out how to engage with people in the way that
they want to.
You know, there is absolutely a requirement that we
then engage with the prison system to make sure that people
don't end up there instead, you know, there are a range of
other reforms that would need to accompany it. But, yes, I
would say that realistically the work needs to be done,
that the transition pains, the discharge from involuntary
treatment pain needs to occur, and so, yeah, we can do it
now.
I know that, you know, in terms of a risk of having a
counter to that, Dr Vine, you will have a counter to that.
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Yeah, I think about this a lot. The opportunity is now,
and so, now is the time to take that opportunity.
CHAIR:
I did notice, Dr Vine, you do want to say
something. I'm conscious of time, so a quick comment from
you before we go to Dr Cochrane.
PROFESSOR VINE:
A really quick comment. By and large
the urgent treatments that you referred to, Professor
McSherry, happen when a person is brought to hospital,
usually comatose or following a trauma. By and large the
disturbance created by mental illness occurs in the
community, so what you would have is a lot of people being
disturbed in the community who inevitably go down a Justice
pathway, not a health pathway and, if you think that's a
good idea then, you know, I think you'd need to think of
the ramifications. Thank you.
CHAIR:

Thank you.

Dr Cockram.

COMMISSIONER COCKRAM:
My question is for Mr Carroll.
There appears to be consensus on the panel about reducing
compulsory treatment with Dr Maylea, as he's just
expressed, wanting to pursue elimination. But also there's
consensus about the need for significant improvement in the
quality and options of care and support, and balancing this
with some of the important discussions we've had about
choice and human rights.
So, my question follows on from your discussion around
the lack of risk-free options, as you called them, and your
experience in relation to carers', community views and, as
we've said, the system leader views which is not always, as
might be hoped, a no blame culture.
How might we change the discourse? What would be your
suggestions for changing the discourse within the system
and within the community to allow for greater choice and
allow for greater understanding about the implications of
that choice in, you know, in the coming period?
MR CARROLL:
Goodness. In terms of changing broader
attitudes, when I mentioned that notion of risk fluency and
developing risk fluency, it was drawn on work that was
drawn from a former tribunal member and also former Chief
Psychiatrist, Dr Sally Wilkins, who reflected quite a bit
on - and I'm paraphrasing her words here - but there's
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arguably a fundamental lack of honesty with the community
about what can be done in terms of risk assessment and what
can be done in terms of risk prevention, and that becomes
especially pronounced at times when greater - when the
honesty is most needed.
So when things - even if we take an entirely coercive
or punitive approach to issues, things do go wrong. And
there's never - and in response to the headlines of, how
could this be allowed to happen, which so commonly it's
phrased, "It's been allowed to happen, someone has made a
mistake", there's no real testing of that with the
community and there is this sense of, if we create more
laws, or if we create more restrictive laws, we'll be able
to prevent it ever happening again.
Now, this isn't to, of course, suggest that when
things go wrong we should just say, oh, wasn't that a
shame. But we learn from things and, when we reflect on
them not with the expectation that people will have the
gift of prophecy, but whether or not they've taken all
reasonable steps that they can to explore a situation,
understand the options, and put in place what appears to be
the best response to a given situation at that time.
It may down the track not have the outcome that was
hoped for, but not predicting that outcome is not a flaw or
a failing of the person who made a decision, and this
arises in the context of tribunal hearings as well: we
might be being encouraged to make less risk-averse
decisions than we do. We do so knowing that there's no
certainty about what will happen subsequently, so there is
that need to develop honesty and fluency in the community
around risk, so that then we just don't have this knee-jerk
reaction to situations of always looking for the order, or
the law, or the restriction that's going to prevent things
going wrong in the future - that's guaranteed to prevent
things going wrong in the future.
COMMISSIONER McSHERRY:
I don't know if any of the other
panel members have any thoughts about how we can improve
that discussion of honesty that allows then greater choice
in the system from an external perspective?
I don't know, Dr Maylea, if you've got any views on
that but it seems this is an important aspect for us to
consider.
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DR MAYLEA:
Yes, it is tricky, and I think one of the
reasons that governments ask Royal Commissions to look into
these sorts of things is because there may be decisions and
recommendations made that are politically unpopular or that
are inconsistent with public opinion and public
expectations, and I think this is probably just one of
those things where, you know, the experts concur that we
can't predict risk; the shock jocks have no idea what
they're talking about and we probably should ignore them.
And so, yeah, I think it's a really brave decision to
have to make, but I think that's the one that needs to
happen. I think we need to set aside misguided public
expectations and just be really clear on the messaging, I
think. That'd be how I would respond to it. Obviously, I
don't have to make that decision, but yeah.
CHAIR:
Dr Vine, do you want to say something before we go
to Professor Fels?
PROFESSOR VINE:
I know we're really, really short of
time. We've commented a couple of times during this
morning about the invincibility of this, and the sad thing
I think is that there is a bit of a reason for that, and we
sort of know that, unless public debate is very, very, very
carefully managed, then in fact what is stimulated is the
fear and loathing response, not the care and compassion
response.
Victoria has a post sentencing authority now, it has a
growing little community out there at Ararat of people who
have done their - served their time and still we can't sort
of get them back into the community, so I think we need to
be cautious.
Unfortunately, the counter-media, the counter-media of
the dangerous mentally unwell person, is enormously
emotionally powerful and resonates, unfortunately, with
many, many people in the community, and we see the reaction
when someone escapes from Thomas Embling, you know, that's
just out there. We saw Derryn Hinch and, you know, just I've lived through some pretty hideous interviews about
that.
So, I agree we need to find a way, but I would caution
in thinking that it's easy because I don't think it is.
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CHAIR:
Thank you. Professor Fels, have you got a
question you'd like to ask?
COMMISSIONER FELS:
Yeah. Just, could we have a few brief
comments on what should be the role of families and carers
in this? And, what is the actual role, does it match the
best? Maybe of Matthew Carroll.
CHAIR:
I notice that, Dr Vine, you'd like to comment too.
So, Mr Carroll.
MR CARROLL:
There are just some brief observations I'd
offer in relation to the role of carers, and one of the
principles of the Act speaks to the need to involve carers
as far as possible in decision making and in treatment
planning, and I forget the particular provision in this
Act, but there were some adjustments made to
confidentiality provisions that were intended to allow
services to share a little more information with family and
carers than was permitted under the former Act.
The tribunal is required to notify carers - a carer on
the record of any upcoming hearings in relation to the
person that they care for, and that's how we - that's what
triggers our engagement with carers, and in relation to
that I'd note that, despite what the Act envisaged about
better - continuous and sort of normalised involvement of
carers in matters wherever possible, it doesn't happen as
effectively as hoped.
Just on a very pragmatic point, we rely on the
information retained by service - gathered by services so
that we can notify carers of upcoming hearings. We often
can't fulfil our statutory obligation because the data
isn't up-to-date or complete, and so, we fail at the outset
of involving them in our processes. We're one of the last
steps in the process that needs to be notifying them of
things so, if we're not satisfactorily notifying them of
what's happening with the tribunal process, then it appears
that they've not been involved at various points before
that.
The way in which compulsory treatment, as we've
discussed many times this morning, can be seen as a way of
ensuring access to treatment means that carers, I think in
a number of instances and in a number of hearings, feel
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pressured to speak against the preferences of the person
they care for because, whilst they might be confident that
at this present time an order isn't needed, they're
concerned about what might happen down the track should the
person they care for require more intensive support but not
be able to access it as a voluntary patient, and this is
usually based on specific - on lived experience, not just
conjecture.
The other conundrum the tribunal encounters in
relation to the involvement of carers and families - and,
of course, it is complex, it's stating the bleeding obvious
that family dynamics are incredibly complex, but there are
provisions in the Act that allow for information to be
withheld from a patient or a consumer in the lead-up to a
tribunal hearing, and that is most commonly relied upon
where treating teams have had private or confidential
discussions with carers and family.
Now, the tribunal certainly respects the fact that in
some cases this will be absolute, this will be necessary,
but we also observe, I suppose, an over-reliance on it,
where it's perhaps - and look, we have enormous respect for
clinicians and service providers, but it seems that often
it's just that little bit easier to say, let's have a
confidential discussion and we'll keep it off the record
and it won't be heard by anywhere else, than going through
the more difficult and complex process of enabling those
discussions to happen in the open and happening with
everyone.
So, they're the particular things I'd raise in
relation to carers, acknowledging that the tribunal's
interaction with carers is very limited and there'd be much
broader issues that they'd want flagged.
CHAIR:
Thank you. I guess I'm conscious now of the time,
and we are 10 minutes over the commitment that the panel
members gave us, but I think it's been an incredibly rich
conversation, as I've said earlier, that we've had today.
We have chosen to have our panel hearings help us to
grapple with some of the very difficult issues that we
think are there for the future systems design, and can I
really thank you all for the effort that you have put into
assisting us with that task and, Ms Coghlan, for your
leading us through the evidence and the issues that the
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panel members have raised.
And so, on behalf of myself and my fellow
Commissioners and our team, many of whom are here with us
today, I thank you all very much for helping us with this
challenging topic and we'll look forward to thinking harder
about what else we might need to take into account if we
come up with our final position and recommendations.
So, thank you all very much for participating this
morning, and now this afternoon, we'll speak again soon no
doubt. Thank you.
AT 3.12PM THE COMMISSION ADJOURNED
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THE CHAIR:
Welcome to the Commission's panel discussion
on how to promote good mental health for infants and
children.
I'm Penny Armytage, the Chair of the Royal Commission
into Victoria's Mental Health System. I am joined by my
fellow Commissioners: Professor Allan Fels, Dr Alex Cockram,
and Professor Bernadette McSherry.
On behalf of the Commission I acknowledge the
traditional owners of the lands on which we meet and I pay
my respects to their Elders past, present and emerging.
Before we commence, I would like to thank Professor
David Coghill, Professor Harriet Hiscock and Professor
Louise Newman for taking the time to participate in today's
panel. I know a considerable amount of effort has gone
into the development of your witness statements and into
the preparations for today's discussions. We are
particularly mindful of the time you have afforded us in
the context of the current pandemic.
These panels are an opportunity to discuss and contest
ideas in an interactive way. One of the most powerful
aspects of our work so far has been engaging with people in
evidence in an interactive way through avenues such as our
community consultations and our 2019 public hearings.
In our current environment we are continuing to
creatively engage with people to ensure that this is not
lost, particularly with people with lived experience.
Today's discussion will focus on infant and child
mental health, including an examination of current service
responses in both the mental health and broader social
services sectors, along with ideas for reform and examples
of evidence-based and effective practices.
We have chosen to convene a panel on this particular
topic given its complexity, unique challenges and
opportunities, and intersections with areas that extend
beyond the mental health system.
We know that this life stage has considerable bearing
on an individual's opportunity to experience good mental
health throughout their lives but, for a multitude of
reasons, we have also heard that poor mental health in
.23/06/2020
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infants and children may go on unrecognised.
Whilst this may be reflective of service capacity, it
also points to the mental health literacy of parents,
families and people working in universal services, along
with stigma, and a raft of other issues which we will
discuss today.
For those who do seek help, we have been told about
how services often do not meet the needs of infants and
children and their families.
One parent, Erin, reflected on the inpatient unit her
young child, Matthew, was admitted to, saying that:
The inpatient unit felt like a horrible
place and its look made me feel terrible.
As soon as I walked in there I had a
feeling of fear. We felt like there was a
big black box that we were shoved in to be
processed without any consideration about
the individuals involved. Nothing was
tailored about our treatment.
Of course, we know that there are many tireless,
dedicated and kind professionals keeping this system afloat
and seeking to improve, if not at the least, the three
experts of you who are joining us here today.
We will be convening a separate panel on youth mental
health accounting for the different contexts, experiences,
challenges and service responses between infants and child
mental health compared with youth mental health, a theme we
will no doubt explore further today.
I and my fellow Commissioners have read with keen
interest your respective witness statements and it is
evident that you bring a wealth of experience and expertise
to this topic, along with thoughtful and progressive reform
ideas.
Across your statements there are areas of agreement:
broadly, the importance of recognising risk factors early
in an infant and child's life, the integral role of social
services in early identification and intervention, and the
critical role of parents, carers and the broader families.
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But there are also points of difference and I was
interested to read the varying emphases that you put
forward in your reform ideas and the local and
international examples of effective practice you
referenced.
The purpose of today is to contest your ideas,
highlight firm areas of agreement, and expand on areas of
reform you propose in your written witness statements.
I and my fellow Commissioners will largely play a
listening role today and Senior Counsel Assisting, Stephen
O'Meara QC, will facilitate the discussion.
Before I hand over to Stephen to outline the logistics
and parameters of today's panel discussion, I would like to
once again thank you for your time in assisting the
Commission with its deliberations.
Finally, I will leave you with the words of Erin and
her reflections on trying to seek support for her young
son:
We felt hopeless and angry. We could not
believe that this was the best that could
be done. We couldn't believe how
peripheral Matthew seemed to be to the
process. The services just continued doing
their thing regardless of whether or not it
was helping him.
We look forward to a robust and constructive panel
discussion this afternoon. Thank you, Stephen.
MR O'MEARA:

Thank you, Chair.

May I commence by thanking you, Chair, for your
introductory remarks and I'd like to thank the Royal
Commissioners and the Commission staff for identifying the
very important topic, the subject of today's panel
discussion, which is entitled, "Supporting the next
generation through good infant and child mental health."
Today's topic grasps the critical importance of
supporting the mental health of those who are presently
infants and children in order that they and the entire
community may reap the benefits now and into the future.
.23/06/2020
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I should, in broad terms, introduce some of the issues
that are likely to arise for consideration of today's panel
members; namely, the issue of identifying infants and
children at risk of mental illness and the kind of supports
that should be made available to them; the specialist
expertise that may or should be made available to service
providers supporting infants and children, their families
and carers; how the system of mental health and other
social services may be organised so as best to address the
mental health needs of infants and children; whether there
can or should be streaming of care of infants and children
within the system and, if so, how; whether the engagement
of families and carers of infants and children is important
and, if so, how that can be best facilitated; and finally,
the future requirements of the mental health workforce.
I should now briefly introduce our panel members and
commence by thanking them again, and in advance, for their
time, enthusiasm and generosity. Without the contributions
of witnesses and all of today's panel members the work of
the Royal Commission couldn't practically progress.
In no particular order, our first panel member is
Professor Harriet Hiscock. Professor Hiscock qualified as
a paediatrician in 2000, she works at the Royal Children's
Hospital Centre of Community Child Health. She is the
group leader of Health Service at the Murdock Children's
Research Institute. She is currently leading the Centre of
Research Excellence in Childhood Adversity and Mental
Health.
She has many other qualifications which will be
evident in her witness statement which will come to be
posted on the Commission's website in due course. The same
is true for all of our other panel members.
The second of whom is Professor Louise Newman AM.
Professor Newman is a Professor of Psychiatry at the
University of Melbourne and a Practising Perinatal and
Infant Clinician. In 2011, she was made a Member of the
Order of Australia for services to medicine in the fields
of perinatal, child and adolescent and mental health,
education and as an advocate for refugees and asylum
seekers.
Our final panel member is Professor David Coghill.
.23/06/2020
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Professor Coghill trained and practised extensively in the
United Kingdom and it's been our privilege to have had him
here in Australia for the last four years. He is employed
by the University of Melbourne and the Royal Children's
Hospital. He is the Financial Markets Foundation Chair of
Developmental Mental Health in the Departments of
Paediatrics and Psychiatry at the University of Melbourne.
At the Royal Children's Hospital he is a Professor of Child
and Adolescent Psychiatry and a Consultant Psychiatrist at
the Department of Mental Health. And, as if he isn't
involved in enough, he is also involved in research at the
Murdock Children's Research Institute.
On behalf of the Commission, may I extend a warm
welcome to each of our panel members today.
Each of our panel will now confirm that they will be
giving evidence today as if we'd been assembled at a
hearing face-to-face, and I might start first with
Professor Hiscock, if you could confirm that?
PROFESSOR HISCOCK:
MR O'MEARA:

Thank you, and Professor Newman?

PROFESSOR NEWMAN:
MR O'MEARA:

Yes, I confirm.

And, Professor Coghill?

PROFESSOR COGHILL:
MR O'MEARA:

Yes, I confirm that, Stephen.

Yes, I confirm that.

Thank you all.

To deal with, and the Chair's already referred to
areas of identified agreement with you, and to make it
clear for the purposes of this hearing, there was a witness
and panel member conclave some time ago and in the course
of that conclave the three of you broadly agreed and, as
the Chair identified, relatively firmly, upon some
particular observations and principles.
And, I might read them out in order that they are just
established as areas of agreement, and I'll read out a few
of them at a time and then ask one of you to confirm as the
case may be.
The first three are these: that there's been a lack of
.23/06/2020
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overall leadership and strategic thinking to date in
respect of the system of mental health pertaining to
infants and children.
Secondly, that there's been an underinvestment in the
workforce and support for the mental health of infants and
children and such services, as there presently are, tend to
be siloed in the sense that they're insufficiently
integrated with other areas of the system or, for that
matter, outside the mental health system.
In this sense, and this is the third point, there has
to date been insufficient prioritisation given to the
mental health of infants and children, and I might just ask
for the confirmation concerning those three matters from
Professor Hiscock.
PROFESSOR HISCOCK:
upon that.

Yes, I confirm that, that we've agreed

MR O'MEARA:
Then the next group and areas of agreement
are that, fourthly, if you like, that there's presently no
Australian evidence-based guidelines for the prevention and
treatment of mental illness in infants and children. There
are some international guidelines that could be adapted for
the Australian context.
The next is that there's presently a deficiency in the
education and training of the health workforce in respect
to the mental health of infants and children.
The next is that there's a significant actual need for
mental health support to or treatment of infants and
children that's presently poorly served.
The next is that it's necessary to develop and provide
evidence-based care, and the next is that there's a need to
identify and intervene early in the mental health care of
infants and children. And I might ask, perhaps Professor
Newman, if you could confirm those?
PROFESSOR NEWMAN:

Yes, I confirm those.

MR O'MEARA:
Thank you. And lastly, and I'll come to you
for these, Professor Coghill, but the third-last is that
the health, allied health and non-health workforce relating
with infants and children requires specialist support for
.23/06/2020
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the identification and treatment of mental health.
The second-last is that it's necessary to develop
evidence-based guidelines for the prevention and treatment
of mental illness in infants and children, and the final
area of agreement is that, in order for such guidelines to
operate, there must be clinical pathways established for
prevention and treatment, and this time I'll come to you,
Professor Coghill.
PROFESSOR COGHILL:

Yes, I agree, we agreed on these.

MR O'MEARA:
Thank you very much. That brings us then to
the discussion of a number of the issues that were
identified in your very invigorating conclave that I've
referred to earlier.
I might start perhaps with one area that came up
several times in the course of that discussion and that is
what the risk factors that can affect the mental health of
infants and children, and in the context of that there was
reference both to areas of genetics and to social
determinants. In order that we can really establish these
early on, if I could ask Professor Coghill to identify what
those social determinants are that can bear upon infants
and children before we get to who infants and children are.
PROFESSOR COGHILL:
Yeah. There are many factors, many
social determinants of health that really impact not just
on the prevalence but on the severity and the impact of
mental health disorders in infants and children, and in no
particular order I would list these as poverty, living away
from home, so children who are received into care, being
Aboriginal or a Torres Strait Islander, all other forms of
marginalisation, whether it be by culture, ethnicity,
colour, sexuality and/or language; those who are or have
suffered from abuse, neglect or other significant traumas,
those with refugee backgrounds.
And these are the more social side. There are other
factors. Would you like me to go on with those, Stephen?
MR O'MEARA:

Certainly, go for it.

PROFESSOR COGHILL:
Which I see as more constitutional:
intellectual impairment, parental mental health problems,
obviously an environmental factor for the child, but also
.23/06/2020
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an indicator of potential genetic transmission of mental
health problems; physical health problems, a family history
of mental health problems, and having another mental health
disorder yourself increases the likelihood that you will
suffer from a subsequent and other mental health problem.
MR O'MEARA:
Thank you. Accepting that, and I'll take it
that that's broadly an area of agreement between our expert
witnesses today, but that then brings us to an issue of who
infants and children are.
PROFESSOR HISCOCK:
Sorry, I'll just add parenting as
another very important modifiable risk factor. I think
David is caught up in parent mental health but the actual
parenting style as well.
PROFESSOR COGHILL:

I agree.

MR O'MEARA:
Thank you, Professor Hiscock. While I've got
you, can I ask you to address the question of who or what,
if you like, infants and children are because there's
something of a definitional debate. If you can start by
addressing that definitional debate if you might and tell
us whether it really matters.
PROFESSOR HISCOCK:
Sure, and I'm sure Professor Newman
will have expertise here to contribute, but infants would
broadly say from birth to the first year of life, but also
recognising that there are antecedents of infant mental
health that begin in pregnancy between the mother and the
father. So, really up to the first year of life for
infants, and then children certainly goes up to, depending
on your definition, up to the end of primary school as a
very practical definition, maybe 12 or 13 years of age,
although some of our colleagues in youth mental health
would say that adolescence begins at 10 years of age. I
think of infants and children up to the age of 12 years.
MR O'MEARA:
Just before I move from you, Professor
Hiscock, and I'll go to Professor Newman in just a moment,
but what role and what are the significance of
developmental processes in those age ranges that you've
referred to, do they map to what are the developmental
processes and do they map to particular ages or is it -PROFESSOR HISCOCK:
Broadly they do. I mean, obviously
development follows a sequence of an infant's learning to
.23/06/2020
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talk and walk and develop social and emotional regulation,
attachment to primary caregivers is incredibly important
and protective for their mental health.
When we go into the primary school age, think of the
toddlers, the tantrums, all of those things you see, the
extreme shyness and inhibition; so again, an infant's
learning to work out their own autonomy but needs the
caregiver there.
Into primary school age we start to see maybe
different things there, issues with forming and maintaining
relationships, peer relationships, the sort of emergence
clearly or even earlier of autism spectrum disorder,
attention deficit hyperactivity disorder becomes more
pronounced in these age groups. Also these children, their
frontal lobes are developing, focus, concentration,
planning is starting to develop. Self-regulation again is
emerging in these children and that's really then taking
them up into the end of primary school where we certainly
see children in primary school with signs of anxiety and
depression as well as ADHD being the three most common
mental health disorders of this age group.
MR O'MEARA:
So, children would go up to a developmental
period after the age of 12. You're a paediatrician,
paediatricians would treat -PROFESSOR HISCOCK:
MR O'MEARA:

Up to 18 years.

Up to 18.

What's the thinking behind that?

PROFESSOR HISCOCK:
I think it's been traditional more
than anything, that that's how we emerged as a specialty
workforce out of the adult workforce. So, legally you
became an adult at 18, so we provided care up till that
point. That means that paediatricians have a lot of
exposure to adolescent, youth mental health issues and
that's partly behind my - I know we'll come to this later
on - but the streamlining of services by age group.
I think there's a danger that, if we break it up too
much, then we lose that continuity of care for families and
they can disengage with services as they're passed from one
service to the next based on age rather than perhaps these
developmental processes.

.23/06/2020

10

COGHILL/HISCOCK/NEWMAN

Transcript produced by Epiq
388

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

So, does that answer your question?
MR O'MEARA:
That answers my question, thank you very
much. Professor Newman, can I ask you to address the
question of the developmental processes.
PROFESSOR NEWMAN:
Thank you. Look, I think what we've
already touched upon is that there's something
fundamentally problematic about trying to be too definitive
about what age things occur.
From my perspective it's actually very helpful, as
Professor Hiscock was saying, to think more about
developmental changes and processes and what's needed in
specific developmental periods to promote healthy
psychological and social development.
I personally, and this shows us maybe some of the
problems, think that infancy, what I would call an infant,
is someone who's older than 12 months, but in the area of
infant mental health where I work people have different
views: some people say 2 years, 3 years, and some say 4.
If you look at mental health services they're very unclear
as well and there's considerable variation about what
constitutes an infant as opposed to early childhood.
If we move away from that and think about
developmental processes, I think that that's really much
more helpful because we can think then about in utero
development and prenatal risk factors, such as having a
parent who has high levels of stress is a risk factor for
the developing foetus. We know that having parents with
their own mental health problems, substance abuse issues,
women exposed to domestic violence during pregnancy, all
these factors contribute to neurological and ultimate
psychosocial development of that infant in their particular
family context.
If we break it down maybe and think about
developmental processes as those tasks and organisational
things that need to happen during particular periods, I
think it's much more helpful. So, for example, infancy, no
matter when we have an arbitrary cut-off point, is a period
of a child developing neurologically, biologically and
psychosocially some core things that are needed for later
mental health. That's probably, from my perspective, a
very important point when we think about intervention and
.23/06/2020
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prevention and better identification of risk.
So, are there factors contributing to or derailing
that child's progress in terms of developing a sense of who
they are, so a sense of identity, understanding
relationships and how relationships work, beginning to
understand how to regulate their own emotions and behaviour
and so on. All of those things are fundamental in the
first few years of life.
We then see transitions which might be the development
of peer relationships in a slightly older child as
Professor Hiscock mentioned, all very important, and we can
see children in that age, namely the pre-school period,
already showing some signs of difficulty if they've had a
range of risk factors in terms of their functioning.
Developmental processes I think don't just stop in
childhood. So, for many of us it's important to have a
lifespan perspective on what development is. I mean,
fortunately humans get lots of opportunities for
developmental repair even if some things have been
detrimental or difficult early on, so we think about major
challenges.
Adolescence, obviously hugely significant in terms of
forming relationships outside of the immediate family, self
identity, and again, a whole range of challenges for
adolescents and young people merging into young adulthood
and so on.
So we have these very important developmental
challenges and periods as opposed to saying, well, if you
haven't done this by 18, I'm sorry even though I might be
able to help you, you need to move on to another service,
or this rather reductionist argument about, well, if you
turn 11 or 12 depending on definitions, service X won't see
you but service Y will.
And there's a big difference between someone who has
major challenges who may be 12 or 13 in terms of someone
who's 18 or 19 who has very different options.
So, I think in a nutshell that's why I argued for the
importance of having a developmental framework as an
overarching way of thinking about the needs of children,
young people and families as opposed to a siloing or
.23/06/2020
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potential fragmenting of our services and responses by
having artificial distinctions and breaking everything down
into rigid categories.
On the other hand, that being said, I think the
complexity that we all struggle with is that there are some
specific things that a young infant needs and certain
developmental problems that a young infant can have that
not all clinicians are necessarily going to be trained in.
So we still need to look at, even in this
developmental framework, what's actually needed in terms of
skills and understanding to work at different age ranges
with different developmental challenges.
So I don't expect everyone to be able to see, as I do
in my work, a four-week infant and be able to say that that
infant shows some developmental difficulties even at that
very early age, or those parents are struggling in their
capacity to manage and regulate a young baby, for example.
So, there are some specialist sort of skills that are
necessary, but I think what all the child and adolescent
mental health system requires is that developmental
framework.
MR O'MEARA:
Thank you. Before I go to Professor Coghill,
might I just ask Professor Newman, what's the practical
(inaudible) periods that you've identified in terms of how
you go about providing support to clients in those
developmental spaces? Does it impact upon the kind of
supports that they need, does it impact upon the particular
learnings and skills that the workforce who service those
clients might need to have and for that matter the
families? What's the practical consequences that you see.
PROFESSOR NEWMAN:
Well, the practicalities are very
complex because of the complexity and some would say a bit
of a, maybe fragmentation of the system that surrounds
children and families at different stages.
So, for example, I might see women with mental health
problems and other risk factors in pregnancy and, on the
basis of their experiences and the issues facing them I
might be able to raise concerns about them and want to
coordinate better support for them during pregnancy, the
early perinatal period, and then we have a challenge of
.23/06/2020
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looking at follow-up for their infants and so on.
So, a lot of this depends on point of entry into the
system, and parts of the system may vary in terms of their
expertise and understanding. So, for example, in a
maternity setting a focus might be on healthy pregnancy,
have the baby in the best way possible, all of which is
absolutely essential, but there's also a need to look at
the mothers' and families'/parents' psychosocial
functioning, any parenting challenges that they might face,
particularly parents who might have mental health or other
physical health issues or other social risk factors,
because we need to be able to think ahead for the child,
but that might be in some maternity settings not seen as a
priority.
So, I think what we face is these challenges about how
do we prioritise parental functioning, attachment for
between vulnerable parents and families and children,
better engagement with very vulnerable population groups
and vulnerable families who on the whole are not catered
for well, and how do we get these approaches integrated
into a system of care much earlier than we're doing now.
When there are, from my perspective, real
opportunities for better identification of risk
intervention and, importantly, engagement with families who
might have vulnerabilities in a way that makes it easier
for them to accept help and stay with services. So,
services need to be more fundamentally respectful of the
challenges that many people face in parenting,
non-alienating and addressing anxieties which are real
anxieties that some families face, particularly based on
histories of cultural difference, discrimination.
We look at just as one example, there are many
islander and Torres Strait Aboriginal families who might be
very reluctant to engage with some services of early
intervention and support for them as parents which they
might feel really are just taking potentially quite a harsh
view of their capacity with an aim/risk of child removal
and so on. So, I think we need to tackle some of those
particularly difficult issues.
Pragmatically, as your question is alluding to, it's
very difficult to organise that without a major, from my
perspective, re-orientation to clinical services which
.23/06/2020
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fundamentally integrates a preventive and early
intervention model. I use those words, as you're no doubt
aware, quite contested words: I'm meaning early in life
intervention as opposed to later early intervention or
intervention early in the course of illness, all of which
is very important but for this discussion talking about the
earliest intervention that we can do, the earliest
identification of risk, how do we have systems of screening
and identification that do support people who might wish to
discuss vulnerabilities that they have as opposed to making
them feel anxious and alienated by that.
On the whole, there are some examples where that's
done, but it is an attitudinal issue across the workforce
in many ways and thinking about the best possible system
flagging and identification.
And then accessible services which are seen as
engaging parents in a real way with trusted
multidisciplinary workers. So, a lot of work that I
mention in my statement has been about work with other
professional groups who are very important in the lives of
infants and families with young children, such as the
general child health nurses, for example, who I think are a
very valuable resource in terms of thinking about both
identification but also intervention and could be used more
effectively than we have in the past, I would think; a very
valuable resource.
So I think the bigger picture, and I hope that's
clear, is about the challenge of integration, breaking down
silos, and then having clinicians who are wanting to and
willing to engage in that way with vulnerable families who
currently don't fit nicely into particular service blocks
as we have them.
MR O'MEARA:
Yes. Two matters in particular that I'll
just come back to you about in a moment because I'll go to
Professor Coghill about a particular - about the issue of
infants and children immediately, but I'll come back to you
Professor Newman if that's okay about two things you
mentioned, and they are to do with the research concerning
prevention, and we'll open also the issue of screening
about which you've all got views.
So, Professor Coghill, if I can pass to you at this
point on the question of who infants and children are.
.23/06/2020
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You've got experience of how a service has approached that
question in Scotland and you plainly have your own views as
well. What can you tell us about how this is to be
approached or should be approached?
PROFESSOR COGHILL:
My answer, I guess, reflects in some
ways what Professor Hiscock was saying, that traditionally
child and adolescent mental health looks across the age
range from the earliest ages through to at least 18 and
possibly further than that.
I don't have a strong opinion on what is infancy. I
think that Professor Newman's discussion of the
developmental tasks of infancy and the processes that we
have really help us know that it's very difficult to define
anything by actual numbers and age.
What we find in development is that children and young
people develop at very different rates, and one of the
factors that influences that rate of development is the
presence or absence both of mental health problems which
can put a pause if it's an episode of depression, for
example, on development; or neurodevelopmental disorders,
the broader kind of mental health problems like ADHD and
autism.
My experience particularly is kids with ADHD who we
know are much slower to attain some of the developmental
milestones, if one can call them that, and overcome some of
the developmental challenges unless their problems are
recognised and particularly well supported.
The issue of age and services, I think again, is an
incredibly complex one for which there is no real answer.
I think a concrete cut-off saying it's zero to 12 and 12 to
25 is not sensible because I think it puts a lot of
children and adolescents at disadvantage.
We know, for example, that the youth mental health
services aren't very experienced or skilled in managing
neurodevelopmental disorders; they're much more common
practice for both paediatricians and the child part of
child psychiatry and mental health. And so, for example,
to treat someone for ADHD up until the age of 12 and then
hand them over to another service really does that person a
disadvantage, even handing them over later on at 15 and,
because we struggle to find adult services, actually all of
.23/06/2020
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those transitions are problematic for disorders that
continue life long.
However, if you've got services for adolescents that
are especially designed and very effective at managing
severe depression, for example, and you have a younger
child who becomes severely depressed, if it were my child
I'd want them seen by the specialists, I'd want them seen
by the services who have pathways, so I think there are
alternative ways at looking at how we manage development
over time.
I think the last thing that I would say on that is
that development has a different look depending on which
viewpoint you take. I think the advantage that
paediatricians and child and adolescent psychiatrists have
through their training is to be able to look at development
from young through to old.
One of the problems that we have within our youth
mental health services, many of which are actually staffed
by adult psychiatrists who have come down the age scale, is
that they're often looking at development from above. So,
they're looking at it from a perspective of understanding
adults, but looking back at what would or should be
expected in development, and by doing that you miss an
awful lot of the important developmental work that needs to
be done.
And again, we know that many adolescents with mental
health problems really struggle with some of the very basic
tasks that you would have expected by their age for them to
have managed, and the same goes for the children with
neurodevelopmental disorders.
MR O'MEARA:
Thank you. Professor Hiscock, have you got
anything to add to that general topic before I open up the
question of prevention with Professor Newman?
PROFESSOR HISCOCK:
No, look, I think I'm in agreement
with David and we'll get onto it later, I think, about
models of care whereby specialists can help the primary and
secondary care workforces, but I see that as key to
increasing the scope of existing workforces in what they do
in mild-to-moderate illness and then as Dave - Professor
Coghill, sorry, we know each other well - Professor Coghill
was saying is, you know, having those really specialised
.23/06/2020
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services for the more severe end of a specific illness
makes a lot of sense to me.
MR O'MEARA:
Yes, thank you. Professor Newman, what does
the research tell us about whether mental illness can be
prevented.
PROFESSOR NEWMAN:
It tells us a lot and then very little,
to summarise it. It is really obviously a huge problem
that a lot of people and scientific research has been
looking at to really try and see, firstly, if it's
possible, and secondly what we base our preventive science
on.
So the consensus would be that we need to look at what
are the earliest risk factors for mental disorder as we've
been discussing, but also which of those risk factors are
things we can actually intervene in. So, for example,
someone might have a genetic vulnerability to a particular
illness. We're not likely at this current state of
knowledge able to change their genetic vulnerability,
though that might be something in terms of intervention
that happens in the future.
What we do know about early risk factors for mental
disorder, and these have become the main objects of study
for prevention, are things like the quality of the child's
care taking relationships, so essentially their attachment
relationships, the broad social factors, the significance
as a risk factor of early trauma, abuse and maltreatment,
however we define that, and particularly what protective
factors there might be; so, are there other people in that
child's environment who might be supportive carers, what's
the service response and so on.
So the science has focused in terms of early infancy,
however we define it, infancy and early childhood, on this
idea of really boosting protective factors in terms of
supporting children in their psychosocial development and
brain development, often through attachment-based
interventions, but also having actual programs which are
aimed at reducing risk, particularly severe risk like child
abuse and neglect.
Now, child abuse and neglect are one of those areas
that are highly, it seems to me, always puzzling but it
remains a contested area as to who does that work in child
.23/06/2020
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abuse and neglect, despite the fact that we know that it's
a significant factor in producing and being associated with
the entire range of mental disorders diagnostically down
the lifespan. It is a huge risk factor and on that basis
should be one of the things that is a focus for services.
However, in my experience there are some mental health
services who say, well, that's a matter for Child
Protection Services solely and is not a mental health
issue. That's a good example of what I mean by a breakdown
of a developmental understanding and this siloing and
fragmentation of approach.
So, a lot of the work that I've been involved with,
and others, has really focused on how can we support the
development of attachment relationships, how do we support
vulnerable carers with a range of risk factors themselves,
how do we reduce rates of child abuse and neglect, as well
as the basic science work that's gone on about how
significant high levels of stress and trauma are in terms
of child development at a neurological and biological
level.
The challenge is, how do we have actual support within
systems and funding bodies for the implementation of these
sorts of programs? There's, you know, a reasonable amount
of clinical practice and some research about particular
programs that might be effective in improving those early
parameters of development; that's really difficult to get
funding for, but there is some very good work there.
The issue is, how do we get that translated into
service models. And, there have been various attempts to
do that over the years, but on the whole what's very
concerning I think is that we don't have an overall
strategy and coordinated response to the prevention of some
of the major risk factors that we know about.
We tend to maybe wait. Trauma is a very good example:
we know that early child abuse and trauma is associated
with a range of disorders, but particularly some adolescent
presentations who might not go into a trauma-informed
service; they might go to another service, and some youth
services vary, but some are not particularly trauma aware.
They might make other diagnoses, don't take a trauma focus
in terms of intervention, so in a sense a missed
opportunity for really stopping a developmental pathway to
.23/06/2020

19

COGHILL/HISCOCK/NEWMAN

Transcript produced by Epiq
397

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

enduring disorder.
The corollary of that is that we also see adults who
are survivors of very severe maltreatment and trauma in
infancy, largely women, who move between different aspects
of the mental health system who have not had opportunities
often for any trauma-focused intervention let alone
prevention. And we know in some cultural groups that
that's a major issue.
We then, in maternity services and related services,
will see that transgenerational impact where people who
have themselves experienced high levels of early adversity
in their own infancy and childhood attempt to parent the
next generation, and that in itself is a major public
health and social issue.
So, I'm using those examples really to make the point,
I think, that prevention - there are lots of preventive
opportunities. We have some basic understanding of the
science, we need a lot more research, support to actually
look at intervention programs.
I particularly advocate for those early parenting
programs for very vulnerable parents and population groups,
where we know there are risks for that transgenerational
transmission of trauma and adversity on the next
generation. And with the hope, I guess at the moment, with
the hope that we would institute that on a system-wide
basis, we might actually be able to intervene in a
preventative way in rates of childhood disorders, but
importantly lifespan trauma-related conditions.
So I think there is a gap between what we know and
what we do, which is a source of I think anxiety for those
of us who are working in that field. I think the science
is emerging, it's actually - maybe not in the terms of
longitudinal follow up studies, it's very difficult to get
funding for some of the longitudinal studies, but at least
in terms of shorter term intervention, that we can actually
improve infant developmental outcomes, parenting quality,
even for vulnerable parents, and engage them. I think very
appropriately, we need to focus on families' experiences of
coming to mental health and parenting services, but until
we get that integration it's going to be very difficult.
MR O'MEARA:
.23/06/2020
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about care relationships which you referred to in the
course of your answer.
One feature of our community is that there's now a lot
of non-traditional family arrangements; is that an area or what does the research tell us about whether that's an
area of vulnerability? You've identified some other areas
of vulnerability, but is that something that needs to be
approached in any different way in parenting programs for
that matter by our clinicians once it gets into a clinical
setting?
PROFESSOR NEWMAN:
Yes, depending - look, I think it's a
hugely important issue, one that is about obviously
equality in terms of access to support and services and
non-discrimination on the basis of whatever diversity
issues we're looking at.
In some hospitals, particularly in maternity settings,
that's still a problematic issue in some ways, some of it
might be on a clinician level, but the principles of what
children need for healthy development and prevention of
mental disorder and emotional problems is essentially to
support whoever's in a care taking relationship with that
child in terms of, from very early on that face-to-face
interaction, who helps that child, who supports that child.
So, parenting programs that I developed, we have had a
variety of carers who come to our programs; some are not
biologically related to the child in any sense, some are
other family members. That varies with culture, we have
same sex relationships, we have some very - you know,
non-traditional family configurations, and we have
consciously decided that it's very important that services
offer that.
There was some anxiety among some ethics committees
that maybe some others in traditional relationships may
find that difficult. I haven't found that to be an issue,
I think that's an attitudinal issue. I've found that most
people unite and share the common challenges of early
parenting and so on and want to be there to care for their
children.
The same applies to cultural diversity. I think there
is some logistic issues you have to be careful of, so if
I - I learned the hard way by working with some African
.23/06/2020
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communities where I said, "Please, whoever's involved in
the care of this child please come to this particular
meeting", and I had about 15 people arrive because, for
them, all of these people were very important, which was
marvellous to see, but it makes, you know, with room sizes
and current issues it was very, very difficult.
So, I think there's some practicalities but I think
it's absolutely important that we break down this notion
that the - usually the mother - that the biological parent
has the sole right to treatment.
MR O'MEARA:
Thank you. I think all of our theatres and
stadiums are empty at the moment, so you might find it
easier.
I tempted you by saying that I was going to ask you
about the question of screening, but I might go to
Professor Hiscock about that and come back to you, if
that's okay.
Professor Hiscock, Professor Newman's referred to one
form of intervention which is via early parenting programs
and that would be - and I said I'd come back to her and I
will - but that would be administered by clinicians and
professionals who are already administering that kind of
program.
Another area which is covered in the statements of
each of you is the value of intervening or knowing whether
to intervene via use of screening. Can I ask you to
introduce that topic and ask you to tell us what the
pitfalls or, for that matter, benefits of screening are
from your perspective?
PROFESSOR HISCOCK:
Sure. So, the idea of screening
really comes out of physical health conditions rather than
mental health conditions, and I prefer the idea of
surveillance rather than screening.
So, the screening says you've got a really good single
or very brief measure that you can ask a series of
questions to families about their child or make
observations and on the basis of that you say the child is
or is not at risk of developing a mental health problem.
So, you've got to have a good measure that does that
reliably and doesn't give you a whole lot of what we call
.23/06/2020

22

COGHILL/HISCOCK/NEWMAN

Transcript produced by Epiq
400

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

false positives so that unnecessary stress happens for the
family or unnecessary resources which has a cost to them
are put into that family, or what we call false negatives,
saying, no, no, this child's actually okay, but actually
down the track they turn out not to be okay. So, you've
got to have a good measure and I don't think we've got a
really good measure in infants and young children to really
reliably do that at a single point in time.
Things change over time. So, whatever you do, you
can't just do it once and say, that's it I've sorted out
that family; you have to think about ongoing surveillance.
Then of course, you have to have the resources
available to be able to meet the needs of whatever you
find. So, the worst you can do is turn up a number of
issues and problems and not be able to address them and
say, "Sorry, we've identified that, but we can't meet your
needs for another 12 months because our waiting list is
12 months."
So, the Wilson and Jungner criteria, you know,
developed back in 1968, the year of my birth, and there's
criteria around when to screen and what you need to have in
place and they're some of the things. You've also got to
know the natural history of the underlying condition for
which you're screening.
So I think we should have, rather than screening, as
you know, one measure at a point in time, we should think
about ongoing surveillance of the mental health and
wellbeing of infants and children, and that can be done
through the sting workforces like maternity and child
health nurses and GPs and teachers and early childhood
educators. And there should be some warning signs that
then say, okay, we think this family may need some more
help, we need to ask them, do they want that extra help,
and then we need to have clearly identified pathways for
them to get care and support.
When Professor Newman was talking about parenting
programs which are so important, what we don't do though is
really - by and large a lot of the time those services
don't reach the lower socio-economic vulnerable families,
and I know my colleagues in New South Wales, instead of
waiting for families to come into their centres, they go
out and do supported play groups and they build into those
.23/06/2020
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supported play groups assessments, they work out which kids
they're worried about and they start to deliver the
parenting interventions by going out into the population
rather than expecting the population to come in to us.
So, I think the concept of ongoing surveillance is a
great one. We've got the strengths and difficulties
questionnaire already embedded into primary school for
Government schools in Australia, but only at school entry,
in prep. Can we be doing something before that, and can we
be doing something throughout the primary school life: not
just have it at prep and go, right that kid is done and
dusted until high school, which is often not the case.
MR O'MEARA:
Thank you. Professor Coghill, are there
difficulties relating to stigma or trust, or any other
difficulties that are provoked by the screening question
or, for that matter, the application of diagnoses to very
young children?
PROFESSOR COGHILL:
Oh, that's a big question. Yes,
there are. Stigma is a huge issue within mental health,
but no less an issue within infant and child mental health
than it is across the board.
When we look at public surveys about mental illness we
see still high levels within our community, not just of
stigma, but of fear and misunderstanding. The RCH Child
Health Poll looking at child and adolescent mental health
showed us that the mental health literacy of parents is
still very poor and a lot of misconceptions and
misunderstandings there.
But our experience has been that it's not only at the
individual and population level, but there's still a lot of
stigma within health itself: within social work, within
education, and again, based often on misunderstandings and
misperceptions.
In my evidence, I cited an example which, as I said
there, unfortunately wasn't an isolated example of an
Ethics Committee asking us to take out the words "you're
child may be suffering from a mental health problem"
because it was felt that those words may cause fear, panic
and feelings of stigmatisation in the parents that we were
asking.
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What was important about this situation was that these
were families who had sought and already been accepted for
mental health care for their child, and these kind of
institutional aspects of stigmatisation are something that
come up very frequently.
What we do know about screening and screening
questionnaires is that asking the question, "Do you have
thoughts of harming yourself? Do you have worries? Has
your mood been low?", these kind of questions don't induce
problems. So, asking someone, for example, and it may be
the most extreme but "Have you been feeling suicidal?",
doesn't increase the risk that that person either will feel
suicidal or will act with a suicidal behaviour.
So, screening and asking the questions isn't the
issue. Professor Hiscock has really hit the nail on the
head: the problem isn't so much what we call specificity.
We have screening questionnaires that are quite specific
and pick up most cases, but they're also not - sorry,
sensitive and pick up most cases, but they're not specific
in the term that they often also pick up a lot of false
negatives, and that causes problems not just with
over-diagnosis but the potential treatment of children if
the subsequent assessment isn't actually of a high quality
and relies on the answers to the screening question to say,
ah, yes, we've got a case of depression or ADHD or anxiety,
then actually treating for something that isn't there or
treating the wrong problems.
Actually the best screens that we have are knowing the
right questions. We know that we can assess accurately,
sensitively and specifically childhood mental health
problems by asking the right diagnostic questions, the
right assessment questions, and the best people to do
screening are those people who see the child. And I think
here's an education perspective for us, that all of those
who are in constant - sorry, who are commonly in contact
with children should know how to ask these questions: they
should know what to look for from the behaviours, but the
behaviours on their own aren't often enough to let us know
whether something is a problem; they should increase their
sensitivity that there might be a problem, but then knowing
how to ask the questions.
And Professor Hiscock and I often debate this, about
whether people have time to ask those questions, whether
.23/06/2020

25

COGHILL/HISCOCK/NEWMAN

Transcript produced by Epiq
403

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

people are given time to ask those questions, and I think
that depends on how important you see it as identifying
these types of very disabling mental health difficulties
that people have.
We ask a lot of other questions, we do a lot of
physical examinations when we see children within the
health setting, social workers and educationalists ask an
awful lot of questions, but making sure that we know and
that we can actually take time to understand whether
someone has a mental health problem is actually the best
screening, as well as, before that, screening for the risk
factors; those social determinants of health that we've
talked about are things that we can all recognise and put
someone in a higher risk category where we've got to be a
bit more sensitive, where we've got to open our eyes a bit
more to actually check whether or not someone's suffering
from a mental health problem.
MR O'MEARA:

Could - I'm sorry.

PROFESSOR NEWMAN:
If I may, about the issues of the very
young, where making a diagnosis of a baby or a young infant
is inherently problematic, and it's not as easy to define
disorder. I certainly do not use the language of "mental
illness" about someone who's a month old or a baby
(inaudible).
PROFESSOR COGHILL:
Certainly I agree with you, Professor
Newman, but you also know the right questions to ask to
know whether there's a high possibility or probability, and
I'm sure when you work with the mental - sorry, with the
maternal and child health nurses, they also learn that
language, they learn how to recognise, not just from the
questions - an infant can't answer questions from you - but
to be able to look with a trained eye and a trained ear at
the signs that it's likely that someone has a mental health
problem. If I said "disorder" I apologise, but problems
that are associated with mental health.
So, I think that it is possible - if it wasn't
possible we'd all be really struggling - but actually the
literacy isn't out there, the understanding isn't out there
amongst all of those. I think it's getting better in some
settings but not in all to ask those right questions, be
they verbal questions or be they questions of looking and
observing.
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So, I wasn't meaning diagnose, I mean identifying
those who are at high risk who need to come and see someone
like yourself, need to come and see Professor Hiscock, need
to come and see me or other mental health specialists.
PROFESSOR NEWMAN:
So in our approaching infant work is
precisely that, that we look at - we describe more
developmental difficulties and developmental risk, and the
ways of questioning around that and screening around that
can be quite specific and very useful.
So, for example, we do screening for particularly
maternal psychological problems like depression in
pregnancy. So, someone who's going into a maternity
service will actually be screened for depression and
anxiety, domestic violence, and their history of mental
health problems at their first booking in visit in many
hospitals currently in Victoria, which is very important,
and immediately helps us to be alert to those who might
have problems in parenting or the infant might have
problems in terms of their development.
The skills that David mentioned I think are very
important: observational skills, so maternal child health
nurses have excellent observational skills and can pick
quite accurately quite early signs that there may be
developmental problems for that child, and they're using
routine screening, so I think all those approaches are very
helpful in that whole idea of alerting us to those who are
already at an early age showing developmental problems and
problems in emotional and psychological development that
can develop into mental disorder.
PROFESSOR COGHILL:
The one other thing I would like to
say, if I can is, I have a difficulty with we shouldn't
identify things unless we've got the capacity to manage
them immediately.
I think that we have treatments that are effective for
mental health problems; we don't always have the capacity
and sometimes at the moment people need to wait.
I'm uncomfortable though with, in a sense,
deliberately not looking for something because I'm worried
that the capacity isn't there. I acknowledge that that may
be controversial to a degree, but I think that what we need
.23/06/2020
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to do is, by increasing our recognition - and let's not be
under any misunderstanding, mental health problems in
infancy, children and adolescents in Australia are
under-recognised, under-diagnosed and under-treated, but I
don't think we can be complacent about that just because
our services struggle.
I think opportunities like this - that the
Commissioners are looking at how we can reform, how we can
remodel, how we can bolster our services - we need to be
truly aware of what the capacity needs are. And, it's not
just about extra funding, it's about being smarter with the
way that we use our resources, it's about being smarter
about the ways that we work together.
But I think that the argument that we have a capacity
issue, therefore, we shouldn't look to uncover again these
very disabling conditions, problems and disorders that our
children and young people have.
MR O'MEARA:
Thank you. Can I ask a follow-up question,
Professor Coghill which is, you've referred to, well, if
you go looking for something you might find it and, if you
find it, you might have to do something. You've said that
there are interventions that work and you've alluded to the
possibility that you might be able to use the features of
the system that you already have to address them. Can you
expand upon that a little bit further to say and give us or the Commissioners the benefit of your ideas about how
the system could better be organised to respond to the kind
of information that screening might reveal?
PROFESSOR COGHILL:
Yeah. I think it was acknowledged at
the very beginning that one of the things that we in
Victoria and across Australia suffer from in this area is
that siloing and fragmentation of services. That leads to
a lot of duplication, it leads to a lot of extra work being
done, people being reassessed by several different
clinicians in several different services to have their
problems managed.
We also have a lot of clinicians who are working in
isolation. So, many of our private clinicians, be they
medical or psychology or allied health, work independently
and therefore can't make use of the multidisciplinary team,
and actually as a multidisciplinary team within child and
adolescent health with the flexibility to use team members
.23/06/2020
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together and separately to play to their skills is
something I think that's very important.
We know that most children with mental health problems
don't get seen, but also, we know that those that are seen
under MBS, for example, often receive quite transient care.
So, only a very small proportion of those with mental
health problems who are seen within the MBS funded sector
actually receive what we could consider to be minimally
adequate treatment, a paper that Professor Hiscock and I
have just recently published on that.
But also, if we look at the publicly funded specialist
mental health services, they see a large number of
children; it was just under 12,000 in the 2017/18 year.
And, unlike the MBS funded services, those 12,000 children
were seen on average 30 times each. Now, that's a huge
amount of time that's been spent, and what I see when I
work within a publicly funded mental health service is, a
lot of that time was spent on case management, on
supporting the social and educational needs of those
children, rather than actually providing specific
evidence-based therapies.
And, where evidence-based therapies are provided, then
again we often don't measure outcomes: we're not clear, we
don't have both an evidence-based and a measurement-based
culture that's been very clearly demonstrated across health
including in mental health and in our own work in Scotland
within child and adolescent mental health services,
actually reducing the number of contacts that you need to
have with an individual, whilst optimising and improving
the outcomes. So, there are a lot of missed opportunities
in the ways that we currently work.
I think a key will be bringing together the paediatric
workforce who carry out a lot of the mental health work at
the moment and the specialist child and adolescent mental
health work, and I'm talking specifically here about
children; the same could be said for adolescents. I
wouldn't want to comment on how best to organise infant
mental health care, Professor Newman understands that much
better than me.
I think the way that Professor Hiscock and I differ on
how we deliver more integrated services is, my experience
is that bringing paediatricians, bringing allied health
.23/06/2020
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professionals and actually bringing in primary care and
others from the community, bringing them into the child and
adolescent specialist mental space - not subsuming them,
but joining them together with that as a focus is something
that can provide more efficient care.
I think Professor Hiscock has a different view that
I'm sure, whilst we have very similar ideas on the need to
integrate, slightly different views on how that should be
done.
But my view of an infant and child mental health hub
would be one that actually conducts the work that's
currently carried out within the CAMHS and CYMHS services,
but also brings the paediatricians into the tent, into the
workforce, and probably primary health as well.
I think the one problem with all of this, and this is
really, I guess, a governmental issue both at the state and
Commonwealth Government, is how this is funded. Because
currently mental health services and paediatric services
are funded by completely different streams with completely
different emphasis, so bringing them together needs reform
not only in the way that we deliver services, but the way
that we reimburse services.
I think these are incredibly complex issues, I don't
think we can solve them in an afternoon, and my suggestion,
which we may come back to, for a collaborative centre for
infant and child mental health, similar to the one that the
Commissioners are proposing for adults, similar to what we
have in Orygen Youth Health, is where we need to develop
and test these ideas out, and then we need to be able
disseminate them, evaluate them and bring them out into the
community.
So, I think it's a very, very complex question.
Obviously, I could talk all afternoon on this, but we need
to share the discussion around.
MR O'MEARA:
Thank you very much, Professor. You wouldn't
be able to do that because, if you did that, you'd be
making the same mistake that I made last time we had a
panel where I got so overexcited we forgot to take a break,
so we won't be doing that today because that got me into a
lot of trouble.
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But, before we take our break, why don't I let you,
Professor Hiscock, identify the areas of discussion and
disagreement that there have been between you and Professor
Coghill, because we've been so tempted by his
identification of the fact that you have slightly different
views.
PROFESSOR HISCOCK:
I don't think it's an either/or. So,
I agree with a lot of what Dave is saying. At the moment
only 10 per cent of children with - according to the Young
Minds Matter survey who met diagnostic criteria for a
mental health problem between the age of 4 and 17 years get
a CAMHS service. So, the remaining 90 per cent are seen by
the GP, the school counsellor, the paediatrician or the
psychologist.
So, I am very interested in different models and I
think Dave said we need to develop and test them, because
we don't have the evidence, we don't know the answer.
There may be a model which brings paediatricians and GPs
into CAMHS. That may sit alongside a model where we say,
we can't bring everyone into CAMHS because we simply don't
have the capacity, so how else do we support our GPs, our
maternal and child health nurses, our often private
practice psychologists and private practice paediatricians
who are doing the bulk of mental health care for children
certainly, and for infants a lot of it, how do we support
them to do evidence-based care and care that we know can
make a difference?
And that's, I'm sure we'll talk about after the break,
things like telementoring. You know, we've all shifted to
telehealth with COVID-19 spectacularly well - not perfectly
for everything - but how do we get disciplines together in
a telementoring sort of Project Echo-type model, and I'm
thinking of bringing in social care and CRE and childhood
adversity in Wyndham; and in Marrickville we're going to
have GPs, maternal and child health nurses, paediatricians,
psychologists, social workers, financial counsellors and a
lawyer all in the same place, and we're going to look at
monthly telementoring support together; with that
telementoring actually being available to the childcare
centres around the centre, the antenatal, you know,
Werribee-Mercy Hospital, also to the school, so really
multidisciplinary telementoring.
And the Massachusetts Child Psychiatry Access Program
.23/06/2020
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is another model that, you know, we don't know if it could
work in Victoria, but we need to bring these models, we
need to adapt them and we need to test them, we need to
look at their effectiveness and their cost-effectiveness.
So, it's not an either/or but I think there are
different ways to approach this problem, but we've got to
change what we're currently doing because, as Professor
Coghill said, most children under the age of 12 we have
shown do not get any care and, even if they do get care, it
would not be considered minimally adequate treatment based
on current best practice to change their mental health
trajectories.
MR O'MEARA:
That's a good way to give us momentum for the
next five or so minutes while everybody catches their
breath and, subject to anything the Chair might say, why
don't I let you all have five minutes and I'll see you
then.
PROFESSOR NEWMAN:

Thank you.

PROFESSOR HISCOCK:

Thanks.

SHORT ADJOURNMENT
MR O'MEARA:
Welcome back everyone, I think nearly
everyone is back. Yes, I can see a hand.
THE CHAIR:
here.

Yes, let's start going I think, we're all

MR O'MEARA:
Alright, thank you. Professor Hiscock, you
spoke so eloquently about your Wyndham project, and you
referred in various ways to the improvement of mental
health literacy in various people in the health and
non-health disciplines, I thought I might recompense by
asking you to speak a little further on that topic, both
about your Wyndham project and about steps that can be
taken to improve mental health literacy which might be at
the heart of the kind of where you're heading on this
topic, and then I'll ask Professor Newman about the same
issue.
PROFESSOR HISCOCK:
Sure. So, the project in Wyndham is
part of a Centre for Research Excellence in Childhood
Adversity and Mental Health, it's half funded by Beyond
.23/06/2020
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Blue and half funded by the National Health and Medical
Research Council. Five year project, we're in year two.
Year one has actually been lead by Professor Tony Jorm
from Melbourne Uni and he's done an evidence synthesis of
what are the impacts of the various adverse childhood
experiences on children's anxiety, depression and suicide
risk, so he's actually quantified that.
And what's of interest I think to this panel is that
there's a variety of adverse - ACEs - adverse child
experiences, and none of them have a particularly worse
outcome, they're all equally bad for children in terms of
longer term mental health.
So, for example, physical abuse or sexual abuse is no
worse than neglect, so I think that's important when we
think about where we put resources.
He's now also done an evidence review of what works to
mitigate the effect of adverse childhood experiences on
children's mental health and there's 24 broad areas of
intervention, ranging from things that we've talked about
like parenting, things that build resilience in families,
peer to peer support, social support, housing support,
finance support, so all those really broad determinants
that we talked about.
What we're doing with that evidence now is, we're
taking it to experts across the country but also to
families experiencing these issues in Wyndham and to the
clinicians to say, that's what the evidence says but what
could work in your context.
Over the remainder of this year we're going to develop
the model of care that we're going to test at Wyndham to
integrate health, social and education sectors to deliver
evidence-based care to try and mitigate the effects of
adversity and we're going to explore how best to detect
adversity in those families either through a screening
process or less of a formal tick box screen which is a lot
of what happens in the US, because there are those concerns
we've talked about with screening. Then we'll be
evaluating next year what are the outcomes of this model of
care on children's mental health, the family's mental
health, quality of life and what are the cost-effectiveness
of the model as well.
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We're also working with Health Justice Australia to
put a lawyer into those settings who will actually help
families with all the social determinants we've talked
about ranging from finance, housing and employment, to more
specific matters like family violence.
So, that's this area in childhood adversity and my
colleague, John Eastwood, is doing a similar model in
parallel in Marrickville in New South Wales, so we'll have
two sites from which to draw upon. And underpinning that
work we're looking at a framework for sustainability and
policy change, what needs to happen should this be
effective in terms of scaling this up, and we've chosen
community health centres deliberately because that's a
model of care that's available across Australia, it's not
state-specific or local government area-specific.
We're just in conversations now with Wyndham looking
at having a wellbeing coordinator who will have a role of
social prescribing for families as well as care navigation
for the families experiencing more complexity and severity
around their life circumstances and their child's mental
health and wellbeing.
So that's a bit of a watch this space and it's very
exciting and I can see it as a model for having child and
family hubs in the community, but as Professor Coghill
talked about, the funding of that's going to be really
interesting because a lot of the medical services there
would currently be funded through the GPs and
paediatricians by Medicare, whereas we have funding for a
CAMHS psychologist to come out and support case-based
discussions, telementoring, secondary consultation model
for the GPs, paediatricians and they're funded by the State
Government.
So, is that enough on the Wyndham model?
MR O'MEARA:

Yes, absolutely.

Go on.

PROFESSOR HISCOCK:
And then the next question was around
mental health literacy.
MR O'MEARA:

Literacy, yeah.

PROFESSOR HISCOCK:
.23/06/2020
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alluded to, we know from the child mental health poll which
was 2,000 parents across Australia, that only a third of
parents said they could recognise when their child had a
mental health problem, two-thirds couldn't.
The interviews we've done with GPs last year about the
mental health system, they said we have real problems
knowing when a child's got a mental health problem or not
and knowing when to refer and when not to refer.
I know there is some work being done through Be You,
which is funded by the Federal Government, to develop
online training models and resources for early childhood
educators and teachers and GPs in this space. I think the
challenge will be getting them to take up those resources
and use them.
I also know that Mental Health First Aid, which is
borne out of Melbourne Uni, is now an international form of
training that's being delivered, they are now developing
mental health aid for primary school children and I'm
sitting on their advisory committee for that. So that's an
opportunity as well to better support teachers and
healthcare professionals in particular, not the mental
health care professionals, but everyone from the - you
know, the paediatrician or the GP in private land, to the
second year registrar in endocrinology at the Monash
Children's Hospital, whatever it might be, giving them some
basic mental health first aid training so they can
recognise the early signs of mental health problems in
children and know how to respond in the first instance.
So, they're going through the very rigorous process of
developing a mental health first aid course for primary
school-aged children.
MR O'MEARA:
Thank you. Professor Newman, one area or one
discipline that Professor Hiscock didn't refer to but
you've referred to this area specifically and several times
is maternal and child health nurses. What about mental
health literacy support for those professionals,
particularly when it comes to infants?
PROFESSOR NEWMAN:
MR O'MEARA:
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PROFESSOR NEWMAN:
A very important workforce. I'm
interested in very similar ideas about integrated
multi-professional, multi-multidisciplinary hubs,
one-stop-shop models for vulnerable families to improve
access and equity of service.
So, I have some funding, philanthropic funding, from
Helen Macpherson Smith, to be running a trial of our
program, which is Melbourne University and Deakin
University called BEAR, as in teddy bear, building early
attachment and resilience which is an infant early
parenting approach for high risk, so-called high risk
families as opposed to generic parenting support, so that
covers parents with mental health issues, stressed
relationships and a lot of significant vulnerability.
The idea is, in the same way that Professor Hiscock
was talking about with her model, of trying to integrate
across primary care, paediatrics where that's necessary,
and a lot of our work is using maternal child health nurses
who have got that sort of, obviously, expertise in infant
observation who go into families and homes anyway, who are
a very trusted workforce and I think that's very important
for families, and the focus is on engaging these families
around being the best parents they can, promoting infant
development.
So we're trialling that as a model in Bendigo, Barwon
Health in Geelong in some very high risk demographic areas
like Corio where there are very high rates of quite
socially excluded families and a lot of drug and alcohol
issues and other social problems, very high rates of child
protection concerns in an area like that and high rates of
mental health problems, so a nice coalescence of all the
things we're talking about.
And we're also going to Mornington Peninsula, where
the services for the very young are largely run by maternal
child health nurses, very limited other services, and the
idea really is to build up capacity into these areas.
I absolutely agree with the point that Harriet made
earlier, that we don't want families with young babies to
have to feel like they have to keep coming back to a
hospital in a major metropolitan centre or a large town for
services which they should be able to access quickly and
effectively and in a better coordinated way in their area.
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We're also looking at these models of now using
telehealth obviously to provide supervision and support and
consultancy for (indistinct) in these areas, and we've
rapidly, because of necessity but it has worked, been
running our particular programs around early parenting
using Zoom, which has been surprisingly effective as
opposed to having people who are very isolated, have no
service; I think that's - and we're evaluating that with
some other funding.
I think what's important is that we evaluate these
Models. We also have to cost them and look at the
potential for upscaling these sorts of interventions.
But I absolutely agree that the principles are about
improving access, acceptability, but also training and
involving a range of service providers who need to be there
for families.
Now, maternal child health nursing as a group in some
of the Bear centres which I visited now in all of these
areas before lockdown have actually been doing remarkable
work in terms of coordinating care for vulnerable families
to the extent of having clothing available for those with you know, who have basic needs, clothing; food collection
for some of those who run low on food, some of the basics
of care with other local organisations and have seen
themselves as offering that kind of coordination.
So often solo parents or very vulnerable parents or
parents with mental illness will actually go there
preferentially to other services, and in the absence of
having mental health services, let alone child and
adolescent mental health services, it's been absolutely
Imperative. Mornington is a good example of that sort of
provision.
Somewhere like Barwon Health is obviously better
resourced but paediatricians there are very interested,
they have a neurodevelopmental clinic for some of the very
vulnerable infants and children of having a linked model of
early parenting support.
And I think it's a creative process really in some
ways at this stage of bringing together these sorts of
elements. I think the very important issue is how we
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evaluate and what sort of outcomes are we going to look at
developmentally in the very young and we engage in programs
and in parents and parents' capacity to deal with sometimes
the challenges of parenting and their own stress and so on
and that's what we're doing at the moment. Unfortunately
because of the pandemic things have been slowed down a bit
but we're hopeful that we'll be doing more via distance in
that sphere, so similar sort of models.
MR O'MEARA:
Thank you. Professor Coghill, I think you
led the charge into the concept of discussing hubs, which
is a welcome one because it's a big topic. You have some
experience of hubs, but you've also spoken in your
statement of the importance of clinical guidelines and
pathways and, for that matter, some of your experience in
hubs has been, for example, to look at in a different way
or treat in a streamed way children presenting with
internalising disorders as opposed to externalising
disorders and so on.
I'm raising there several different facets of this
area of discourse, but I wonder if you could speak first to
what you observed in services on Tayside, and also to your
ideas concerning clinical guidelines and how hubs would
function in Victoria and, for that matter, relate to the
CAMHS and CYMHS services.
PROFESSOR COGHILL:
I think, the first thing I'd like to
say in that, is that, I agree with all of the discussion
we've had on prevention, but it is very important to
recognise that even with the best prevention there are
still going to be mental health problems in children.
One statistic that we often don't hear: we often hear
about three-quarters of mental health disorders that adults
suffer starting in adolescence; we often don't hear that
50 per cent of those started in childhood, so before the
age of 14. So, we need preventative work but we also
need - and that's really where I'll focus in this answer we need to be able to assess and treat those who present
with existing and continuing mental health disorders.
It's timely actually that you ask this question,
because Professor Newman was talking about the maternal and
child health nurses, and one of the biggest differences I
found when I moved from the UK, or from Scotland to
Victoria, was that in our service in Scotland, our CAMHS
.23/06/2020
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service in Scotland, an awful lot - I would go as far as
saying most of the frontline face-to-face work was actually
conducted by nurses. We had a combination of mental health
nurses and paediatric nurses that worked with us, and it
was absolutely fascinating to see how this developed over
time.
What we found was that, when we were trying to
implement evidence-based care - and we had evidence-based
protocols and I'll come back to them - it was the nurses,
not the doctors that actually implemented them very
efficiently.
So, you asked them to follow a plan and they followed
that plan, but they didn't follow it slavishly; they didn't
follow it with a sort of blind, I'm just going to do this
and that's my job and I'm finished. They followed it with
sensitivity, and they followed it up by saying, "I've done
the bit that I need to do, I've asked you the important
questions from my perspective, but is there anything else?
What are the other things that are troubling you?" They
did that and cared about the answers, so we got very
holistic care by including nurses.
I think there's been probably both a funding reason
why that hasn't happened in Australia, but possibly also a
structural reason, that nurses haven't been part of
services as they've moved forward. So, that's one thing
that I experienced.
The other was that we had, as I've suggested in my
submission in my evidence, we had a lot of
cross-pollination between paediatrics, primary care and
child and adolescent mental health specialists; with GPs,
we call them gypsies, GPs with special interest choosing to
spend time in the CAMHS service, learning how to assess,
how to manage more accurately the types of problems that we
see, and then going back out into their general practice.
They would maybe come one day a week and work in the
practice for the other four. Then going out and not just
practising what they learnt, but also training up the other
staff around them to work in a creative way with these
problems.
Likewise with paediatricians, we managed that in
several ways. We would go and join paediatricians in their
clinics and do kind of on-the-job, both consultation, case
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management and training with them. But also brought
paediatricians into the CAMHS service and had them as an
integral part, and that was an interesting experience.
I think one of the things we may come to is training,
what we recognised was that our paediatricians had many
skills, but they also hadn't had the opportunities to learn
how to deliver evidence-based assessments, how to deliver
evidence-based care.
But what they were able to do, and I think this is the
importance of having evidence-based guidelines and
evidence-based clinical pathways, they were able to pick up
on those and to see how important it was to practice in
that evidence-based way rather than not, and I think the
lack of evidence-based pathways in Australia is a real lack
for us.
There are, as Professor Hiscock said earlier, good
quality evidence-based pathways, I think particularly from
the UK but also from other countries. They can be adapted,
and certainly at the Melbourne Children's Campus, the Royal
Children's Hospital and MCRI and the university, we have as
part of our developing mental health strategy very clear
plans to adapt the existing evidence-based pathways to an
Australian health system which, of course, is somewhat
different with that balance between public and private
that's not there in the UK.
But I think I have no doubt that we'll be successful
in doing that as long as we can get the support to do it
and, from that, to develop much clearer pathways that will
manage a lot of the variability that we currently see.
One of the other things to come out of the project,
the NHMRC project that Professor Hiscock was leading and
that I joined shortly after arriving, was huge variability
in practice, and where there's variability, it's evidence
against there being a more evidence-based practice, and I
think that we can work on that but it's going to take time
and, as we heard earlier, change is difficult for people
and in order for that change to happen it's going to need
to be supported.
MR O'MEARA:
Thank you. Can I ask you about one element
of what you observed in Scotland and that was the
difference between what you describe in your statement as
.23/06/2020
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the externalising as opposed to internalising disorders and
how they might be approached in streaming generally.
PROFESSOR COGHILL:
asked that.
MR O'MEARA:

Thank you.

Sorry, I'd forgotten you

It's a very long question.

PROFESSOR COGHILL:
Externalising disorders are those
disorders like ADHD, like Oppositional Defiant Disorder,
like Conduct Disorder, that mainly manifest in abnormal
behaviours. The internalising disorders include the
anxiety disorders and depression, amongst others.
What we found within our service in the UK, and this
is a common problem, was that, because those adolescents we had a 0 to 18 service - because those adolescents who
were presenting with internalising disorders and also
eating disorders were often suicidal, often seen as high
risk, and often seen as needing immediate care, they were
prioritised, and their prioritisation meant that those with
externalising disorders, so those with neurodevelopmental
disorders and more behavioural problems, were always
shunted to the back of the list, to the bottom of the list.
What we did within our service, and I have to say this
was within a service, not a separate service for
internalising and externalising disorders because there
needs to be a cross-pollination of skills between these
streams of work, was that we streamed an internalising
disorder stream and an externalising disorder stream.
The externalising disorder stream was much more high
volume, it involved a lot more medication use, a lot more
long-term treatment for chronic problems like ADHD; whereas
the internalising stream involved a lot more psychological
therapies, a lot more emergency management of suicidality,
it required patients to come into inpatient settings.
But by separating these streams and by giving each of
them their own priority it meant that we were able to
allocate resources appropriately across the two streams
and, for those children with the neurodevelopmental
disorders whose impairments were actually very
considerable, often their problems were not seen as acute
but actually involved complete breakdown of schooling,
complete breakdown of families, substance misuse, criminal
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behaviours. We were able to prioritise those within this
group of patients with the externalising disorders, whilst
those with suicidality and other more urgent needs within
the internalising group were also able to get prioritised.
And this worked extremely well and actually led to
really very much improved outcomes, but also a much
greater - more efficient - maybe not greater - a more
efficient use of our services than we'd had previously.
MR O'MEARA:
Thank you. Professor Hiscock, you've
referred in your statement, or at least raised for
consideration in your statement the question whether it
might be possible to stream by severity. I wonder if you
could outline your views on that topic. You've certainly
said clearly there you couldn't stream by age, or you
wouldn't want to stream by age, so I don't want to restrict
you on the general topic of streaming -PROFESSOR HISCOCK:
MR O'MEARA:
why.

Certainly.

-- to age and why and possibly to severity and

PROFESSOR HISCOCK:
Yes. I said no to age really I guess
from my position and experience as a paediatrician where I
look after birth to 18 years and also from the feedback
from families in our qualitative interviews last year; we
spoke to 35 families about what's wrong with the mental
health system and how to fix it. And I time and time again
heard from families that having to go and tell your story
to yet another person or set of professionals was really
disruptive and they really valued continuity of care for
their child, and the child valued it as well; particularly,
they would actually disengage from going to yet another
service because of an age cut off, etcetera.
So that's really my feeling - and we don't make- kids
with diabetes from the age of 5 go to a different
endocrinologist and then kids with diabetes when they turn
12 go to another person for care of their diabetes, we just
don't do that.
So I think for the mild-to-moderate conditions these
should be managed across, you know, these zero to at least
12, I would say 18, within a service or within the same
person ideally. I think when it gets more severe and you
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need the specialist expertise from a child and adolescent
mental health service, then that's ideally when a child may
go into that service but then they come back to the person
that's holding them, whether that's the GP, the
paediatrician or the psychologist would be the way to go
forward.
So, I don't favour streaming by age but I do favour
when things become severe and beyond the scope of the GP,
paediatrician, psychologist, then you do need the
specialist expertise and that's why I'm interested in
models of care like the telementoring or like Professor
Newman was talking about, or like the Massachusetts Child
Psychiatry Access Program where we really try and upskill
that existing workforce to manage the mild-to-moderate,
which is still the bulk of by numbers, the number of
children who are affected.
MR O'MEARA:
Within the more severe or beyond
moderate-to-severe presentations, do you see any benefit in
what Professor Coghill suggests -PROFESSOR HISCOCK:

Yeah.

MR O'MEARA:
-- in terms of separating and internalising
and externalising.
PROFESSOR HISCOCK:
As long as, and I think Professor
Coghill actually said this, the clinicians managing those
internalising/externalising streams are skilled in both,
because up to 25 per cent of children will have comorbid
internalising and externalising disorders at any one time.
So, that's the child with ADHD and anxiety and a learning
difficulty who's now suicidal because of X, Y and Z. So as
long as that's not lost, which I don't think it was, then
that makes sense.
MR O'MEARA:
Professor Coghill, I'll go to you because I
can see your hand, but Professor Newman I haven't forgotten
you, I'm coming back.
PROFESSOR COGHILL:
I just wanted to comment on the
severity issue. I think it can become quite complex
because one of the things that we're trying to do, of
course, is to treat and manage mental health problems and
make them less severe. And, if you just select care by a
severity, you can find people bouncing around between
.23/06/2020

43

COGHILL/HISCOCK/NEWMAN

Transcript produced by Epiq
421

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

different professionals.
So that was really why I - or one of the reasons why I
prefer a hub that includes those who manage cases that are
currently mild-to-moderate as well as cases that are
severe, so that you can work within the same team to be
able to manage them appropriately.
Certainly, there's times when you will need a more
skilled professional to manage someone whose condition
worsens, but you want to minimise the movement between
different settings, and that really is a big reason I think
for bringing those settings together: so bringing the CAMHS
services and the paediatric services together within a hub.
MR O'MEARA:
Just to be clear about that, your conception
of such an approach would be for the hub to include the
CAMHS or CYMHS service as well; is that correct?
PROFESSOR COGHILL:
MR O'MEARA:

Yes.

Yes, I think so.

Professor Newman.

PROFESSOR NEWMAN:
Thank you. Yes, I just wanted to
stress that I think the benefit of the hub approach, as
we're discussing now, is precisely that it shifts this
discussion about how should we design services from the
viewpoint only of the service provider to the viewpoint of
families and children who can actually access them, which I
think - maybe it's a philosophical point, but I think it's
very important, that we're actually talking about moving
away from artificial barriers of age, or you have to have
this number of symptoms to get in here, to really I think
shifting it to a discussion about streaming according to
need, and then your need on the basis of a comprehensive
assessment with the appropriate
multidisciplinary/multiprofessional approach should in and
of itself guide what sort of access to which services at
which level you would be supported by, and then that can be
a sort of a treatment plan that gets negotiated with
families and children as appropriate.
That's rather different in terms of how it might
function from the more siloed approach, and I think we all
probably agree that we're trying to move away from that.
Severity, in and of itself is obviously important.
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mean, even in the very young it might mean that a trauma
specialist needs to see a young child who's experienced
severe abuse and has post-traumatic stress disorder as an
example; that can be quite a specialised intervention,
might be very necessary, it's treatment for established
conditions and someone might be very young and have
post-traumatic stress disorder.
So, some severity needs specialist expertise no matter
what discipline that is, it's a matter of their children,
but there's still a whole raft of other people who might
help a family where there's been abuse of a child, for
example, looking at safety, maintaining safety of a child
and so on and dealing with a whole range of other
professionals. So I think, severity is one aspect of it
but I think refocussing the negotiation of treatment and
ongoing care of need from the family perspective and the
child perspective, I think, is very important.
MR O'MEARA:
Thank you. Professor Hiscock, back to you.
An issue always with any kind of service, and let's accept
that a "hub" is a kind of service in its conception, is
always eligibility in order that the service is not
overrun, in order that its pathways function appropriately
and so on. How is that being approached in your Wyndham
service?
PROFESSOR HISCOCK:
Well, we are deliberately putting our
hub into a disadvantaged area, so I think this would not be
a model that goes into every single part of the state. So,
we've chosen that approach. We're actually trying to have
a no wrong door approach so, if they do come to the hub
they're not turned away. We are still co-designing what
that might look like, but I think we are envisaging that
some - our hub is really about detecting adversity and
adverse childhood experiences and responding to them.
And we know that people might come in with a child
with mild problems, moderate problems, severe problems and
still have those adversities in the past or currently, so
we're not saying we're only taking severe cases, really it
is welcome to all, every one is able to come, and we're
really about referral pathways, both within the hub but to
existing services.
Because there are a lot of existing services across
communities, and we're looking closely with Wyndham Council
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to map those existing services, but we also then need to do
some work to develop what we call those warm relationships,
so those disadvantaged families who might need support for
housing or might need support for parenting go to the top
of the list, not the bottom of the list, which is still an
issue I think.
So, we are not - our aim is to have, you know, it's an
open door, it's a one-stop-shop, and there won't be
criteria that they have to meet to get a service.
MR O'MEARA:
Does it follow from what you've said, one of
the reasons for that is that some of the services are
actually outside your Wyndham?
PROFESSOR HISCOCK:

Yes, exactly.

MR O'MEARA:
And some of those services are other
state-based services, so it's child protection and so on;
is that correct?
PROFESSOR HISCOCK:
Yes, and there's already an alliance
in that particular council of early childhood services and
family support services, we've presented to them, so they
already have mechanisms: you know, there's the not for
profit organisations and a number of programs, so they
already exist but they tend to work in silos, so it's about
getting them to work together and having agreed upon
referral pathways.
So I'm sure we're going to come up with those services
against some sort of triaging and severity criteria, but
then what we hope is that by being in the hub we can hold
those families until they get into that service, because
the hub's still got the GPs and maternal and child house
nurses and paediatricians who are getting monthly case
discussion and support from the CAMHS mental health
clinician who's coming out to the hubs to provide that
support.
So I think for some families there will be a holding
with their existing health professional before they get
into another service.
MR O'MEARA:
Just also to be clear about it, it seems to
follow from what you said when you introduced this topic,
that the model that you have implemented or are
.23/06/2020
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implementing out at Wyndham is not a model that you'd be
proposing as to roll out across a state, this is very
specifically directed to that local community; am I right
to understand it in that way?
PROFESSOR HISCOCK:
Yes, it's directed - we chose that
community because there was disadvantage, there's a lot of
cultural diversity, First Nations families, so I don't see
this as a child and family hub in every single suburb or
even local government area across Victoria, we would need
to go to the, you know, target the disadvantaged, low
socio-economic areas, and that's exactly what we've done.
And because of course this is a pilot and a study and
we're co-designing, we've gone in with a council who is
very engaged and very interested and have identified,
because they're a growth corridor, children and families as
a real need to support.
MR O'MEARA:
Thank you. Professor Coghill, you mentioned
considerably earlier on the difficulties that can arise as
a consequence of case management in the system, and
Professor Hiscock has just referred to case management
necessarily being a part of the operation of a hub of this
kind, can you speak to some of the difficulties attaching
to case management?
PROFESSOR COGHILL:
And I think they may reflect
differently on the different purposes. I think Professor
Hiscock was saying that the hub that she's got in Wyndham
is about managing childhood adversity, rather than
specifically about managing mental health problems.
My discussion in my evidence is an observation that
within child and adolescent, child and youth mental health
services, an awful lot of the work is taken up in providing
case management which takes away time from direct - both
assessment and treatment.
I think one of the reasons for this is that the
welfare systems within Australia are also extremely
fragmented, and so I was used to the social work services
again in the UK - which were always under pressure and were
certainly not optimised - but there was always one person:
if you had welfare concerns there was one person to go to;
if you had education concerns, there was one person to go
to, and a very clear system for who would manage that.
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That doesn't happen within the children that come to our
child and youth mental health services.
That case manager role is often the clinician, it's
not a role that they've actually been trained to do. They
are trained mental health professionals, they are trained
in assessment, they are trained in providing therapeutic
interventions, but they do - and they do take on these
roles of providing the other support that I think could be
managed elsewhere.
And I think that Professor Hiscock's idea of having
hubs that include not just health but also those who are
involved in welfare, those who are able to do the case
management, would be a real benefit because, as I say, so
much time is lost.
This work - I mean, I'm not suggesting that the case
management is not worthwhile, it's necessary - but I am
suggesting that you don't need to be a clinical
psychologist, or a trained nurse, or a doctor in training
for that matter to be able to provide this kind of support
to children and young people, particularly when that takes
away from your role of providing assessment, providing
intervention. So yeah, it's an observation and I think one
that's very tough to tackle.
I think the funding issue comes in again because it's
always very difficult, isn't it, to get the social work
departments to fund something that's going to give benefit
to health, or to get education to fund something that's
going to give benefits to health. But we need to break
down that, we need to see that the health and welfare of
our children are so integrated that we need that
cross-departmental support that I don't think we always
get.
But also, I don't know if there's any way to reduce
that fragmentation, but when I look at who are the right
agencies to provide support for a child's welfare need,
then there are usually multiple agencies rather than one
that we have to go to, and that duplicates work and also
costs an awful lot more.
MR O'MEARA:
Thank you. Can I ask you about a
particularly intriguing observation in your statement,
Professor Coghill, which concerns the approach to the
.23/06/2020
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diagnosis of autism, in particular neurodevelopmental
disorders in this country as opposed to elsewhere.
PROFESSOR COGHILL:
Not just autism actually, I think
probably it may look like autism but it's actually the
broader neurodevelopmental disorders, and remembering that
ADHD is actually the most common neurodevelopmental
disorder, probably by five or seven times.
And it is, again, very different here from most other
countries, I think it's tradition, I think it's funding,
but also I think it's a lack of services provided by mental
health for neurodevelopmental disorders to be almost
completely the remit of paediatricians, with child and
adolescent mental health services having said for a long
time, and I think starting to say less now, thankfully, but
having said for a long time "these aren't our problems,
this is a paediatric problem."
The reason it's difficult is that, whilst
paediatricians have become very skilled at diagnosing ADHD
and diagnosing autism, not all of the same paediatricians
are as skilled at diagnosing the coexisting mental health
problems that go along with a neurodevelopmental disorder
or, when they assess them and diagnose them, not always
efficient at managing them.
Now, partly that's because, again, there's not access
to the multidisciplinary team. Whilst medication
treatments are the first line treatment for ADHD, ADHD care
needs to be integrated within a package of supports. And,
when you've got a coexisting anxiety disorder or depressive
disorder, as is extremely common, then actually it's
psychological therapies that are the primary treatment for
them, not medication.
Also, when you've got intellectual disability and
disruptive disorder, then actually a parenting approach or
parenting support and a behavioural approach,
non-pharmacological treatment, is the treatment of choice
there, again, supported by evidence-based guidelines
universally.
However, because a lot of the paediatricians find
themselves very isolated, they don't have easy access to
other mental health staff, it's not always easy either to
access psychology, although that can happen, and certainly
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it's not easy to work as part of that multidisciplinary
team. What I found is a lot more children being prescribed
medications for disorders where medication wouldn't be the
first line treatment.
On the other hand, because child and adolescent mental
health services have said, no, this is a paediatric
problem, not a child and adolescent mental health service,
one of the things I spend a lot of my time doing within our
service is working to help CAMHS clinicians and CYMHS
clinicians recognise treatable neurodevelopmental disorders
that they've mislabelled as naughty behaviours or as
intellectual difficulties, and so, the problems go both
ways.
In most other countries around the world there's a
much more even recognition and sharing of this workload.
Certainly paediatrics - and I'm not suggesting that
paediatricians shouldn't be involved in this work - and in
fact, I was reminded over the weekend of something that I
wrote a few years ago, saying that - let's see if I've
written it down here that:
The training, experience and availability
of professionals is more important than
their qualifications.
Unfortunately at the moment we don't have a balance of
training for paediatricians to deal with the broader mental
health problems, and for mental health specialists to deal
with the neurodevelopmental disorders, and we really need
to bring that together.
So it's not about, it should be one or the other, but
people I think, as Professor Hiscock said, should certainly
only be dealing with specialist cases if they've got the
specialist training, and at the moment that's not
available, at least adequately available either within the
mental health training or within the paediatric training in
my opinion.
MR O'MEARA:
Thank you. Professor Hiscock, you're a
paediatrician, but more importantly you've had your hand
up.
PROFESSOR HISCOCK:
Yeah. So, I'm just going to give a
paediatrician's perspective because I don't completely
.23/06/2020
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agree with Professor Coghill. Certainly I've done national
audits of what do paediatricians see; the number one
diagnosis we see is autism, the number two is ADHD, the
number three is anxiety, the number four is learning
difficulties and I think coming in at number eight is
asthma, so we see a lot of mental health.
I agree that there's been an increase in prescribing
of anti-anxiety medications, because I've actually done the
audits and looked at that by paediatricians, but as a
paediatrician I can tell you that one of the reasons why is
that, when we try and find a psychologist we can't get one.
Dave will know, we did a secret shopper study last
year where we rang 185 psychiatrists, psychologists and
paediatricians pretending to be a parent of a child with
anxiety to get in to see, and one-third of clinicians had
closed their books for the year and that was last April.
So, already they said we're not accepting, or they didn't
see children under the age of 12 years. So, there's a huge
workforce issue for particularly psychological support for
things like anxiety in children with comorbid ADHD or
autism.
And, even if we can get a family in, the average
out-of-pocket cost for one consultation with a psychologist
is $84, that's the average, so there's a big range, and
many families - that's after the Medicare rebate. So, many
families will come to me and say, I can't keep seeing the
psychologist fortnightly for my child, I know they need
that. The school counsellor will give us three sessions,
that's it. I've had my five or six sessions Medicare
refunded but the $84 out-of-pocket cost is stopping me
going any further. So that's a big problem, and then for
paediatricians then to turn around and prescribe
medications because they feel like there's no alternative
available, and we can't get them into the CAMHS services
because they're not severe enough.
MR O'MEARA:

Thank you.

Professor Coghill, back to you.

PROFESSOR COGHILL:
Yes, I don't disagree with what
Professor Hiscock is saying, however my point really was
that professionals who are managing these cases, and they
certainly have the experience, that they often don't have
the training. Training and experience aren't the same
thing, you know, and there's a reason why it took five
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years to train to be a child and adolescent mental health
or psychiatrist, and within that training there's an awful
lot that one learns.
I think that we don't give enough training, and it's
not because people don't want it, it's that we don't give
it. We don't give enough training to our paediatricians,
many of whom when they finish their training will say,
"Gosh, I've got to deal with all this mental health
problem, but no-one's trained me to do that. I never
received the training. I get lots of experience", and for
me that's a problem. It's about having the training as
well as the experience, and certainly Professor Hiscock's
100 per cent right when she talks about the availability.
It's not anyone - it's not the clinicians', who are seeing
these cases, problem that they can't find people, it's
because they aren't there.
But if we want - and I am very supportive of this - if
we want a paediatric workforce working in specialist mental
health, then we have to provide them the training. There
isn't a shortcut to that; just experience won't cut it and
I think that that's a very important point.
So, no criticism of paediatricians, it's just that
that's not the way things are structured at the moment.
People do six months within a CAMHS service or a
behavioural paediatric service, and then go out and manage
and struggle to manage because they're not supported.
So, I'm not critical of those paediatricians, I'm
critical of the fact that we don't offer that support and
training. And that's why I think the hub that links in
paediatric and specialist mental health services because
that's how you provide some of that education - you don't
need to work in it for five days a week, you can work in it
for a period of time to get that experience, get that
support and get that access to services, and then be able
to work in other settings more independently.
So, I don't think we really disagree, and it certainly
isn't a swipe at paediatricians, and also remembering that
I am also very critical of my own profession in not having
got itself the correct training for what it ought to be
doing in the neurodevelopmental disorders.
MR O'MEARA:
.23/06/2020
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screen you've been positioned as if you were the net court
umpire while that rally's been going back and forth between
your colleagues. Can I move or ask you to introduce and
address a slightly different issue, which is, much of
what's been said so far today has addressed and identified
issues of fragmentation in the provision of services, both
clinical and other, and it's also identified the need for
integration which is a point that every witness has made at
different times.
You in your statement refer to the need for statewide
or state level planning; can I ask you to speak to that
issue.
PROFESSOR NEWMAN:
Yes, certainly. Look, I think it's
fairly clear that we all agree about the problems of
fragmentation and a lack of a coherent framework for
thinking about service modelling, service development and
the related areas: training and education as has been
discussed, and research that we can actually start to
evaluate our models on and so on which is very important.
Currently we don't have a statewide planning process
even in the most rudimentary sense. I've not been in
Victoria for many years, but since I've been here I've seen
the dissolution, for reasons that I'm not privy to, of what
used to be the maternal and perinatal planning process,
much wider committees for looking at child and adolescent
service development.
We used to have, I guess, more of a presence of a
child psychiatrist in the centre for mental health in the
Department and so on, which maybe has just been the way
things have shifted over a relatively short period of time,
but it certainly hasn't helped in terms of having any
centralised meeting places really where we can have
creative discussion about some of these ideas in the way
that I think we can all benefit from, let alone translation
into policy approaches, development and evidence base and
outcome evaluation.
I think very importantly we need some centralised and
very comprehensive modelling of who's doing what to whom,
that sort of notion, and with what benefit to children and
families. And that's certainly the approach - you know, my
experience in the UK that's been very important there, that
you've had the development of - you know, and constant
.23/06/2020
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review of different approaches.
There's still diversity of opinion and different
approaches, but there was, if you like, a clearinghouse,
much more of a clearinghouse sort of process that
integrated early childhood right through. I'm referring
there to Peter Fonagy's work, and others, which was very
important in that context and really had that sort of
expert consultancy role for Government in thinking about,
well, how should we be modelling these services?
I think at the moment, to put it rather crudely, we
have a sort of a bit of a gulf: there are, you know, those
of us who are doing this sort of work, we're doing our own,
trying to do research trying to feed into something, but
it's not clear where we take the results and evidence to
and how that gets translated in a policy context.
So, I think David raised the issue in previous
discussions about how could we have a centralised or an
approach which is a body to actually look at these crucial
elements of service modelling and development, the
development of clinical guidelines, collecting and
monitoring evidence about infant, child and adolescent
services in a way that some of the other mental health
areas to different age groups are probably going to have.
So currently we don't have that. I also think it's,
from my perspective, very important that we look at that in
a broad way so that it does include providers, from my age
group perspective, of all those who work with the very
young and other components of the service system in the
same way that we've been talking about the importance of
primary care and paediatrics and so on to bring those
bodies together and to actually talk about developing
frameworks.
So there's a lot of thinking obviously that goes on
into ideas about how things might be improved, but we don't
actually have mechanisms other than at local levels to
influence Government in that discussion.
MR O'MEARA:
Thank you. Professor Coghill, I'll go to you
on this topic and then I'll finish for my part with
Professor Hiscock on this and any other topic.
But, Professor Coghill, you've referred to this need
.23/06/2020
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for coordination in your own statement, and Professor
Newman's made reference to your views on this topic, could
you expand a little further, and also with observations
concerning the approach that's been taken in the UK that's
been referred to?
PROFESSOR COGHILL:
I would have to say thank you to the
Commissioners for this, because I was really taken by and
impressed with your proposal for a Collaborative Centre for
Mental Health in the first part of your report.
When reading that, it really - and thinking about the
questions that we were asked, I think it's really necessary
that we have something similar that addresses the needs of
children.
I think the only question I have in my mind is how
many centres, collaborative centres, can one have. You've
highlighted one for adults. We already have Orygen who
serves this purpose for the youth mental health space, but
it's very clear to me that, with the best will in the
world, Orygen can't fill that space for the zero to 12s, so
I'm left with the conclusion that we do need one
specifically at this. I think the roles of that will be, I
think, ensuring participation and promoting co-design.
I love the proposal that you had for the Collaborative
Centre to be led jointly by an academic and someone with
lived experience. I guess we're not going to be asking
children to run this, but I think that involving those with
lived experience and consumers of mental health services is
really important; that we can get participation right, that
we can provide that strategic leadership that Professor
Newman is pointing out, and that the VIAGO report was very
clearly saying hasn't been there in child and adolescent
mental health.
To conduct research into new treatments, translational
research, to inform service delivery, to be able to
promote, design and test new models of care like the ones
that Professor Hiscock has alluded to, and also to be a
focus for education and training across the broad mental
health workforce. And I think, again, those two are
separate from each other, education and training, but we
would then need to be very strongly linked with the
Royal Colleges, with the other educational providers - we
have Mindful already - but I think at the moment again
.23/06/2020
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that's a bit disparate, so I think that's something that
should be a key focus.
I've had the opportunity in the UK to work with
centres like the Institute of Psychiatry at King's College
which has a very strong academic centre for child and
adolescent mental health, but very clearly embedded into
the Maudsley Hospital.
Likewise my colleagues, again very close colleagues
that I've worked with at the Central Institute For Mental
Health in Mannheim in Germany: a big, very strong academic
mental health presence but embedded within, or with a
clinical service embedded around it. We don't really have
that model here yet. We don't have the strength. We have
good researchers, we have good clinicians, but often not
working together as effectively.
And likewise, the Donders Institute, and Karakter and
Nijmegen in the Netherlands, exactly that same model:
integrating academia with clinical work.
What they don't do as well and what I think we have
the opportunity to be, I guess, world-leading on would be
to have that but also have that effective participation
from a very early stage and at all levels of consumers, of
users, and be able to get that voice in much more clearly.
So really, I was spurred on in thinking about this by
your recommendations for the adult Collaborative Centre,
but I think it's hugely important if we're really going to
take child and infant mental health seriously that we have
something like this.
I think our campus may have already written to the
Commissioners to say that it would be very interested in
either taking a lead or very much being a part in that, and
I think that's very sensible, but I think it's something
that would need to very clearly be thought through and
worked through in a clear and equitable way that made sure
that it was representative and that it was excellent,
because that needs to be excellent.
MR O'MEARA:
Professor Hiscock, I'm as good as my word,
can I finish off by asking you for your thoughts concerning
how best issues of fragmentation and integration and
planning, and also the translational research might best be
.23/06/2020
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addressed in order to make the system work for infants and
children in Victoria.
PROFESSOR HISCOCK:
think this -MR O'MEARA:
you go.

Small question, thank you.

Look, I

And you've only got three minutes, so see how

PROFESSOR HISCOCK:
Great. I think this Collaborative
Centre is essential and I think Professor Newman talking
about translation into policy is key, as well as what
Professor Coghill has said, otherwise we just risk on the
status quo, which is, good pockets of excellent research
and practice happening in silos, duplication, left hand
doesn't know what the right hand is doing, some excellent
things come out but they don't land on fertile ground
because there's no Government lever to make it happen.
I see hubs as the way to go that address children and
families and social determinants that bring together that
specialist mental health care to that primary and secondary
care workforce, but I think this idea of an overarching
collaborative centre that really has strategic overview and
leadership, is truly multidisciplinary, brings in the lived
experience, sets the priorities and framework for the next
five, 10 years for this state.
It's a really exciting opportunity to take the
fragmentation and silo that we have now and just turn it
into something fabulous. And, as Professor Coghill alluded
to, we're doing a microcosm of this with a five-year campus
mental health strategy that I'm leading, so all of this
just sounds like what I've been living and breathing for
the last four or five or six months, but to do this at a
statewide scale would place Victoria streets ahead of the
other states in the country as well, and really
internationally leading potentially.
MR O'MEARA:
Thank you, and thank you to all of you for
your contribution so far. Now, Commissioners have sat very
patiently and quietly listening so far, but they have
questions I assure you, so at this point I can invite the
Chair perhaps to take the reins, but I'd like to thank each
of you for your contribution so far.
THE CHAIR:
.23/06/2020
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fabulous session to participate in and hear what gives
extra impetus in terms of your witness statements and the
details that you each individually had in them to hear what
your collective thoughts are, and there are many, many
issues that this conversation has raised for me and I'm
sure all of the other Commissioners.
There's one question I would just follow up with
Professor Newman which went to - you talked in your witness
statement about the fact that there's an impact on women
and infants by the fact that the Royal Women's Hospital has
not been gazetted as a recognised mental health service
under the Act.
What do you think are the implications for that and
what opportunities are there for us to make reform in
relation to the role it might play in terms of infant and
maternal health?
PROFESSOR NEWMAN:
Yes, look, it certainly is a
significant issue, in that, although the hospital does a
reasonable amount of both acute and ongoing mental health
work and all the things that I raised about the
opportunities for early risk identification, prevention and
early intervention are really all there, but because of the
lack of constitution of that service as a mental health
service there's really under - maybe under-recognition, and
certainly that diminishes the actual capacity for service
provision, although there is a mental health team there.
I should say that I've recently resigned from that
position so I can't comment on what developments will be
there in the future, but I think in general the maternity
hospitals, not just the Women's, but all the hospitals are
in an ideal position to be doing some of this work.
And importantly for the women who are having mental
health problems either during pregnancy or post-delivery,
the whole implication of having to move women out of the
maternity setting into another environment can be very
disruptive to care, it's not necessarily in their best
interests and it sets up all sorts of major demarcation
issues between mental health services and maternity
services, and that's a constant issue.
So, on one level it's a governance issue, but on the
other level I think my personal view is that it's very - it
.23/06/2020
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diminishes the importance of women's mental health and
where we should be providing that. I think it's not only
maternity, but that's an ideal place to be providing that
level of care, so a source of disappointment that that
hasn't been addressed.
THE CHAIR:
Thank you. Just one other question. I was
particularly struck by that data that you gave, Professor
Coghill, about the fact that the 12,000 children seen by
CAMHS had, on average, 30 episodes or incidents of care,
but very little of that was directed towards evidence-based
therapies.
I guess I was pretty struck by that and I want to be
clear on whether the evidence-based therapies are
available, who should deliver them, and where, in your
view, are we best placed trying to address that going
forward.
PROFESSOR COGHILL:
So, the data relates to the numbers of
individuals seen. It's my observation, not within the
VIAGO data, that much of that time is spent in case
management rather than in the delivery of evidence-based
care.
Evidence-based care is available but not structured.
So, across Victoria we have very little in the way of
ensuring that the care that is delivered is delivered in an
evidence-based way. We don't measure meaningful outcomes
to look at both how care is delivered, but also what the
outcomes of that care are. The reality is though that it
gets crowded out by this case management that has to be
done, and when you talk to staff within the services, and
you ask them why is it not possible to provide cognitive
behavioural therapy, for example, for this young person,
it's because their life is too chaotic and I have to spend
all my time actually managing their expectations and the
family's expectations.
Having said that, whilst evidence-based care is
available, the training in evidence-based care isn't
prioritised, particularly for psychological therapies.
Again, most staff will need to pay - or many staff will
need to pay for their own training in psychological
therapies. Psychologists are trained, that's part of their
training. Psychiatrists receive some training and some
.23/06/2020
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psychiatrists top that up and receive a lot more. I was
very fortunate to have received training across a range of
psychological therapies, but many staff don't, and there's
not funding within the budgets to provide that specific
training, and that again is where I see the collaborative
centre as being hugely, hugely important.
The other problem hidden within the services, I have
mentioned it in my evidence, is that apart from the
consultants, the medical consultants, most staff within
CAMHS services work within generic roles. So, you'll find
a psychologist whose job title isn't clinical psychologist,
but mental health worker. You'll find a nurse who has
exactly the same job title and is expected to do exactly
the same work.
So, not everybody is trained in all of the therapies,
and it then becomes very difficult to move patients between
one caseworker and another in order to get them to the
person who has that training. So, there are multiple
causes for this happening. The casework is one, but there
are other logistical issues that, again, are different here
from my previous expectations. I think some of these are should be easy to fix, but we need the leadership to do
that, we need the direction to do that, and we need the
services all pulling in the same direction, not working in
isolation to very different strategies and strategic plans.
I hope that answers your question.
THE CHAIR:
It does, thank you very much. Can I just then
ask finally, Professor Hiscock, do you think those sort of
evidence-based therapies will be able to be delivered in
your Wyndham pilot, for example?
PROFESSOR HISCOCK:
Yeah, we're certainly hoping for that,
and that's a part of what the evidence synthesis is about
and then presenting that evidence synthesis back to the
clinicians on the ground and to the families to say what
version of this can we make work, so that's what we'll be
aiming to do as part of our intervention along with the
case discussions and the secondary consultation model and
bringing all those different sectors together.
THE CHAIR:
I know that Dr Cockram will have some issues,
so Dr Cockram, do you want to put a question to the panel?
COMMISSIONER COCKRAM:
.23/06/2020
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have to contain myself a little. I think I'm going to stay
on this hub discussion because I think you've raised a
significant thought process within the Commission.
So on one hand we've got Professor Hiscock
recommending or trialling a primary and secondary care
model with some embedding of the tertiary specialist system
within it, and on the other hand Professor Coghill's
talking about a more tertiary model with the embedding of
the primary and secondary up into the tertiary.
I guess, Professor Hiscock, I'm going to put the
question back to you. In your model you require a
specialist system because you've talked about the need to
have the CAMHS clinicians and other people coming to the
primary centre. Is there a model where both fit in; that
there is a regional specialist service that can embed
itself and maintain its own clinical practice and
specialisation whilst supporting these primary care
centres?
Because I don't think your system works without the
specialist, but if we don't consider the specialist then
where does it go?
PROFESSOR HISCOCK:

Yeah.

COMMISSIONER COCKRAM:
It becomes something that then
loses emphasis in the system and is at risk, so is there a
combination we're talking about here to keep that whole
ecosystem going?
PROFESSOR HISCOCK:
Yes, and I think telehealth and
telementoring provides a way of doing that. I think
neither of these models has been fully trialled and tested
in Victoria, so you're getting opinion, not evidence, at
the moment which is very important to be aware of. I think
if we take any or both forward they need to be evaluated
for effectiveness and cost-effectiveness. So, that's my
first point - does that?
And then I think one of the big issues is, I've worked
quite a lot with GPs. Some GPs will be, as Professor
Coghill called them, gypsies and go into a tertiary centre
and get that experience. A lot of GPs, they are running
small businesses, they will not go in and participate in
day-long training, et cetera, in another area that takes
.23/06/2020
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them away from the practice they work in where they can
only bill a certain percent of what they see through
Medicare and they have to give the rest of the money to
operating the practice. So, we actually need to go out to
them, which is what can happen in a community health model
because the GPs are already co-located at the community
health centre.
COMMISSIONER COCKRAM:
Just to confirm though, your model
does still require a specialist response, it's not a
primary care response?
PROFESSOR HISCOCK:
Correct. So in the centre already are
GPs and maternal and child health nurses and
paediatricians, what we're trialling is bringing a CAMHS
psychologist out to the centre for, say, three or four
sessions per week to do some direct care but also some
secondary consultations with those GPs and paediatricians
and maternal and child health nurses to say, okay, tell us
about the patients you're having problems with and
difficulties with, let's work on how we can help and
support those families and help you to support those
families. So, RCH CAMHS, as part of their model, has
made - we've got funding to bring a psychologist out to
that centre, so they do a lot of outreach, as do many CAMHS
services already, reaching out into other community service
settings and this is an example of that, but bringing the
social care in and the lawyer in as well.
COMMISSIONER COCKRAM:
Thank you. Penny, can I ask just
one more? It's again back to you, Professor Hiscock. You
mentioned that, the daunting 24 interventions that are
possible, and it's a biggish number, but you've actually
put it back to the local community in a place-based way to
say, what do the people of Wyndham and the clinicians of
Wyndham think will be most helpful.
Just talk a little bit more about that model where
you're getting - although you've got a kind of a potential
for a statewide scale, you're also requiring a local based
co-design approach, because I think that's also really
interesting.
PROFESSOR HISCOCK:
Yeah, I think it's essential otherwise
you won't get uptake in implementation. If you just come
in and thrust in and say to people, "This is what you have
to do", it's not going to work.
.23/06/2020
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So, this co-design process is happening towards the
end of this year - it's been delayed by COVID - and into
next year, so October, November, December is our co-design
process, and that's bringing in the Wyndham City Council,
the community health centre, which is IPC Health, who have
got number of community centres, we're going to Wyndham
Vale, the clinicians and the families with the lived
experience.
We have some fixed elements, we've got some ideas of
what we think should be in the model of care, but there
will be flexible elements that they can help with the
co-design, and they're also going to help co-design our
outcome measures for the hub as well.
And I think this just has to be place-based
considering the cultural diversity in certain areas. Rural
areas will have different needs to metropolitan areas,
et cetera, so we're adopting the co-design approach which
sits very well with IPC Health and the Wyndham City
Council, and I think that's going to maximise uptake of our
hub model.
COMMISSIONER COCKRAM:

Thank you.

THE CHAIR:
Thank you. Just one follow-on before I hand
over and ask Professor Fels and Professor McSherry for
their questions.
Just, in terms of co-design, Professor Hiscock, can
you ask children to have input into design, under the age
of 12?
PROFESSOR HISCOCK:

Yep.

THE CHAIR:
So, could you just speak to that issue,
because I think often people just presume it has to be the
families, the carers. What about the children themselves?
PROFESSOR HISCOCK:
You can absolutely ask children
themselves. They will really, I think as young as 5 or 6,
have pretty clear ideas on what they have found helpful and
not helpful and what makes them feel welcomed and not
welcomed into a service, so there's some aspects around
that that they can certainly do.

.23/06/2020
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I mean, I see children of all ages and, if a child of
mine has seen a psychologist I'll say, "So, what does she
talk to you about? What have you done? What have you
found helpful?" And they can pretty much tell me, "I
thought it was a waste of time", or, "She gave me all these
things like breathing exercises and things to do and, when
I get sick in my tummy, I start to use those and they
help". So, absolutely, they can inform co-design.
THE CHAIR:

Thank you very much.

COMMISSIONER FELS:
Well, first of all, thank you all
three witnesses for your very excellent written statements
and also for today, it's been most informative and, I must
say, I've often been exposed to expositions about mental
health that put a huge emphasis on adolescence and we hear
much less about child and infant.
Incidentally, I would be interested if Professor
Coghill could send us that, was it, 50 per cent figure that
he quoted as a bit of a source of authority on the
importance of early childhood.
Now on my question, I just had a couple of general
questions, maybe to Professor Hiscock because as a - could
you tell us a little bit about family and carer
involvement. It seemed to me the sector is quite good at
that, and that's natural, but what are the real lessons,
secrets, methods, and I'm asking that because the rest of
the mental health system is not very good often at engaging
with families, so what can we learn?
Then my other question which I thought I'd ask is,
what are your big asks? I'll ask this of the three
witnesses, although Professor Hiscock, I think, was pretty
clear in her closing statement.
I mean, we've heard, you know, we need leadership,
strategic thinking, we need to deal with under-investment,
prevent siloing, more prioritisation, and I agree with all
that. And hopefully our Commission will try to give some
direction and priority to this area, and also I think
there's a fair bit of support for the Collaborative Centre
concept.
So, putting that to one side, what are the most urgent
things to spend money on? What are the most urgent asks,
.23/06/2020
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most important asks, out of the big list, in our
resourced-constrained world?
And, as I said, we heard a fair bit from Professor
Hiscock in her wrapping up, so maybe particularly the other
two.
PROFESSOR HISCOCK:
Thank you, Professor Fels. I'll start
with the issue about engaging families and how do that
well. I think that's part and parcel of the infant and
child mental health and health professionals who work with
families, that's sort of our core bread and butter because
we have to engage families to get anywhere with any of our
treatments and interventions, because it's mostly through
the parents that we and the caregivers or the extended
family who look after that child that we make most of our
difference.
So, I guess that depends, it comes back - there's
formal training programs in that, like the family
partnership training that comes out of the US, or versions
of that that are shorter because that's a five-day training
program. But the Centre for Community Child Health where I
work runs training in that for health professionals on how
to engage families, so that exists already.
I think we naturally will ask about what the parent's
expectations and goals are and how can we help them, you
know, those simple sort of questions to engage families.
However, in my interviews with families about what
they thought was missing was funded Medicare rebatable
family therapy. So, often they recognised that the child
came with a problem and that the parents were in conflict
about how to manage that and how to follow through on
therapy that was recommended and they realised that family
therapy was necessary. So, we don't have a lot of
publicly-funded family therapy available in Victoria at all
and that's a gap I think.
In terms of my big asks - sorry, I felt like I was
wrapping up an NHMRC Fellowship interview when I finished
off - but I think the big and urgent is, I do think we need
this Collaborative Centre that has - so, any of our work
has a place to land and some fertile soil to land on.
I think we do need to look at models that bring
.23/06/2020
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together primary, secondary and tertiary healthcare and
social care. Now, that's not going to be done in a couple
of months, that's going to be done in some time, but I
think that's a big ask.
I think the clinical practice guidelines and care
pathways that Professor Coghill talked about are a big ask.
We have statewide guidelines out of the Royal Children's
Hospital for physical health problems. They're statewide,
they've been taken up by New South Wales and Queensland
because of their utility and need, but we have no
comparative statewide guidelines for children's mental
health or infant mental health, so that's a big ask I think
that we need as well.
So I think for me it's the integrated models, hub
models and development and testing of those. It's having a
place that we can - or an authorising environment where we
can bring our evidence into practice and policy, and that
really would be the Collaborative Centre that Government
listens to and responds to, and then the third thing would
be the clinical practice guidelines that then inform the
models of care.
COMMISSIONER FELS:

Thank you.

THE CHAIR:
Thank you, and I might - Professor McSherry,
if we hand over to you to ask your question and then, if
we've got time at the end, we might ask the other two panel
members what they would prioritise for the big spend. But,
Professor McSherry.
COMMISSIONER McSHERRY:
Yes, thank you. This is for
Professor Newman, but I think Professor Hiscock might also
want to comment.
Professor Newman, you mentioned before the importance
of trust in services. We've heard from various community
groups, and in particular Aboriginal communities, about the
avoidance of going to mental health services for fear their
children will be taken away.
So, how would you go about building either
culturally-responsive services or culturally-specific
services? Is there a need for both?
PROFESSOR NEWMAN:
.23/06/2020
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but I absolutely agree it's a huge issue, and particularly
in the sort of services that I've been involved with and in
maternity services, where you often get that limited access
to indigenous health workers, indigenous maternity
services.
Where those are in place - they're usually in regional
centres - they are actually utilised really well, but then,
if anyone has pregnancy or birth complications then they
come to a major hospital where they might not get access to
culturally specific and appropriate care, and I think that
immediately sets up poor relationships.
And people are, understandably, very reluctant to
engage in that way and we have some women self-discharging,
you know, against advice, these sort of adversarial type of
situations, and Child Protection Services are sometimes not
seen as being able to engage or talk about some of the
realities facing women in their particular context.
So, how do we unpack that and actually move towards
it? I think where we do have indigenous midwives and
indigenous trauma-informed services, they can be
particularly effective. So, I'm thinking of largely the
work that you may be familiar with that Cath Chamberlain
and others are doing, I'm involved in that, looking at
trauma-informed maternity and early childhood services in
indigenous centres, using indigenous health workers and
others on the ground to actually establish those
relationships.
Now, that's a long-term project, but I think it's
particularly important as a model. I think, just throwing
a couple of people in a maternity setting doesn't make much
difference to that.
COMMISSIONER McSHERRY:
Thank you.
Hiscock, I know you mentioned -PROFESSOR HISCOCK:

And, Professor

Yeah.

COMMISSIONER McSHERRY:
-- culture and linguistically
diverse groups in your statement, and particularly in
relation to screening or surveillance, that might mean
different concepts to different groups. How do you go
about making sure that services are culturally responsive?
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PROFESSOR HISCOCK:
Well, I think - so I'm just thinking
of a couple of examples. At Monash Children's they have a
First Nations Child Health Clinic and what they found was,
kids weren't turning up. So, they had one of their
Aboriginal workers go out to families and do a home visit,
and after that first home visit their fail-to-attend rate
plummeted in the service. So, it's that initial warm
referral, you know, trusted health professional, someone
from their culture coming out.
Similarly at the Royal Children's we have Wadja, which
is - it was the Aboriginal Health Service. They make
contact with every - you know, First Nations family who
comes through the hospital and they do a lot of work around
mental health. They may not necessarily call it that, but
that's what they do, but that's philanthropically funded
and that's not funded out of any core operating hospital
funds, which I think is less than ideal.
And then I would just say, Dr Anita D'Aprano for her
PhD has done a cultural adaptation of some of the key
mental health screening tools for children.
So, there are some really good mental health measures
around for children that have been particularly adapted for
and tested in First Nations populations, so we do have some
of those tools available, and it is possible, and she's
doing that work through her PhD and found it to be feasible
and acceptable to administer to those sorts of screening
measures to Aboriginal families.
COMMISSIONER McSHERRY:

Thank you.

PROFESSOR COGHILL:
Also some very good work going on in
both Northern Territories and South Australia with outreach
into the very remote communities there, and I've certainly
seen feedback from that that looks very positive.
One of the problems we have, I think, with Aboriginal
and Torres Strait Islanders with mental health is actually
a very poor understanding of their understanding of what
poor mental health is and what it means.
I'm obviously very new to the country, but
understanding, for example, what ADHD means within an
indigenous community is something that we really just don't
have. So, I think alongside a lot of the great ideas and
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work it is also very important that we commission research
to properly understand that cultural meaning.
Because there's often - my first involvement was where
there's a big culture clash between those disorders where
we recognise a strong genetic background with the cultural
beliefs and belief that many of the, if not all, of these
disorders are related to trauma and intergenerational
trauma, so actually squaring that circle of understanding I
think will be very important and that will take research
and funding.
THE CHAIR:
So, thank you all very much for your time.
Professor Newman, is there anything you'd want to add to
that list of priorities?
PROFESSOR NEWMAN:
I think the list we heard was a very
good list. I would only add one wish, that in all this
thinking that's going on is that we try as much as possible
to maintain a focus on prevention and early-in-life
intervention that's not - I mean, yes, we need to have the
leadership and the strategy and the input into policy to
actually develop things, but we need a philosophical, if
you like an overarching framework that allows us to think
developmentally, as we've all been discussing, to maintain
that as a way of looking at service development, but also
to look at integrating ideas about prevention and early
intervention, and that means from the beginning of life if
not before.
So, I think, rather than silo off infancy and
pregnancy care services, I'd be much more comfortable if we
could look at the overlap issues and actually really stick
to this idea of integration.
THE CHAIR:
MR O'MEARA:
THE CHAIR:

Fantastic (inaudible).
You've -Yeah, I've gone on mute.

Thank you all again very much for your time with us
today, and to Counsel Assisting most especially, thank you
for bringing so much depth to the discussion that we'd like
to ask. And, do you want to add a final word, Stephen,
before we finish up?
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MR O'MEARA:
I don't seem to be able to unmute this thing
very easily every time I go looking for it, but, I really
would like to thank everybody. The Commissioners have
undoubtedly, and they've said it, been tremendously
assisted by all of our panel members today, it's been a
thoroughly stimulating and enjoyable panel, and those who
get to view this on the Commission's website, I'm sure,
will be rewarded for the experience, so I'd like to thank
all of you.
THE CHAIR:

Thank you very much.

PROFESSOR HISCOCK:

Thanks for the opportunity.

THE CHAIR:
We will give great thought to your input, so
thank you all very much for helping us in our task.
Goodbye.
PROFESSOR COGHILL:

Thank you.

AT 5.00PM THE COMMISSION ADJOURNED
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THE CHAIR:
Good morning, everyone, we might get started.
Welcome to the Commission's panel discussion on service
configuration. I'm Penny Armytage, the Chair of the Royal
Commission into Victoria's Mental Health System. I am
joined by my fellow Commissioners, Professor Allan Fels,
Dr Alex Cockram and Professor Bernadette McSherry.
On behalf of the Commission I acknowledge Aboriginal
peoples as the traditional owners across all the lands on
which we are based for today's panel discussion, and I pay
my respects to their Elders past, present and emerging.
Before we commence, I would like to acknowledge the
breadth of the issues we are covering today and to thank
Dr Margaret Grigg, Julie Anderson and Peter Kelly for
taking the time to participate in today's panel. I know a
considerable amount of effort has gone into the development
of your witness statements and into the preparation for
today's discussions.
We are particularly mindful of the time that you have
afforded us in the context of the current pandemic. We
appreciate that you are likely managing competing
priorities, and your generosity and flexibility in this
environment will go a long way to supporting the Commission
in what is becoming increasingly important work.
Today's panel discussion is intended to provide an
opportunity to actively engage and interact with issues
around the configuration of the mental health service
system. In particular, to examine issues and opportunities
related to catchments, consumer access to services,
streaming and components of care in the future system.
We have chosen to convene a panel on this particular
topic given its foundational importance to the structure
and organisation of the mental health service system and
the fundamental differences this can make for consumers,
carers and their families.
One configuration question before the Commission is
how the future system might provide consumer-centred
coordinated experiences for people. The need for increased
integration and coordination between services was
repeatedly expressed throughout the Commission's community
consultations.
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For example, as one participant described at our
Shepparton consultation:
It can't just be about funding. We need to
look at the systems as well as the people,
how do we integrate that better? How do we
cement systems? If connections rely on
individual people and their relationships,
once you've lost those people the
connections fall away and you have nothing.
As described by a mental health consumer in Star
Health's submission to the Commission:
Community health means to me that I can
access a service in one place for all my
health needs; it provides a continuity and
familiarity which is of pivotal importance
particularly when one has reached senior
status.
Another critical configuration question for the
Commission is which services should be local, regional and
state-wide. The Commission recognises, whilst there is a
need to ensure services are locally available and
accessible for consumers across all of Victoria, it is not
always possible to do this and provide sufficient
specialisation and expertise for consumers with less common
and more complex needs.
The Commission appreciates the difficulties associated
with travel and the need to reduce this for consumers,
their families and carers where possible. As described by
Bendigo Health in its submission to the Commission:
For patients and their families/carers,
living in rural and remote areas of
Victoria, access to Melbourne based
services incurs significant family
dislocation, costs associated with travel,
accommodation and lost income and removes
the sufferer from the social and service
supports within their local community.
At the same time the Commission recognises that, to
access some mental health services, travel will be
necessary and beneficial for people to receive more
.16/06/2020
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specialist care.
Delineating between these services, which services are
required locally and which services will be more
effectively delivered on a regional or state-wide level,
enabling access to the latest research and credible mass of
expertise, is one of the many challenges that the
Commission and the Victorian Government face.
The third configuration question pertains to the role
of catchments in the future system, both from a consumer
and carer perspective and from the perspective of
governance and commissioning.
The Commission has heard from individuals who would
like catchments in their current form to be removed to
allow more consumer choice. For example, as described in
John Richard Newton's witness statement:
People should have the right to choose
where they access mental health care, just
as consumers of other health services (for
example, orthopaedic or cancer services)
are allowed to choose.
Others have argued for alignment of catchment
boundaries for the purposes of improved navigation and
service planning, and others focus on the important role
catchments currently play in requiring health services to
provide care to consumers who may otherwise miss out.
These issues are complex and today's panel is just one
way that the Commission is conducting its enquiries on
these matters.
In addition to today's discussion, the Commission has
undertaken significant consultation and engagement with
consumers, families and carers and will continue to do so
in the coming months.
Finally, on behalf of my fellow Commissioners, I want
to again extend my gratitude to Dr Margaret Grigg, Julie
Anderson and Peter Kelly; your statements canvass a range
of views, insights and ideas for the future and we look
forward to hearing from you further.
I will now ask Senior Counsel Assisting, Stephen
.16/06/2020
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O'Meara QC, to provide some opening remarks before we
formally begin the panel. Stephen.
MR O'MEARA:
I would like to commence
Chair for her introductory remarks and
Commissioners and the Commission staff
important topic that is the subject of

As you already heard, today's topic is entitled
service configuration. This topic directly embraces issues
at the heart of the deliberations of the Commissioners
during this phase of the Commission, leading as it does to
the preparation and publication of the Commission's final
report in early 2021.
The topic is very much at the heart of the
Commission's work, principally because the configuration of
the mental health system in Victoria is fundamental to its
efficacy and accessibility to all Victorians through the
coming decade and beyond.
This Commission is very much focused upon the
configuration of a system that's both robust and
recovery-focused in order that all Victorians may be able
to access and enjoy the benefits.
The Chair has already outlined some of the critical
issues of significant interest to the Commissioners and
indeed to the Commission, and I should probably identify in
broad terms some of the further issues to be considered and
discussed by today's panel.
The first is the role and distribution of different
types of treatment, care and support in any forward-looking
system supporting the mental health of all Victorians. The
second is the role of hospitals. The third is the need for
services between bed-based or hospital services and the
provision of primary care.
The fourth is the role of hubs or, as otherwise
described, community-based mental health services. The
fifth are the components of care in the different parts or
areas of the mental health system.
The sixth is the extent to which mental health
services may be streamed and in what particular service
context, and the seventh is the role of catchments and
.16/06/2020
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associated issues such as governance and funding.
At this point I should introduce and commence by
thanking our panel members in advance for their time,
enthusiasm and generosity in this process. Without the
contribution of the many witnesses, including today's panel
members, the Commission could not progress.
In no particular order then, I should commence by
referring to the first of our panel members who is Julie
Anderson. Ms Anderson is a Senior Consumer Advisor in the
Office of the Chief Mental Health Nurse and Office of the
Chief Psychiatrist in Victoria. She has a lived experience
of recovery and lived experience in working and in clinical
and mental health community support services.
She had long experience at very senior levels of Neami
National and, in 2015, sat on the Expert Reference Group
for the Commonwealth Government's response to the National
Mental Health Commission's review of mental health
services.
Our second panel member is Peter Kelly. Mr Kelly
qualified as a registered nurse in 1992 and has been the
Director of Operations for NorthWestern Mental Health since
2005. NorthWestern Mental Health is Victoria's largest
publicly funded mental health service. It provides
services to approximately 1.4 million Victorians in the
northern and western suburbs of Melbourne. Its services
are organised into six local area mental health services
and programs spanning 32 sites. NorthWestern Mental Health
also provides a number of sub-specialities.
Our third panel member is Dr Margaret Grigg. Dr Grigg
is the Chief Executive Officer of Forensicare, also known
as the Victorian Institute of Forensic Mental Health. She
has a PhD in psychiatry. Dr Grigg has worked as the
Executive Director of Health Service Policy and
Commissioning in the Department of Health and Human
Services and as Director of Mental Health in that
Department. She's also worked in the non-Government sector
having served as the Deputy Chief Executive of Mind
Australia.
On behalf of the Commission, may I extend a warm
welcome to each of our panel members this morning.
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I should mention that each member of today's well
qualified panel has prepared a detailed witness statement
in response to questions posed by the staff of the Royal
Commission. In due course those statements will be made
available via the Commission's website. Each member of our
panel will now confirm that they will be giving evidence
today just as if we had been assembled at a hearing
face-to-face, and I might just ask, Ms Anderson, if you
could confirm that first?
MS ANDERSON:
MR O'MEARA:
MR KELLY:
MR O'MEARA:
MR KELLY:
MR O'MEARA:
like.
DR GRIGG:

Yes, that's correct.
Then Mr Kelly.
(Indistinct).
Yes, you're on now.
Yes.
And, Dr Grigg, you can do thumbs up, if you
(Thumbs up).

MR O'MEARA:
Very good, thank you everyone. Might I
commence by thanking you all for your lengthy witness
statements which have covered a range of important issues
in this, as has been described both by the Chair and I,
critically important issue in the deliberations of the
Commission.
In those witness statements it's apparent that there
are some areas of broad agreement between you. I might
commence by outlining some of those areas of agreement and
get each of you to speak in turn concerning some of those
areas in order that the broad areas of agreement are
apparent both to the Commissioners and those who come to
watch this panel hearing evolve.
The first is that, in the design and configuration of
any system for the support of people living with mental
illness, it's important to focus upon facilitating recovery
as that's the ultimate objective.
Dr Grigg, I might ask if you could just both confirm
that and speak to it briefly, if you could.
.16/06/2020
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DR GRIGG:
Certainly. Could I just also begin by
acknowledging the traditional owners on the land in which
we meet, and pay my respect to Elders past, present and
emerging. I'd also like to acknowledge and pay my respects
to everybody with lived experienced and reflect that that's
the purpose and point by which we are having today's
conversation.
The third thing I'd like to do is a mild correction
about my PhD. My PhD is in philosophy and was done through
the Department of Psychiatry, just so nobody has any
misunderstanding about my credentials.
Look, I do think that the issue of recovery is very
central to thinking about the future of the system. When I
talk about recovery, I'm not really talking about clinical
recovery, I'm not talking about how effective our
treatments might be in removing people's symptoms, although
for many people that's the important part.
Really, when I think about recovery I think about
personal recovery; I think about people living as much as
possible the lives of their own choosing; people living in
ways that find meaning for them whether or not they have
symptoms of what we might call a mental illness, which I
think is really important and very important both in the
context of really thinking about, this is about the lives
of people and people themselves should be determining what
those lives look like, and so, the important considerations
of a broader psychosocial health and human service system
is important to achieving those recovery elements as
considerations of how we might organise our more kind of
limited tertiary health system.
MR O'MEARA:
Thank you. The second area of broad
agreement concerns the self-management of mental illness
and its support with a range of supports, not merely as,
Dr Grigg, you've identified, medicalised care or clinical
care, but also psychosocial supports and perhaps the
support of psychosocial coaches.
Ms Anderson, you've got a lived experience of recovery
as we've heard, but also have some views about the supports
that can be provided to people living with mental illness;
we might be able to get you to speak to that broad area of
agreement between the witnesses.
.16/06/2020

8

GRIGG/ANDERSON/KELLY

Transcript produced by Epiq
475

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

MS ANDERSON:
Thanks, Stephen. I think recovery is
supports, connectedness, meaning, empowerment and hope, and
for that I think there needs to be connected systems, not
just around clinical recovery but around the psychosocial
supports of recovery; that supported my recovery journey,
taking the clinical perspective together with the
psychosocial supports around budgeting, house cleaning,
shopping, looking after children; they were just as
important as my clinical recovery.
MR O'MEARA:
Thank you. The third area of broad agreement
is that the present system between the hospital acute
system on the one hand or bed-based system on the one hand,
and the primary care system on the other hand has a degree
of fragmentation in the service delivery, and that too
often people come out of a hospital admission and fall back
on the care of a GP, if at all.
Mr Kelly, might I be able to ask you to speak to that
particular problem about which there's general agreement.
MR KELLY:
MR O'MEARA:
MR KELLY:
MR O'MEARA:

(Inaudible).
I can't quite hear you yet.
I'm unmuted on my system.
There you go.

MR KELLY:
Okay, thank you. Yes, we spoke about this in
the conclave last week. I think there is a gap between
hospital-based and community-based care and that in the
wider community, in the primary care setting. The mental
health system, frankly, is overwhelmed with demand and is
forced into a throughput system, if I can put it that way.
We are providing care for about the top 0.9 or
1 per cent of people with a serious mental illness rather
than the 2 to 3 per cent that is widely accepted as
appropriate in a health system such as Victoria's.
You know, people come into hospital pretty acutely
unwell and leave pretty acutely unwell, and we're relying
largely on the community mental health system and the
primary care system to provide care and support for those
people, and at times that system is under severe duress.
.16/06/2020
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MR O'MEARA:
Thank you. The next and fourth area where
there's been broad agreement between today's witnesses
concerns the value in streaming of care and, indeed, the
ways and some quite innovative ways in which that might be
approached by the creation of cohorts or pods in a hospital
setting.
Dr Grigg, you've expressed some views concerning that,
I wonder if you might be able to address that issue for us.
DR GRIGG:
Well, look, I think streaming of care is an
important design principle. There's already a degree of
streaming by aims; there is streaming by some diagnostic
groups, particularly when they've got very specific models
of care such as eating disorders.
I think that, as a panel discussion, certainly what I
took away from that discussion without wanting to commit to
reference any of my other panel members, is all of us
thought that more could be done with streaming.
I am certainly a very strong advocate for stronger
gender-based streaming and certainly it's one of our
objectives in thinking about the future of Thomas Embling
Hospital, that what we don't have is a model of care and
stream that effectively speaks to the needs of women.
But I think the other area of streaming that we've had
a long conversation about that was really important was
thinking about those people with complex needs, substance
abuse, maybe higher levels of occupational risks of
occupational violence, and how they're streamed with
perhaps more vulnerable people. And so, some of the worst
stories of vulnerable, sometimes older consumers being
physically assaulted in inpatient units, adult inpatient
units, where the mix of patients is so broad that it really
is impossible to meet everybody's needs and create a safe
environment.
While I think that we balance that off with a bit of a
discussion about also watching issues of stigma in the way
in which we stream, and also my concerns that a system
design is able to speak to the needs of people in rural and
regional Victoria as much as it's able to speak to the
needs of the people in more densely populated areas of
Melbourne.
.16/06/2020
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MR O'MEARA:
Thank you. Can I raise, just before I move
to another element of the streaming issue, a particular
issue with you and it's not so much a streaming issue as
the access to specialist support issue. You have some
experience with the Partnership Project and the importance
of general practitioners having access to specialist
support in order to provide better care.
Within that is an issue about the extent to which, and
I guess streaming might be part of this, the extent to
which specialisation can give rise to better care and, for
that matter, general practice can be supported by
specialisation. Might I just ask you to speak to that
briefly before we move to the final issue of streaming and
specialisation.
DR GRIGG:
Certainly and the Partnership Project was a
jointly Federal and State funded project that sought to
strengthen the relationship and linkages between
state-funded services by the Victorian Government, private
facilities and our partnership was with Healthscope
particularly the Melbourne clinic and, thirdly, general
practitioners.
And, what we're looking at was looking at particularly
innovative funding options that were able to provide
greater support to general practice, so GPs were able to
ring and get early advice around consultation; it helped us
support general practitioners to make referrals into a
cohort of private psychiatrists, but we also work with the
private hospital to think much more about which patients we
were caring for in a private hospital environment.
Our data showed us actually our patients had a higher
rate of private health insurance than we thought, although
this is the 90s where generally more people had private
health insurance anyway, but we were able to work quite
closely in that kind of connected model of care with a
private hospital, and in many ways it goes to opportunities
around innovation in our local area about how you can
create connections between parts of the service system that
traditionally don't operate together because they operate
in quite separate funding streams, leaders, and policy
environments.
MR O'MEARA:
.16/06/2020
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topic of streaming, Ms Anderson you've identified a
difficulty that can arise in a streaming approach, I wonder
if you can just speak to that.
MS ANDERSON:
Yeah, Margaret touched on it briefly around
stigma. I think the streaming through illness can be
stigmatising for people with mental illness. Some
illnesses hold more stigma than others, such as borderline
personality disorder, so I think it is an opportunity to
develop specialist areas, but I think streaming through
aged, mother-baby and adult is a better way to go rather
than streaming through illness because of that stigma
question.
MR O'MEARA:
Thank you. Just before we move away from
streaming, I might ask Mr Kelly an issue which arises, and
it might not necessarily be an issue of broad agreement,
but is it the position that streaming gives rise to better
quality of care or can give rise to better quality of care
and, if so, in what contexts?
MR KELLY:
Well, it can give rise to better quality of
care and better access to care, and I'll give you a recent
example.
There's a niche service at the Royal Melbourne
Hospital called the Deep Brain Stimulation Service and the
Young-Onset Dementia Service. The Young-Onset Dementia
Service was funded through a grant, a one year grant
through Safer Care Victoria. It provided access to an
assessment service right across Victoria. So, you know, in
Wangaratta and Mildura and so on consumers were able to
access that service, and really they got a fantastic
service and it dealt with all the issues you raised in your
introduction about accessing services in the city, costing
money, costing time, being inconvenient, creating a
logistical burden and being unfriendly for carers and
consumers.
Both these services have been recurrently funded by
the State Government as recently as three weeks ago, and
that is a tremendous opportunity for people in rural and
regional Victoria to access highly, highly specialised
services in the area of deep brain stimulation and
Young-Onset Dementia.
What we've found through that Safer Care Victoria
.16/06/2020

12

GRIGG/ANDERSON/KELLY

Transcript produced by Epiq
479

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

project is that telehealth options for consumers in rural
and regional Victoria are highly palatable for all the
reasons I just mentioned. So, you're getting access to
highly specialised clinicians and a highly specialised
service but the reach is broad right across Victoria.
MR O'MEARA:
Thank you. Just before I move away from you,
Mr Kelly, the final issue about which there's broad
agreement concerns the nature of the space, if you like,
between acute or bed-based care and primary care which I
referred to in my opening, and that, whilst you don't need
to necessarily dismantle the whole of the furniture that
might exist in that space - among other things it might
create confusion - but the problem is that the system's
been degraded.
Now, accepting that the system's been degraded, can I
ask you to speak to - it's one thing to recreate a system
from 30 years ago, but how does one create a system in 2020
and looking forward to 2030, what does that kind of system
look like briefly in order that I can then introduce might be able to then introduce - the issues about which
we'll be really moving to consider?
MR KELLY:
I think frankly, it's - rebuild is going to
have to happen in two phases and the initial phase is
actually just trying to build some urgent capacity into the
system and we're starting to see that now with the interim
recommendations of the Royal Commission in terms of new
beds. So the project of 135 new beds is starting to gain
traction, and that bed capacity will be enormously
important to us in the short-to-medium term, and on the
back of that you've got to build community capacity and
some of these links between the tertiary system and the
primary system.
To illustrate that point I can tell you that this
morning at 9 o'clock we've got 31 consumers sitting in
three Emergency Departments that we service, so at
Northern, Sunshine and Royal Melbourne Health. If I just
talk about Northern Hospital at the moment, we've got
consumers sitting there at 36 hours, 20 hours, 20 hours and
18 hours waiting for a bed.
So, it's an outrageous situation. We've got more than
a full ward of consumers sitting there in a holding pattern
in Emergency Departments which are high stimulus
.16/06/2020
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environments and frankly unsafe for people who are acutely
mentally unwell.
MR O'MEARA:

How common an experience is that?

MR KELLY:
It's an everyday occurrence and has been for
the past decade.
MR O'MEARA:
And this goes to the issue that you've
identified, which is both the need for immediate support to
the system, together with proper coordination between the
elements in the system which we'll come to: is that
correct?
MR KELLY:

That's correct.

MR O'MEARA:
Can I move at this point to the issues that
have been discussed between you as panel members and
starting with an issue and one that you identified in your
discussions, an issue of, if you like, an issue that might
inspire optimism, and that is that the recent response,
community response, Governmental response, medical response
to the COVID-19 pandemic and that that has shown that rapid
change is possible.
Mr Kelly, I might just, before I move away from you,
ask you to speak to that because that's an issue that you
identified when we met last week, and if you could speak to
that to start with.
MR KELLY:
Well, it's both a cause for optimism and a
cause for disappointment, I guess, in a way. What we have
seen with COVID-19 is, where there is a will, there's a
way. So, hundreds and hundreds of consumers who
effectively have been homeless or sleeping rough have been
accommodated in hotels over the past three and a
half months; that's an issue that seems to have eluded
people for the past decade and it's been a growing problem.
I also note that 200 intensive care beds were built in
the lead-up to COVID-19, appropriately in my view based on
the sort of demand we were seeing in other parts of the
world for intensive care beds. However, none of those beds
have been used. The accepted wisdom is that it costs
$1.1 million to build an intensive care bed, yet for the
past decade we've been advocating for more acute beds and
essentially those appeals have fallen on deaf ears.
.16/06/2020
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MR O'MEARA:
Thank you. Can I move, having introduced it
in that way, and you've identified the need for funding, to
the need to approach the design of a new system.
Ms Anderson, can I ask you to speak to the issues of
co-design which you've identified in the discussions
between the panel members, and the role of consumer choice;
if you could commence by introducing those issues and then
I'll ask the other panel members also.
MS ANDERSON:
I think with the National Mental Health
Standards that the services partner with consumers very
well, it's a standard that they're accredited with, but I
don't think we know how to co-design or co-produce
effectively, and I think that's a capacity that needs to be
built into services around that co-design. There's some
very good UK tools around how to embed co-design into
service delivery.
And consumer choice, I think the choice around what
services you receive and when is very important. I think
you should be able to have the choice to have treatment and
care in the home, not just in the hospital system, and I
think that the choice around that treatment and care is
really vital to a recovery journey.
I don't agree on seclusion and restraint and services
that provide seclusion and restraint.
MR O'MEARA:
Just before we move to an issue related to
that, I might just ask our panel members to agree - to
either indicate that they agree with what Ms Anderson said
or maybe contribute something to that topic themselves if
they wish.
MR KELLY:
MR O'MEARA:
choice.

Which part?
The issue of either co-design or consumer

MR KELLY:
I fully support consumer choice and I fully
support consumer design and I agree with Julie that it's an
iterative process, I guess, it's around mental health
clinician literacy around co-design.
I could give a couple of examples where we've done
that recently and done it very well; one around the youth
.16/06/2020
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PARC that will be built at Poplar Road in Parkville, and
the other women's PARC that will be built at Sunshine
Hospital.
MR O'MEARA:

Thank you, and Dr Grigg?

DR GRIGG:
Look, I do. I think Julie rightly points out
some of the technical and skill issues around co-design.
But I do also think that it's a cultural issue. I think
that it's a really, really important cultural issue in
what's a professionally dominated sector, how we really
engage. And there will be some people who talk about this
issue of where you're prepared to share power with people,
being able to share control.
And I do think that it's important and incumbent on
services such as ours to be able to tackle the hard bits of
it as it reflects in the culture, as well as develop up
particular skills and tools and workforce in order to be
able to really effectively kind of partner and design
services for the people who are intending to use them.
MR O'MEARA:
Thank you. Ms Anderson, I might return to
you because you raised the issues of restraint and the
like. You've expressed views in your statement concerning
the limited, if any, role of hospitals; I might ask you to
address that issue as we move to consider the role of
hospitals in a system.
MS ANDERSON:
I think the role of hospitals at the moment
is around the episodic nature of illness, I don't think it
really supports an ongoing recovery journey. I think in
some instances the hospital has a role of containment
rather than a place of care and healing.
I think, with all the good intentions of workers, I
think that they're in an impossible situation as well, that
there's the episodic nature, they don't see people in a
recovery journey. I think it's really a home-like
environment or being at home is more conducive to recovery.
MR O'MEARA:
Thank you. Going back to you, Dr Grigg, can
I ask you to speak to the role of hospitals in a future
system, if you could.
DR GRIGG:
I suppose fundamentally it depends on what we
mean by the concept of "hospital" and whether a hospital
.16/06/2020
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encompasses any bed-based congregate care setting, which is
the position I'm going to take on that a little bit.
I think that there's - I would cluster it into
probably three main clusters. The first is, there is, and
will continue to be, a need for tertiary hospital-based
care; whether that's about assessment, whether that's about
ability to access diagnostics that you're not able to
deliver in the home, whether that's about really close
monitoring.
The second part of that is, I think that there is a
need for hospital-like care that gives some sense of
respite and sanctuary to people for a period of time. I
think our PARCs hold the aspiration of being the most like
that.
Certainly, there are people that I talk to for whom
just having a period where, a period out from their life
for a period of time, is an incredibly important part of
their healing, that that really needs to occur in an
environment that is very, very recovery-orientated.
The third part of, whether we call it hospital care or
not, is the issue of extended care; of people who, for
whatever reason, are going to need to sit in some form of
bed-based service for often quite extended periods of time;
whether that is because they really are unable to manage on
their own, whether that's actually about a management of
problematic behaviours, high levels of need for personal
care - there's a few reasons for it, but in its broad sense
if I think about hospital care as congregate-based,
bed-based care, I think that there is an ongoing need.
I think what the system currently doesn't do is two
things: provide people with the option and choice, so
they're receiving their care in the right place at the
right time and, secondly, provide that care in a way and a
manner for the length of time that best matches that
person's needs.
MR O'MEARA:
Thank you. Mr Kelly, you've spoken about the
crisis and containment role of hospitals in the present
time; how might that be re-imagined and the role of
hospitals seen accordingly?
MR KELLY:
.16/06/2020
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meander down memory lane to when I was an undergraduate
student in the late 1980s the average length of stay was
closer to six weeks in an acute hospital bed. In fact on
the weekends on a 25 bed ward we'd be lucky to have six or
seven consumers actually in the ward; everyone else was
home on weekend leave or overnight leave.
These days the length of stay is closer to nine days,
we don't have any leave whatsoever. We're a 503 bed
service and I can assure you that, with the exception of a
couple of vacancies in our aged acute beds at the moment,
every single bed is full.
So, you know, and what we're trying to do today is
find capacity for those 31 consumers sitting in the three
EDs. So, there's certainly a thing about capacity but
there's also the way the services function, the way they
look, the way they feel, how therapeutic they are, and
picking up on Julie's points, how they provide a
recovery-based service to people in what is a relatively
narrow cross-section of their lives for a nine day
admission.
I don't share the view that hospitals are just about
containment, I think an acute admission serves many more
functions than simply containing someone. It can be about
containment, but it's often about family respite, it's
often about providing an opportunity for a longitudinal
assessment over days rather than minutes, it's about
commencement of treatment, and it's about providing
treatment in a setting that can't be provided in a less
restrictive setting such as ECT for instance, to some
people.
MR O'MEARA:
Thank you. Can I ask you, because you have
experience of this in NorthWestern Mental Health, moving to
talk about the space between the hospital setting, if you
like, and the primary care setting which I referred to in
my opening: one way to access that space is via triage and
you have an experience in your own organisation of
telephone-based triage; I wonder if you can speak to the
benefits of that system and explain how that system works.
MR KELLY:
MR O'MEARA:

.16/06/2020

As a point of access?
Yes.

18

GRIGG/ANDERSON/KELLY

Transcript produced by Epiq
485

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

MR KELLY:
NorthWestern Mental Health aggregated its
various triage components probably about 10 or 11 years ago
now for efficiency and for consistency reasons; it
coincided with the State Government introducing
standardised triage scales. So, we aggregated our triage
services into a centralised triage model that's based at
Royal Park, and it deals with about 100,000 incoming and
outgoing calls per year. So, it is the first point of
contact both for consumers, for primary care physicians and
for consultant psychiatrists, or indeed, carers.
We have set up a couple of VIP numbers so that people
can - GPs for instance are not placed in a queue or waiting
for a call, they can receive access more immediately, and
we utilise the state-wide triage guidelines to determine
service response for whoever makes contact with that
service.
MR O'MEARA:
From that service, how is it then determined
to where the consumer might be placed?
MR KELLY:
At the moment it's based on geography, your
residential address.
MR O'MEARA:
Thank you. Moving to the alternatives to
hospitals in that space between hospital care or that form
of bed-based care and primary care, there's been reference
in the statements to notions of hospitals without walls or
hospital in the home; Ms Anderson, can I ask you to speak
to that kind of model and how you would see that kind of
model having benefits?
MS ANDERSON:
Yeah, I alluded to hospital without walls
because hospital in the home for people with mental health
issues, often hospital relates to trauma and bringing that
trauma into the home is not conducive to recovery.
So, I think people can - that teams come into the home
and support people even in their acute phase of illness,
and I think that there can be home-like environments such
as PARC for people to have some of that sanctuary away from
their daily lives. But rather than disrupt a person's life
with a hospital stay, I think it's more conducive to
recovery to support a person through what they're going
through in their own environment, to come back to that
environment and to support their recovery.

.16/06/2020
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MR O'MEARA:
What do you see as the elements, the
supportive elements, in that kind of model? Is it beyond
medical care and, if so, what kind of other forms of care
is it? Is it the kinds that you spoke of earlier that you
have personal experience of, or is it beyond that entirely?
MS ANDERSON:
I think it can be medical care, it can be
people need to know that their physical and mental health
is stable. I think it's around some of the psychosocial
supports around, one, well, the most basic need is having a
house, and around budgeting and things that are difficult
while you're at home; even opening the mail can be a
difficult thing, so a psycho community - a mental health
community support person is part of the team as well as
clinical clinicians in the team.
MR O'MEARA:
And is this something, Ms Anderson, that you
see as having value in the bed-based services as well as
other settings?
MS ANDERSON:
In the home-like environment such as PARC I
don't think any person - if they go to hospital for a
physical illness, it disrupts their lives; if you add the
mental illness on top of that, it's just - it's hard to
recover from: you're recovering from the hospital stay as
well as a personal recovery journey; it just adds another
burden onto a person's recovery.
MR O'MEARA:
Thank you. Dr Grigg, we've rather moved into
the architecture of what might be a system between the two
disparate ends of it that I've described, but you've
expressed some views about the guiding principles that
might be embraced before one even begins to see how those
bits of furniture might be oriented between; I wonder if I
can ask you to speak to those principles.
DR GRIGG:
I hope that you're referring to actually
ensuring the kind of cluster of the sort of four things I
thought we needed to ensure are available.
So, there is access that people need to healthcare;
there are healthcare interventions that should be
delivered; whether that's the medical treatment, you know,
assessment tests, medication, but actually also
increasingly the large evidence we have around
effectiveness of psychological treatments.
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There are a whole range of psychosocial needs that
people have, I think Julie referenced it when she talked
about a very basic one was housing. I might just talk
about stable and safe housing as well as not just
necessarily any roof over your head but, you know, your
ability to have food on the table, your ability to do your
washing, open your mail as Julie referred to, a whole set
of psychosocial needs that need to be met.
I think the third one I referred to really related to
those issues around occupational function. We all need
meaning and purpose. Depending on the nature and phase of
our illness, how much of that we can tolerate may vary: for
some people it may simply mean finding a purpose to get out
of bed in the morning; for other people it might be really
active job-seeking that becomes really important. So,
purpose, meaning, occupation is a critical component of any
system design.
The fourth one I talked about was relational: we need
people in our lives, we need to be in environments where we
mix and talk with others. And, I think, as we think about
the kind of care place and the care journey, thinking about
what components all of these four elements bring and what
their various mixes are, there might be phases of your
illness where, you know, 70 per cent of it's sitting in the
medical domain, but equally there may be phases of your
illness where actually most of the question is, how do I
find purpose for my life or how do I build and grow
meaningful relationships.
And that hooks and connects back to my opening
statement that recovery for people needs and must be more
than just access to healthcare, whilst still acknowledging
that healthcare will play a role in that.
MR O'MEARA:
Thank you. Accepting, as we must, that those
four concepts have all got a role to play and there might
be a difference in what weight is given to each of those
concepts in different parts of the system, I suppose if we
drill into that, in a system of limited resources and in a
system where we have to treat more than one person, and a
system where different people come into the system and
hopefully progress through recovery, what kind of emphases
would those concepts - or should they be given at different
points in the system between on the one hand hospital, on
the other hand primary care, and in between? Is it
.16/06/2020
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possible to say that?
It's very difficult - just before I move into it and
ask you the question - it's very difficult of course and
expensive to have a system which creates that full volume,
each of those availabilities. How is it to be rationed?
DR GRIGG:
Absolutely, absolutely and, you know, I think
that they do become questions of design. I suppose that
one of the reasons it's really important for me to
emphasise the psychosocial, the occupational and the
relational elements, and some of these things don't
necessarily cost any money. The evidence is that it's
actually informal relationships, it's how do I make
friends.
A common question you might ask somebody could be, "If
you've got a problem who would you talk to?" How we might
support people to be able to widen out and develop their
friendship networks is a really, really important part of
recovery, and it's not actually something that costs much
money.
Here, for example, I want to call out the work of an
organisation such as VMIAC that's been doing great work
at - it's not just their advocacy platform, it's not just
the sort of practical help seeking that they're doing, but
actually they're a really important organisation for people
to find identity, meaning and relationships in, and that's
not necessarily about spending a lot of money in doing it.
Pretty similarly, if I pick up the ways in which we
might think about actually ensuring that we've got pathways
into employment, the reality is that many of our employment
schemes are quite hard and difficult for people,
particularly people with severe mental illness, to actually
navigate.
When I was at Mind Australia we were doing a project
with some employment providers to really help people think
about and engage in meaningful activity because employment
both gives us structure, it gives us purpose, but it's
probably one of the most powerful pathways out of poverty
that our patients will face, and yet, we don't give enough
thought to what are the system design issues that encourage
and interface into the employment placing.
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So, what I would suggest to the Commission, that some
of these aren't all necessary - you know, building more
beds, having more workers, are very expensive; but
sometimes actually just thinking about navigation, small
adjuncts to systems. There's been - I'm aware of some
services, for example, who have found room for employment
consultants within the area of mental health services to
really support employment outcomes; a relatively cheap and
very effective intervention for actually supporting
people's recovery.
So, I do think that this speaks and connects to both
the issue of system integration and system navigation
because, if we get the design right, we can leverage off
what's already there for people, not necessarily replicate
or spend a lot of money doing it.
MR O'MEARA:
Thank you. If I could ask you just one
further hard question, I apologise that it's hard, but if
accepting that supports to do with enabling people to
develop vocational skills and access to employment and so
on can be very important, and if it can't be that it's at
every point of the system where there's access to that and you've referred to the fact that employment
consultants - you're aware of an employment consultant
being available in a particular area of a mental health
service, is that the proper place for that kind of support?
If you couldn't have that kind of support everywhere,
where's the best place for it?
DR GRIGG:
Look, it would really surprise you: we have
people who are currently within Thomas Embling Hospital
going out to work. Inpatients at Thomas Embling Hospital
who have jobs. Equally, in some of our consultant work we
are increasingly looking at the use of current patients of
ours, paying them as consultants to do work for us.
Of course it's easy to see that the proportionate
people further down the chain, if you like, there's more
opportunity, but certainly if I were working with young
people it probably wouldn't matter how sick that person
was, the issue of either education or employment, keeping
meaningful purpose would have to be absolutely essential to
the work that we do. Spending 40 years on a disability
support pension really has terrible kind of long-term
outcomes at least in the area of poverty and your ability
to engage in a kind of community.
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So again, I think that there are opportunities for us
within a healthcare setting, and I don't want to diminish you know, I probably sell healthcare for a job, you know, I
run a hospital, I run tertiary services and they're
important and they're expensive and we need them, but we
need a system design that recognises across all of that
continuum that people's lives are more and people need more
than just access to healthcare.
Perhaps that was one of the most important lessons
five years in an NGO really taught me, and it taught me a
lot more about the capabilities of people and, again, this
is where I want to speak back to the culture of it, the
culture of mental health services where sometimes our
beliefs in what we think people are capable of doing and
the lives they're able to live are really kind of
overshadowed by our own sense of negativity; our own sense
sometimes of the hopelessness of the churn of people
through acute systems. I've seen 31 people sitting in an
Emergency Department in acute need; for me, looking at very
unwell prisoners sitting in prison who we're unable to
provide effective treatment for.
One of the other really important aspects of recovery,
this concept of hope, is a really important concept I think
to actually apply to our system. And, for me, one of the
important opportunities of the Commission is its ability to
give hope to those of us within the system so that we can
see that it's possible for people to live different lives
to the lives that they're living today.
MR O'MEARA:
Thank you. Mr Kelly, moving to you: your
statement talks about the continuing care model versus the
episodic care model, and you also have experience of a
model in New Zealand which provides five levels of support:
if I might ask you, in talking about that space between
hospitals on the one hand and primary care on the other, if
you could speak to both of those concepts.
MR KELLY:
MR O'MEARA:
MR KELLY:
THE CHAIR:
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MR KELLY:
MR O'MEARA:

Can you hear me now?
Yes.

THE CHAIR:

Yes, thank you.

MR KELLY:
off-site.

I've done nothing, someone's muting me

THE CHAIR:
That might be us, I suspect, so Heather and
the team will keep an eye on that.
MR KELLY:
Thank you. I've lost my train of thought, the
first part of the question?
MR O'MEARA:
The first part of the question was, the
observations that you've made concerning NorthWestern
Mental Health's experience of the continuing model of care
as opposed to the episodic model of care which you've
described in your statement as harmful, and that being a
model of care which you have experience of and can speak
to, and you've also spoken in the conclave concerning your
observations of the system in New Zealand which has five
different levels of care, which they're not the same thing,
but I'd like you to speak to both of those topics, if
possible, in this general setting of, how does one approach
what needs to happen between hospitals on the one hand and
primary care on the other.
MR KELLY:
Okay. It's probably helpful to go back to the
early 1990s which was probably recognised as the sweet spot
in the Victorian mental health system where it appeared at
least to be adequately funded and adequately resourced to
do its job. At that time the community clinics, the adult
community clinics, were known as Continuing Care Teams
because they provided continuing care.
But over time as the population has grown and services
have become overwhelmed, we've had to move towards an
episodic care model, and what that means is that people
cycle through that clinic, or our clinics in a sort of
acute unwell, recovery, stability, relapse, recovery sort
of cycle, and for people with a severe and enduring mental
illness that is harmful, because particularly for people
with psychotic disorders, each time a person has a
psychotic breakdown that individual experiences a minor
.16/06/2020
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cognitive decline, and each of those cognitive declines
build one upon the other and over time degrade the person's
level of functioning.
So, we've moved to an episodic model not out of desire
but out of need to try to do the most good for the most
people, and what that means is that each week or each month
or each year we have to have the same number of people
exiting the clinic or the caseload as have entered,
otherwise the inevitable outcome is you end up with a wait
list system which we've never embraced because I think that
just is a sort of harmful space for people to be in as
well.
So, I suppose what I'm saying is that, the old system
of continuing care recognised that people who had a severe
and enduring mental illness often needed lifelong care, or
at least longer than they get now under the episodic care
model.
MR O'MEARA:
Thank you. You've observed in New Zealand sorry, before I move to that: you've observed that part of
the problem is, once episodic care has been provided by
your service, often a consumer will then plummet, if you
like, back into the hands of the GP at best and that's the
difficulty in the space that I've described between
hospital on the one hand and primary care on the other, and
you've observed a system in New Zealand which has five
levels of care; I wonder if you can speak to how that
works?
MR KELLY:
The New Zealand model particularly related to
consumers with a severe and enduring mental illness who
needed residential care support, so it was specific to that
area where people, mostly who had schizophrenia or
long-term bipolar affective disorder that needed support to
move into independent living graduated through a system,
Level 5 through to Level 1. Level 5 was akin to sort of
our community care units here in Victoria, where there was
24-hour staff, through to Level 1 which was effectively
independent living with in-reach from a non-clinical
provider, and that system seemed to work effectively when I
worked in New Zealand back in the late 1990s, early 2000s.
MR O'MEARA:
Can I just get you to populate the fourth,
third and second levels as well.
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MR KELLY:
They were just graduated levels of support, so
apart from having, you know, if you take the CCU example
where you've got staff on site 24/7, you might move to a
system where you have staff working two shifts with a
sleepover, and then one shift, and then a group of
consumers living in a block of flats for instance that had
been converted for this purpose, with in-reach into that
block of flats, and then finally moving a person into
independent accommodation.
MR O'MEARA:
Thank you. Before I move away from you, one
of the issues that's been identified, and Ms Anderson made
reference to it, is the idea of the hospital without walls
and the like treatment in the home. You made mention of
the 1990s and there being, if you like, assertive outreach
or what were then said to be called CAT teams; I gather
from what you've said you regard that as having been a
successful feature of the system at that time, albeit a
system that's been degraded somewhat since, but also an
expensive element of the system.
Before we talk about the expense of it, what about the
efficacy of it and the success of it, are you able to say
anything about that?
MR KELLY:
Yeah, it was efficacious and it was very
palatable to consumers and carers because we were providing
home based assessment and treatment to people in an area
where they - you know, in a location where they felt
comfortable and supported and often had their loved ones
around them. Ironically the success of that program led to
its demise in the sense that it just couldn't keep pace
with the work.
I did that job for two years back in the early 1990s.
Initially those teams had two functions: they were doing
assessment and treatment, and in the end they could do
neither function well. We ended up with caseloads on our
treatment board of up to 30 or 35 consumers spread over a
large geographic area, and in the end it just became
impossible to maintain that, to maintain the quality of it.
And it was more than just dropping off and giving
people medication, it recognised that we were dealing with
people with the full gamut of mental illnesses: people who
had lifelong and enduring mental illness; people who were
having a single psychotic episode due to illicit drug use
.16/06/2020
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for instance; people presenting with suicidal ideation in
the context of a situational crisis. So, you offered the
full range of supports to those people to deal with a
crisis. They were called crisis teams for a reason, so
crisis theory was applied. In other words, you tried to
understand what the symbolic meaning of the crisis was for
the person, you tried to uncover their internal resources
and see what had sustained them in previous instances of
crisis, you tried to build on those and get the person
emerging from that with a higher level of functioning.
So, if you take the example of someone with a
situational crisis due to a gambling problem for instance,
where perhaps they were about to lose the family home, the
mortgage was about to be foreclosed, the marriage or the
relationship was starting to fall over as a consequence of
that, and really their whole world had started to tumble
down, then you start to unpack that and put in place the
appropriate resources, whether it's gamblers' help
assistance, financial counselling, relationship
counselling, immediate crisis accommodation if that's
required, as well as the medical treatment. So, it wasn't
like the medical treatment was the absolute focus of it, it
was one of a number of elements of care that was being
provided to that individual and indeed their families at
that point in their life.
MR O'MEARA:
Accepting that - sorry, Peter - sorry,
Mr Kelly - accepting that the system that you're speaking
to I think conceptually is a 24/7 type system; is that
right?
MR KELLY:
In those days in the early 90s it wasn't 24/7,
it ran two shifts per day seven days a week with an on-call
function overnight, and largely the on-call function was to
respond to people presenting in crisis either at police
stations or Emergency Departments.
MR O'MEARA:
Is that an effective way of running a system
like that, to give emphasis to particular periods with
on-call at other times?
MR KELLY:
What's the alternative? I've spoken this
morning about 31 patients sitting in Emergency Departments,
very busy Emergency Departments occupying resuscitation bays
at enormous cost, draining enormous resources, in an
unfriendly, unsuitable environment. So, I think it's
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highly cost-effective.
MR O'MEARA:
How did the system operate, for example, in
rural or regional areas?
MR KELLY:
I can't really comment on that because I was
based here in the inner west out at St Albans, but in fact
we travelled out as far as Melton, Bacchus Marsh, and up as
far as Sunbury, so a pretty large geographical area, but I
fully concede that operating in that environment is very
different to operating in Mildura, for instance.
MR O'MEARA:
Thank you. Dr Grigg, I might go to you on
this topic of different innovations that can populate that
space between hospitals on the one hand and primary care on
the other, and we've been given the example of these crisis
assessment teams as they've been differently described. If
I can ask you about those while we're trying to get
Ms Anderson back onto the call.
DR GRIGG:
Certainly. So, like Peter, I was involved in
crisis teams, I managed a crisis team in the inner city in
what I think was the early 2000s, I kind of have to do my
timing, it always feels a long time ago.
Look, there's absolutely no doubt that they were
important. There's a question of what the contemporary
look of them look like today which I think is important.
But that issue of being able to provide people with options
for intense treatment at home: you know, the ability, as
Peter's said, to actually provide a broad range of
interventions because they were multidisciplinary teams, so
you were able to provide broader psychosocial input if
needed.
The ability to potentially visit somebody up to three
times in a day, the ability to really go at all times of
the day, be on-call. I had a little bit of an experience
of the teams in rural communities and they did operate a
little bit differently, but often kind of really
effectively in terms of being able to provide, and I do
think that there's opportunities to learn from crisis teams
of which they're well-established in a whole range of other
jurisdictions.
We find a number of evaluations of it and think about
what a contemporary design of them might be if we think
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about a hospital without walls or a hospital at home, and I
would say that other parts of healthcare are really
actively looking at these models of care, of being able to
deliver where possible services to a person at home rather
than necessarily bringing them into the hospital, so I see
that they have to be a really important part of some future
design.
MR O'MEARA:
Accepting that an approach of that kind has
demonstrated this benefit historically, and as you've
identified the question is how that is to be approached in
a contemporary and modern setting, what do you see as being
the issues in imagining crisis teams in a modern setting?
DR GRIGG:
Well, they're probably pretty similar, what's
the scope of the crisis team, so what's the balance between
assessment and treatment, so what's the options? As Peter
says, as demand for these services grew without resources,
more and more work went into assessment, much less went
into treatment options to keep people at home.
How do you use them potentially to support people as
they leave hospital? So that step-down option, as well as
preventing hospitalisation.
What are the interface issues? So, again, they
started getting quite complex design issues when a lot of
resources went into Emergency Departments, so you find a
lot of people turning up to Emergency Departments. But
increasingly, so now we've got - I can never remember the
new name for the PACER initiative, but the police and
mental health workers do some of that.
Barwon have been doing a trial around ambulance and
kind of mental health workers, and so, you do have to sort
of navigate what some of those interface issues might look
like, because what you don't want is five different
services delivering pretty similar services because that
gets pretty inefficient.
I do think the opportunity to think about what virtual
care might look like and how we may much more use
technology effectively, and so, for example, I was just
talking to one of our own teams about how we might simply
use text messaging, you know, in a follow-up for people who
have made a suicide attempt. We know the importance of
follow-up of the person after they've left the Emergency
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Department, how effective that is in reducing the
likelihood of a future suicide attempt, but that follow-up
doesn't always have to be face-to-face; you can find really
innovative programs where, for example, people are sending
regular text messages: have you done this, have you thought
about this, is everything going okay?
I do think in design there's also the real opportunity
to think about the ways in which we use technology in a
contemporary space and not always have to rely on it being
delivered in a face-to-face type fashion.
MR O'MEARA:
Thank you. Can I go to a topic which was
discussed last week about which there was a difference of
views, albeit a very good natured one, which was the role
of secured extended care units and you expressed some views
about that.
DR GRIGG:
Yes. So, I don't think Peter and I completed
the conversation because I think many of the references he
made was really about work they've done about their own
individual secure extended care.
But if I were to step back and look at them as a
system of care, both from my experience in the Department,
but also from my experience here, I'd make three
observations. One is, there is often excess demand for
those services. So, many of the services receive a lot
more referrals for people than there are available.
The second observation I would make probably aligns a
little bit to what Peter said in his witness statement;
that is, the level of security and their ability in
particular to manage quite complex behaviours including
occupational violence.
So, I think at any given time we have three to four
admissions of quite - of people being referred to us from
the civil system with quite complex behaviours who are
unable to be contained in the secure extended care system
but for which we don't have capacity, and some of that's
really about how we might think about actually what's the
design and model of care in those facilities that give rise
to its ability to much more effectively manage behaviours
of concern, including I think some of the complex issues
associated with disability.
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The third issue that I might raise is really the kind
of recovery orientation and the level of amenities within
them, so the extent to which the services think about kind
of containing people and hope that, you know, something
happens with their illness to get things better. Because
often the environments themselves have really limited
interfaces with broader psychosocial environments, so they
are frequently sitting on acute hostel campuses where
there's very little outdoor space, for example; where the
abilities to connect into our communities safely are
limited.
And so, I do think that there are real opportunities
as we think about that very small but really important
group of people with quite complex needs, many of whom
we're seeing really cycle through prisons, you know, or
moving between homelessness, in and out of inpatient units;
sometimes having done periods in SECUs that the current
models of care that we've got for that group of people more
broadly I think at the moment aren't really very effective,
but less of a comment on Peter's individual SECU service.
MR O'MEARA:
Just before I come to you on that topic,
Mr Kelly, I'd like to welcome back Ms Anderson and ask her
about the importance of longitudinal care. I opened up
this topic by asking Mr Kelly about continuing as opposed
to episodic care, but Ms Anderson if you can talk about the
importance of care over time or, as you've described it,
longitudinal care.
MS ANDERSON:
It's really important. For me it took from
acute mental illness to a really stable recovery phase
10 years, and in that 10 years I accessed housing and
support, psychosocial supports, clinical care, and just
self-managing my illness. Part of that was - after my
acute episode is to really discern what type of care I
needed and what type of care I needed going forward, and
part of that was volunteering, getting stable employment;
having my peers around me and getting peer support in an
informal way, because there was no peer support programs
then, and able to access the care I need. It was a
really - I was very fortunate to be able to do that.
MR O'MEARA:
You refer in your statement to the experience
you had when you first spoke to Neami National and you were
asked questions about how you were and that set you on a
recovery path, I wonder if you can speak to that because it
.16/06/2020
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seems that from that point the kinds of supports that
you've described then became supports that you were able to
access and were available to you; I wonder if you can tell
the Commission about that.
MS ANDERSON:
Yeah, I was - people only spoke to me about
my medication and what I should be doing clinically and not
about my life and where it was going and what dreams, what
hopes and dreams I had, and so, when I spoke to Neami the
question was put to me, "What's happened to you?" It
wasn't about my case, it wasn't about medication, it was a
personal question about my life and where I wanted to go,
and so, the supports I received from them was
strengths-based. So, they did exercises with me about what
my strengths were, they supported me in being a mother,
they supported me in maintaining my housing, they supported
me in doing budgeting, all those things took time, it took
time to sink in, but it was reinforced time and time again
together with my clinical supports.
So I think it's important it's not one or the other, I
think you need both, the clinical support and the
psychosocial support together, and it takes a long time. I
took up some volunteering, the opportunity was to take up
volunteering, which led to employment for me so I was very
fortunate.
MR O'MEARA:
We've heard from Dr Grigg that it might be
that the emphasis between the clinical support on the one
hand, and non-clinical supports of the kind that you've
described on the other, might be different at different
stages or phases of illness; was that your own experience,
that there was an emphasis upon clinical at one point and
an emphasis upon the non-clinical at other points and, if
so, is there a role in the system for reflecting that
emphasis?
MS ANDERSON:
The emphasis on the clinical support was
when I was acutely unwell, but other than that, going
through my phases of illness and relapse the emphasis was
on clinical support. But the psychosocial support came in
fairly quickly and they worked hand-in-hand, they worked
together, so they worked in tandem, it wasn't one or the
other.
MR O'MEARA:
Thank you. Before I move away from you,
Ms Anderson, have you got some other observations
.16/06/2020
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concerning some of the topics? I'm conscious that you have
been on the system at one point and you were off the system
at another, and so, I'm not quite sure what you missed, but
you might not know what you missed either, so by all means
you can ask me, or you can comment upon that which you saw
but that I'm not conscious that you saw because I don't
know whether you were on the system or not at the time.
MS ANDERSON:
No, I was off the system for quite a few
minutes. I'd just like to emphasise the importance of
peers in the recovery process, and especially in the in
between referring times.
So, in between, say, in a hospital stay and the time
that lapses before being referred to a GP, that you have
that personal connection with somebody along the journey.
MR O'MEARA:
And you've got in mind particularly peer
workers; is that correct?
MS ANDERSON:

Yes, peer support workers.

MR O'MEARA:
Thank you. I understand that I'm entirely
changing the topic a bit here, Mr Kelly, but I'm going back
to your experience and observations concerning the SECU in
Sunshine in order that you can give the perspective upon
the operation of that service. I raised the operation of
SECU services in a general sense with Dr Grigg, but I'll
allow you to explain to the Commission how the SECU in
Sunshine operates.
MR KELLY:
Well, firstly, I'm extraordinarily proud of the
work that's done at the SECU at Sunshine. It's been
operating for over 20 years. It's a professorial unit,
it's headed up by Professor Christos Pantelis who's a world
renowned expert in the area of treatment resistant
psychosis.
I think the name is a bit of a misnomer in the sense
that they're not really secure, they're probably less
secure than our acute inpatient units to be honest.
The original mandate of the SECUs was to treat people
with treatment resistant psychosis. And I mean, this might
sound odd, but up until quite recently we've had three
consumers at the Sunshine SECU, or the Adult Mental Health
Rehabilitation Unit as it's known, that had been there for
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over
that
back
been

10 years. So, they certainly had a refractory illness
couldn't be managed in the community and, if we go
30 years, these are the sort of folks that would have
in long-term institutional care.

The current length of stay in our SECU is close to
9 months, and so, typically consumers who are referred into
the SECU have a treatment resistant psychosis but with a
whole number of layers of complexity. Often there's a
forensic overlay, there's an illicit substance use overlay,
there's often an intellectual disability or an autistic
spectrum disorder, and there's a myriad of social problems
in terms of housing and so on.
Typically what the team will do is conduct a file
review and often times the type of consumers being referred
into the service have 15 to 20 volumes of medical records,
so they'll go through those records from top to tail and
really just try and understand the person's treatment
history in a much more detailed and profound way.
They'll often wash out the medications that the person
is on and start afresh, but also conduct a very detailed
organic work-up. In other words, they'll try and see if
there's an underlying physical cause for the person's
mental state, recommence medications and try and stabilise
the person's mental illness. And so, typically that
process takes about nine months.
So, throughput is slow and there is simply more
referrals than there are beds available. I think it would
be a fair comment to say that SECUs are not all of the same
standard or run to a consistent model across Victoria, and
I'm not being disparaging by that, they're all set up
slightly differently, have different levels of
infrastructure, et cetera.
What has emerged in recent times is a push for the
SECUs to admit and care for a cohort of consumers referred
through the Victorian Fixated Threat Assessment Centre.
So, these are people that have radicalised views, that have
been caught up in the criminal justice system and a large
percentage of these folks that engage in these sort of
behaviours have a mental illness either diagnosed or not.
So, these are the type of referrals that we are starting to
see now on top of the chronic treatment resistant type
presentations.
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They are certainly recovery phase focused units.
We're extraordinarily proud of the work that our staff do
in the SECU at Sunshine.
MR O'MEARA:
Thank you. Can I move to a different topic
and I'm really raising two slightly different things, but
one concerns, and you have some experience of this, the
role of the private system and the relationship between the
public and private systems and the benefits there might be
in a relationship with access to the private system, and
also moving to the issue I identified right at the outset
which is specialisation which you have experienced in your
own service, some degrees of specialisation, and the extent
to which that can be regional, state-wide, local or other
when we're talking about the kinds of streaming services
that there might be that were mentioned right at the
outset: eating disorders and the like. I wonder if you can
speak to those two issues and then I'll move from there to
Dr Grigg.
MR KELLY:
I suppose in my statement what I referred to
was the symbiotic nature of the relationship between the
private and the public system. Many psychiatrists who work
in the public system also want a mix of private work.
If we go back about 15 years ago, I think, we
recognised that there was a real maldistribution of private
psychiatrists west of the Maribyrnong River in Melbourne,
and so, we set about developing two private consulting
suites; one at Harvester Clinic in Sunshine and the other
at 130 Bell Street in Coburg. What we wanted to do was
provide opportunities for psychiatrists working in the
public system to also do private work, and ideally that
consumers that we were treating in the public system would
migrate through to those private psychiatrists and have a
continuity of care in that way, but also building in an
easy re-entry back into the system if the private
psychiatrist is no longer able to meet the needs of that
person; in other words, if they became acutely unwell they
could be referred quickly and easily back into the public
system, and that model has been very successful.
One, we've retained a lot of private psychiatrists in
the public system that otherwise would have moved into
full-time private practice and, secondly, we have now got
8,000 consumers registered across those two private
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practices. Now, I'm not trying to mislead you, that's a
mixture of consumers who have migrated from the public
system but it's also allowing the private psychiatrists to
do the sort of work that they might also feel stimulating
and interesting and accords with their subspecialty
training, whether it be eating disorders or neuropsychiatry
or what have you.
MR O'MEARA:
Thank you. Dr Grigg, if you like, unlocking
the potential for the private system on the one hand and
access to or links to specialised or streamed services on
the other, how can this problem best be approached?
DR GRIGG:
So, I think that's a really important question.
The public/private interface in mental health is quite
different to the public/private interface in many other
areas of health, where the degrees of overlap between the
two of them are much greater. And so, while there's good
examples such as Peter describes of the work done in
NorthWest, largely that's pretty kind of marginal and both
systems, both in the context of hospital care in the
context of psychiatry, but also increasingly in access to
psychological services are operating in silos.
I think there would be a couple of comments that I'd
make here. I think it's important in a system design sense
for us to think about what incentives we're putting in
place in the public system to better lever it into the
private system. Initiatives such as Peter's are good
examples. There are public services that have been looking
at developing relationships, for example, with private
hospitals that both formally, such as Mercy Health, but
also informally, St Vincent's has always had a relatively
strong relationship with Healthscope.
So, thinking about those, but I would note that
there's a greater opportunity - the Productivity Commission
Report is soon to come out. There are at the moment I
think really good opportunities for the Federal and State
Government to work together. There does need to be
a degree of harmonisation at the State and Federal level if
we're really to realise as much intersection between the
two.
Probably the other thing I'd say, which I really think
is worth having a look at: so, if we think about COVID and
I go to a completely different discipline area such as
.16/06/2020
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intensive care - Peter's made a couple of references to it.
So there's always been a capacity for public patients
to be admitted in intensive care where there's an absolute
capacity overrun but it's been very limited, very marginal.
COVID saw major shifts in the role of private health
services in the delivery of public healthcare, including in
the access to both intensive care capacity within the
private system and elective surgery, and these came out of
unprecedented cooperation between the State and Federal
Government to solve a problem in front of them.
Which says to me - I think this loops back to the
innovation of COVID, which is not just on-the-ground
innovation of activity - but actually showed that complex
kind of policy gaps between various levels of Government
are possible to address if there's a will to do so, and it
certainly increased my kind of line of sight in the ability
to think about in some future state what is a different
role of private hospitals, how can we lever in and access
much more effectively? I do want to keep private
psychology in the loop as well as private psychiatry,
that's becoming increasingly important, and there's
probably no better time than now for us to be ambitious in
our thinking about what that could look like.
MR O'MEARA:
Thank you. Ms Anderson, can I go to you
about the importance of specialisation and access to
specialty services and also, if you have an experience of
it or knowledge of it, private providers.
MS ANDERSON:
Thanks. Specialisation in certain - you can
access specialised services if you're in certain catchments
and, if you're not in the right catchment at the right
time, you're not able to access some of those specialised
services. So, I don't know what is the answer is, I think
it is with specialised services, that you should be able to
cross catchments if there's a specialised service in a
different catchment that you need.
I also think - sorry, what was the second part of the
question?
MR O'MEARA:
MS ANDERSON:
.16/06/2020
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that bulk bills - that's very rare - but without that
relationship over the 10 years with that private
psychiatrist I don't think I'd be where I am today. So, I
think the private hospitals are under-utilised. I think,
in agreement with the Federal Government, that there should
be some sort of more agreement around the use of private
hospitals, and also more Medicare benefits for private
psychiatrists to bulk bill.
MR O'MEARA:
Thank you. Mr Kelly, NorthWestern Mental
Health has got a partnership with some private hospitals, I
wonder if I can ask you to speak to that.
MR KELLY:
Certainly. The Department or the Government
has recognised the shortage of beds across the north and
west of Melbourne and as an interim strategy has funded us
to purchase three beds each at the Melbourne Clinic,
Northpark Private Psychiatric Hospital and Wyndham Clinic.
So, nine beds in total we can access.
I started off this morning by talking about the 31
patients in the Emergency Department; yet out of those nine
beds we've only got eight occupied at the moment. So,
there is a threshold issue around risk that the privates
are able to admit up to and then not beyond.
So it's sort of an interesting comment, isn't it, that
we talk about sometimes that hospitalisation is not
required, yet I've got people queued up in Emergency
Departments and yet they're all too risky to go into a
private bed at one of those hospitals.
The other comment I'd make about the privates is that
their model of care typically in these arrangements with us
is for a 28 day admission against our nine day average at
NorthWestern Mental Health. Now, you could ask yourself,
well, why is that so? Why 28 days and not 21 days or 14
days? And it's probably linked to the sort of caps on what
the funds will pay out. So, in other words, at the end of
28 days the person is discharged back into the primary care
sector.
We have sought to try and drive down those lengths of
stay to get them more commensurate with ours, but on the
other hand you can say, well, actually that's the perfect
length of stay for someone with an acute mental illness and
they'll do everything that's required in that 28 days and
.16/06/2020

39

GRIGG/ANDERSON/KELLY

Transcript produced by Epiq
506

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

that's perfect.

We can't match it though.

MR O'MEARA:
Thank you. Going back to you, Dr Grigg, you
introduced or referred to the issue of virtual resources
and virtual care; can I ask you to introduce that topic on
a broader setting. What do you see as the role for virtual
care in the different phases of the system, if you like,
potentially?
DR GRIGG:
Look, I think that there is a - so, firstly, is
to say, there are very, very limited contexts in which I
think virtual care replaces face-to-face care. But
nevertheless as an adjunct into the system we are seeing
enormous innovations in the use of a range of technologies,
both in terms of triage, accessing treatment, creating
communities, communities of interest. SANE Australia, for
example, is doing some great work around a virtual
environment really creating a place where people with
senses of shared experience can come together.
If we look at the amazing work that's being done by
Headspace in their treatment models, but we can even get
very, very innovative and look at some of the hospitals in
the US who are now using avatars as part of their suicide
assessment process. So, when people turn up to an
Emergency Department in a couple of the EDs they actually
can have an avatar to do your suicide assessment instead of
seeing a face-to-face clinician. And we need to recognise
the way one might think about the way Ambulance Victoria is
using virtual reality as a training tool for its staff in
better managing occupational violence.
I think that there is a big space for us to be
thinking about the ways in which in mental healthcare the
technology in its broader sense provides us with real
opportunities to supplement and adjust our models of care
so that they're able to be much more personalised and
person-dependent, which is probably a different view
because it's balanced over here with they're kind of cheap,
and they take people away from the interaction and they
increase the sense of loneliness and disconnection from the
world. The reality is both those experiences are the same
nevertheless. I think it's going to be a really important
place for us to think about.
MR O'MEARA:
Thank you. So, far this morning all of you
have given some evidence about the bed-based system and
.16/06/2020
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experiences both here and in New Zealand and other places
concerning that; Dr Grigg's just talked about virtual
possibilities and there's been reference to CAT teams,
there's been reference to other elements of the system such
as private sector, and we'll come to the issue of moving or
navigation between the various elements shortly, but one of
the areas that we haven't yet discussed which each of you
discuss in your statements is the community-based mental
health system or for that matter what have been described
in some of the statements as hubs.
Ms Anderson, you've described them in your statement
particularly as psychopolises, so if you can talk about
that.
MS ANDERSON:
Yes, psychopolis to me is a term that
denotes that all mental health services are in one place
and only mental health patients go to that mental health
service, and it just becomes like a psychopolis, so a mini
institution.
I think community-based care should be open to the
community, whether it's with mental health, physical
illness or whatever; it shouldn't just be based on a mental
health diagnosis, it should be based on community care for
the whole community.
MR O'MEARA:
Thank you. Do you have any other
observations concerning that model of care and benefits in
it?
MS ANDERSON:
I think the benefits of hubs is around
community care, where you can go in and you can have the
dietician talk to your mental health clinician, or the
diabetes educator talk to your mental health clinician; I
think that's a benefit, I think the holistic care that you
could receive at a community hub would be really beneficial
so you don't have to tell your story over and over again
and go to 20 different appointments at 20 different
locations.
But I think we have to be careful that it's not
stigmatised just for people with mental health issues and
it's open to the whole community.
MR O'MEARA:
Thank you. Mr Kelly, you've referred in your
statement to the way in which such a hub might work and
.16/06/2020
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you've made reference to the - it's not called a hub, but
it is nonetheless of this kind of style of service in
Melton, and I wonder if you can start by identifying the
kinds of services that are available there, how it's been
operating, and the issue of thresholds gaining access to
that service.
MR KELLY:
Well firstly I agree with Julie, I don't think
it's necessarily helpful to have a mental health hub per se
but to have mental health services located within a hub
with lots of other services that can assist people that
require them.
We've over the last nine months or so located a
service out at Melton, so it's the outer team from Mid West
Area Mental Health Service, it's located in the Djerriwarrh
Health Service Community Services hub there, and there are
a myriad of services co-located. So, Djerriwarrh Health
Service where they've got dietetics, podiatry, dentistry
services, there's a social housing agency located there as
well. There's a community justice centre.
So I think the intention is to build up these sort of
services so that people can effectively be easily linked
and referred and easily access services such as community
housing, Centrelink, all of those services that people
struggle to navigate their way through.
It's a helpful and useful model, it's palatable to
consumers, but of course the big question arises, well,
what is the threshold for entry and receipt of services?
And, as we've all been discussing, the threshold just
continues to rise in a sense and so at some point you'd
have to think that services would be means tested or
otherwise rationed because they can become too palatable,
too accessible.
MR O'MEARA:
Is it presently the case that the service is
rationed in Melton?
MR KELLY:

Our service is rationed, absolutely.

MR O'MEARA:
What does one need to - what's the
qualification for gaining access to the Melton service?
MR KELLY:
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MR O'MEARA:

Yeah.

MR KELLY:
Well, it's a level of risk and disability I
guess. So, have a serious enduring mental illness, a level
of risk and a level of disability are the hurdles that have
to be crossed.
MR O'MEARA:
You've referred to other potential
qualifiers, if you like. Let's take as an example pension
card, what are the benefits or disadvantages in
particular - and you've identified the one which is
actually being implemented which is, if you like, a degree
of acuity; what are the benefits or otherwise of
approaching thresholds in these various ways?
MR KELLY:
Well, it's interesting in the context of
COVID-19, you may be aware that Associate Professor Ruth
Vine has been appointed as the Chief Mental Health Officer
for the Commonwealth; that's come on the back of modelling
from the Commonwealth Department of Health that shows that
more people will die by suicide as a consequence of
COVID-19 than will die from the pandemic itself, and we're
starting to see some of this need presenting in our
community clinics and indeed in our inpatient units and
Emergency Departments right now.
For instance, the family in Melton that had both
partners working, they've now both lost their jobs, their
accommodation's under threat, they won't be pension
cardholders but they will be struggling, and so, I think
having arbitrary sort of measures like pension card or
means testing will disadvantage many people that are caught
up in this profound and rapid social change that's
occurring now as a consequence of the economic downturn.
MR O'MEARA:
Thank you. Dr Grigg, you've made some
observations concerning the benefits of hubs and the kinds
of disciplines that might best be available in that kind of
setting, I wonder if I can ask you to speak to that model.
DR GRIGG:
You know, I think that I said it depends what
we mean by a hub, some sort of geographical presence. I
would share Peter and Julie's concerns about just
identifying something for mental health, while also
noticing in a broad sense that a platform such as headspace
has actually been destigmatising rather than stigmatising.
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You know, I was struck when my own nieces and nephews,
you know, who wouldn't talk about anything to do with
mental health but would turn up for headspace because it
was seen as a non-stigmatised place to go, so we should
also think about these from the context of stigma and from
our opportunities to reduce stigma rather than increase it.
Fundamentally though, in the context of having a
geographical place where there's an identity for people to
go, those functions of triage processes and entry and how
you set thresholds. I have to say again, I think that
there's both been demand elements in mental health; I think
there's cultural elements in mental health in terms of the
hoops that we sometimes ask people to go through before we
look at them accessing mental health services, and that
sometimes those hoops are really designed to exclude people
rather than ask the question of, what have we got here that
might help you, which I think is an important cultural
element of how we go about working with, kind of, triage
systems.
I think the issue of co-location of services for ease
of access is really important, and if you design hubs
around models of care that create integration and pathways
between them rather than silos of services, then that's
extremely helpful for people getting a broader range of
services, but it needs to be connected to the system
navigation issue, because you can't imagine the hub that
has everything, that has everything that every person with
a mental health problem could possibly want coming into
that place, and even if I were to call that place something
like The Alfred Hospital, even then it doesn't have
everything.
So it's actually also about what we put together, how
we create navigation, and I think the issues of the
navigation about how we also think about virtual hubs.
There has been various initiatives over time and they kind
of wax and wane about the ways in which you bring local
services together to actually create cooperative pathways.
Also often if you go into rural communities you'll see
these as very living and natural ways of operating, in ways
we can't kind of manage in the city because in communities
where just people know each other in different ways and
where often there is way less resources than we have
sitting in city areas, they've often found really, really
.16/06/2020
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creative ways of actually fostering navigation and
cooperation in a very real and important role for local
governments in actually being the knitting together of
those quite localised services that people may want to use.
MR O'MEARA:
Just before I go to Ms Anderson on this
topic, does it follow from what you've said, Dr Grigg, that
it might be that a service of that kind can look very
differently in the city to how it might look in a rural
setting?
DR GRIGG:
Yes, and I would expect it should, and in fact
I might go - it might look different in western Melbourne
than what it looks like in the inner east of Melbourne as
well, because there are actually really different kind of
service systems, relationships between kind of providers.
But I will say probably one of the unifying elements that I
think it's worth thinking about is the potential role that
the local government can play and the leadership role that
local government can play in really place-based local
responses to driving and supporting connections between
services that helps them facilitate the navigation system.
MR O'MEARA:
Just before we come to that, and I'll be
asking Ms Anderson about that in just a moment, would there
nonetheless be some degree of essential componentry in a
hub or community-based mental health service of that kind?
It wouldn't be that, for example, there'd be no
psychiatrist in some services and there would be in others,
or is that what you're saying?
DR GRIGG:
So, I think you're right, I think that there
are some critical elements that you go, you know, there
does need to be kind of access to mental health treatment.
Potentially they should all have access to substance abuse
treatment given the prevalence of substance use disorders.
You might want to say, or given the complexity around
housing, housing pathways are really important, and whether
you use some sort of in-reach model from your housing
providers or something might equally kind of want to
prioritise employment - I'm doing this list without a lot
of thinking.
So, I do think it's possible to go kind of, here's
five or six core elements and different ones might have
others; physical health is probably another one of those
core elements, at least at some level of primary care of
.16/06/2020
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them - I knew I could think of extra elements if I thought
about it.
And in a practical sense the other initiative that I
would at least encourage the Royal Commission to have a
look at is the current Government's commitment towards the
development of community hospitals. So, there is an
existing commitment for community hospitals as an
initiative particularly in some of the growth corridor
areas, and they are still in relatively early period of
design, but one could - another way of thinking about these
facilities might actually be as very big hub facilities,
building on models such as Melton, that is a really good
opportunity for - you know, again in that way that I - it's
very important in finding solutions that as much as
possible would leverage what exists. It might be kind of a
really good kind of platform to be thinking about, so what
in a design sense might mental health look like in those?
I'm no longer close enough to those designs to know if
that question's actually been asked, but I think it's an
interesting initiative that is already sitting in the
system that I think has got some of the aspirations for the
broader health system that share aspirations into the
mental health system.
MR O'MEARA:
Thank you. Ms Anderson, can I go to you
about the role or the importance of access to physical
health in a setting of that kind?
MS ANDERSON:
It's really important physical health,
including dental; a lot of consumers don't have good dental
hygiene, and so, diabetes is a problem, obesity is a
problem. Life expectancy of people with mental illness is
a lot lower than the average life expectancy of people, and
so, access to physical health services is vital along with
mental health and those systems should be talking to each
other; it's not one or - that the mental health teams
should be talking to people around a person's physical
health. Make connections with a GP, a dietician, a
diabetes educator, a sports physiologist, as well as peer
support workers.
MR O'MEARA:
Thank you. Just going back to you, Dr Grigg,
you raised the topic of, in a sense - and I'm saying this
in a colloquial way, but who runs these things? You've
referred to the example of, if you like, a community
.16/06/2020
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hospital being run by a hospital and that that might be a
platform for either access to or also including a
community-based mental health hub, if you like: does it
necessarily follow that such a thing would be best run by a
hospital and therefore integrated with the hospital system,
or is there a better way or other ways of approaching this?
DR GRIGG:
Firstly I'll say there's a whole range of
governance questions around those as is, and so, it may
very well be a hospital who owns the infrastructure, where
they may not necessarily run what's within that
infrastructure because around - there's a really strong
understanding around the issues of chronic disease
management, that these community hospitals is part of their
mandate. Again, in a similar way the role of what
psychosocial factors play and the desire to actually make
sure that there's a strong psychosocial focus within that
so we don't mean that.
But it is a wicked question, the question of
governance, and I feel like 20 years ago if you had asked
me this question I would be unmoving on the role of health
services and in the importance of mainstreaming in actually
the delivery of mental health care.
Twenty years on, and with lots of experiences of some
of the limitations of mainstreaming, what is a much more
complex - a complex environment for service delivery, I do
wonder a little bit more about the opportunity to think
about layered and scaled governance options and the ways in
which partnership is seeded in more structured ways so that
there are stronger levers and directions of Government for
agencies to join up and connect there.
And to give again a tiny example, I think, of some of
the innovation around this that Victoria is experimenting
with at the moment is the idea of creating hospital
clusters. Firstly, this has been done as part of the COVID
response: how do you make your intensive care system work?
Well, what they did was ask our group hospitals: public,
private, community and with PHNs, we work together in a
joined up way to actually deliver a kind of an integrated
plan, which in the cluster we're part of managed to do that
in less than four weeks of - I've just been reading it managed to produce actually a 100-page plan that had a
whole range of levels of cooperation that I'd have not
really believed was possible.
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So, I do think that increasingly we will need to
answer the governance question at multiple levels, and that
we should open up the question of governance potentially to
more flexible options; it may not be a one-size-fits-all
but needs - I quite like and I wrote down at the beginning
of thinking about what's local, what's regional, what's
state-wide, because that needs a fitness for purpose for
scale, but it is actually about how we make those
boundaries between our governance agencies both a little
bit more permeable and more accountable so that the
connections between them work.
I realise that's a pretty kind of rambling statement
that sort of goes from, I no longer think there's a single
simple answer to the question of governance.
MR O'MEARA:
Mr Kelly, what do you think about - this
started off with who runs the community-based mental health
services and then metamorphosised into - which is a very
big word for the purposes of today - but metamorphosised
into how the whole system runs.
Your service has got all kinds of specialities, it's
linked with community-based mental health service in Melton
and it's got other things as well; I wonder if you can
speak to the issue of governance that Dr Grigg has
introduced.
MR KELLY:
Yeah. I would answer the question about, which
is the best entity to provide that care, by asking
rhetorically, which entity would deliver the best outcomes
for people with serious mental illness.
I can tell you that, about a decade ago I started to
notice some alarming data coming across my desk around the
age that consumers in our service were dying of natural
causes, so I started maintaining a database. I've got 170
names on that database now and I can tell you that the
average age of death for a consumer in our service that
dies of natural causes is 45.7 years, if you look at that
whole database. But if you look at the three commonest
causes of death which is cardiovascular disease,
respiratory disease and cancers of all types, then it's
50.1 years.
The Australian Catholic University have just used this
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data to write an academic paper that's about to be
published shortly, but Julie mentioned before that people
with a serious mental illness have reduced life expectancy:
well, according to my numbers it's 30 years less life
expectancy.
If I just give you the ages of the first 10 people on
that list, they're alarming and frightening: 44, 49, 42,
46, 58, 57, 45, 49, 48 and 28. You don't see these sort of
numbers in the general community, so there's something
about the access to healthcare that impacts in a very
profound way on people with a severe and enduring mental
illness.
And what's alarming in that 170 names on my list is
the number of deaths that are recorded after an autopsy and
after a toxicology screen as unascertained or undetermined.
That's unusual. My previous Executive Director here,
Professor Ruth Vine, took that up with her opposite number
at the Victorian Institute of Forensic Medicine and he felt
that, if you looked at a similar cohort that died suddenly
and unexpectedly in the general community, you would not
expect to see those sort of numbers of undetermined and
unascertained deaths.
So, people with a serious and enduring mental illness
cop a raw deal, I think, in the general acute system,
there's no doubt in my mind about that, and they're
alarming numbers and alarming figures about life
expectancy. These are often about cancers being diagnosed
too late, too late to treat effectively; about people
presenting too late in the episode of illness for effective
treatment to be provided.
I do think it's probably likely that people do receive
a level of discrimination in the general acute system if
they're seriously mentally ill, and they're just awful
numbers related to, you know, cigarette smoking, alcohol
use, sedentary lifestyle, and I guess to some extent the
negative symptoms that come with schizophrenia that leave
people, sort of, amotivated and with a lack of initiative
and drive to do all the things that we do to try and
maintain our health.
MR O'MEARA:
Thank you. I'm conscious that with my
enthusiasm for today's topic that I've managed to overlook
the obligatory break that we have in the middle of these
.16/06/2020
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panels and I'm not going to have this break every time we
have a panel, but I'd prefer to have it earlier, but why
don't we have it now. Ordinarily for comfort purposes we
would have one, and we can have a break of say five minutes
and come back and then deal with the question which was
raised right at the outset in the opening remarks and has
been touched on in various different ways in the course of
the panel so far, which is the question of catchment areas
and in doing that I'll start with Ms Anderson. But at the
moment, let's take five minutes.
SHORT ADJOURNMENT
THE CHAIR:
Yes, I think we're ready to go, Stephen, in
the interests of time.
MR O'MEARA:
Thank you. I introduced, Ms Anderson, the
topic of catchments before we broke. You've expressed some
views about the benefits in catchments being based in some
way upon local government areas, I wonder if I can ask you
to commence that topic by referring to your views on that
issue.
MS ANDERSON:
I think catchments should follow local
government areas and I think that's because there's more
community accountability through local government, and I
think the community should take on some more accountability
for mental health issues.
MR O'MEARA:
Is that from your own experience, that you've
seen the benefits of, if you like, local governance?
MS ANDERSON:
I have seen the benefits of local governance
and that includes consumers in that governance. I think
it's hard for consumers to understand what governance is,
both clinical and organisational governance, and I think
that there needs to be more effort to include consumers on
governance structures.
MR O'MEARA:
Thank you. Dr Grigg, it looks like you're
muted at the moment but by the time I finish speaking you
won't be. The alternative view is governance on a broader
scale and by reference to catchments that are at the moment
hard catchment boundaries or are not hard catchment
boundaries. What are the competing views as you see them
and what's the preferable view as you see it?
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DR GRIGG:
It may be that there are multiple governance
options and multiple levels of governance. I'd agree with
Julie, I think local government has an opportunity to play
an important role and we as a system may not have levered
it as effectively as we can.
Simultaneously, if we step right up and talk about PHN
catchments, that may be incredibly useful for the purposes
of planning. We've then got how governance operates in
terms of organisational structures, which is yet another
lens into the concept of catchments, we've got what does
that lens mean for patient choice, how does that framework
protect vulnerable consumers to make sure they're able to
get access to services.
And so then probably the last element is how do we
actually construct governance. I'd really just speak to
delivering both, how do we have a governance structure that
connects organisations together to deliver integrated
outcomes? Because many of the - we step back into
recovery, there probably isn't one organisation that's able
to do everything that a person needs or wants or prefers,
and the issue is how in a governance sense do we ensure
that organisations work together to deliver the outcomes
that matter for our consumers.
I think that's the difficult question when you have
the kind of catchment question, because typically we see it
in a one dimensional way with, you know, as I said earlier,
I increasingly see it in a much more kind of multi-faceted
way.
MR O'MEARA:
DR GRIGG:

And accepting -(Inaudible).

MR O'MEARA:
And accepting that it's important for the
elements of a system to work together and that governance
has got an important part to play, what in your view is the
best way of facilitating that?
DR GRIGG:
So, I do think that it's a system design. So,
if I could get really kind of concrete, for example, it's a
question that I am asking very actively here at Thomas
Embling. And if I think about the issue of people leaving
prison and really needing to be connected up to care: well,
the truth is at the moment the system, you know, the
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governance ends for us when they leave prison; the
governance doesn't begin till an area mental health service
or somebody else has happened to accept them into care, and
we have this dead space where actually the person is
nowhere.
One of the things I might think about as an
organisation is ask the question of: well, why wouldn't
somebody hold us as an organisation more accountable for
the person to actually then be connected in and stabilised
into that system? So, not even just that point of a flat
referral but, for example, there might be a KPI that tells
me what proportion of people that we've been working with
who leave prison have actually not only been accepted into
a service, but has been seen by that service at least three
times - I made up that KPI - overlapping KPIs that provide
levers in governance and to connect in, and begin to hold
us jointly responsible for how care is delivered.
Because whichever way you design catchments what we're
going to do is, you have chasms between whatever boundaries
we join, and good governance or good accountability at
various levels to be watching those joining places as much
as they are watching what's happening within them.
MR O'MEARA:
Thank you. Mr Kelly, do you agree that one
way of overcoming a fixation, if you like, with catchments
is to have a good governance approach to what operates
within and between the catchment areas?
MR KELLY:
Yeah, that's one approach. I suppose my
question is, what problem are you trying to fix by
abolishing or changing catchments? I mean, if we go right
back to the 1980s again, prior to the
de-institutionalisation process, we had the Office of
Psychiatric Services, so it was set up as a separate
Department, the mental health system, within the Department
of Health and Human Services. Mainstreaming occurred
because the big institutions closed down and they wanted to
provide better access to physical healthcare and drag the
mental health system out of the shadows and into the
mainstream. Has that been an overwhelming success? Well,
it's succeeded in many ways, but in other ways it probably
hasn't, given the conversation we just had about mortality
data.
So, there are a number of ways to organise it.
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question is, should they be - the catchments - the way they
are? What's the purpose of a catchment? It's designed for
population-based planning, I think, but I think largely the
problem is that the planning hasn't kept pace with the
population growth and that's led to serious inequities
across the system.
In my experience, these discussions are often tied up
with consumer choice about which service a consumer can
access. I fully support freedom of choice, I think most
people will actually choose to go to a service that's
convenient to where they live or convenient to where they
work. So, I think that's absolutely manageable, the
freedom of choice in the current system, but the catchments
arrangements as they are at the moment are really
historically based models that have not kept pace with
population growth.
MR O'MEARA:
Can I raise one last issue prior to handing
over to the Commissioners because I'm conscious that their
time is valuable, so to raise one final issue with you,
Mr Kelly, concerning the issue of funding, block funding as
opposed to, if you like, other forms of funding,
activity-based funding, and the focus upon outputs which
you've got a particular view upon. If I could start with
you on that issue.
MR KELLY:
Well, at the moment services are block funded;
in other words, they receive a quanta of funding to provide
a range of services without a close accounting of the
outputs that come with that, apart from recording of
service hours.
The Department and the Government have flagged that
the Victorian mental health system will move to an
activity-based funding system, and in fact I sit on the
expert reference group of that Committee. It was planned
that the activity-based funding would be shadowed in the
new financial year with the block funding model and then
implemented the following year, but that's been pushed back
I think by 12 months because of COVID-19.
So, moving to a system whereby services are funded by
what they do rather than what they'll say they do, I think,
will be a positive thing because then you can start to
exercise the levers about what elements of the service
provision do you want provided for each type of patient
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cohort, for instance.
MR O'MEARA:
Thank you. Dr Grigg, do you have similar
views or not about the benefits of moving to a different
funding model?
DR GRIGG:
There is absolutely no doubt that there is an
urgent need for funding reform in the mental health sector.
It is technically difficult, there's been a lot of work
done in the activity-based funding model. I think the work
the Department's doing at the moment is very good, it's
probably close to some sort of bundling of care, but it is
quite technically challenging.
I think the other thing to keep an eye on is that
largely these funding models are really about allocative
efficiency; they're really about, how do you decide which
health service gets the $5. I used to have accountability
for this across the broader health system and I used to
really say, "The funding model is only so I can be equally
unfair to everybody."
MR O'MEARA:
Thank you. Ms Anderson, can I ask you on
this topic about the importance of really funding to
facilitate outcomes, and that, outcomes of course are very
personal outcomes as you've spoken of this morning; would
you be able to give the Commissioners your views about the
importance of approaching funding with that kind of focus?
MS ANDERSON:
Yeah, I think it's good to achieve outcomes,
but I think the funding, I should have a choice in the
funding of what health service I need - what I want from a
health service, so I think that choice, that consumer
choice about how the funding is spent is vital.
I also think that in the whole system it's not
either/or, I think you need to have choices around what you
access. For example, this pandemic has given me a choice
to have phone consultations with my GP and that's been
marvellous because I work and I've got other commitments
and I never had that choice before.
Now, another person's choice might be actually to go
out to go to a hub because they don't have many
interactions in their life; it actually gets them out of
the house, they talk to the receptionist, they actually go
and talk to some people, so I think multiple strategies
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around consumer choice is what we should be thinking about.
MR O'MEARA:
Thank you. I am really offering this
opportunity to any member of the panel who might wish to
say something on any particular topic that we've covered so
far before I then allow the Chair to call upon the
Commissioners to address questions to you. Don't feel
constrained that, if something's been overlooked,
Ms Anderson, Mr Kelly, Dr Grigg, if anyone feels they
haven't had the opportunity to say something on an issue of
importance, by all means take that opportunity now because
it's extraordinarily valuable for the purposes of the
Commission.
MR KELLY:
The obvious thing for me is that geography and
demography are two big issues to consider when
conceptualising the size of catchments and how they're
sourced. I mean, things like employment levels, workforce
skill levels, mean household income, English proficiency,
levels of home ownership, there's a whole myriad of social
determinants that impact on mental health or mental illness
and that's not equal across Metropolitan Melbourne or
indeed across Victoria.
It's a much bigger and more complex issue than just
thinking, well, there's a catchment comprised of 300,000
people or 400,000 or 500,000, how does that align to a
large metro public health service and what other alignments
are there across primary health, police districts, local
government areas, for instance.
So it is a complex issue which I'm sure anyone in the
health system has grappled with over the last 10 or
15 years, because it has come up repeatedly, but there are
no easy solutions to this in my mind except to introduce
choice and allow people to migrate freely and access to
services where they would like to receive them.
MR O'MEARA:
Thank you. At the risk of sounding like an
auctioneer, anyone else? Thank you, everyone. Chair, if I
can now allow the Commissioners to take the stage.
THE CHAIR:
Thank you very much, Mr O'Meara. Thank you
all panel members for your contributions. There are many,
many questions I'm sure we could all ask but in the
interests of time I'll just start with two issues I want to
address and then I'll hand over to my fellow Commissioners.
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The first issue goes to the concerns about the current
quality of inpatient care. Dr Grigg, in your statement you
make the point that:
... the combined impacts of very short
lengths of stay, heterogeneity of patient’s
needs, high levels of interpersonal
violence and funding constraints have
undermined the therapeutic nature of acute
inpatient care.
I must say, the Commissioners have been deeply
disturbed by some of the material before us about the lack
of safety in inpatient units and the non-therapeutic nature
of some of the care that is provided.
Can you comment on whether it is in the interests of
safety for all that we should consider streaming consumers
to selected facilities not by diagnosis as Julie has warned
us about, but by behaviours? So, can I ask any of the
panel members to comment on that?
DR GRIGG:
I'm happy to comment first, Penny. I think two
areas of streaming I am very enthusiastic about: the first
is the streaming by gender and providing more choices to
women.
The second area of streaming I would be - I think it's
very important sitting around some of those behaviours of
concern, understanding though when you cluster those
behaviours together you have to really think very carefully
about your model of care, your elements of security and
safety and how you go about managing it.
But I would share some of the horrors and anxieties
that the Commission have around the mixing and the
experience of some people on acute inpatient units.
THE CHAIR:
that?

Mr Kelly, did you want to add something on

MR KELLY:
Look, they're very difficult and challenging
environments. I can give you an example, that about three
or four years ago we did a study at Sunshine acute unit
where we saliva drug tested every consumer admitted to the
intensive care area part of the ward over a three month
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period, and 80 per cent of those tested positive for
amphetamines. So, mixing people with an amphetamine
psychosis, mostly males I've got to say, aggressive,
driven, behaviourally disturbed males that were floridly
psychotic with depressed vulnerable female consumers in a
cramped space is completely unhelpful.
So, if you were designing a service from the ground up
you wouldn't design it the way that Sunshine acute unit is
designed. It's a 30-year-old model, frankly, with a 20 bed
low dependency unit and a nine bed intensive care area.
And Margaret's comments are right on the money: mixing
some of these very diverse groups with different levels of
aggression or predatory behaviours at times, amongst other
people with different levels of vulnerability, is
completely unhelpful. And this is the challenge.
As I said at the start, we are trying to find beds for
31 consumers today in an already pressured environment
where the average length of stay is nine days; not 28 days,
nine days.
THE CHAIR:
In relation to that, it may well be that
there's more limited consumer choice when it comes to some
of those alternatives that might make sure we have better
control over safety for all, both consumers and staff and
those who are also involved in those facilities.
MR KELLY:
Sorry, Commissioner, I'm glad you mentioned
that: safety is critical for consumers around sexual
safety, and this is what I was alluding to in my opening
comment before, but also in terms of occupational violence
for clinical staff. It is at horrendous levels, I've got
to tell you.
THE CHAIR:
Thank you. Can I then go to my next issue
which, we've talked about the importance of
self-management, and both Ms Anderson and you, Dr Grigg, in
your statement talk about this. I was very interested in
the model that you talked about, Dr Grigg, in your
statement in terms of the recovery college at Mind
Australia, where you talked about the fact that this is a
model that works well and extensively in the UK focused on
using education principles to assess people to develop the
self-management skills required to manage their own mental
illness, peer developed and co-designed and peer educated.
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Can both you and Ms Anderson make comment on the
relevance of that sort of model in our future service
system.
DR GRIGG:
I'll go first and then hear Julie's. I would
love, I would love, to see a model such as the recovery
college in the future design. It was, when I first visited
a recovery college in the UK, it was one of those ah-ha
moments for me, but also the experience of establishing it
in Mind Australia what I learnt about in the context of
what really mattered to people.
To give a little bit of an example: we were wanting to
run a unit in medication management. And look, it wasn't
the usual psychoeducation stuff; when we came back and
asked people about what was important, you know, they
talked about having the skills to talk with their doctor
about how they might reduce or change their medication;
they talked about having the skills to assert the
medication for themselves; they were much less interested
in the technical details and what that medication meant to
them in their lives.
Pretty similarly, I did one of the courses which was
on the development of advanced statement and that was run
by a woman who was two weeks out of an acute inpatient unit
talking in very practical ways of how important an advanced
statement was to her and the way in which it had changed
her experience as an involuntary admission to an inpatient
unit. So I have to say, as a model of care, it was
somewhat inspirational to me in thinking about how we could
do things differently.
THE CHAIR:
Thank you.
some points?

Ms Anderson, do you want to add

MS ANDERSON:
I am really impressed with recovery colleges
and how the model is set up in the UK. I think, on various
levels that, people can come together and connect around
common issues and learn some psychoeducation. To be given
the tools they need in terms of their own recovery journey
and to experience that with other peers, I think, is quite
powerful.
THE CHAIR:
We may well follow that up further in terms of
an idea. So, can I hand over now to Dr Cockram and then
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I'll go to Professor McSherry and Professor Fels.
Dr Cockram.

COMMISSIONER COCKRAM:
Thank you. My question initially
is to Mr Kelly. I wanted to come back to the topic around
private beds. And, if I put to you the hope, I am sure
that many Victorians have, that in a reconfigured system
the length of stay in the inpatient units can go back to a
more adequate level, that the gap between inpatient care,
community and the PARCs repositions those other aspects to
be able to deliver the kind of care people would hope, and
an inpatient setting becomes again able to provide both
streaming and multidisciplinary care again in the way that
many have asked for. In that context, where does the
public and private model sit, and will it be able to
provide a substituted model for public mental health care,
or is it some alternative model that we should consider?
MR KELLY:
I think it could, but I think we've got a wee
way to go before we can close that gap between the level of
acuity that's managed in the public system and the level of
acuity, for lack of a better word, that can be managed in
the private system.
COMMISSIONER COCKRAM:
So, what would that model offer, do
you think, the private model in that hopefully improved
public system?
MR KELLY:
Ideally you'd love to have a continuity of care
for those folks who are being cared for in private
psychiatry, that they can move pretty seamlessly between
the public and private system depending on their needs.
At the moment a person's level of unwellness or acuity
has to meet a threshold where involuntary treatment is
required before that person would be required to be
transferred to a public mental health facility.
So, I think there could be a much more seamless and
complementary arrangement between the public and private
system, much like we've striven to do through the private
consulting suites; in regard to community care, I think you
could extend that to do it quite cleverly with inpatient
care as well.
COMMISSIONER COCKRAM:
Just to continue that question to
Dr Grigg: do you think that, and in your experience in some
.16/06/2020
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of your past work, that the private system can offer
different components of streaming around either particular
cohorts or different diagnoses?
DR GRIGG:
I certainly do, and it may turn out to be one
of the most efficient ways. So, the private hospitals
offer a model of care that, for example, for older
vulnerable consumers is often a really, really good model
of care and often reflecting the need for slightly longer
admissions into units.
I think that there is a design issue. I would
encourage. Inpatient care is just one of the offerings in
the private sector. Also thinking about how we can grow
and develop more stronger links with private psychiatrists
and private psychology, both of which I'm lucky I'm at an
organisation for a range of reasons we probably don't
experience the workforce pressures around psychiatry and
psychology that I'm aware many mental health services do.
But I think that it is really important to think about
the ways in which we can make sure that that into a
redesigned system, we're effectively using all of the
assets that that system has, and there's a lot of assets in
the private system that I don't think we've thought about
how to use as effectively as possible.
COMMISSIONER COCKRAM:
THE CHAIR:

Thank you.

Thank you.
Professor McSherry.

COMMISSIONER McSHERRY:
Yes, just a question for
Ms Anderson. You've explained the difference between
co-design and co-production very well in your statement,
and we've heard today about the importance of hope
throughout the system and the importance of peer workers in
general.
I'm just wondering, do you have a view as to what
would help the most to facilitate co-design and
co-production? Is it a matter of leadership, or is it a
matter of giving more power to various consumer
organisations, or a bit of both?
MS ANDERSON:
I think, if we look at the current setting
of inpatient units, I think the UK has a really good
toolkit on experience-based design and I think that's a
.16/06/2020
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starting point in the design of services, I think we can
build on that, and I don't think it's too complicated.
A lot of co-design and co-production processes can get
very complicated and they're not able to be replicated at
different services, so I think that it's a very good
example from the UK about experience-based design and how
they've implemented that into the everyday running of the
service.
COMMISSIONER McSHERRY:
And, just to follow up, in terms
of co-production, is it better at this stage to think about
funding smaller projects and processes with the hope of
ramping them up, or should it be like a top-down system, so
that there's some sort of mandatory role that services must
have co-production throughout? Do you have a view on that?
MS ANDERSON:
I think it's both, and I think it is a bit
of top-down and grassroots learning around that. I think,
if you start off in terms of smaller projects that can
support a set of champions that belong to services that can
go out and talk to their service, but I also think it needs
the management and the leadership to be on board around the
process; it's not just some consumer idea that's come in
and we don't give it much credence, we'll just nod our head
and tick the box, I think it needs management, so I think
it needs that mandated process as well.
COMMISSIONER McSHERRY:
THE CHAIR:

Great, thank you.

Professor Fels.

COMMISSIONER FELS:
I wonder if we could hear from one or
two of the witnesses - maybe Ms Anderson to begin - on the
role of families and carers in all of this, including in
governance and in system design, but participation and so
on.
MS ANDERSON:
I think it's good for families and carers well, families and carers have their own needs around
mental health issues and I think their needs are not being
met at the moment in the current system.
I think that the and carers, but I think
connectedness, meaning,
empowered, the families
.16/06/2020
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that's possible from a consumer perspective.
DR GRIGG:
I might add Professor Fels, because I think
that I've talked about recovery, you know, from personal
recovery, I've talked a little bit about recovery and
organisational and team recovery. But also, particularly
the families we work with also going through their recovery
journey, the experience of families, not just of the
illness itself and what that means in families, but often
their experiences, very negative experiences of attempting
to use the service system are often really, really
difficult.
And I think that, you know, I try to use the word
"lived experience workforce" to really talk about finding
ways to appreciate various lived experience, both
individual and from family and carers. And also
recognising that we actually have a significant number of
people who have lived experience of both; from both a lived
experience of their own mental health issues, but actually
also ended up in caring roles, and that it's quite a
complex and fluid issue and one - you know, I would
certainly say and acknowledge, from this organisation's
perspective, that we have not done anywhere near enough
work to really think about the ways in which the experience
of family and carers are integrated and connected to think
of that into the way in which we design our service and go
about doing our business, I think that's such an important
topic.
COMMISSIONER FELS:
Thank you. Now, I had one other
two-part question, or two questions maybe for Peter Kelly.
The activity-based funding: as you know, when people
first thought of that in the 1960s, I think the very first
really serious bit of work on it mentioned "mental health
would be especially difficult", and I wondered if you could
say a touch more about the challenges and benefits of
activity-based funding.
And, secondly, not totally unrelated, and something
you touched on in one of your answers, or more than that:
we have in Victoria, in Australia, in the world, massive
geographic inequity right across the system. Have you any
general thoughts on, you know, what we do about it after
all these years of not having been terribly successful?
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MR KELLY:
Well, two good questions. I think firstly the
activity-based funding is a tremendous challenge for mental
health services. My understanding is, it's not been
successfully implemented, an activity-based funding model,
anywhere successfully in the world for mental health
services. I think that was the whole point of shadowing
the system for a year to see how the two systems run in
parallel and whether there are perverse incentives or
disincentives built into the system that were unintended
artifacts, if you like, of the model.
But I think the group that's been pulled together to
work on this, I think, have pretty high levels of
confidence that the model could succeed and could deliver
what it's intending to in terms of sort of mandating or
specifying the types of interventions that have to be
provided for each consumer when they enter a service.
And, you know, just in our own service for instance,
we mandate six interventions: so, psychological
interventions, family and carer work, health and wellbeing,
vocation, lived experience, and overcoming hurdles as six
sort of modalities that every consumer should receive when
they enter the service. An activity-based funding model is
a way to ensure that those things are delivered and
delivered to a satisfactory standard.
It's an interesting space to be involved in because
these are, some people that have been involved in the
system for 35 years and grappled with this issue a number
of times over that time period, but I think the time is
right.
COMMISSIONER FELS:

Inequity?

MR KELLY:
Well, again, a big challenge. The inequities
exist in Metropolitan Melbourne, as you've pointed out, but
in rural and remote Australia and, it is a fact of life,
and it's something that needs to be addressed via a
re-organisation of catchments or a re-organisation of
funding. But it seems to me that it's a combination of
population-based planning along with a closer and clearer
look at the demography in a particular area.
I often use the discrepancy between St Albans and
Toorak, for instance: they are poles apart for a whole heap
of reasons, not the least of which is income and level of
.16/06/2020
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private insurance coverage as two examples, but access to
good education, housing, unemployment rates.
And, it's sort of a bit of a fact, isn't it, as
housing becomes tighter, people on the margins get pushed
further and further out of Metropolitan Melbourne. It
wasn't that long ago that Melton was seen as sort of the
fringe where people went when they couldn't get access to
good rental housing in St Albans or Sunshine, but it's
further afield now as the market tightens up.
I don't the have solutions, I'm just acutely aware of
the problem because I experience it every day, as I'm sure
consumers do as well.
THE CHAIR:

Thank you.

So, thank you all, panel members, for your very
considered input. As I think my introductory comments and
that of Stephen O'Meara highlighted, this is really a
foundational piece for the design of our future mental
health system here in Victoria. None of the answers are
straightforward and we as Commissioner are grappling with
the very hard decisions we might need to make in terms of,
how do we overcome some of the current deficits in the
system and today's discussion has been very helpful to us,
as has our consideration of your individual witness
statements.
We will also potentially take up some of the
suggestions that you've made and follow through on some of
the ideas that you have highlighted today in our
discussion, and we thank you very much for the contribution
that you've made to our deliberations, so thank you very
much.
MR KELLY:
MS ANDERSON:

Thank you.
Thank you for the opportunity.

THE CHAIR:
So, I think that's probably it, we've got an
early leave pass probably because, Stephen, you made us run
straight through in terms of the length of time, but I
think that's really helpful given the nature of the
discussion. Thank you very much, we'll speak to you again
all soon; bye.
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AT 12.47PM THE COMMISSION WAS ADJOURNED
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THE CHAIR:
Welcome to the Royal Commission's discussion
on enabling a contributing life.
I'm Penny Armytage, the Chair of the Royal Commission
into Victoria's Mental Health System, and I'm joined by my
fellow Commissioners, Professor Allan Fels, Alex Cockram
and Professor Bernadette McSherry.
On behalf of the Commission I acknowledge Aboriginal
peoples as the traditional owners across all of the lands
on which we locate for today's panel discussion, and I pay
my respects to their Elders past, present and emerging.
Firstly, I would like to extend my sincerest thanks to
Dr Sarah Pollock, Dr Michael Fotheringham and Ms Catherine
Humphrey for taking the time to participate in today's
panel discussion.
I know that you have dedicated a significant amount of
time and effort into developing your comprehensive witness
statements and preparing for today's discussion.
The Commission recognises that a contributing life can
mean many things to different people. During last year's
hearings the Commission heard from Janet Meagher AM who was
actively engaged in the development of the National Mental
Health Commission's Contributing Life Framework. Janet
defines a contributing life as:
A life that is fulfilling, enriched by
close connections to family, friends and
our communities of choice.
In her witness statement, Janet highlighted a range of
factors that can assist people to live contributing lives
including:
Having a home, having something meaningful
to do, improving opportunities, obtaining
good personal health, having healthy
relationships and having adequate mental
health and social supports.
Given the complexity and enormity of the issues in
Victoria, today's discussion will have a particular focus
on the topic of housing and homelessness for people living
with mental illness.
.02/06/2020

2

Transcript produced by Epiq

553

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

The Commission is aware of the scale of housing and
homelessness issues in Victoria. The statistics about the
lack of safe, secure and affordable housing stock in
Victoria are particularly striking, as is the heightened
impact of these issues for people with mental illness.
The Commission understands that there are, according
to the Australian Bureau of Statistics, currently an
estimated more than 24,000 Victorians experiencing
homelessness and, according to the Parliament and
Victoria's Legal and Social Issues Committee, more than
80,000 Victorians on the waiting list for social housing.
The Australian Institute of Health and Welfare also
estimates that more than 30,000 Victorians who were
Homeless Support Service clients in 2018 were recorded as
having a current mental health issue.
We understand that this issue impacts many Victorians.
We are also acutely aware of the complex bidirectional
relationship that exists between poor mental health and
housing and security.
Existing evidence tells us that people with mental
health issues are significantly more likely to experience
housing challenges or homelessness and vice versa.
The Commission has consistently heard that, while
housing alone is not sufficient to effectively and fully
support someone with mental illness, access to secure and
appropriate accommodation is a fundamental component of
recovery.
One individual who attended our community
consultations in St Kilda noted that:
I don't understand how you can have stable
mental health if you don't have stable
housing.
We also understand that this issue is experienced
differently by different people, affecting consumers, their
families, carers and loved ones.
While we acknowledge that there is a critical need for
stable housing for all Victorians, our terms of reference
.02/06/2020
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are clear that our inquiry is to focus on Victoria's mental
health system.
As a Commission, we understand that we cannot resolve
all issues in the housing and homelessness sectors,
including the current shortage of social housing stock in
our state. But to the extent to which it is possible
within our remit we are considering opportunities to drive
meaningful reform for Victorians experiencing both mental
illness and housing and homelessness issues.
We are particularly interested in exploring the
supported accommodation needs of people living with mental
illness who have experienced homelessness or unstable
housing, that is, housing that is accompanied by care,
treatment and support for an individual with mental illness
to support them to live a contributing life.
We're considering a wide range of approaches to such
supported accommodation within Victoria, around Australia
and internationally, including those funded by the National
Disability Insurance Scheme.
In addition, we're interested in opportunities to
address homelessness in young people experiencing mental
illness. The Commission is aware of the potential lifelong
impacts of mental illness and homelessness at a young age
and of the evidence of the significant cost of youth
homelessness in Australia.
We are interested to understand opportunities for
early intervention for young people with mental illness who
are homeless that includes housing support.
To quote an individual that attended our community
consultation in Box Hill, "The one-size-fits-all model
doesn't work", and I believe this remains particularly
pertinent for any reform that we are to pursue.
It is clear that across your statements there are
broad areas of consensus, including the insufficient supply
of social housing stock in Victoria, unmet demand for
supported accommodation options for people with mental
illness, and opportunities to improve and better leverage
the National Disability Insurance Scheme specialist
disability accommodation.
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Today's discussion will seek to explore reform
directions proposed in your witness statements. This will
support us as a Commission to better understand our windows
of opportunity to drive meaningful reform and change in
this area.
I would like to emphasise that today's deliberation is
just one way that the Commission will obtain information on
this issue.
We remain committed to placing the views and
experiences of people with lived experience at the centre
of all of our inquiries. Insights and recommendations will
continue to be sought from consumers, carers and families
on this issue, as well as representatives from the mental
health and housing sectors.
Finally, before I hand over to Counsel Assisting,
Fiona Batten, who will facilitate today's discussion, I
would like to once again thank you for your time in
assisting the Commission with our inquiry. We look forward
to a robust and insightful discussion on a difficult but
very important topic.
MS BATTEN:
Thank you, Chair. I will first introduce our
three panel members for today's discussion and then I will
outline the main areas proposed to be discussed. This is
in no particular order.
Dr Sarah Pollock is the Executive Director in research
and advocacy at Mind Australia. In that role Dr Pollock
advocates for social conditions in which people impacted by
serious and complex mental health issues will have more
equitable opportunities and a better quality of life.
Over the last two years Mind Australia, together with
the Australian Housing and Urban Research Institute, where
Dr Fotheringham is from, has conducted a national research
project called Trajectories. That project explores the
interplay between mental health and housing pathways.
Ms Cathy Humphrey is the Chief Executive Officer of
Sacred Heart Mission and the Chairperson of the Council of
Homeless Persons. Ms Humphrey has been working in
government and not-for-profit organisations in areas
specifically focused on people who are homeless since 1996.
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Sacred Heart Mission delivers the Journey to Social
Inclusion program, amongst other programs, and that program
supports people to exit long-term homelessness.
Finally, Dr Michael Fotheringham is the Executive
Director of the Australian Housing and Urban Research
Institute (AHURI). Dr Fotheringham is a research and
policy development specialist with experience in housing
and homelessness, public health and urban and community
services planning.
As I mentioned, AHURI was the partner with Mind
Australia to conduct the Trajectories research.
As the Chair mentioned, each panel member has provided
the Royal Commission with a witness statement and they will
be uploaded onto the Commission's website in due course.
We are grateful for the considerable time and energy each
witness has put into their statement and this panel
process, particularly with the additional challenges of
COVID-19.
As the Chair also highlighted, there is broad
agreement amongst the panel members on key issues relating
to homelessness and mental health, and in particular the
lack of secure appropriate affordable housing.
But to assist the Commission consider the needs of
people with mental illness, the panel discussion will focus
on six areas. First, the nature of support people with
mental illness need in different housing contexts; second,
which group should be prioritised for additional support;
third, the options for enabling consumer choice and
control; fourth, increasing access to accommodation support
through NDIS; fifth, considering innovative models for
increasing the volume of housing stock and maintaining
tenancies; and finally, examining the workforce
capabilities that are needed.
I will now turn to ask our panel members questions and
the first topic is the nature of support for people with
mental illness need in the context of housing.
The first question seeks to explore the nature of
support needed in four housing contexts. I will outline
the question in full and then ask Dr Pollock to respond
first.
.02/06/2020
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Dr Pollock, for people with severe and complex mental
illness, what is the nature of support needed for people,
first, who generally manage their tenancy well but who can
become unwell; second, who need a medium term response that
combines housing and supports; third, who need long-term
specialised accommodation support; and fourth, who are
chronically homeless? Dr Pollock, could you respond to
that?
DR POLLOCK:
Thank you, yes. In starting, I thought about
this question, I think in fact the types of supports that
are needed across those four groups are actually the same
supports, but I think what there is, is the intensity and
duration and the balance of the mix of the types of
supports, and particularly the supports across clinical
psychosocial and tenancy support.
I think there's also variation in the extent to which
people need formal funded support coordination or system
navigation, and the difference between the extent to which
those supports need to be delivered assertively.
So, in general the supports that are needed are the
supports you've noted, so first of all access to secure
housing in a meaningful location. People need financial
security as well. They need support to manage their
tenancy, they need connection to a trusted worker
somewhere, someone who they can believe and who they feel
believes them and can help them navigate the system.
Help to manage the symptoms of distress and illness,
but also help beyond that, so the sort of practical and
emotional support that they can get through psychosocial
services, help to deal with trauma and early intervention
when things go wrong.
In relation to the specific groups, I would say that
the people who are in a tenancy but need help when they go
wrong, I think the really important thing there is that
there's early identification that things are going wrong
and an ability of services to - and a clear escalation
pathway and services that then can flex up to support that
person through their period of illness. I wouldn't expect
that those people would need care coordination, but they
might.
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During a period of illness they need help with
practical matters that are related to their tenancy, like
paying bills and keeping the house clean, and they need
someone to help them to possibly liaise with the tenancy
manager or certainly to help them liaise with the tenancy
manager.
They need ramped up access to clinical support, and
then, especially if there's a period of hospitalisation,
they need ongoing support after that.
I think for the second group, again, the housing
tenure is the sort of precursor, and I think they need
similar supports to the first group, but they need them
probably at a higher intensity and for longer.
I think we can assume that people in the second group,
the people who need the medium term supports, have less
stable mental health, so it's really important that
clinical support can be there for them over a duration of
time, flexing up and down as they need it.
I think also one of the very important things for this
group is helping them build community connections and
supports in their community so that they're not only
reliant on formal support services.
I also think that there needs to be some consideration
given to support to get them into education and employment
in the long-term.
And I think that, as the support period comes to an
end, if they still need support, then they should
automatically be NDIS eligible. So, if after a period of
say 5 years you still need pretty much regular support,
then that indicates to me that that's an NDIS need.
The third group I think is the NDIS cohort, people who
need long-term supportive accommodation, so the full range
of supports to help them live independently; quick, rapid
access to clinical support when they need it, help to build
relationships with primary health providers. And I think
for this group too, support to access education and
possibly employment, whether that's voluntary or paid.
I think for the fourth group, the real focus there has
to be on understanding the underlying causes of the chronic
.02/06/2020
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homelessness, not necessarily what drove them into
homelessness in the first place, but what has contributed
to the chronic nature of their homelessness and then
support to deal with that, and I would suggest that that's
likely to be support to help them deal with underlying
trauma and quite possibly AOD support, as well as the full
range of supports that I've mentioned for the previous
groups.
MS BATTEN:
Thank you, Dr Pollock. Ms Humphrey, could you
outline to the Commission the nature of the support that
you think people with mental illness need, and just to
clarify which cohort you're talking about, thank you.
MS HUMPHREY:
MS BATTEN:

Yes, thank you.

MS HUMPHREY:
That's better. So, if we can talk to the
first group of those who have become unwell. I use the
term "sustaining tenancy support" and that does capture a
whole lot of kind of ongoing enduring support that can flex
up and down as needed, and it's about keeping people
housed.
It's a practice that's probably very underdeveloped by
the sector because we tend to have a set and forget
mentality of getting someone housed and our job is done and
our belief is that it's actually not done; that's when the
hard work starts about keeping people housed, so that
practice development around sustaining tenancy support is
really critical.
Also is early identification and prevention of risk,
and that's that risk of tenancy breakdown, and I think
that's - the sustaining tenancies' role should pick that up
early and avoid people's housing breaking down.
Alongside that is self-management, so that's the
development of kind of the personal social, capital to keep
well and manage a crisis. In my statement I talk about a
GP being really central to that.
Alongside that is re-connection with family and
friends, so building that social capital of others who have
a care or concern for someone's life and what's happening
in their world and with their health, so that development
.02/06/2020
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of self-management strategies is really critical.
Alongside social inclusion activities, like having a
meaningful opportunity and purposeful activity, so whether
that be through volunteering, education, workforce
participation that keep people engaged in community. So,
that's kind of the first group about what keeps people well
and keeping them housed.
If I then look at the medium term group, I think it is
all of the above, but I would add in assertive outreach and
that's home visits; it's a sense of connecting with people
in their home and making sure that they're managing their
tenancy and their care needs well, and that support needs
to be tailored, flexible and responsive and can flex up and
down as needed.
Then if I look at the long-term group who are in
specialised accommodation, that's when I think, you know,
you're in that congregate care model where on-site support
including sleepover staff is required; you would have
medication management, you make sure that there's wrapped
around coordinator supports and visiting services, and
that's both specialist and mainstream supports.
Then I think where it is a congregate care facility,
you need to manage community, so that's the community
living in the facility so there's a sense of how you
navigate living with others is really critical in that
environment.
If I go to the fourth group which is chronically
homelessness, I have a huge slopping list, so bear with me.
MS BATTEN:

I won't cut you off, Cathy.

MS HUMPHREY:
I'll be succinct. So, a housing pathway
plan is really important because, you know, there's no
silver bullet for this group; they are chronically
homelessness for a reason, but it needs to be a rapid
housing response. So, if we can't deliver housing first,
we need to make sure we can get someone into permanent
housing quickly, and then do that settlement support to
help them set up and establish a home which might be the
first home that they've had for their lifetime.
We then need that wrap-around coordinated support,
.02/06/2020
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including service navigation through very complex systems.
We need to help people develop the independent living
skills of managing a home because often they've not had to
do that, whether that's paying bills, cleaning, whether
that's establishing a tenancy, all those things that you
and I can take for granted are really important.
Then
does that
conflict,
unwell is

Then those social inclusion activities that keep
people connected to community and to that personal social
capital that keeps them well.
Trauma-informed care is really important because with
this group there's often been an associated traumatic event
that's led to their homelessness, but also the trauma of
experiencing homelessness, so it's really essential that
trauma-informed care is fundamental to the nature of the
needs that's provided.
Outreach assertive treatment is really important. And
I kind of talk about the duration being something like a 2
to 5 year that allows that kind of intensity, flexibility
and responsiveness, because once people are housed that's
when the real work starts. I'll stop there.
MS BATTEN:
Thank you, Cathy. Dr Fotheringham, we've had
a very comprehensive outline of services, is there any
other support that you would add that hasn't been covered?
DR FOTHERINGHAM:
I'm grateful to my fellow panellists for
really answering the question for me, but I guess just to
provide a little bit of complementary perspective: I think
it's worth just stepping back and thinking about tenure in
this. So, from a housing perspective, you know, mental
health problems occur for people in all types of tenure,
that includes homeowners as well as those in private
rental, the social housing system whether it's community
housing or public housing, and those experiencing or at
risk of homelessness, and there are different supports
needed for each of those tenure groups, if you like.
So, for homeowners that support often comes through
the medical system, but in terms of the housing impact can
.02/06/2020
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be around loss of income which can affect mortgage
payments, so that's where the banking system tends to be
needed to support, mortgage holidays and various other
mechanisms, which have waxed and waned over the years, but
I think in our current COVID pandemic we're seeing a new
wave of accommodating behaviour by the banking system.
For private rental, there's probably less support
systems around; there are some, but there is not as much
tenure support for people in the private rental system.
Community housing and public housing, the social housing
system is where that's perhaps best shown.
The housing first principle, which I know I think all
three witness statements address in different ways, is an
important principle; that people need to be housed to be
able to progress their wider complex needs. You can't
address people's complex needs while their housing is
insecure and unsafe, and so I'll probably stop there.
MS BATTEN:
Thank you. The next question is directed to
the support needed for youth and young people.
It has been suggested to the Commission that the
characteristics of effective housing and housing support
for young people with mental illness are similar to those
needed for adults, except there is a greater emphasis on
family-based housing and support that is needed.
The question is, do you agree with that position, and
is a different approach needed in relation to young people?
Dr Pollock, can I turn to you first.
DR POLLOCK:
Sure. So, I agree with the position to the
extent that young people need housing, they need support,
they need connection to communities, they need connection
to meaningful activity, and for young people I think
particularly connection to education, training and
employment. But I think that there needs to be sufficient
recognition and response to the developmental stage that
young people - you know, that they're young people, they're
not adults.
I think too, the age that
into being an adult in service
an arbitrary way, you know, we
think for young people who are
.02/06/2020
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at the same time as coming to terms with potentially having
a significant mental illness, when that tipping point of
young person into adult occurs will depend on when things
first started to go wrong for them.
So, if you're a young person whose life started to go
off the rails when you're in primary school or early
secondary school, by the time you reach your late teens or
early 20s your life is likely to be in a pretty - you know,
the risk is that, without appropriate supports, your life
will be in a pretty parlous state and you will have missed
out an awful lot of the development that your peers will
have had.
If, on the other hand, you first become ill in your
late teens or early 20s, especially in your early 20s, if
you've got some reasonable education under your belt the
point at which you're starting from is very different and
consequently, the sorts of supports you need are very
different.
So, I guess what I'm saying is, I
possibly to allow that notion of being
certainly, to extend into the mid-20s,
to 30 for some young people because of
their adolescence being disrupted.

I also agree that attention to the family situation is
a good idea, but I think it needs to be undertaken with a
prevention framework. If we wait to do family focused work
at the point when the young person is already in trouble
and homelessness it's a very different kind of work from
the family focus work that you might do when the young
person is at home and possibly exhibiting the first signs
of possible mental illness; often exhibits in behavioural
issues at home or at school, and I think that's the point
at which the family focus work needs to kick in.
So, it's really important that, for young people, we
actually have early identification of things going wrong to
try and not get to the point where the young person is
unwell and homelessness.
So, youth appropriate housing needs to take account of
the young person's relationship with their family, and that
for some young people it's too difficult to reconnect with
family at that point, at the point at which you're trying
.02/06/2020
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to actually put some housing together for them; that may
occur in the passage of time, but it may not be appropriate
in the first place, so I think it's a sensitivity around
when a family focus approach is appropriate and when it
isn't.
Do you want me to talk as well about what I think
about the approach that is needed for young people?
MS BATTEN:
Yes, if you can briefly, I'm going to move you
all along, but I will let you say this.
DR POLLOCK:
Alright, I'll go as quickly as I can. The
evidence suggests, and we put this evidence in our
Trajectories research report, the evidence suggests that
young people tend to be better in congregate care than
adults, and that in that case housing first models actually
do need some adaptation for young people, and
Dr Fotheringham may be able to talk to that more than I
can.
I think the supports provided need to respond to the
likelihood that the young person who's experienced trauma
either prior to becoming homelessness or through their
homelessness experience, I think it's likely that support
will need to deal with the issue of substance use, quite
often as a form of self-medication or self-management of
their mental distress.
Quite often young people have been involved in the
criminal justice system, so sort of helping them sort out
any outlying criminal justice issues, and then helping them
to build - so kind of sorting out the worst of the mess or
the difficulties, but in one sense helping them to build
connections in a community that will sustain them and
support them.
I know with the young people that we've worked with in
residential settings, when the periods of time, whether
that's short residential like the step-up/step-downs for
PARCs or the longer residential youth ready rehab models,
young people are quite fearful when it comes to the end of
their period in the residential support; they're fearful
that they're going to go back to the same group of friends,
the same set of circumstances that actually drove them into
the difficulties that are the combination of mental
distress and no housing in the first place, so building
.02/06/2020
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those informal networks, those community connections that
are sustaining and nourishing is really, really important.
I think young people also need at least assessment of
the extent to which they need to develop skills for daily
living; the sorts of skills that, you know, my kids
developed at home, living at home with me for stuff like
managing a house, budgeting shopping, cooking, taking care
of yourself, taking care of a house and doing that with
other people who might be living with you in that house.
I think too young people need care coordination; it's
too much to ask them to sort out all the different parts of
their life where they will require help from different
service systems without having some sort of formal
coordination and formal service system navigation support.
MS BATTEN:
Thank you, Dr Pollock. Dr Fotheringham, I
might turn to you next, could you tell us about the nature
of supports that you think young people need.
DR FOTHERINGHAM:
Happy to, and I'd like to endorse the
comments that Dr Pollock has made, and perhaps just expand
a little bit specifically on the approaches to housing
support for young people.
I think there's probably two forms of that that I
would like to put forward to the Royal Commission and some
Victorian examples that demonstrate how that can be done
well.
The first is, as Sarah alluded to, the congregate care
model, sort of congregate care version of the housing first
principle which we see in the Foyer model, which is an
internationally recognised approach to the congregate
housing for young people where there is wrap-around support
provided, often with someone living within a complex to
provide 24-hour support, and with some expectations that
residents engage in education or employment in some way.
It's a fairly well developed model and the Drill Hall
in Melbourne run by Housing Choices is a really good
example of that model. There's many others as well, it's
been adapted in different ways, but as an approach takes
the housing first principles and adapts them to a young
people cohort.
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The other group that I think it's worth acknowledging
is those who have come through out-of-home care systems,
whether it's foster care or kinship care or other versions
of that type, and one of the challenges we've seen across
the country is transition from those care environments into
the wider housing ecosystem and that transition from being
supported in that way to graduating from it when you reach
a certain age. Different states across the country have
different ages at which young people graduate from those
programs, and the general pattern appears to be that, the
later that is the better. So, that ranges from 18, 21,
25 years old, and the longer the support generally the
better. But a transition program can be a really important
way to help people move from that supported environment to
one where they're perhaps more independent.
The Springboard program in Victoria has been a good
example of that sort of approach run by DHHS.
MS BATTEN:
Thank you, Dr Fotheringham. Ms Humphrey, do
you agree with the proposition that the characteristics of
effective housing and housing support for young people with
mental illness is the same as what's needed for adults?
MS HUMPHREY:
Yes, I do, and not being an expert in terms
of support services for young people, but I would just like
to probably note that it is really important that we
prevent the trajectory of young people into adult
homelessness, and so, I think I'd really support the
comments made by Michael and Sarah in that respect.
MS BATTEN:
Thank you. This leads to the next question:
of people who have severe and complex mental illness and
housing support needs, are there particular cohorts who
have more challenging support needs?
Ms Humphrey, I might stay with you and see, in your
view are there particular cohorts who have more challenging
support needs?
MS HUMPHREY:
Yeah, the group that we tend to see are
single adults who have really been experiencing long-term
cycles of chronic homelessness, often with untreated mental
health issues and that's exacerbated by being in and out of
homelessness. Because of the lack of continuity of care,
the person's kind of engaging and disengaging with the
service system. Also, crossing regional boundaries, so
.02/06/2020
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that kind of continuity of care really gets lost over time
and it's almost like you're starting again with the person
as they're crossing boundaries.
On top of this is kind of that multilayered factors of
the impact of trauma alongside problematic drug and alcohol
use, and often a cognitive impairment and they're the kind
of groups that we really see who are difficult to engage
and difficult to sustain their engagement in support
services.
I'm talking I guess from the 18 years of experience at
Sacred Heart Mission of seeing this cohort cycling round
and round and round the homeless services in the mental
health service system.
MS BATTEN:
Dr Pollock, are there particular cohorts in
your experience who have more challenging needs?
DR POLLOCK:
In the Trajectories research we were able to
identify some of the risk factors or factors that really
amplify the sort of nexus of housing instability or
homelessness and deteriorating mental health, and I think
these factors are all the things that Ms Humphrey has just
referred to.
So, substance abuse, history of abuse and/or being a
victim of violence; history in detention; history in state
care, and I think, too, long-term financial hardship.
We also know from the Trajectories research that
serious injury or serious illness amplifies the effects of
housing homelessness, mental health interface and family
violence, or rather, family breakdown.
I think, as Ms Humphrey said, it's the people who are
difficult to engage and difficult to keep in services, and
they are often people whose behaviours are scary; they're
scary for the people who work with them, they're scary for
the public, and they're scary often for the individual
themselves.
I think that issue of chronicity, the longer the
problems have gone on, the harder it is to engage and the
harder it is to address and remediate the issues.
I think then there's the issue of impaired cognition,
.02/06/2020
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whether it's from an ABI or from an undiagnosed
intellectual disability, or developmental delay, or simply
the impacts of having led a really tough life for a long
time with a serious mental health issue
MS BATTEN:
Thank you. Dr Fotheringham, in your
experience of people with severe and complex mental illness
and housing support needs, are there particular cohorts who
have more challenging support needs?
DR FOTHERINGHAM:
This was a question that I was troubled
by in initially looking at it, because I think I
interpreted it as a question about diagnostic categories,
you know, are there particular diagnoses that should be
prioritised over others, and that was an idea that I found
quite risky, in that, it could impact on the diagnoses
given. If a person presents with a mental illness and is
known to be at risk of homelessness or homeless, that their
diagnosis might be impacted by that situation which could
then compromise their care: I think that's a high risk with
a sort of diagnostic approach.
What I do think is important, and it's a similar
concept to what Dr Pollock has talked about, is their
experience of homelessness or risk of homelessness, of
trauma that I think concerns me most. I think what we know
about homelessness risk, is the biggest predictor of
becoming homeless is having been previously homeless. So,
if we can address people whose housing is most vulnerable,
that's the priority from my perspective.
MS BATTEN:
I will come back to that priority question,
but before we get there I would like to ask about the
support needs for people who are living with a carer.
We've touched on this briefly with family focused
work. But, Dr Pollock, if I can ask you first, where a
person with mental illness is living with a carer, what
support can help both the person and the carer to maintain
that living arrangement, assuming it's an appropriate
living arrangement?
DR POLLOCK:
And I think that's a really important
clarification, because I actually think it's important to
challenge this assumption that everyone who lives with a
carer, especially where they're living - with mainly a
family member, that they as the individual or the family,
.02/06/2020
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either party or both parties want that.
I think the SHIP survey of high impact psychosis, the
2010 study, makes very clear that in 2010 there were 10,000
Victorians with high impact psychosis who were living with
families for whom that wasn't their preferred option.
That's a lot of people.
If I think about the carer interviews that we did in
the Trajectories, there are some things that all families
need, and whether the person lives with them or not, and
then there's a sort of subset of things that families need,
that have someone living with them who has a serious mental
illness, all families - so there's this broad category and
then the specific category. The broad category, so that
includes the people who have got someone living with them
who's got a mental illness, people need greater control
over their housing situation than they currently have and
that means, particularly for family members, they want to
have better information about the choices available to them
for the person they're caring for and the options and how
to access those.
They need interactions with tenancy managers who are
knowledgeable about the impacts of mental illness,
particularly around the stress points of things like
inspections or coming to the end of a tenancy.
I think they need help managing - carers live on
payments, often live on payments that are quite minimal, so
I think attention needs to be given to their financial
planning, financial counselling and their financial
security.
Carers need psychoeducation, particularly for somebody
who, when they've got somebody living in their house with a
complex mental illness, so psychoeducation around
recognising the sorts of things that trigger episodes that
are difficult for everybody to handle in the family and
what to do to actually manage family relationships.
Family members need really good involvement in
treatment and discharge planning when somebody's admitted
to hospital so that the person only returns home when it's
safe for everyone, for everyone concerned, and to make sure
that people aren't discharged too early or, if they are, if
they're discharged from acute, that they have an
.02/06/2020
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opportunity to go into a step down before they go straight
home.
I think carers absolutely need respite and I think,
with the introduction of the NDIS and the rollover of the
Mental Health Carer Support Respite Program into the NDIS,
it's actually quite fraught for carers to make sure that
the individual gets the sort of support in their package
that is the carer respite, and I think it's too soon to
know whether the integrated carer support system will
provide mental health carers with the access to respite
that they need. I think that that is something that needs
to be monitored by the State Government to see whether
there is actually a state responsibility in there to
supplement the respite arrangements that are available
through those two Federal schemes.
I think carers, certainly carers who have got somebody
living at home, they need support, they need carer support
too. Again, will the ICSS deliver that? I think it's a
situation that needs to be monitored and we need to make
sure that carers are supported to manage their own mental
health and their own physical health.
The other thing that Mind has a particular interest in
is carers' access to employment and their support, their
support to access employment in the first place and stay in
employment. So, if you're a carer and you've got somebody
living at home with a - an adult with a complex mental
illness, it's really important that if you're employed
you've got an employer who actually understands that you
may need to really quickly and suddenly and unpredictably
take some time off.
So I think there needs to be some consideration of the
sorts of programs that might help carers access and stay in
work given the importance of financial security, and also,
given the importance to carers of having an identity that
isn't solely around being somebody's carer.
There's a couple of programs in New South Wales that I
think are very good in this space: the Care2Work, which is
a Recovery College program that's specifically for carers
to help them with skill matching, goal setting and resumé
development. There's a Carer to Career program which is
run through New South Wales TAFE, and there's a Carers +
Employer program, which is actually aimed at assisting
.02/06/2020
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employers develop flexible workplace practices to support
carers and actually provide accreditation.
So I note that those programs are not mental health
carer-specific, but certainly I think they're of value to
carers.
MS BATTEN:
Thank you. Ms Humphrey, can I turn to you
next. In your experience, what kind of support would
assist a person with mental illness and their carer
maintain that living relationship?
MS HUMPHREY:
I think in addition to what Sarah has said I
think that engagement of the carer in a co-care plan is
really important, so with consent; so, both the carer and
the person with the mental illness are supported to create
a, whether it's a co-plan or a living plan, where there's
agreement about how they work together to sustain that care
arrangement.
I think in addition to that is probably access to kind
of brokerage and information and education is also
fundamental for the carer.
MS BATTEN:
Okay, thank you. Dr Fotheringham, is there
anything you would like to add on what can support carers
and people with mental illness living with carers?
DR FOTHERINGHAM:
No, I would support and endorse the
comments of the other two members of the panel but probably
have nothing additional.
MS BATTEN:
Thank you. The second topic that I wish to
address is the issue of prioritising which we've touched on
briefly and I would like to ask you all directly.
In the context of this Royal Commission into
Victoria's mental health system, and considering the
reality of rationed resources, of Victorians experiencing
mental illness and homelessness or housing insecurity,
which group would you prioritise for additional support?
Ms Humphrey, can I ask you first, who would you prioritise?
MS HUMPHREY:
Look, I'd use a number of indicators to kind
of direct me to the answer that I'll give you.
One is around the group that's having the most impact
.02/06/2020
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on the service system in terms of costs and service usage.
A kind of theory is that, if you can meet the needs of this
group, then you can free up the service system to meet
others' needs. This is really an approach that we took to
the Journey to Social Inclusion program which works with
people who are experiencing chronic homelessness who a high
portion of them have diagnosed mental illness but also
mental health challenges.
I think the other interesting thing is also the lives
lost. We've seen through now two cohorts going through the
Journey to Social Inclusion program, that lives lost to
suicide and unmanaged mental health is quite significant.
For me it points to that direction of, that adults who are
experiencing long-term chronic homelessness who really have
untreated mental health exacerbated by their homelessness
experience.
Equally, I'd also say we need to stop the trajectory
of young people into adult homelessness alongside that.
MS BATTEN:
Thank you. Dr Pollock, can I turn to you
next. Which group would you prioritise?
DR POLLOCK:
I think this is really difficult because,
like my two colleagues, it depends on how you want to
understand priority.
I think, if we look at the greatest immediate need,
people who are chronically homeless. If we look at the
people who are at greatest risk of becoming the people of
greatest need, it's the people in tenancies who become
unwell without support and, I would add, I think that they
are relatively cheap to support too. You know, if you get
in quickly and get in with sufficient intensity, you can
actually avert longer and costlier and potentially less
efficient or less effective supports.
The other group who are at greatest risk if their
support needs are left unattended are those people in the
medium term intensive support. Again, they're your next
chronically homelessness group in the wings.
I think, if we take an investment lens, then it's
young people. Invest sufficiently and invest early for the
greatest chance for those young people to lead contributing
and meaningful lives.
.02/06/2020
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I think, as I said before, I think those people in
tenancies also give good return on investment. So, you
know, people who things are going along, go along most of
the time they go along well; when they don't go well, they
don't go well quite quickly; get the supports in, because
quite often it's intensive but it's for a temporary period
of time and, you know, people have a good return to being
able to make a contribution.
Having said all that, I just - I feel really
uncomfortable about ignoring those people who are less
visible because they're sitting at home with mum and dad whether mum and dad want that or not, whether they want
that or not - or they're in an SRS, or they're in a
boarding house or they're in a rooming house, so in those
forms of sort of privatised, loosely regulated and minorly
supported forms of accommodation, it's easy to ignore them
because their needs are - at a very minimal level their
needs are being met but they're not leading very
contributing lives.
So, I find this question difficult and slightly
uncomfortable because I think there are very good arguments
for the needs of all of those people for different reasons.
MS BATTEN:
Thank you for addressing it. Dr Fotheringham,
who would you prioritise given the focus of the Mental
Health Royal Commission and the limited resources?
DR FOTHERINGHAM:
I guess I should apologise for jumping
the gun and answering this question while addressing the
previous question.
MS BATTEN:
No, no, not at all, they're linked, you're
ahead of us.
DR FOTHERINGHAM:
But, yes, there's a flow to the
discussion there that I think is important.
As I said earlier, I think a diagnostic lens on that
is a potentially very risky one, I do think people's
history and trajectory of housing and homelessness and
related trauma, or housing insecurity to put it another
way, is a really significant dimension to this.
You know, for young people who experience homelessness
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in their childhood their future pathway in terms of
housing, their housing careers, can be incredibly damaged
and the interaction with that with mental health, I think,
is something we're only just starting to understand but
it's very significant.
So for me, it's really about understanding people who
are most at risk of homelessness and intervening early, as
early as possible.
MS BATTEN:
Thank you. I'll move now to the third topic
which is options for enabling consumer choice and control.
I understand the difficulties with the lack of housing
staff, but I still would like to ask, and I'll direct this
to you first, Dr Pollock, what are the options for enabling
consumers choice of housing, including the location of the
housing and proximity to connections that are meaningful to
the person?
DR POLLOCK:
I think, you know, you've pointed out the
limitations: it's limitations of supply, it's limitations
of diversity, of types of housing and it's limitations of
where that supply actually is. People are also limited by
having often very, very restricted financial resources, and
limited choice over the supports they get and how those
supports are delivered to them, and all of those things
contribute to further limiting people's choices around
housing.
In the Trajectories research, in the community
interviews that we did, people talked a lot about having a
lack of control, and they talked about lacking control in
the process of applying for housing. Some of that was the
enormous sort of delays in formal processes around
accessing social housing, particularly public housing;
inefficiencies in the process, errors made, people's files
being lost.
And then basically having to talk to tenancy
administrators and wait list administrators who were rude
and unhelpful and lacking in understanding of people's
situations, and all of those contributed to people feeling
like they had no control over the process of trying to get
a house, that they were just a number, that they as a human
being weren't important and, you know, the very worst, that
they were actually some sort of burden on a system that
.02/06/2020
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they had believed was there to help them.
People also talked about this same lack of control and
lack of choice once they were housed over the things they
needed to do to maintain their housing, maintain their
tenancy: so being forced into inspections at times that
didn't suit them. A family member talked about being
really, really hassled by the public housing tenancy
manager to do an inspection at a time when - her sister who
lived with her - at a time when her sister was really,
really unwell, and for her, her priority was her sister's
health and helping her sister as she kind of gets things
back together, and yet she had this tenancy manager on her
back who just would not let up on this issue of, we're
going to do the inspection, we're going to do it now, and
if you fail the inspection you'll lose your tenancy. Those
things contributed to really feeling like you've got no
control and no choice over how you manage your housing.
People also talked about an imbalance in this, you've
got to respond to this inspection now, but when you put a
maintenance request in it could be months before there's a
response. Not always, some people have had really good
experiences of tenancy managers. And when people did have
good experiences of tenancy managers they felt like they
had more control over their housing; they felt like they
had greater choice over, you know, over the things that
they needed to do to maintain their housing.
And then, one of the very specific issues was not
being able to have pets in rental properties. For many
people with complex mental illness pets are a lifeline, you
know, they're a really important part of their support.
The connection between a person and their animal is really
important in terms of that person's emotional health, but
also for a lot of people, especially when it's a dog, the
dog is your means of accessing community. For people with
social anxiety, quite often the dog is the thing that gets
you out of the house; the dog is the thing that enables you
to go down to the shops; the dog is the thing that enables
you to go out for a walk and actually maintain your
physical health. And, when there are prohibition on pets
in rental properties it's a real problem, and I think, as
somebody who isn't in this position, it seems minor, but
when we hear it from people who use our services, but we
certainly heard it in the Trajectories interviews, it's a
big issue.
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MS BATTEN:
Ms Humphrey, can I turn to you: what are the
options for enabling consumers' choice of housing, location
and proximity to meaningful connections?
MS HUMPHREY:
I think one of the recent improvements in
Victoria is the development of the Victorian Housing
Register, so that's a combined wait list for both community
and public housing, and they have moved to more of an
online system that hopefully will cover off on some of
those challenges that Sarah spoke to around, you know,
efficiencies and losing applicants' details, et cetera, so
that process of applying for housing should be now more
streamlined, although there are challenges for a community
that doesn't have the IT literacy and that requires a
service system to enable that IT access.
I think one of the possibilities that could come out
of the Victorian Housing Register is that an ability to
release data in local areas in which there are vacancies.
What that means as a support provider that's supporting
someone through the application process, there's no
point choosing a local area in which there is no vacancies
and will be no vacancies for the next 10 years. But if
there are areas of vacancy turnover, it can then give
people some choice of communities within those limitations.
So, I think, if that data can be made available in the
application process, it might help people's pathway through
the wait time to be somewhat accelerated than it currently
is.
I think one of the things that's really important is
for the service system, whether it's the homelessness
service system or mental health service system, is to have
good housing and support planning. It is really
fundamental for the workforce in both those sectors to
understand housing pathways and the options to navigate
those service systems on behalf of their clients. So,
whether that's the NDIS service system, whether that's a
housing service system, whether that's a private service
system, we really need skilled staff that can help navigate
that application and getting housing is really important.
I think the other opportunity is around DHHS staff
that manage public housing. I think skilling up that
workforce so that they can do that sustaining tenancy
practices is really fundamental. So, if we can stop that
.02/06/2020
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kind of exchange between their tenancy support workers that
contributes to possible breakdown of the tenancies in
public housing, I think that would be a great result.
MS BATTEN:
Thank you. Dr Fotheringham, can I ask the
question to you, what are the options for enabling
consumers' choice of housing, location and connections?
DR FOTHERINGHAM:
Again, a tenure focus to this is
probably worth considering, because the degree to which you
have choice of your housing is greatly influenced by what
tenure form you take. For a homeowner there's obviously a
very significant amount of choice, with a price caveat; for
private rental similar but a slightly more constrained
market. But for social housing and community housing
choice is a lovely concept but not a reality at the moment.
You know, the opening remarks this morning spoke of an
80,000 person waiting list in Victoria: that's not an
environment in which choice really exists, and most public
housing systems, or most waiting lists across the country,
if you refuse a property that's offered to you, you don't
get a lot of other choices. You might get one other offer
and then you go to the bottom of the list is a typical
outcome. So, the notion of choice there is an artifice
that the current supply of affordable and social housing
just doesn't allow for. It should.
The principle is really important, we've seen that in
NDIS, and we'll talk about that shortly I think, but the
concept that people can have some say in the built form of
the house they live in, which could be quite significant
from a mental health perspective, as is the surrounding
environment and their connection to community are really
important dimensions of how people live, and I think that's
something that's been really demonstrated in the last
few months as people have spent far more time than they're
used to perhaps in their homes, and the role of local
community in shaping that environment is really
significant, so that's a dimension of choice that perhaps
is lacking in the system generally.
MS BATTEN:
Dr Pollock, I'll address the next question to
you, and very conscious of what Dr Fotheringham has just
said, so potentially looking more towards an ideal system.
What are the options for increasing consumer and carer
co-design of housing and housing support?
.02/06/2020
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DR POLLOCK:
I think, the more we can build co-production
capability into the mental health system, the better. I
would say that, to do that, that requires actually building
co-production capability into every single organisation
that comprises the mental health system.
I think that at the moment we have a tendency to rely
on advisory panels that are kind of slotted into the system
at various points and advise Government decision making,
and then we rely on NGOs doing their best around co-design
and co-production, so we end up with sort of centralised
mechanisms for co-production through advisory committees
and then some grassroots, and patchy - some better than
others - some grassroots co-designed services or
developments.
And this is noted in the literature on co-production,
that there's a real problem bringing together - getting
co-production to actually have any impact outside of the
immediate location in which people are co-producing
something, and particularly forming links between where
co-production happens at a grassroots level and where it
happens centrally, which is why I think it's really
important to actually build that capability into all of the
organisations that comprise the service system and to
understand that it takes some resourcing to do that.
Beyond that, I would say we probably don't have the
evidence base that we need to actually understand what are
the sorts of design principles that might apply to housing
for people with complex mental illness. I note that
there's some work going on at the moment - various bits of
work, I know because we're involved in it - on thinking
about the physical design of emergency departments.
In mental health research there's beginning to be
recognition that actually we need to pay attention to the
design of the built environment in which various kinds of
mental health interactions take place; I think that applies
to people's housing as well and I think it would be great
to see some research, some participatory research go on
that really looks at what constitutes good design for
people with complex mental illness.
In the Trajectories interviews, one of our researchers
actually, one of our lived experience, our peer researchers
.02/06/2020
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actually is an architect by background, and when she looks
at - it's fascinating, because when she looked at the
interview transcript she said, ah, this is really
interesting, there's all this stuff in here about design
which I don't think we would have picked up on because we
didn't come to it with this dual lens of lived experience
and the eye of an architect. So we've done some work
together, so the research team, we've done some work and
we've looked at some of the things that came out very
clearly in terms of the sort of lived experience way of
knowing about the design principles: so natural light,
sound proofing, lines of sight into and within the
building, particularly placement of windows and doors so
that people feel safe inside their house. So that, when
you open your front door, you're not looking directly into
somebody's living space, or you can see the shower from the
front door, and in fact there's another unit dead opposite
yours with a front door right in front of it so that, you
know, when you have your door open - in Australia
especially in the summer with your screen door open quite
often for long periods of time you're visible when you're
inside the house.
So that question of aspect and physical relationship
to other nearby dwellings. Own garden or own private
external space, very, very important. I think safety and
privacy are really important. Now, those are some of the
things that have come out from the interviews we've done.
I think, given the reality of increasing consumer and carer
co-design in the construction of actual dwellings is really
limited. I think investing in some research to understand
trauma-informed design in particular, but also what makes
sense for consumers and carers would be really good.
MS BATTEN:
Thank you. Ms Humphrey, can I turn to you
next to ask about the options for increasing consumer and
carer co-design.
MS HUMPHREY:
Look, I'd like to follow on I guess and say,
where there is an opportunity within the build environment,
so where Government is providing grants to build new
facilities or new properties or new housing, I think that
engagement of the lived experience in the co-design
alongside the architectural eye is really fundamental.
We've seen that in our new facility called Sacred
Heart Community, and it's a prime example of a co-designed
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building for people who are ageing early as a result of,
you know, the lived experience of being in disadvantage and
homelessness who also have a mental health issue.
What we're able to do is co-design a facility with
those residents alongside the architect consulting with
them and providing them examples of other facilities.
If we take in a very mainstream aged care service we
wouldn't have met the needs of the community which looks
very different to an older cohort who are often bed-bound,
where we're dealing with a younger cohort whose life
experience is vastly different to that of mainstream aged
care.
So, for us, I think it meant that we developed a
facility that really meets the needs of a very specialised
cohort, so I think those principles of the build
environment of building in principles of co-design
alongside the architectural eye is really critical.
Then, if I think of the support needs, I really think
that the basic building block of effective assessment and
good individualised service planning is fundamental, and we
need to make sure that that's consistently practised across
the service system, whether that's housing, homelessness,
mental health service system, because I can tell you it's
not, and I think that's the problem of that co-design at
the beginning of identifying need and with the individual
identifying a plan that will meet their needs; there is
some gaps across the service system.
MS BATTEN:
Thank you. Dr Fotheringham, noting your
comments earlier, do you have anything to add on the
options for increasing consumer and carer co-design?
DR FOTHERINGHAM:
Yes, I do. Yes, within that context I
alluded to of a shortfall of social housing supply, I guess
it's worth recognising that Victoria currently has the
lowest market share across the country of social housing,
so the proportion of the overall housing stock that is
social and affordable housing in Victoria is lower in
Victoria than it is in any other States and Territories.
But there are some really positive signs with the
Victorian Government's announcements over the last couple
of years, and in fact the last couple of weeks, for social
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housing development and some positive moves as well in
rental reforms in the private rental system addressing the
pets dimension that Sarah talked about earlier which has a
really important housing focus as well as on mental
illness.
Some of the recent reforms or announcements look at a
significant build of social housing, and the disability
sector I think are engaging quite strongly with that and I
think it's quite important that the mental health sector
does too.
A good example of what that can look like, I guess,
comes across the border in New South Wales, the SAHF, the
Social and Affordable Housing Fund, which last year went
into its second round of large-scale long-term funding.
It's an approach that involves partnerships between social
housing providers, developers and various landholders,
which often are faith groups, church groups that own
significant land, but not necessarily.
Public/private partnerships involved in the community
sector to co-design and co-deliver precincts of mixed
tenure development, so the Ivanhoe development in Sydney is
probably the best known example of that, where a really
significant housing development that was situated close to
a train station or around a train station, so good access
to public transport which is an important dimension to
many, with some private housing within that, some
affordable housing within that, and some social housing
within that, in a mixed model, so it wasn't sort of
segregated housing within those and separate entrances for
social housing dwellers and so on but actually much more
integrated and comprehensive within a sort of precinct
development approach. That model is less cost intensive to
Government because it involves partnerships with developers
and community sector and provides really good outcomes.
I guess the contrasting journey for Victoria in the
last three or four or five years while that's been
happening in New South Wales is public housing
redevelopment has become highly politicised, where
redevelopment of public housing sites that have needed to
be redeveloped because they've ceased to be really
habitable have been approached with that sort of
partnership in mind and the politics of it has been
difficult, significant opposition to the approach, where
.02/06/2020

582

31

POLLOCK/HUMPHREY/FOTHERINGHAM

Transcript produced by Epiq

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

the net number of public housing dwellings has increased
and other social housing and affordable housing as well,
with private housing within it, but it has had a difficult
journey in this state so that's something we would hope to
see stronger bilateral support for going forward.
MS BATTEN:
I might ask one more question and then give
you all a break. We'll turn to the fourth topic which is
increasing access to accommodation support through NDIS.
The first question is, what are the requirements of
the NDIS for people with mental illness seeking specialist
disability accommodation or supported independent living?
Dr Pollock, can I ask you that question first?
DR POLLOCK:
Sure. I think, before I answer the question
specifically, I think there's a problem with the
conceptualisation of disability that the scheme currently
relies on. I think it still relies on quite a diagnostic
frame for understanding disability, i.e. there's got to be
diagnosis that underlies people's functional impairment.
Getting into the NDIS does require for people with
psychosocial disability, it does require them to prove a
diagnosis and to prove permanence, or the likelihood of
permanence of the diagnosis and of likely long-term or
lifelong support need; rather than relying on evidence of
significant and ongoing functional impairment and need for
support around functional impairment. What this does is, I
think, is separates people with a so-called disability from
people with debility.
So, I think the NDIS is particularly poor at
responding to significant levels of debility that have
often been poor. So, if we think about the various cohorts
that Cathy Humphrey has described today, the people who
have had multiple experiences, multiple systems fail them
over a long period of time to the extent that they carry
significant debility, there are problems for them getting
into the NDIS because it doesn't recognise debility as a
kind continuum within disability.
So, having said that - and I think it's a major
problem for people who have got complex support needs having said that, the general requirements are set out in
s.24 of the Act and they relate to permanent impairment
associated with substantially reduced functional capacity
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to undertake one of a number of core activities, and where
that impacts on capacity also limits a person's social and
economic participation.
The NDIA then identifies six criteria for having SIL
in your package, but these I think are quite vague
criteria, and I haven't got them in front of me I'm afraid
but they're on the NDIA website, but they're very broad,
they're things like goal setting, engagement and planning;
that sort of thing.
At Mind, we've developed our own process. We have a
customer service centre, so people ring up and they say,
you know, I'm interested in accessing the NDIS and we have
developed a particular set of inclusion criteria for
advising somebody to ask for SIL in their package, and we
have about a 98 per cent success rate for people who ask
for SIL and get it, so I think that indicates our inclusion
criteria works quite well.
A history of housing insecurity and/or homelessness
and evidence to support that, a long-term reliance on
clinical support, so that might be a period of time in a
CCU, repeated use of PARCs or step-up/step-down, and
multiple inpatient stays over a 24-month period. Again,
ability to evidence that.
Then the ability to provide evidence that shows how
their mental illness impacts on their day-to-day living and
on their social and economic participation. And, if people
are able to do that, they are likely to get SIL in their
packages.
I think that the NDIA are going to tighten up their
criteria around SIL, I think coming out of both TUNE and
the recent joint standing committee look at SIL, I think
these will get tightened up. But in reality what actually
happens is - and this goes to Ms Humphrey's points about
how vacancies are managed - in reality what happens is,
people ring us and say, "I see you've got a vacancy in a
SIL property. I've got somebody who would like that but
they don't have SIL in their package." So, most of the
time a support coordinator or a planner, or sometimes a
family member, will identify that we have a SIL vacancy and
that will kick off somebody then asking for a plan review
and asking to get SIL into their package through the plan
review. And at the moment there's quite a considerable
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time lag of between three to six months for that plan
review to happen and the person to get SIL in their
package, so I think it's quite an inefficient process.
In terms of SDA, even more difficult. SDA is really a
specialist housing solution that I think has been
predicated on the notion of physical disability where what
you need is ramps and hoists and wide doorways and, you
know, walls that don't fall apart if you bump your
wheelchair into them. So, the criteria to get SDA in your
package is associated with extreme functional impairment
and very high support needs.
At the present time I think there are around 468
people with SDA approved in their plan, on the basis of
primary psychosocial disability. But I guess that only
around 300 people actually have SDA properties. I would
say this notion of primary psychosocial disability often,
to the extent that we know about this, those people who
have SDA with primary psychosocial actually either have
long-term histories of institutionalisation, so all of the
sorts of developmental delay issues that you have if you've
lived in an institution for 20 years, or my guess is they
will have considerable cognitive impairment. Now, whether
that's identified or not and included as part of their
package, I don't know, but I suspect there's quite a bit of
unrecognised or unassessed/non-assessed cognitive
impairment. Really difficult to get SDA for psychosocial.
MS BATTEN:
Thank you, Dr Pollock. Ms Humphrey, can I
turn to you, is there anything else that you can add on the
requirements to access the SDA or the SIL for NDIS for
people with psychosocial disability?
MS HUMPHREY:
I think following on from Sarah's comments,
I really think it points to that workforce capability
development that's required and the need for service
navigators. I think it's a complex system and, in terms of
NDIS, and then on top of that access to SDAs and SILs is
quite complex as well.
I am very interested to hear Mind's approach around
their customer assessment process around SILs, and I think
that sounds like a great example of something that should
be replicated more broadly across the service system.
MS BATTEN:
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you can add about the requirements for NDIS first accessing
the SDA and SIL?
DR FOTHERINGHAM:
Nothing of substance. I think
Dr Pollock has answered the question very thoroughly and
very well and I agree with all her comments. I think she
can add to them.
MS BATTEN:

DR FOTHERINGHAM:

So no, I'll sit aside.

DR POLLOCK:
So, SDA and SIL are not the only housing
supports available through the NDIS. Do you want me to say
a little bit about the other supports because I think
they're greatly under-utilised?
MS BATTEN:
Yes, if you can say those briefly and then
after the break I'll come back to each of you and ask what
can be done by NDIA to better access all of these supports
and then what the state can do to help people better access
these supports. Thank you, Dr Pollock.
DR POLLOCK:
So, there's two specific items in the NDIS
price guide: the first is a capacity building item called
Improved Living Arrangements, and that is really designed
to help people with any activities that relate to their
accommodation. So, that may be helping them to apply for a
rental tenancy or undertaking tenancy obligations, but it's
very specific around helping them to secure and maintain a
tenancy.
The second one which I've actually only just found out
about, and I think that fascinates me, it's only in the
last couple of weeks because I've been digging around in
the NDIS because of this panel, I discovered there's a
thing called capital support for home modifications, which
I guess I knew about, I knew about it in relation to
physical disability, but potentially it's there to be
applied to people with psychosocial disability; for
instance, soundproofing.
So, sound disturbance, particularly at night, for a
lot of people with a complex mental illness can be a
significant stressor, and then lack of sleep can be one of
the things that tips people from going along really, really
well into being very, very unwell.
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Potentially the home mods, it's called capital
improvements to a building, I am not aware that this has
been used at all for the sorts of things that people with
psychosocial disability might need modified in their
building. I also think there may be a barrier for people
living in social housing making certain kinds of home
modifications.
This has come up because I've got a friend who's
actually in this position of wanting some soundproofing
but, (a) not being able to get it through the NDIS, and
(b) whether she can actually make the modifications to her
property or not is another matter, but it's kind of opened
up this whole kind of area and whole kind of question for
me about what is an appropriate application of that home
modification for people with psychosocial disability.
MS BATTEN:
Thank you very much. I will give everyone a
break, so I'll give you all 10 minutes. I have five more
questions for you and then I will hand over to the
Commissioners after that. Thank you very much everyone.
SHORT ADJOURNMENT
MS BATTEN:
Thank you everyone. As I mentioned before the
break, I just have five more questions for you and then I
will hand over to the Commissioners.
We're still in the topic of trying to increase access
to accommodation support through NDIS. Dr Pollock, you
just very helpfully outlined the different sources of
potential NDIS funding.
My question, and I'll direct this first to you,
Dr Pollock: how can the NDIA improve the ability of people
with mental illness to access those supports?
DR POLLOCK:
I think that's a very good question. I think
some of this actually goes back to the sort of original
design of the NDIA and the NDIA's own understanding of what
psychosocial disability actually kind of looks like and
consequently what sorts of things support people with
psychosocial disability, and particularly how - the role
that housing plays in improving the lives and the outcomes
of people with psychosocial disability. So, I think it's
about the NDIA's own understanding of the intersection
.02/06/2020
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between housing, mental health and mental illness and
disability, and in the context of trying to achieve a
contributing life.
I think that, if the NDIA - so some of it, kind of
speaks to the NDIA's own understanding of these things and
their own workforce capability, particularly planners,
particularly planners and LACs, but probably also people
who make decisions that impact on what goes into people you know, make eligibility related decisions and package
size decisions.
I think generally if the
ability of people with mental
and other housing supports, I
improve its own understanding
like and why they matter.

I think more consideration needs to be given to the
possibility of having congregate care, congregate models as
one option. I know that, in the NGO sector, and amongst
consumers, there's some opposition to anything congregate
because it's seen as, you know, that's not how other people
live. Well, actually it is. If I think about modern urban
apartment living that's exactly what we're talking about.
So, we're talking about high quality congregate
models, where people have their own apartments and have
access to their own private space, but they also have
access to the 24/7 support that they might need. And I
would say that probably up to a maximum of 15 people; once
you get beyond 15 people then you move into some sort of
different notion of congregate care. At the moment there
are rules and regulations that prohibit that or certainly
make it much more difficult.
I think some of the NDIA workforce capability, and
then looking at the NDIA's own rules and regulations to see
where it presents options like congregate living, would
certainly enable people to access more housing support.
MS BATTEN:
Thank you. Ms Humphrey, can I turn to you
next. Are there things that you think the NDIA could do to
help people with mental illness access better accommodation
supports?
MS HUMPHREY:
.02/06/2020
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coordinator is something that should be examined, and the
clarity about where housing risk is identified in the
support plan, what is there in the role around considering
SILs and SDAs within that context. I mean, I guess that's
what I would add to what Sarah's already outlined.
MS BATTEN:
Thank you. Dr Fotheringham, is there anything
that you would like to add on what NDIA can do?
DR FOTHERINGHAM:
I guess I want to make the remark that,
you know, the NDIS has been a really rapid rollout of a
very comprehensive and wide-ranging system reform, and that
has led to a number of challenges around information
dissemination, clear guidelines, and consistent
understandings of the system across the country.
And, as Dr Pollock mentioned, the understanding of
that system of psychosocial issues is still developing,
which means that determination of understandings of
guidelines and protocols is a constantly evolving piece.
It's not a static system at this point and not even close
to it, so it's very early days for the whole system, and I
think just as a communication exercise that's a really
difficult challenge. So, if people who are working within
the system are struggling to understand how the system
works, how can consumers understand how the system works
and know what to ask for?
And that's a profound challenge still, and that's a
challenge for physical disabilities as well. I mean, it's
not as though that's all clear and completed.
Sarah mentioned capital improvements and some of the
work AHURI's done in terms of disability housing in
relation to physical disability has shown that the capital
improvements side or stream of funds is a really difficult
one to access and a difficult one to use, so it's useful
for mental illness, I think. It's certainly worth
exploring and worth supporting, but by no means simple.
I just wanted to, I guess, touch on Dr Pollock's
comments around congregate housing and I think it's worth
just making a distinction between two forms of that. She
talked about apartment complex living and, you know, studio
apartments and the like where one of the apartments is
occupied by a carer of some form, versus some of the other
congregate housing that's been used in the disability space
.02/06/2020
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over the years which tends to be more like a share house,
where you have your own room, but it's shared kitchen,
shared land facilities and so on, but you don't actually
have a choice about who your housemates are, and that's
quite a different scenario and probably a different set of
outcomes, and I think the more we're moving towards that
apartment complex version rather than the forced share
house version, then I think that's a positive.
MS BATTEN:
Thank you. The last question related to NDIS
is the role of the State Government, so the question
specifically is, how could the State Government better
support people with mental illness to access SDA and SIL
and the other supports that have been mentioned funded by
the NDIS?
Ms Humphrey, I might turn to you first to see what you
have to say about what the state can do.
MS HUMPHREY:
Look, I think there is a gap between
connecting people into the NDIS in totality, whether that's
then leading to SDA or SIL access, and I think that really
points to the need to fund the systems advocacy and service
navigation role. There's a real gap in the service system
with, you know, now the loss of the PDRSS system in
Victoria of kind of what we need to do prior to the NDIA in
order to get someone into that service system. So, I think
there's a kind of functional gap within the service system
that the State Government needs to fill in the absence of
the PDRSS program.
MS BATTEN:
Dr Pollock, can I turn to you next, what do
you think the State Government could do to enable people to
better access the supports under NDIS?
DR POLLOCK:
Look, I fully concur with what Cathy's just
said about system navigation and care coordination. People
need the support coordination within the NDIS to be
sufficient; it's kind of underdone I think, in terms of
actually helping. It's underdone in terms of how the
role's conceptualised and how it plays out. I think anyone
with complex needs, some State Government funded
coordination and navigation would be really, really
helpful.
I think there's some workforce issues. Just
upskilling the mental health workforce in the most general
.02/06/2020
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sense around the role that housing plays in people's
wellness and illness. Both the clinical programs that
actually interface with the NDIS, so the EIPRS, the Early
Intervention, Prevention and Recovery Support program,
which is really an NDIS gateway, it's really important for
the people, the NGOs and clinical partners who are
providing that to have good housing capability.
I think beyond having a housing aware mental health
workforce that can then help people either access NDIS, or
who are within the NDIS to actually access the housing
supports that are available; I think that would be helpful.
MS BATTEN: Dr Fotheringham, is there anything that you can
add on what the state could do to support people to better
access the NDIS?
DR FOTHERINGHAM:
My understanding is that New South Wales
has done a bit of work and I believe this connects through
to the social and affordable housing fund that I talked to
earlier that has prioritised disability housing in some
parts of the program.
I guess it's also worth making the point that there is
a supply issue here as well and it sort of echoes some of
my earlier remarks about the social housing system and the
size of the waiting list. The sense that there is
sufficient SDA funds to meet those needs, you know, in a
physical disability space: it's clearly not, it's a very
small proportion that's met. So, again, we have a really
significant gap between the size of the demand and the size
of the available funds, the available supply. And I think
that's the context that, as much as it is repetitive to
keep reinforcing, it is a really important part of the
context.
MS BATTEN:
Thank you. This leads on to where I'm going
to direct my questions to you, Dr Fotheringham, about
innovative models. You mentioned the SAHF fund before.
Can I ask you this question and maybe if you need to return
and expand on this on what your comments were in relation
to the SAHF fund please do so.
Are there innovative ways the State Government could
increase the volume of appropriate affordable housing stock
for people with mental illness?
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DR FOTHERINGHAM:
Thank you, yes. And look, I think SAHF
is a really good example of that so I will perhaps draw on
that example again. And again, a bit of context setting,
it's worth recognising that housing policy in Australia is
split across levels of Government. A lovely Federation
means that the Federal Government has some responsibilities
for housing policy, and the states and territories have
other responsibilities, and for that matter so does Local
Government, and that creates, I guess, a division or a less
accountable sense because of that dispersion of
responsibility.
But the states clearly have a key role and a lead role
in many respects, including the supply of social and
affordable housing through the public housing system and
support of the community housing system.
There is, I think, a need for much greater emphasis on
disability accommodation generally, physical and mental
health included. I think the way in which the continuing
evolution of a multi-provider system; I guess, going back
many decades there was a public housing system and that was
essentially the offering for affordable housing, it was
largely targeted to key workers, and that's sort of the
very early history of public housing in this country.
But over recent decades that's shifted to become more
of a multi-provider system where the state-owned and run
public housing sits amongst a combination of community
owned and operated social and affordable housing, and
housing that is perhaps formerly owned by the state or
still owned by the state but managed by the community
sector. So, there's a complex system of suppliers there
and it is entirely possible for the state to prioritise
funding towards particular cohorts and, to my knowledge,
mental health has not been amongst the cohorts of
particular attention in that space, in Victoria's recent
history, but certainly there is opportunity for that.
That probably needs to be pragmatically built into
other programs. So, recent announcements by the Victorian
Government of significant building of social and public
housing could be fine-tuned to have particular emphasis on
mental health. That would be a really positive step.
Programs like the SAHF fund which harness private
sector engagement, community sector as well as Government
.02/06/2020
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to effectively a multiplier effect through that
partnership. Again, an emphasis on mental health within
the design of those programs would be incredibly
beneficial.
MS BATTEN:
You also mentioned stock transfer. Could you
just explain how that works, the stock transfer arrangement
works, and then also if I can ask you to maybe go into more
detail with the SAHF fund with the Ivanhoe example, what
the partnership arrangement was exactly and the roles of
the different players.
DR FOTHERINGHAM:
Sure. So, stock transfer, there's two
forms of stock transfer which is really the movement of
housing stock from the public housing system, for the
state-owned and run housing system, to the community
sector. And that's done for a range of reasons but there
are two key forms of it: one is title transfer where not
just the management of the property but the ownership of
the property is transferred to a community organisation,
often through a tender process. And the other is
management transfer, where the state retains ownership of
the property and the land beneath it, but a community
housing provider will take over the management of the
property itself and of the tenancy within it.
The motivations for that process are complex, there
are a whole lot of sort of funding implications for that,
and one of which is access to Commonwealth rent assistance,
so tenants who need rent assistance because their income is
not sufficient or adequate for the rental.
That's not available to public housing tenants but it
is available to community housing tenants, so that switch
has an impact on the cost sharing between state and
Commonwealth.
But, more significantly perhaps, the transfer of
management of stock to the community sector is believed to
have better outcomes for the tenant. There is a perception
that the caseloads that are typical of a community housing
provider are lower than for a public housing tenancy
manager.
I've recently heard someone in Victoria say that as a
public housing tenancy manager they had 300 tenants on
their books as a tenancy manager and they moved to a role
.02/06/2020

42

POLLOCK/HUMPHREY/FOTHERINGHAM

Transcript produced by Epiq

593

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

in the community sector where they had 80 and that was
considered a high load in that sector. So, you know, there
are different approaches to tenancy management in those
systems and different emphases.
And there is a bit of a prevailing assumption that the
community sector provide better outcomes for tenants and
for the management of the properties. Now, that's not
necessarily evidence based but that is an assumption
underlying that transfer.
In terms of the SAHF program and the Ivanhoe example
in particular: well, I'm not privy to the contract,
unfortunately, but what I can say is that, look, it
involved a significant developer, one of the sort of names
that you see all over the town, you know, on construction
sites; major development. I'm not sure how many
apartments, a couple of hundred I think overall, or at
least a hundred, and a community housing provider,
I believe it was Mission Australia in this particular
example but there have been many involved; the bidding
process for that fund was exhaustive. And use of
Government land as well, so there was a complex arrangement
involving Government assets and the private sector and
community sector coming together in a really complex
partnership.
There have been two rounds of that fund so far, really
significant investment of funds in I believe the billions
of dollars for long-term housing outcomes.
MS BATTEN:
Thank you. Ms Humphrey, can I turn to you and
ask you about innovative models, and particularly some of
the work that Sacred Heart's been involved in.
MS HUMPHREY:
I think there are opportunities for that
private sector investment to be explored. We certainly
began some conversations with private sector investors
about their interest in developing accommodation options,
but it is a piece of work that's underdeveloped.
I think the other area of opportunity, you know, there
is the affordable housing social impact bond money sitting
with - where Hesta has made available funds through
superannuation to Social Ventures Australia which I don't
think the uptake has been significant. So, I think there
are those kind of options that ring in that kind of
.02/06/2020
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investor environment into creating housing options, you
know, alongside access to the NHFIC fund for community
housing providers to get low cost debt.
I think there's ways of kind of massaging the
available mechanisms to create some opportunities, and I
think, you know, really it's got to be led through
community housing providers that want to provide
particularly options for this cohort group.
I think Michael's outlined a couple of examples of
those. I couldn't add to that detail. From a support
provider perspective I think, having payment by results
contracts really drives a support provider to really focus
on outcomes in a supported accommodation environment, so
that alongside the capability of investing into housing,
alongside support models that are outcomes-driven, I think
get great results.
MS BATTEN:
Dr Pollock, can I direct this question to you,
about innovation and opportunities to increase the housing
stock.
DR POLLOCK:
You can direct me, but I actually don't have
anything to add to what my colleagues have already said.
MS BATTEN:
Okay, thank you. Dr Fotheringham, I'll come
back to you, would you like to add something else?
DR FOTHERINGHAM:
team, I think.

Dr Pollock and I are running a good tag

I would actually like to expand a little bit and thank
you, Cathy, for mentioning NHFIC. The National Housing
Finance Investment Corporation is a Commonwealth initiative
that I think provides a really interesting angle on the
question you're asking.
It has several functions now, but one of its core
functions is the bond aggregator which is a mechanism
through which financiers, often superannuation funds or
large-scale investors, can make contributions to social
bonds that are backed by Government guarantee, you know,
for a reasonable rate of return but with a social impact
purpose to them, and those bonds are aggregated by NHFIC,
collected by NHFIC, and then awarded to community housing
providers through an incredibly detailed, effectively
.02/06/2020
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tender process, bidding process, for development of
affordable housing, of social housing. In its very short
history that's already channelled billions of dollars worth
of money into the community housing sector, and that's
starting to form direct relationships between the
large-scale investors, the financiers and superannuation
funds who historically have invested in social housing in
the UK and US but not in Australia, and we're talking about
Australian entities; is building connections between those
financiers and the community housing sector which will
start to build a life of their own and that's one of the
knock-on effects of that system.
Victoria has also announced a bond aggregation, but
the uptake I think is probably less. The volume of funds
available are smaller, the ambition is smaller, it's not a
national scheme, but there would be an opportunity for the
Victorian Government to re-tool that mechanism to focus
specifically on areas of need, and so that could housing
for mental health. Part of this is about the impact, the
social impact that those investors can point to and that's
significant for them in a range of ways.
I would have thought that this is an area that has
real potential for them. In terms of how bond aggregation
works, there's a long history of AHURI research that has
built this model and examined the international evidence
over the years in coming together to do this that informed
the development of NHFIC and I'm happy to share those
(indistinct words).
MS BATTEN:
The next question is still on innovative
models, and, Dr Fotheringham, I direct this to you first
again. What could be done to better support people with
mental illness to maintain private rental tenancies?
You touched on this earlier, but what needs to be
done? You mentioned that this was a cohort that's
undersupported, but what supports or what can be done to
maintain those tenancies?
DR FOTHERINGHAM:
Thank you. My understanding is, there
are fairly limited programs, and I think even more limited
awareness of programs that are available to support tenants
in the private rental system through the sorts of
challenges we're talking about today. Awareness of them
would be a first step.
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Part of the complexity of the private rental system
which is, and I should acknowledge, is the growing tenure
form in this country. So, more people are renting and more
people are renting for very long periods of time. I mean,
the sort of more traditional sense of an Australian housing
career was that you lived with your parents, then you moved
out and rented for a year or two and then you bought your
own place and settled down. That's shifted dramatically.
There are very significant numbers of the population
renting for 10 years or more, either in one place or
sequentially, more often sequentially, and increasingly
we're seeing people who are retiring while renting in the
private system, and that's financially very challenging.
There are also two ways in which people can be
involved in rental in the private system. One is renting
directly with a landlord, often the mum and dad investor, a
small-scale investor with just a few properties often close
to their own home, and the other is through a real estate
agent, and the dynamics there are incredibly different, and
I think this is probably an unappreciated aspect to this.
One of the responses to the COVID pandemic and impacts
on employment in this country, across the country we've
seen state governments put forward models of negotiation
between tenants and landlords, and well, that's not an even
negotiation in that case, there is a power differential
there automatically.
But also, in many of those there is a third party with
a different set of interests in the situation, so there's
the outcome for the landlord, there's also the outcome for
the real estate agent.
Similarly, the information that can be made available
to a tenant, a real estate agent actually might have better
access to that information, be more aware of the programs
that are around than an individual who's invested in a
property as their nest egg that is then renting it out will
probably not be aware of some of those programs, so just
the awareness of them, let alone the scale of them and
availability of them is a really significant area for
improvement.
MS BATTEN:
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next. In your view, are there things that can be done to
better support people with mental illness maintaining
private tenancies?
MS HUMPHREY:
There's an example within the Victorian
Homelessness Service System, a program called PRAP, which
is Private Rental Access Program which has taken a focus on
homelessness and family violence, and I think there's an
opportunity to expand that program into responding to
people with mental illness.
So that works to both secure and sustain housing in
the private rental market. There is a program called PRAP
Plus that does a little bit more than that, but I think
there's an opportunity to kind of look at how that's
working in the homelessness system and whether that can be
replicated in the mental health service system.
The other program that I've seen work well is head
leasing programs where a community housing provider holds
the lease and then subleases that to a person with a mental
illness. But what's important with that program, there
needs to be a subsidy that bridges the gap between market
rental CRA and Newstart. I think when someone's on a
disability support pension that subsidy's not as deep, but
I think that requires some Government funding alongside the
head leasing program to make that effective.
We've seen people over time successfully manage those
head leasing properties and eventually have the lease
transferred to them away from the community housing
provider and lead into more independent management of the
private rental, so they're two options that are worth
exploring in this space.
MS BATTEN:
Dr Pollock, did you have anything to add about
how people with mental illness can be maintained in private
rental tenancies?
DR POLLOCK:
I think what I would add is that, if we're
serious about this, we actually have to do something about
people's financial security and their ability to access
employment. And I know that's kind of a long stretch for
what might help support people in private rental tenancies,
but having a decent income is really important. People
cannot, they simply cannot, manage a private rental tenancy
particularly in metro Melbourne on Newstart: it's just not
.02/06/2020
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possible. And I would say even the DSP in metro Melbourne
is actually very, very difficult. So there's a big issue
about financial security and income that I actually think
has to be addressed.
In terms of specific supports or specific ways in
which people could be supported to maintain private rental:
a lot of the people with complex mental illness will have
some kind of service contact or service system contact, so
just making sure that tenancy, the role - it's what I said
before, the role that housing plays and the need to support
people through tenancies when they're not very well is well
understood in the mental health workforce most broadly, so
there's early identification and available supports been
put in place, and that will suffice for quite a lot of
people.
I think if we look at specific programs, one of the
ones that I've been interested in is the Doorway program
that Wellways has run, and that provides interlinked
tenancy support, psychosocial support, and delivered in
partnership with an Area Mental Health Service so that the
person has a clinical case manager and has their clinical
mental health needs met by the Area Mental Health Service,
and the program has the ability so sort of flex up and down
and to support people through periods of relative wellness
and illness, specifically focused on people in private
rental tenancies.
I would say that it requires focused, high quality
support coordination which is, you know, something that
Cathy mentioned before, it's absolutely essential.
Then I think beyond that I think, yes, definitely
looking at arrangements that facilitate head leasing and
lead tenant arrangements, and thinking about the ways in
which risk - that there could be some risk sharing between
the State Government and a community housing provider or an
NGO who's willing to take on a lease for somebody with a
complex mental illness. So, it's something that we've
looked at, and particularly with the application of SIL in
private rental, but have stepped away from it because of
the risk of carrying the lease.
Then I think it would be great to see some advocacy
for people who are private rental tenants who have an NDIS
package to just be able to use some of their package to pay
.02/06/2020
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for their rent during periods of illness.
So, if I think about what - well, not necessarily what
typically happens, but what can happen to people; they can
be going along all right, everything fine, working, paying
their rent. Then they get unwell, they can't work, they
stop looking at their mail, they stop notice, they see the
red envelope, they ignore the fact that they haven't paid
their rent for three months because it's just been beyond
what they can do, they get an eviction notice, that will be
enough to tip them into significant illness and a period in
hospital.
The stress around maintaining a tenancy, paying the
rent, is massive and it's a massive driver of deteriorating
mental health. If people with packages could actually use
some of that package to tide them through really difficult
times I think it would be great. They can't at the moment,
but it would be good to really test that with the NDIA.
And likewise, considering some sort of short-term
brokerage funds that pays people's rent during a period of
illness so that they don't come out of hospital trying to
get themselves back together and then immediately hit a
huge great big, you know, unpaid rent bill.
MS BATTEN:
you.

Dr Fotheringham, I'll come back to

DR FOTHERINGHAM:
Just very briefly, thank you. I just
wanted to pick up on one mechanism that both Cathy and
Sarah mentioned, head leasing, which I think their comments
are really framed as something that a community provider or
a community organisation might do, and it's a very positive
mechanism, but it's not just the community sector that can
do that.
So the Queensland Government, for example, through the
Department of Housing and Public Works have for a number
of years now, for 20 years or so, run a head leasing
program where they will lease properties for particular
vulnerable clients as a head leasing arrangement. That was
originally designed as a crisis accommodation set-up when
there was a shortfall of available social housing, but over
the last couple of decades has really evolved into a head
leasing arrangement that has operated for people to give
stability and safety for, well, typically about two years
.02/06/2020
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now rather than the initial framing as a crisis response.
That's called the Community Rent Scheme up in Queensland
and that's something that the Victorian Government could
certainly look at as a model.
MS BATTEN:
Thank you. Thank you for adding that. My
final question before I hand over to the Commissioners for
their questions is workforce capabilities.
All of you have touched on this briefly as you've gone
through in your comments, but I would just like to wrap it
up in a final place.
The question is, what is needed to ensure the
workforce has the capability to provide the support needed
for people with mental illness to maintain housing and to
live a contributing life?
Ms Humphrey, I'll come to you first.
MS HUMPHREY:
Look, for me front of mind is sustaining
tenancies practices. I think making inroads to kind of
defining that and articulating that in a practised way
across the various workforces, both in mental health and in
homelessness.
Trauma-informed care practices is really fundamental
and what that means both from an organisational perspective
as a support provider, but what does it mean for
individualised care as well.
I think increasing knowledge of the NDIS and its
systems and navigating that is really fundamental, both in
mental health services and in non-mental health services.
I think somehow within the kind of mainstream service
system is creating information about where to go for
supports. There's kind of that first responder principle,
and this certainly was highlighted in the Family Violence
Royal Commission around, what are the touch points in which
a woman might touch the system and identify that family
violence is a factor for her.
In the same respects, how does the mainstream service
system identify when someone is at risk of becoming unwell
or at risk of their housing breaking down, where can we
kind of intercept into that system early, and whether
.02/06/2020
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that's with estate agents or GPs or other kind of first
points of contact for people.
I think we need to kind of rethink that prevention
activities of keeping people housed and what that means for
workforce development and practices.
MS BATTEN:
next.

Dr Pollock, can I come to you

DR POLLOCK:
Absolutely agree with what Cathy's just said.
I think that we need systems that actually - we've got a
terrible lack of data, terrible lack of systems that
generate useful data. So, early identification is both a
skills issue, but it's a system issue. It's a, what do you
do once you've identified that somebody's housing is
falling apart? There needs to be systems for actually
collecting that data and multiple points of visibility, I
suppose, for providers to actually see who's vulnerable,
who's at risk.
I think we need systems around, not just early
identification when things go wrong, but ways of knowing
who's vulnerable, and I think that applies both to the
specialised systems but also mainstream services.
So, if I think about young people, what's the role of
schools, because schools know an awful lot about the young
people and their family circumstances. So, what's the role
of schools in being part of an identification and kind of
early warning for children and young people who might be
vulnerable.
I think, when we think about workforce capability, I
think we're talking about multiple workforces, we're
talking about the mental health skills, the mental health
awareness and basic skills of the housing and homelessness
workforce. The mental health workforce, we're talking
about their awareness of the role that housing plays and
knowledge of the housing and homelessness system.
Then I think we've got the disability workforce too
that I don't think, you know, as I've said in a number of
different ways already this morning, I don't think the
disability workforce, neither planners, nor LACs, nor the
NGO components of the workforce, I don't think we are
particularly housing aware.
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So I think it's a question of understanding the
different workforces that kind of come to bear on this
question of housing and mental illness and the different
kind of skills that they need.
And there is a very particular and rather difficult
question of what you do about private landlords and real
estate agents and their skills and understanding of the
role that mental illness in particular plays in people's
ability to sustain their tenancies.
MS BATTEN:
Thank you. Dr Fotheringham, is there anything
else that you want to add to the skills that are needed or
the workforce capability?
DR FOTHERINGHAM:
I guess I was intending to make some of
the same remarks that Sarah has already expressed very
well, but look, the point of this is, there is not a
workforce, there's a multitude of workforces involved in
this issue as part of the problem, and as much as there is
a challenge for the mental health workforce to be housing
aware, there is equally a challenge for the housing
workforces to be mental health aware.
I guess there's a number of sort of key providers or
key elements of the system to consider. There's DHHS as
the public housing provider and the training of public
housing tenancy management and so on in mental health
matters. There's the community housing sector and the role
of CHIAVIC, the Community Housing Industry Association for
Victoria as their peak in disseminating information in that
space, and there are a number of training providers
relevant to both community and public housing through the
Australasian Housing Institute and through Swinburne's
graduate courses, for example.
I'm less aware of what training is provided for real
estate agents by the REIV or other leading agencies in the
real estate space, though I think there is probably a
workforce there where training and so on is highly
relevant.
Then again, also in terms of the mortgage markets, for
homeowners, it's entirely possible for someone to go from
home ownership to homelessness for mental health reasons,
and so, the extent to which the mortgage holders have good
.02/06/2020
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systems and good understandings of those challenges and
good ways of supporting is an area to consider as well, so
it's many different workforces to bring in.
MS BATTEN:
Thank you very much for answering all of my
questions, I'll now hand to the Chair to ask you the
Commissioner's questions.
THE CHAIR:
Thank you very much, all of you, for your
contribution today, and I'm going to try and just keep my
one question short because I know this is an area of
particular interest for Professor Fels, and then I'll hand
over to him and other Commissioners.
I think what's become evident both from your witness
statements and the conversation today, we've got two very
complex service systems: so the mental health service
system, the housing and homeless service system, running in
parallel, and we know about the bidirectional relationship
between mental health and housing and homelessness and what
we need to try and deal with, and your witness statements
do really highlight what we need to do both in terms of
rapid housing responses but also long-term housing for
people with severe mental illness.
And so, the challenge I guess for me is probably to
the last point you raised about, has anyone - and maybe
starting with you, Dr Fotheringham - do you have a view
about what is a way we can keep this discourse about the
mental health housing homelessness interface dynamic so
that we - because both service systems have very high
levels of unmet demand, probably haven't had enough
planning for the longer term requirements, and we're trying
to future proof the mental health system. Do you have any
suggestions about what might be done to ensure there's a
better planning arrangement in place between mental health
and housing and homelessness services?
DR FOTHERINGHAM:
Thank you for that question. Look, yes,
it is a really profound and complex space, and I'm glad
that you also acknowledge Professor Fels' interest in this
matter because I think it's important to point out that the
work that AHURI's been doing in this space over a number
of years now with Mind Australia, but also with the
National Mental Health Commission before that, and
Professor Fels was instrumental in triggering that body of
work, so I wanted to acknowledge that as a really important
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foundation for the work that Sarah and I have been doing
since.
They are quite different systems. This is one of the
spaces in which the way in which governments operate with
policy portfolios starts to run into trouble because, as
issues work across portfolios, the coordination can be
really difficult. I mean, this is a whole-of-government
issue rather than an area for a specific department, a
specific minister, it's one that bridges portfolios and
those are always the most complex: the wicked problems, if
you like.
It needs a dedicated focus, is my short answer.
THE CHAIR:
I think that whole thing about
whole-of-government responses and how do we actually
translate it into practice is an ongoing challenge for us.
Professor Fels, can I hand over to you because I know
it is an area of great interest for you.
COMMISSIONER FELS:
Thank you, Chair, and also like you,
I'd like to thank the three witnesses for their excellent
papers and their contribution this morning, they've all
been most informative and helpful.
I had three questions. The first one is to
Dr Fotheringham, and in a sense he's partly answered it
already: when we were discussing the question of the NDIA
not really making much room for SDA funding, I just wanted
to sort of remind everyone, or have us reminded, that while
we need to pursue that question, we shouldn't let the State
Government off the hook. They have a really important
responsibility, do they not? I'm trying to make this a
question, Chair.
Do they not? Do you agree, or do you agree that the
state has got important responsibilities, and I acknowledge
you have actually covered off several of those points
already.
And also slightly related to that, about the specific
SDA issue, I'd like to comment that I believe one of the
reasons for the limited SDA funding is that there was a
major conflict between the Commonwealth and the states
about who would be responsible and who was responsible for
.02/06/2020
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housing, particularly for housing for people with a
disability.
The final outcome was a standoff with neither really
being willing to step into the space but with the fact that
previously the State Government spent about $700 million on
their own disability housing, so that kind of funding got
lobbed into the NDIA and is used for SDA. So, a lot of it,
the problems arise from a lack of Commonwealth and state
agreement on who's responsible for funding for housing for
people with a disability, including people with a mental
health problem.
So, do you agree or do you agree that the state has
got pretty significant responsibilities in this area and
along the lines that you've actually indicated, including
making mental health a bit of a higher priority in their
own housing allocations and decisions?
THE CHAIR:

DR FOTHERINGHAM:
Thank you for those questions, slightly
leading though they may be.
I guess, look, there's a few different things to
unpack there, but the broad theme of what you're talking
about, whether it's NDIA or more broadly, is really about
the Commonwealth State division responsibility for housing
policy, and look, that is a significant issue.
It's worth acknowledging actually the changing
relationships or the changing responsibilities over the
last 10 years or so - further, if you like, but really
fundamentally over the last 10 years or so - so really the
life course of the NDIA has operated in two different
contexts in terms of housing policy.
So, when NDIA was first formulated we had a National
Affordable Housing Agreement and a National Partnership
Agreement on Homelessness. The NAHA, the National
Affordable Housing Agreement, was a 10-year agreement that
was towards the end of its 10-year lifecycle.
The National Partnership Agreement on Homelessness was
much more short-term, typically one year of funding at a
time, and had led to significant uncertainty within the
homelessness sector.
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So, as the housing agreement approached its end and a
new agreement was being negotiated between Commonwealth and
states, one of the shifts that was undertaken was to roll
the homelessness agreement into the housing agreement to
have a single agreement that was longer term providing more
certainty for the homelessness systems and homelessness
funding.
We have that through the National Housing and
Homelessness Agreement, it is a different agreement to the
previous one in a range of ways and therefore a different
policy context to sit alongside the NDIA.
The Commonwealth Government, it's fair to say, has had
waxing and waning interests in housing policy and its role
in housing policy. Under Prime Minister Abbott there was a
very clear declaration that housing and homelessness was
not the Commonwealth's remit and they would be stepping
back from it. With a change in leadership, the
Commonwealth has returned to the space, and quite
significantly so. We now have a national housing minister
which we haven't had for a number of years, and we have
much stronger engagement in both housing and homelessness,
both through the Department of Social Services and through
Treasury, as well as through the investment in NHFIC as a
bond aggregator and distributor of first home buyer loan
guarantees and a range of other matters as they've taken
responsibility.
So, there was a period in which the Commonwealth was
less interested in housing that has now fortunately turned
to a much stronger engagement. But the challenge remains
that Commonwealth-state negotiations are always fraught and
the responsibilities are not necessarily completely clear,
nor are the approaches to it consistent from state to state
which makes that negotiation more complex.
Look, this happens in a number of policy domains but
certainly happens in housing.
AHURI led a policy, a group of senior officials on a
study tour of Canada in 2018 where we looked at how their
system works for housing and homelessness and they have
similar challenges, in that, they have a Federal Government
that has moved in and out of housing policy over the last
three or four decades. The states or the provinces and
.02/06/2020
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territories there have significant roles but have taken
divergent approaches. They have the additional complexity
that their municipal governments, their city governments or
local councils, have taken really active roles as housing
providers which is something we've not seen in this country
that I would like us to see.
But to answer your broad question, yes, the
Commonwealth-state complexity there is a significant
impact.
THE CHAIR:

If we can now go to Dr Cockram.

COMMISSIONER COCKRAM:
Thank you. My question is to
Ms Humphrey, but before I start the question, just again to
say thank you to everyone for the wonderful submissions and
the capacity of this group to better inform the Commission,
so thank you for that.
But, Ms Humphrey, you highlighted in your witness
statement issues related to trauma and the importance of a
system that maintains a strong focus on being
trauma-informed.
In the context of this Commission's work related to
people living with mental illness I wanted to ask you about
the connection, trauma, substance misuse and abuse, and the
acknowledgment in your submission around increased rates of
personality disorders in groups of people at risk of
housing instability.
I'm asking this question because throughout the
Commission's work we have been regularly informed about the
mental health system's challenges in fully supporting
people in a trauma-informed practice, supporting people
with comorbid alcohol and other drug problems, and
supporting people with a diagnosis of personality
disorders.
So, I was wondering if you could give us some
directions about how we might think about the
interconnection of those issues for service system design
and service response.
MS HUMPHREY:
Thank you, Commissioner, for that question,
I think it's a complex response and I probably won't do it
justice in this short timeframe.
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But I think essentially, in order to understand trauma
and its impacts on an the individual and then what does
that mean from a service system design or an individualised
support plan design, you have to understand trauma and what
trauma-informed care means, and so, I think fundamentally
the service system needs that workforce capability and
organisational capability developed to understand what
trauma-informed care actually really means.
For us, it's kind of taking that view that we're not
necessarily assessing everyone for the impact of trauma,
but we take a trauma-informed view that people have been
exposed to trauma in some form throughout their lives.
We have data that provides evidence of its prevalence,
so we work from the assumption that trauma impact is
evident in people's lives. I think for people with
personality disorders often that's developed as a result of
that traumatic experience often as a child and often in the
family home that leads to that particular mental illness
challenge for people.
So, you know, there's behavioural contexts and, you
know, Sarah spoke about people who can be scary, scary to
themselves, scary to the service system, and scary to their
support workers, and that's often the people we'll see with
personality disorders alongside, you know, really
problematic and chaotic substance abuse issues. They're
often the group that we're seeing really cycling around and
in and out of homelessness and in and out of engagement
with the service system.
So, it requires a really thorough understanding of
what trauma means in terms of the way the person thinks
about their world and how they navigate their world.
I think, when you think about young people and their
stages of development, often for someone who's had their
first traumatic experience as a young person, that kind of
development as an individual is really impacted, and often
there's that impact of the brain and what that means; that
they're often emotional, still functioning as a 7-year-old,
rather than as the adult that's in front of you and what
does that mean in the way that we respond to their needs.
I know that's a very short answer but it is quite a
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complex and multilayered issue, but I think we need as a
service system to understand what it means both from an
organisational perspective and what that means when we are
dealing with people with complex behaviours, that we don't
want a service system that gets scared of them and
therefore bans them from the service system; we need to
understand about regulation, about responsibilities around,
I think, coaching the people to understand the impact of
trauma in their lives and how they navigate their worlds
and the service systems that they come across.
THE CHAIR:
Thank you very much. I think that point that
you all made about the issue of trauma and the link between
trauma and mental illness, housing, insecurity and
homelessness was very strongly put, as was the fact that
it's very challenging to find safety in those environments
if you don't have stable or secure housing.
Professor McSherry, can we go to you.
COMMISSIONER McSHERRY:
My question was actually on
trauma-informed care too, so I think that's been well
covered. So, again, I just want to thank everyone for such
comprehensive statements and I've certainly learned a lot
today. Thank you.
THE CHAIR:
Thank you. I think you've also given us lots
of examples of where you think better practice exists and
ideas of where there is the different service delivery
models, different ideas of where we can, together in the
mental health system and the housing and homelessness
sector, have a better response, so we'll certainly be
following up a number of those.
I was particularly interested, Ms Humphrey, in your
GreenLight Supportive Housing Program, the rapid housing
responses that you think are important to have within the
system and what that might mean for people with mental
illness.
Professor Fels, I think you wanted the last question
before we wrap up, so a question not a statement.
COMMISSIONER FELS:
Okay, I just wanted to ask Dr Pollock
if she would mind briefly summarising her conclusions,
around about paragraph 30 and following, about the extent
or the numbers needing housing support; that might feed
.02/06/2020
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into our general assessment of kind of general needs in
mental health. You've got some numbers there which are
very interesting, could you just briefly summarise them.
DR POLLOCK:
I'll do my best. So, these are absolutely
estimations, they're a kind of best guess, and I used
largely the SHIP study, the 2010 study, and then figures,
the prevalence figures that are used by the National Mental
Health Commission around severe and persistent - and severe
and persistent episodic.
In Victoria I estimate that there are potentially
around 6,000 people who are homeless at any given time with
complex mental illness. But when I added in the prevalence
for people whose complex mental illness was also episodic,
that figure rises to about 11,000. So, we've got somewhere
between 6,000 and 11,000 people who are currently homeless
with mental illness.
I think then - and this actually concerned me quite a
lot, was the figures that I estimated around the people who
are currently housed, but they're either housed - they're
either living with family and they don't want to be, or
they're in some form of supported accommodation and that
wouldn't be SIL; the numbers for SIL in Victoria are quite
small.
So, there are around 10,000 people who are currently
living in some form of supported accommodation, so SRS or
boarding house or rooming house, and potentially another
10,000 who are living with family where that is not the
desired outcome for either the individual or their family.
In terms of what I could work out in terms of who's
actually housed through SIL, somewhere between 500 and 530
people with primary psychosocial disability in Victoria at
the moment. And SDA, I think I said previously, I think
it's about 468 people who have got SDA approved in their
plan, but - I can't remember - somewhere around 250 or 300
people who actually have an SDA property and the majority
of those are in New South Wales and they've come from the
closure of a single psychiatric institution, Morisset.
Is that sufficient, Professor Fels?
THE CHAIR:
Thank you, and I think that was a very
important acknowledgment also in that response that, in
.02/06/2020
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addition to those who are homeless, you have a large number
of people who are living really in circumstances that are
not conducive to their mental health, wellbeing and
recovery, nor to those that they're living with, and we've
certainly heard that from both consumers with lived
experience and carers about how stressful sometimes those
circumstances are simply because there's no other choice
and the other choice is possibly homelessness.
So, thank you all very much for underscoring the
importance of this issue for us as a Royal Commission, it's
one of our very challenging areas to try and think through
what do we focus on, where do we think there'd be the
greatest impact for improving outcomes for those with
mental illness and housing instability or homelessness, and
that's something that we'll certainly be looking at further
and today's panel discussion has been very helpful in
focusing us on those four directions.
Ms Batten, thank you also for facilitating our
discussions today and for leading us through the witness
statements and the materials that were coming through that.
Thank you all for your participation and, as I said at
the beginning, I might just in concluding re-record my
introduction after everyone else leaves. So, thank you all
again, it was fabulous, and thank you especially panel
members for putting the effort in during this Covid
environment where everyone's working in such a different
environment but your witness statements are such an
important part of our deliberative process, so thank you
again on our collective behalf.
AT 12.48PM THE COMMISSION WAS ADJOURNED
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THE CHAIR:
Good morning everybody. Thank you very much
for taking the time to be with us and I'll now start
formally our panel hearing.
Welcome to the Royal Commission panel discussion on
community-based mental health services. I'm Penny
Armytage, the Chair of the Royal Commission into Victoria's
mental health system. I am joined by my fellow
Commissioners: Professor Allan Fels, Dr Alex Cockram and
Professor Bernadette McSherry.
On behalf of the Commission I acknowledge Aboriginal
peoples as the traditional owners across all of the lands
on which we locate for today's panel discussion and I pay
my respects to their Elders past, present and emerging.
First, I would like to extend my sincere thanks to
Elizabeth Deveny, Associate Professor Stephen Moylan and
Nicole Bartholomeusz for taking the time to participate in
today's panel discussion.
I appreciate the significant amount of time and energy
that you have devoted to developing your comprehensive
witness statements in preparing for today's discussion.
Your time and efforts are all the more precious within the
context of the current pandemic. As healthcare leaders,
you are all guiding Victoria through this challenging time.
Today's panel presents an opportunity to discuss and
debate what these reforms should look like in terms of the
context of our community-based settings. Importantly, I
say "debate" because there are not clear-cut issues. I
invite you to speak your minds about issues that may be
controversial or consider difficult trade-offs. We cannot
lay the foundations of sustainable and implementable reform
without considering all complexities.
Today we are turning our mind to community-based
mental health. Community-based care is broadly defined.
As panellists you represent three key pillars of
community-based care: area mental health services,
community health organisations and primary health networks.
Many more services, settings and practitioners make up
the current patchwork of community-based mental health care
in Victoria. In discussing community mental health care in
.24/06/2020
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Victoria we are conscious of the history in Victoria over
the past three decades. When de-institutionalisation
progressed through the 1980s and 90s there was a major
shift to mental health services in the community.
The 1994 framework for the mental health system in
Victoria highlighted community-based care as the preferred
way of providing care, treatment and support for people
experiencing mental illness.
Experts have told the Commission that the
community-based principles that underpin Victoria's
de-institutionalisation efforts, and I quote "remain
indisputably valid today." However, the Commission has
heard extensive evidence that Victoria's initial investment
in community-based mental health services has not been
sustained. The result is a patchwork of community-based
services across the state.
The Commission understands that, whilst Victoria was
once a national leader in community-based mental health
care, Victoria now lags behind other States and
Territories.
Reductions in funding and community-based service
offerings directly impact mental health consumers. At our
community consultations in Sale last year one consumer told
the Commission:
I tried to connect with community mental
health services but, until a crisis
occurred, I got nothing.
People have told the Commission that even when they do
gain access to services, these services are often not
holistic. The Commission has heard that too often services
fail to see the whole person, focusing on only one facet of
a person's experience and failing to address others.
For example, as Associate Professor Dean Stevenson,
Clinical Director at Mercy Mental Health told the
Commission last year:
Your psychosocial supports and your
psychosocial tools become lost with the
focus on, well, what tablet are we going to
give you now to see whether that will help
.24/06/2020
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you or not?
Service providers have emphasised that, while
medications and biological interventions can be important
to recovery, they are sometimes prescribed in isolation
from other strategies that could improve wellbeing.
It is clear that across your statements that you share
broad consensus around the essential role of
community-based mental health care in the future system and
the need to make this care more integrated and
multidisciplinary.
You also put a spotlight on systems and service
fragmentation, highlighting the need for improved
governance and funding arrangements and the need to measure
outcomes for consumers. You all spoke about the need to
better support our workforce and unlock the potential of
digital and telehealth.
From today's panel the Commission is particularly
interested to understand in a rationed system and with an
obligation that reforms be sustainable and actionable, what
should be the core components of care in a community-based
mental health system into the future, how might we think
about what should be available at a local, regional and
statewide level in a future system, and how should the
Commission consider balancing consistency across the State
with opportunities for local innovation that meets the
needs of local communities.
Today's discussion will seek to explore reform
directions proposed in your witness statements. This will
support us as a Commission to better understand our windows
of opportunity to drive meaningful change in this area.
I would like to emphasise that today's deliberation is
just one way that the Commission will obtain information on
this issue. We remain committed to placing the views and
experiences of people with lived experience at the centre
of all of our inquiries. Insights and recommendations will
continue to be sought from consumers, carers and families
on this issue as well as representatives from mental health
and other sectors.
Finally, before I hand over to Senior Counsel
Assisting, Stephen O'Meara QC, who will facilitate today's
.24/06/2020
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discussion, I would like to once again thank you for your
time in assisting the Commission with our inquiries. We
look forward to a robust and insightful discussion on this
difficult but very important topic today. Thank you,
Stephen.
MR O'MEARA:
Thank you very much to the Chair for your
introductory remarks and for identifying the issues and
areas of interest which I won't repeat in my own very brief
opening remarks.
Before doing that, I'd like to thank all of the Royal
Commissioners and the Commission staff for identifying the
important topic the subject of today's panel discussion.
Community-based mental health is an area of very real
interest and importance and at the heart of the work of the
Commission. As you will already have heard from the Chair,
it's important that multidisciplinary support of mental
illness in community-based settings be properly understood
and considered carefully as to its components and other
elements in any system going forward.
At this point I should introduce our panel members and
commence by thanking them in advance for their time,
enthusiasm and generosity. Without their contributions
and, for that matter, the contributions of the many
witnesses with whom the Commission has had contact, the
work of the Royal Commission couldn't proceed and certainly
not at this time affected as we are by the pandemic.
All three of today's panel members are well qualified
to give evidence in connection with today's topic.
Starting then in no particular order: our first panel
member is Dr Elizabeth Deveny. Ms Deveny has a Masters
Degree in vocational education from the University of
Melbourne and a PhD in medicine on the topic of clinical
decision-making. She has long experience in managing the
provision of health services. Since 2015 she's been the
Chief Executive Officer of the South Eastern Melbourne
Primary Health Network. Since May 2017, she's been a
member of the Southern Metropolitan Partnership, which
advises the Victorian Government, and she is also a member
of the Australian Digital Health Agency and has been Chair
of that agency since July 2017.
Our second panel member is Associate Professor Steven
.24/06/2020
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Moylan. Associate Professor Moylan completed his training
in psychiatry in 2016 and has a PhD in psychiatric
epidemiology from Deakin University. He also has a Master
of Public Health from the Harvard TH Chan School of Public
Health. He has worked at Barwon Health in Geelong since
2008, and since April 2018 he's been the Clinical Director
of Mental Health, Drugs and Alcohol Services at Barwon
Health, a service that has more than 400 specialist
clinicians and support staff. He is also a non-executive
director at On the Line, a professional social health
organisation that provides counselling support for men's
mental health.
Our third panel member is Nicole Bartholomeusz.
Ms Bartholomeusz has a Diploma of Applied Science and a
Graduate Diploma in Community Health. In 2005 she obtained
a Master of Business Administration from La Trobe
University. She has long experience in the management of
health services, including since 2014 in several roles at
cohealth, a not-for-profit community health organisation
that delivers low cost, high quality and accessible
healthcare and support services across Melbourne's CBD and
northern and western suburbs. Since September 2019,
Ms Bartholomeusz has been the Chief Executive of cohealth.
On behalf of the Commission may I welcome each of our
panel members warmly, and I should mention that each of our
panel members has prepared a detailed written witness
statement in response to some questions posed by the staff
of the Royal Commission and in due course those witness
statements will be made available via the Commission's
website.
Each of our panel members will now confirm that
they'll be giving evidence today just as if we'd been
assembled at a hearing face-to-face. For that purpose,
might I start first with Associate Professor Moylan, if you
could just confirm that.
ASSOCIATE PROFESSOR MOYLAN:
MR O'MEARA:
say.
DR DEVENY:
MR O'MEARA:
.24/06/2020

Yes, that's correct.

Thank you, and Ms Deveny - Dr Deveny I should
Everything is fine, that's correct, thank you.
Before I move on, I don't want to annoy you
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for the next two and a half hours. So, the proper
pronunciation of your surname, have I got that right?
DR DEVENY:
MR O'MEARA:

Yes, that's right, "Deveny".
Thank you.

MS BARTHOLOMEUSZ:

And finally, Ms Bartholomeusz?

Yes, that's correct.

MR O'MEARA:
Thank you. For the benefit of those who have
come to watch this hearing, all panel members participated
in a conclave roughly a week ago in which many of the
issues the subject of today's exchange were discussed, but
in the course of that conclave there were some areas or
matters that were broadly agreed between the panel members
concerning the topic of community-based mental health. I
might just get each of you to confirm a group of those for
me because they have been identified between you.
I'll start with the first three and then just ask one
of you to confirm them. The first three are that,
supporting the mental health of consumers is facilitated by
integrated multidisciplinary care and a continuous model of
care. Also, that there is fragmentation in the space
between acute or tertiary bed-based care and primary care,
and thirdly, that there's an important role for
community-based treatment and support of mental health.
And now that I know how to pronounce your name
correctly, Dr Deveny, can I ask you to confirm those three
for me?
DR DEVENY:

Yes, I'm happy to confirm those.

MR O'MEARA:
Thank you. Then the next two are:
community-based mental healthcare can have an important
role in supporting consumers with mild, moderate and severe
and chronic presentations as well as supporting families
and carers, as well as that there are important
(indistinct) issues of governance and funding.
Ms Bartholomeusz, perhaps if I could get you to confirm
those.
MS BARTHOLOMEUSZ:

Yes, I confirm those.

MR O'MEARA:
Thank you, and again finally, that there's a
need to measure outcomes, not just inputs or throughput;
.24/06/2020
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that there are potentialities, to some extent already
realised, in the delivery of digital and telehealth, and
that the capacity in the community-based mental health
workforce must be both built and rebuilt. Associate
Professor Moylan, your turn this time.
ASSOCIATE PROFESSOR MOYLAN:

Very happy to confirm that.

MR O'MEARA:
Thank you. Ms Bartholomeusz, moving then to
the areas of discussion that have been identified, there's
a couple of things that might be relevant to the setting in
which we discuss these issues, and the first really is what
in the course of the conclave was identified as social
determinants and, when addressing those issues which came
up in various ways in the course of that discussion, you
described the prospect or the problem of band-aiding in
discussing dealing with the social determinants as a
backdrop to community-based mental healthcare.
I wonder if you could address and identify what the
social determinants are and the problem of band-aiding as
you see it and that that needs to be borne in mind when
discussing and considering how it might be that the
community-based mental health system could function in this
State.
MS BARTHOLOMEUSZ:
Thank you, I'm happy to respond to that
question. I last week spoke to the concern that, if we
continue to only respond to the presenting issue or
problem, that we are merely applying a band-aid; that, if
we look at - if we took an approach that actually dealt
with the social determinants of health, so we looked at the
underlying drivers for what was driving health inequality,
understood what - the reasons why people had poor health
outcomes and address those drivers, that we actually would
be able to prevent many of the health challenges
(indistinct) mental health.
And so, those social determinants are all about a
person's education, poverty, housing, ability to access and
maintain secure employment and, if we can focus our efforts
on addressing those social determinants, so putting those
structures in place, then we will actually in the long-term
address many of the drivers for poor mental health.
MR O'MEARA:
Thank you. Another element of the setting
for the consideration of the present issues concerns
.24/06/2020
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stigma, which also came up in a number of different ways in
the course of our conclave last week. Associate Professor
Moylan, if I can ask you to address those elements, that's
something that you spoke to in several different ways in
the conclave discussion.
ASSOCIATE PROFESSOR MOYLAN:
Thank you, Stephen. I think
the Commissioners would have heard much about stigma
through written testimony and through the testimony of the
people with lived experience, so I wouldn't want to pass
that too much, but I feel like stigma does permeate our
community mental health system in many more ways than just
individual response to treatment and care.
I suppose some of the points we discussed last week
were regarding people's access to care, people's perception
about accessing care, the stigma that related to the health
workforce in providing care in certain environments, how
stigma has permeated the investment and the expectations of
care in a community-based setting, and also I think how
stigma has permeated how we've governed the system in some
regards.
So, I'm happy to pull apart some of those things as we
go through the discussion, but I feel that it's important
for the Commission to acknowledge the really strong
permeated impact that stigma has had all throughout the
system on all of the participants involved. Thank you.
MR O'MEARA:
You might also speak to your own personal
experience of feeling that stigma at times.
ASSOCIATE PROFESSOR MOYLAN:
I think it's important to
acknowledge that, for people like us, I think all of the
people here who are interested in providing a more robust
delivery system and care system for people experiencing
mental distress, there is a cost to that in our current
society, and that cost has been borne by me personally and
I've shared this with other people before.
Unlike many of my colleagues, I have been the subject
of abuse in public places because of the role that I've
played providing care or overseeing a care system, and I
think that's one of the - and I've also had many colleagues
who have experienced the same thing. So, I think that's
something to recognise, that the degree of permeation of
stigma and the kind of I think general fear that underpins
.24/06/2020
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some of that from some parts of our community doesn't just
affect our consumers but it also affects care deliverers,
which by virtue of course affects our consumers, so there
is a real mix of these things which are important to
acknowledge.
MR O'MEARA:
Thank you. Dr Deveny, having identified some
of the, if you like, backdrop or settings in which our
present discussion occurs, I wonder if we can move then to
discussing the system, with you to address it first; the
need to, in considering what the system can look like, the
need both to agree, as you identified last week, upon what
constitutes good practice and the difficulties when
considering what to be done with a system of introducing,
if you like, new pieces of furniture or what you describe
as new doors. I wonder if I can ask you to kick off on
that topic?
DR DEVENY:
Certainly, I'd be pleased to, Stephen. I'd
like to start by saying, I think better is possible and
this can appear a challenging area, but I don't think that
it's impossible for us to make significant improvements.
There are five key points for me here. The first
relates to using funding more efficiently, and I think
that, particularly in the current fiscal environment, it
would be unreasonable to expect significant resources to be
devoted into those that are already available, and I would
make the argument that we can use the money we have better
to better align the activities of people across various
funding sources.
My second point relates to your comment about
component parts. I think we need to better understand or
audit the component parts that already exist in the system
before we move to thinking about whether we need a new one.
So, the example here I might give is simply, when we
decide we need a different kitchen, we don't normally break
down the whole house and start again because we don't have
the money; we have the component parts, we may just need to
make a few changes.
Then I think my third point here is that, we need to
agree what good looks like, we need to understand if the
component parts are all we need, so that notion of what is
good practice in a primary care or community setting.
.24/06/2020
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Then the fourth point relates to, knowing that that's
what we're getting, so this is when we start to talk about
outcomes, the collection of data both at a population
health level, but also at the individual level. So, here
I'm talking about patient reported experiences of care and
outcome measures.
All of this takes - really the fifth point that I want
to make in relation to your question, Stephen, which is
leadership. I don't think anyone would argue there's been
a lack of leadership in mental health. You could be
knocked over by the crowd of people who have expertise and
want to lead this area.
I think what we need, though, is for our leaders to
agree what it is we're trying to do collectively and I
think, by agreeing the component parts, understanding what
good looks like and then agreeing how we'll measure that,
we'll give our leaders a very easy task of simply keeping
people accountable to those key areas.
MR O'MEARA:
Thank you for introducing the topic and the
considerations in the topic. Each of you has got a
different perspective on community-based mental health
practice because each of you is centrally involved in a
service with a different perspective.
I might, in order to develop the discussion of what a
community-based health model might look like, ask for you
each to identify what your service does and what your own
experience is in order that that perspective might be made
clear.
I might start with you, Ms Bartholomeusz, because
cohealth has six - I was about to double the number - has
30 different sites of operation in northern and western
Melbourne, and it's also apparent from your statement the
different sources of funding that you need to rely upon in
order to run the programs that you're running; some from
DHHS, some from the Commonwealth and so on.
I wonder if you can speak to what your service does
and the model it operates under?
MS BARTHOLOMEUSZ:
Thanks, Stephen. So, cohealth is a
large not for profit community health service provider in
.24/06/2020
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the north western CBD of Melbourne. As Stephen said, we
have approximately 30 sites across that geographical area
and provide a whole range of community health services
along the healthcare continuum; so, from health promotion,
education, prevention, early intervention, into treatment
services, and I think that is a, you know, a strength of
the community health sector in being able to provide a
range of services.
So, within that range of services is a community-based
mental health service focusing on the very marginalised and
vulnerable communities in those geographical areas.
A key element of the work that we do is psychosocial
rehabilitation and working within the collaborative
recovery model, so working with individuals to ensure that
they are able to self-manage their mental illness, but also
be able to continue to function and remain within
community. So, providing a range of social support
services that enable clients experiencing mental illness to
be able to self-manage, but also then finding that kind of
person-centred holistic approach to the care that we
provide.
So, not just focusing on the presenting mental
illness, but also thinking about the physical health needs
of that individual and being able to provide a range of
wrap-around physical health services that that individual
might need, and that might be connecting them with general
practice, or providing access to public oral health
services. It could also be - we're not a housing provider,
but we do have strong partnerships with housing providers,
so, it might also be about making a connection for that
individual to a housing provider so we can support their
access to secure housing.
So, it's really around sort of looking at the needs of
the client, working with the client to identify what their
goals are, and then either providing that care directly
ourselves, or partnering with other organisations to
provide the broader social support services. And, in doing
that, really work to trying to achieve better outcomes for
that client, but noting that their outcomes are defined by
the client, not by the organisation or by the clinician or
the support worker.
Another key piece of our work, is, as I talked about
.24/06/2020
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earlier, is the focus on the social determinants, so
continuing to shape and influence public policy that
improves the health equity of these vulnerable populations,
so really working in the space of trying to, such as the
Royal Commission into mental health, but really trying to
address system-wide issues that will improve the health
outcomes for individuals.
MR O'MEARA:
Thank you. While I've got you, you referred
to the 30 different sites and you've spoken of what your
organisation does across those sites, but is the Commission
right to understand that there's variation or local
variation in the services that are provided from site to
site and, if that's the case, you would have heard the
Chair refer to what were described as core components in
service delivery in each of those places.
Is that something that you - is that a principle
that's applied in your sites? Do you have core components
of service that you must provide in each site and, if so,
then there must be optional components and, if so, what are
they?
MS BARTHOLOMEUSZ:
Thanks, Stephen, and I also didn't
respond to your earlier question about funding
arrangements, so perhaps I'll pick that one up first.
MR O'MEARA:

Sure.

MS BARTHOLOMEUSZ:
So, we are funded predominantly by
State government, but we also have some Commonwealth
funding and there's also some local government funding and
philanthropy, so we have a range of funding sources.
And through that range of funding sources we actually
look at what the needs of the clients are, the services
that are required to respond to those needs, and then how
do we bring in the various pieces of funding from different
levels of government to actually deliver a service. So, we
get very creative with being able to tap into certainly,
you know, State-funded mental health dollars, but also then
we have seven general practice clinics across our network,
so tapping into MBS [Medicare Benefits Scheme] funding;
we're also funded by the PHN [Primary Health Network], so
for mental health nurses, so pooling all of those funding
resources together, developing a model of care, and
delivering that model of care in terms of meeting the
.24/06/2020
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client need.
So, the issue of funding is extremely complex and with
that range of funding comes a whole lot of issues around
compliance, reporting and system requirements.
So, across our 30-odd sites that we have, they do all
have - I like to say that one of the strengths of community
health is our ability to meet the needs of a local
community, and so, if you look at our 30-odd sites that we
have they all have a very different look and feel depending
on the need of the community that we're working with.
So, if you take our central city location in Melbourne
CBD, it has a particular focus on working with the homeless
population that live in the centre of Melbourne. It
provides a range, so there are a core group of services
that we provide, so general practice and allied health
services, but then there's also services that are designed
to meet the needs of that population; so, we have laundry
service, we have shower facilities, we partner with a
housing provider to provide support into housing. We
partner with area mental health service around the mental
health needs of that community. We have alcohol and drug
services also based there responding to the alcohol and
drug issues that this community has, so that's one example.
If you went to our major sort of practice in
Footscray, you know, there is a big oral health clinic
based there, general practice, full range of allied health
services, domestic violence, counselling services. So,
each clinic, you might like to call it, has a very
different look and feel.
We also have some residential based mental health
services in the north; again, a very different look and
feel, but we will bring in - so we in-reach, out-reach or
in-reach into those facilities with a range of health
service providers to meet the needs of those clients.
MR O'MEARA:
Does it follow from what you're said that the
therapies are not just the - if you like, the composition
of the workforce in each of the sites might vary but the
therapies applied in those sites, be they psychological
therapies or other programs, vary from place to place?
MS BARTHOLOMEUSZ:
.24/06/2020
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variation is due to funding and the capacity of the site to
deliver the service. So, dental, for instance, is a very
expensive service to deliver and a very expensive service
to establish. So, we have three major oral health clinics
and, if a client requires an oral health service that's not
at the clinic that they usually attend, then we assist with
a warm referral into one of our other sites to ensure that
the client does actually receive the care that they need.
MR O'MEARA:
Thank you. On the topic of funding,
Dr Deveny, you have a particular perspective on
community-based mental health and involvement in it because
of the centrality of the South Eastern Melbourne PHN to
funding all kinds of elements of the system in your region,
I wonder if I can get you to speak to your perspective on
it.
MS BARTHOLOMEUSZ:
Yeah, thank you, Stephen. I think this
is really core to the issues raised at the beginning by the
Chair. So, our role as a Primary Health Network is to
commission services, in this case we're talking about
community-based mental health services. In order to do
that, we begin by understanding what funding is available
because we do ration services.
Then we look at two things in the broad: we look at
the population health needs, and so, that speaks to my
earlier point, the fourth point I made about understanding
your data and what you need to achieve. Then we also look
at current service availability; this is often called
service mapping. And, if you like, we overlay these two
things: what does the data tell us a community needs? And
then, what is already available?
We know that there are many more services available
the closer you get to the city, and that's partly just an
historical fact: a city, a town, a suburb, has been around
longer, the chances are it has more services, so generally
we find that the outer parts of Melbourne have less service
availability and often higher need.
In relation to your comment about variation, I would
say that variation based on services meeting population
health needs, which I think is the comment that my
colleague also made, should not be a matter of concern.
Unwarranted clinical variation is a matter for concern, not
variation in the services that are available.
.24/06/2020
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From this point we then co-design services, often with
clinicians, service providers, community carers and
experts, so that the services meet the requirements of
their clients, and we do this within the context of our
broader stepped care model. So that, as you bring a new
service in, we are very mindful about not further
fragmenting the service system. We want to understand how
that element will fit with everything else that we do so
that, from the client's perspective, the journey is
smoother.
We then have a pretty standard tendering process with
probity and the like, and the consequence of this is that
we're viewed as an honest broker. We're not the
researchers, we're not the service providers, we're not the
funders. Our job is to make sure the funding is used
effectively, transparently and with high accountability.
When we contract our service providers we make sure
they understand all of this. We agree with them, and this
is my point earlier, we agree what good looks like, the
third point I made, and what data will be collected, and
then jointly with the service providers and ourselves we
lead, if necessary, any change. That's primarily our role.
We also undertake some capacity building. So, the
point that the three of us made at the conclave was that
capacity building in the workforce is quite important. So,
when we're bringing in a new piece particularly, but not
only if it's a change, we run communities of practice, we
might provide other mechanisms, for example secondary
consultations or other funding, to try as best we can
within our funding parameters to increase the skills and
capacity of the workforces delivering our services.
MR O'MEARA:
Thank you. Associate Professor Moylan, you
come at this from a different perspective. Can I ask you
to speak to the operation of your area mental health
service at Barwon and also the connection that you've
sought to establish and you speak to in your witness
statement with the Bellarine Community Health service?
ASSOCIATE PROFESSOR MOYLAN:
Sure. So, for purposes of
background, Barwon Health is the area mental health service
provider for what is broadly the G21 Local Government
Areas, so we cross over the Greater City of Geelong,
.24/06/2020
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Queenscliff, Surf Coast, Colac, Otway and Golden Plains
Shires - cities, I should say - and that's about a
catchment area of just over 300,000 people but quite a
disparate population, the majority of it's centralised
locally in the Geelong region but spreading all the way
down to Apollo Bay. So, I feel we have an interesting
spread of kind of inner urban plus very rural population
needs, and I think that speaks a little bit to the need for
localised variation in service delivery.
When I consider what our role is in the entire service
system, I really identify that our services provide - we
provide services to two groups really. The first group is
an "a diagnostic group", so no particular diagnosis, but a
group of people who are at high individual risk or risk to
others at a particular point in time because of crisis.
And that service delivery is provided through our
connection with emergency-based services, emergency
departments, ambulance, police, and the notion that we are
the 24-hour provider of services in our region as a
provider of last resort. I term that for our team, we're
kind of the safety net for our region.
The second group that we provide services for are
people who have severe, you know, moderate to severe
functional impairment and our role is to partner with them
around rehabilitation to improve functional impairment over
time. I think it's important for the Commissioners to
realise that from my perspective, the individuals that I'm
working with have problems and conditions that come with
significant morbidity and risk of mortality, and these are
complicated conditions that cross over not only in
psychosocial domains but also physical health domains, and
the connection with our - as a health service broadly, not
just as a mental health service broadly, is really
important around identifying that.
Because, as people would recognise, people's mental
health conditions that require treatment don't necessarily
present with classical mental health symptoms or
structures; they can present in physical health ways and it
speaks to the real need for integration with broader health
to understand a person's needs holistically.
Stephen, you'd have to remind me of where you'd like
to go because I was sort of on a roll there, so help me
out.
.24/06/2020

17

DEVENY/MOYLAN/BARTHOLOMEUSZ

Transcript produced by Epiq
647

Royal Commission into Victoria’s Mental Health System

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

MR O'MEARA:
That's all right. You're involved in the
crisis end of the system, that's what you were alluding to
in what you just said. The Commission's heard that one of
the functions of the community-based mental health service
is to protect that area. What are you protecting, why do
you need to protect it and, therefore, what does the
community-based mental health system need to do in order to
provide that protection?
ASSOCIATE PROFESSOR MOYLAN:
Yeah, I mean, I come at this
from a different lens and the kind of analogy that I tell
the other areas of our health service in a way. I think
it's important to understand, at the moment we are
partnering with about 1,100 or 1,200 people in our
community across this region and about 30 of those people
are in our inpatient unit. So, the rest of those people
are based in the community, in their own homes, other
homes, or experiencing homelessness outside of the hospital
system. So, the actual breadth and depth of our
community-based infrastructure is really strong and
integral.
The way I kind of - you know, the analogy I say, and
I'm a doctor and I can't take that away from myself, so I
apologise in advance - but in a way our inpatient unit is
like our intensive care unit; this is a place where people
can come to receive stabilisation and care and, you know,
and a certain type of function that can help people in a
really pointy bit of crisis.
After that, I have the attitude that actually our
community-based care, like our general hospital setting, we
want to get people out of the ICU back into the general
hospital setting receiving multidisciplinary care so
they're on the journey back to health, and eventually - you
know, I hate to use the word "discharge" - but
collaboratively transferred back into a primary care
setting that requires less security and more breadth.
So, in terms of our community-based system, I think
it's actually integral. We operate highly specialised
multidisciplinary care for people with really complicated
needs with conditions with high potential - you know, high
morbidity and potential mortality in a community-based
setting, and the integration between the acute based
setting - so I'll call that bed-based or emergency-based
.24/06/2020
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services and those things - has to be very tight, in the
same way that the integration between the intensive care
unit for lung disease or heart disease has to be very tight
with a respiratory unit on an inpatient unit.
Otherwise, what we're doing, we're at risk of
isolating off a very acute section and I think actually
making that more difficult to run, but also, we're at risk
that I would then have no influence or necessary control
over how we manage the intensive care that we're providing,
who we're doing that for and what the steps we can do at a
very proactive specialised sense to be able to keep people
out of that environment. So, that's where we, I think our
role, sits within that system.
In terms of the connection with the health service,
it's important for the Commissioners to know that Barwon
Health is unusual across the State where we actually also
run a community health program. So, my program is the
mental health and drug and alcohol services program, but
aligned with that is a community health program which runs,
amongst other things, community nursing practice, community
rehabilitation services, a community palliative care
service.
And so, we seek to partner with those agencies as well
because we also understand that, if our role or function is
to provide specialist multidisciplinary input, that doesn't
necessarily mean that we are the most qualified of
providers to provide community-based healthcare input
either in the sense of community nursing or other
psychosocial domains.
So, our community health program is one of our
partners, but across our region we have a small number
albeit of community mental health organisations that we
seek to partner with too about how can we improve our reach
into other areas, where because of our current funding
arrangements we wouldn't be able to necessarily do that,
but how can we improve that reach so we can leverage off
the capacity that these organisations have, and they can
leverage off our specialist input at the same time.
MR O'MEARA:
Thank you. You referred also to the link
back to primary care. You've talked about the community
programs that Barwon Health has, but the link back to
primary care and you've described the GPs as the entrance
.24/06/2020
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point to the system.
Can you explain to the Commissioners the importance of
the GPs or the primary carers to the operation of the
system within your region?
ASSOCIATE PROFESSOR MOYLAN:
Yeah. The nature of our
health system at the moment is that the GPs are seen for
specialist care as the primary carers or the gatekeepers or
entrance points of the system to receive specialist-based
care and that's enshrined in a whole series of different
things; referral-based process for Medicare rebates is one
simple example. And we also know that general practice
sees far and away more mental health care than we see.
So, my wife is a general practitioner - I put that on
the table - she will see 30 or 40 per cent of her
consultations will relate to metal health related
conditions or mental health related distress at any one
point in time. And I was really taken, and I think one of
the issues that's happened with our systems is that,
because of you know, quite frankly, the denigration and the
deterioration in the community mental health system and the
area mental health system over time, there's been a
functional disconnect that's happened between general
practice and primary care and the system that we operate.
I was really taken by a comment last year actually at
one of the roundtables from a representative of general
practice who spoke about how general practice increases
their capability and capacity, and the way they do that is
through close and fast turnaround linkages with specialist
systems. So, if I'm a general practitioner and I want to
understand the latest treatment for a heart condition, I
send someone to a cardiologist, they get seen quickly and
they write back and they tell me, this is what we do. And
if I do that three or four times for similar things I get
to see, okay, the cardiologists are doing things this way
now, now I feel more capable and comfortable to be able to
do these things.
The issue that's happened with mental health care is
that it's so challenging now to get specialist-based input
and fast turnaround into things that the GPs, I think, feel
a little bit under-prepared for some of these things and
then feel uncertain about what to do. And we can speak to
that later about accessing private psychiatry in our region
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and accessing acute-based specialist care as well.
So, I think there's been a functional disconnect and I
think if we can really improve that for general practice I
think we would find, in a capability building perspective,
and a confidence building perspective, that for users
accessing the system, they'll find that, when I go to the
GP I can get really good specialist-based mental
healthcare, but also, very fast turnaround into a
specialist system and come back to my GP who is the home of
my care.
MR O'MEARA:
Moylan.

Thank you.

Thank you, Associate Professor

Ms Bartholomeusz, talking about the components of
care, one of the things that's been mentioned so far is the
importance of physical health in clients who are suffering
also from mental illness. I wonder if you can speak to the
importance of physical health as you see it and the
importance of that part of - that component of care in your
service.
MS BARTHOLOMEUSZ:
Thank you. We know it's, you know,
widely documented that people who experience longer
sustained mental illness have much worse physical health
outcomes. So, the approach we've taken at cohealth is to
establish multidisciplinary care teams where the provision
of mental healthcare and physical healthcare is integrated.
So, picking up on Stephen's point earlier around the
general practitioners, so again through our general
practice clinics the majority of our clients will come
through the general practice door. But we also have a
really large oral health service and we find that, for
people who are in the sort of marginalised and vulnerable
communities that we serve, they're not able to walk into
mainstream services and seek the care that they need.
A large number of our clients will present, so new
clients who then become ongoing clients of the service,
will actually present to our dental facilities for
emergency care because they're in pain, and it's usually an
episode of pain that brings people to our service. So,
it's really important for us at that point to not only
address the issue, the presenting issue of pain, but to
also be able to actually screen more broadly for other
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health issues including mental health, and that then
provides an opportunity for us to refer internally within
the organisation to address the other presenting health
issues if the client, you know, consents to doing that.
We have taken an approach of, sort of, it works both
ways; so, ensuring that our workforce is skilled in
identifying potential mental health issues and referring to
the right place to have those issues diagnosed and worked
through, but also when a long-term client of the service
that we're working with, that we also address the physical
health needs. So, we know that - yeah, as I started saying
that clients who have long-term mental health conditions
their physical health is often overlooked, and I've heard
stories from clients where they've been to seven, eight,
nine, ten GP practices with a physical health condition
that has been overlooked because of their mental illness.
And so, we've really taken an approach to actually
ensure that we're providing services that also address the
physical health concerns that the individual might present
with, and that's been through the creation of
multidisciplinary teams to be able to do that, skilling the
workforce in both physical health and mental health
screening, and being able to provide that close, warm
referral either within the organisation or, if it's a
service that's required that we don't provide, externally
also.
MR O'MEARA:
Thank you. Does it follow from the earlier
evidence that you've given that the identity or the
construction of those teams, that is, who's in them, will
vary from client to client, and could you give us an
example of what the membership of a team might typically
be?
MS BARTHOLOMEUSZ:
So, you would have - it does, it does
vary from client to client depending on what the care plan
is or, you know, the outcomes that the client is seeking,
but you might have a mental health specialist worker, a
care coordinator or a care manager that co-ordinates that
care, and then a range of - there might be a range of
health practitioners that are involved in the care, so that
could be occupational therapist, podiatry, general
practice, oral health.
But then there might also be some, you know, social
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providers as well; so we might be linking them into a
housing - social housing provider. We might be linking
them into drug and alcohol counselling services, so
counselling would be another. So, depending on what the
need of the client is, we bring in the right care team
around that client.
MR O'MEARA:
Thank you. You've mentioned both the system
of referral within your organisation but also referral out
of the organisation, perhaps to social providers not
necessarily health providers, and there's already been
mention made in some of the evidence to warm referral. Can
you explain how the system of referral within your
organisation and, for that matter, outside works?
MS BARTHOLOMEUSZ:
Yeah. So, we know that for this client
group to access the care that they need, ideally you want
all of those services that are required in the same
location and the ability really for that client, when
they're attending to see as many of those service providers
at the same time.
We know that, if we ask clients to attend a different
provider, a different site on a different day, the
likelihood of that client being able to make that
commitment to attend that appointment is very, very low.
So, what we do is, through our case manager or case
coordinator is actually, within and external to the
organisation, is have that individual accompany the client
to that appointment, make the introduction.
Often within our organisation - so, if I use the
Central City Homelessness Mental Health Outreach Team at
Central City where we don't have public oral health
services, we do have team members from our public oral
health clinic coming to the central city location and doing
oral health screening.
So, there's an opportunity for the client, together
with their case manager or care coordinator to meet the
oral health clinician, the screening occurs, they're
establishing that relationship with that provider, and then
an appointment would be made and the care coordinator may
accompany that client to that dental appointment. That's
just an example of how that works.
So, we absolutely work on building a relationship,
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establishing trust between the clinician and the client,
but recognising that, you know, the client requires
services outside of cohealth, seek to provide a similar
service externally as well, so introducing the client to
the new provider and that's a warm referral.
The evidence demonstrates, or our
that the client is much more likely to
that appointment if those services, or
is provided to the client in attending
elsewhere.

MR O'MEARA:
Thank you. Dr Deveny, thank you, I've been
with Associate Professor Moylan now and Ms Bartholomeusz
for quite a while, so thank you for waiting so patiently,
but I'd like to ask you to address a couple of things for
the Commissioner's benefit if you could. One concerns the
system of referrals and funding of referral and the
difficulties that can arise there, and you've got some
perspectives on that.
And also, so far as a component of care is concerned
or a prospective on care is concerned, the problem of
alcohol and drugs and the workforce there and the stigma
attached to it and the need to build capacity in that
particular area, it being a very important area of
treatment for a lot of clients.
DR DEVENY:
Certainly, Stephen. I want to reassure you
that, when everyone else is speaking I'm feeling quite
relaxed, so there's no hurry to come back to me, first of
all.
So, in terms of referral, from a primary health
network perspective we're really thinking about our stepped
care model. This comes from the work that was undertaken
several years ago by the National Mental Health Commission
who established this notion of stepped care.
So, when a client - and I should
person themselves can ring our access
can their family, and so can their GP
professional, so we want to make that
open. Anyone can seek help.

point out that a
and referral line, so
or another healthcare
beginning point very

From that point our clinicians and our other telephone
staff - we have both kinds of clinical and non-clinical
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people in our access and referral team - will find out from
that person what it is they think they need. Now,
sometimes they'll already know because they have a mental
health treatment plan or they have an agreement with
somebody as to the next steps. Sometimes they'll need to
have some assessment done.
So, in the case where it's clear what the next steps
are for this person our team will refer them into one of
our providers. Having visibility across all of the
services we provide means we understand what the wait times
are, we know what all the services certainly within our own
system have the capacity to do, and then we can put the
person to the service that will best meet their individual
needs. And sometimes this might mean saying to them,
"There are a couple of options: you could come to this
service close to your home next week, or there's a service
tomorrow that can see you but it's a further distance", and
as Nicole said, we think about, well, is that going to work
for them? Their family might say we can take them, the
provider might have brokerage funding where you can provide
them with a Uber. So, I think it's really important, I
agree with Nicole, making sure people can get there is
important.
Once they're there, then the referral is within our
system. So, we have a policy that you tell your story
once, clients consent to that. So, if somebody's in say
our moderate services and they have an exacerbation, they
don't have to go out of our service system; our provider
will have a conversation with them, agree that their needs
are greater than the service that they're in currently, and
then we'll move them out to another service, so they don't
have to undertake any more eligibility kind of hurdles, and
in some cases it's the same service provider.
So, we also have services running a range of things,
much like cohealth does. So, someone might be literally
walking into a different room, in some cases they may even
have the same clinician depending on what the program
actually is. Then we hope they may recover and then move
them down in acuity, but if they need more service they can
move back up again.
So, the benefit of stepped care, or one of the
benefits, is that providing that navigation for clients,
and because our data systems sit behind that, that means
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that information about the client can move from provider to
provider as appropriate to prevent them feeling like they
have to go out and in again to service.
In relation to services that we don't fund, and there
are lots of those, again, as both really Stephen and Nicole
have described, we do try to link them through to those
services as best we can. The digital - and the Chair
mentioned that in her opening statement, that the digital
is really important.
So, one of the things we see that's happening now is
that, if we want to do a warm referral - let's imagine
Steve is looking after me, thanks Steve - and he decides I
really need to see Alex, he'll set up a Zoom meeting with
Alex and Steve and myself, so that's a warm referral now.
He'll have a chat to me, Alex will have a chat, we'll agree
what Alex might be doing that might be different to what
Steve was doing or in parallel with the work I'm doing with
Steve, and he can then just leave the chat and suddenly
Alex and I are having an appointment.
So, that's a really good example of what a warm
referral can look like leveraging off technology and, for
those clients where that's a possibility, that's a terrific
outcome.
So, we would work, again, with our providers that are
inside our services through our stepped care model, so our
component parts, if you like, are all packed into that
model. And then we would outreach out to other service
providers, and again, both in the social care, they might
be disability services, they may be other health services,
with that same kind of referral mechanism that's been
described as best we can. Because that navigation piece,
which I know you're all acutely aware of, is probably the
trickiest piece for clients and their families.
MR O'MEARA:
The referral that you've referred to via
Zoom: one of the issues with referral sometimes seems to be
funding; how is that funded?
DR DEVENY:
So, in the case of our services, our services
are funded for also providing that referral, that's part of
what we fund them for because they're working within a
stepped care model. We expect them to refer people both
across our services and outside, and that's some of the
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data we collect from them. We actually want to see that
patients are being stepped down, and we should see the
occasional one also being stepped up, and they should also
be able to tell us they have new clients coming into their
service; they're not, if you like, recycling existing
clients through every possible funding stream. We want to
see new clients coming in, we want to see clients going and
we want to see referrals to other agencies and we collect
that data from them so that we can see that those referrals
are actually occurring at a rate for which we consider is
acceptable.
MR O'MEARA:
Thank you. You've referred to the system as
stepped care, I wonder if you could address or identify
what those steps are, whether they've been changed over
time; if so how they came to be changed, and why they came
to be changed.
DR DEVENY:
Certainly, Stephen. I also know that - I
haven't yet spoken about drug and alcohol but that could
take two hours, so let's do stepped care first.
MR O'MEARA:

I'll give you four minutes, how about that?

DR DEVENY:
I've got three minutes on my egg timer so
we'll see how we go. For - oh, I've just lost my train of
thought, you'll are have to -MR O'MEARA:

Stepped care.

DR DEVENY:
Great. Yes, this comes from the work of the
Mental Health Commission, and the notion is that people
with mental illness might require more or less services at
any given time but they shouldn't feel like they have to
move out and around a system. And we've talked about this
notion of no wrong door, and now people talking about,
there are so many doors they're not sure which ones to go
in and out. They're no longer perhaps concerned they're
not welcome, it's more about knowing which door will give
me what I need, a bit like pick-a-box.
In relation to the stepped care model, when someone
comes through our access and referral system which I've
described and they go into a service, they could go into a
very high acuity service, we call this our integrated care
service, where there will be a multidisciplinary team, and
these are people who don't need acute care but they're not
.24/06/2020
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far off; they need a lot of support, they may need both
psychosocial support as well as clinical support, they may
need also referral to other services, could be kind of
child protection, family violence, all kinds of issues for
those clients.
The next step down originally was moderate, so this is
people who might have high prevalence disorders, perhaps
some anxiety and depression, for example, and these people
would be in a service environment where there's probably
not as many disciplines working with them; may have a
mental health nurse, a psychologist, something like that.
They may not need as many episodes of care.
Then the lower step was mild, so these are people who
are, you know, fairly well, may benefit from working with
an allied health practitioner and/or with their GP.
So we started with three steps.
over the journey was that three steps
because the step between each step is
for clients, and the one that's often
step between acute care and the first
our most acute care.

When clients are in Steve's wonderful services in his
ICU, they do really have everything looked after: their
meals are coming, they've got a bed, they've got
everything. When they move out back into society, into
community, sometimes just those social needs are quite
overwhelming, and then they may also have some of their
clinical issues triggered by being back in that
environment. So, we've found increasingly that that gap
between being in an acute service and then being in a
community-based service, people need a lot of support to
get from one step to the other, so we've built in through
the development of additional programs or providing
capacity to some existing programs, extra steps.
Then we've also built extra steps or programs or, you
know, capacity, if you like, between that high acuity and
the moderate and so on. So, I suppose what we've learnt is
that the notion of steps is a good notion, conceptually
it's great. But as implemented in practice, we needed more
steps.
We've also broadened steps, so this is where something
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28

DEVENY/MOYLAN/BARTHOLOMEUSZ

Transcript produced by Epiq
658

What we discovered
is not enough,
sometimes too large
spoken about is the
step at our level, so

Digital appendices

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

2020 panel hearings

like drug and alcohol comes in. So, we know that people
will have a variety of comorbidities. Maybe they have an
intellectual disability, perhaps they'll have a drug and
alcohol issue, perhaps there are other social issues that
they have that need to be addressed, so we understand that,
when people come into our services they don't want to have
to go out for their others services. So, for example, out
for the drug and alcohol service. So, our access and
referral team refers people into both our mental health and
drug and alcohol services. And we've built the steps more
broadly, so we might have a provider that also provides,
for example, a service particularly for people who don't
speak English as a first language, or they might provide a
service that's culturally appropriate for Aboriginal and
Torres Strait Islander people, or we might have services
particularly for people who are experiencing family
violence.
It might also be by cohort, so we might have service
components that relate particularly to young people or to
young mums or to older people, so there are a range of
services. But as we understand the population health need
and as we iterate the model over time, relying both on the
data we get from our clients as well as from our population
health data, we are wanting to expand or broaden those
steps so that, if people that have a moderate level of
acuity, there are a range of things that they can do within
our model without having to kind of order aside from
somewhere else; we want them to get that all from us as
best we can, recognising that we don't hold all the
funding.
So, the challenge for us is always when our capacity
means that we cannot provide that amount of service to that
amount of clients, then we do have to have people moving
out of our services into other services and we do that as
much as we can.
We try where we can to co-locate services with other
providers and people who are accessing other funding
services. So, for example, we fund community health
services as Nicole mentions happens in the west. So, for a
client, they might be receiving a service provided by the
PHN, by the State Government, by the Federal Government,
but what we don't want is a client to feel like they have
to go in and out of service.
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The example often I think of here is Amazon, not that
I'm a big fan of Amazon; or, I am a fan of Etsy if you've
ever been on that site, or Steam if you're into gaming,
where you feel like you're having one experience of retail
therapy because you go to one place and then with PayPal
you pay once, but actually there are lots of individual,
small businesses that sit behind that.
So, what I think the stepped care model does is
exactly that; it gives the client the sense that they're
experiencing one care, where in fact behind that there
might be 10 funding deeds and 20 different providers
finding different models for different people, and I think
that's what consumers need, and I think that's what they
want. They want to have that same experience of care that
they can get outside the health system. I think that's
their current expectation and I think that's what we should
aim for.
MR O'MEARA:
Thank you. Some other witnesses have drawn
distinctions between stepped care on the one hand and
staged care on the other, and often the adherents to the
system of staged care are quite critical of the stepped
care model. Do you have a perspective on the competitive
benefits of those two systems, if any, and a comment for
the Commissioners concerning what those benefits might or
might not be as the case may be between them?
DR DEVENY:
Thank you, Stephen. I'd be keen to understand
what they mean by "staged care" and how that differs from
stepped care?
MR O'MEARA:
It seems to relate to, and I might not be the
right person to answer this, but it seems to relate to the
concept that mental illness, just like cancer, can have
identifiable stages. And stepped care can be a bit too
rigid and a bit too linear in caring for people and not
recognising the fact that their illness can have a
recognised pattern.
DR DEVENY:
You see, I think this is a really core issue.
I don't see stepped care as being rigid, certainly not in
the way that we provide it and as I've described it. It's
very much about understanding what the client needs and
getting them the level of care they need at the right time.
And so, if somebody's journey through mental illness means
they require more or less care, stepped care facilitates
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that. It's not rigid in the sense that you've described,
that you're in moderate and that's where you stay. The
whole purpose of it is to ensure the person gets the right
care. So, if they now are at a point in their journey
where they need less care, fantastic; if they need more
care, well, we can help them with that too.
I don't see - the fluid nature of it and the fact that
there's a continuity of information as well as a continuity
of care through both the intake services that are run as
well as the way that the system itself is set up to
encourage integration, I think, actually reduces the chance
that they'll be stuck somewhere.
MR O'MEARA:
Thank you. Associate Professor Moylan,
you've expressed the view that it's important not to be too
linear about the way in which you think about care, and I
might ask you about that just before we take a break, for
everybody's comfort we'll take a 5 minute break after
you've had the opportunity to address that issue, if
possible.
ASSOCIATE PROFESSOR MOYLAN:
So, not too linear. I
suppose the thing that we all recognise is that we try and
create models for systems, but people don't fit into models
per se. And when we actually sit and look at an individual
consumer's needs, they will have a vast variety of
different needs that cut across different kinds of acuities
or levels.
Some people have very severe illness characteristics
of a treatable mental disorder and have very little or
otherwise psychosocial or other needs. Where the flip
reverses completely as well - happens as well, and I think
it just speaks to the need for, whilst models are very
important to set up frameworks for organisations and things
to govern systems, it speaks to the need to allow the
flexibility underneath those frameworks for localised
systems and providers to adapt the way they provide care to
their local communities and the individual consumers who
are part of that.
So, I wouldn't want us to go down a line where we say
we are adherent to this type of system, and then in this
bucket if you meet these criteria then you get X and if you
meet these criteria you get Y, because that just doesn't
match reality. And it also doesn't match reality for need
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and it also doesn't match reality for desire, or want, or
request, or consumer interest, so I think we have to
respect that.
I suppose when I was talking about linearity, I think
it just speaks to that, things don't just happen in a
system where someone becomes mildly unwell, then they
become moderately unwell, then they become severely unwell,
and then they drop back to moderately like that - it
doesn't work that way.
When I spoke before about the nature of our system, we
have a strong role in providing complex, severe,
rehabilitative care for people experiencing those
situations over an extended period of time, but we also
recognise we have a role to provide for people,
irrespective of diagnosis or cause, to be able to provide a
function around acute crisis, intervention and support.
I think in a way, if we structured up an entire system
which sort of said, you know, you had to be looked after by
our system, then actually people bounce in and out of that
very rapidly depending on needs which aren't related to
their healthcare, it's related to other factors in their
lives, and we could miss something in that nuance.
I suppose one other thing I wanted to say Stephen is,
it just goes right back to the physical health needs and
it's just important, you know, to represent here, there is
very good strong scientific and biological evidence around
the inter-relationship between the expression of mental
health distress and mental health symptoms and physical
health conditions. This has been - you know, my PhD is in
interrelationship between early life exposure to smoking
and subsequent expression of anxiety in children,
adolescents and adults. And there are dose relationships
in these factors.
So I think it's really important to note that, whilst
we kind of say it is important, you know, from I think a
societal perspective; of course people with mental health
issues should have their physical health issues looked
after et cetera, and sadly there's absolutely no doubt
across the entire health spectrum people with mental health
disorders get poorer quality medical care, absolutely no
doubt about that, and I see that every day in hospitals and
emergency departments across the board.
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But actually, we are missing a very, very substantial
opportunity to improve someone's mental health care status
by improving their entire health status, and if the
Commission has a leverage point around enhancing that, I
think that we'll see benefits, not only for people's
physical health or their mental health, but actually our
entire society as well.
MR O'MEARA:
Thank you. We might take a break in two
minutes. Dr Deveny, just before we go - I said we were
going to finish after Associate Professor Moylan but I lied
- Dr Deveny, before we take our break, you've referred to
the model of stepped care and it seems implicit from your
witness statement in some of the things that you've said
already today that that model can operate and can be
adjusted because of the, if you like, data and prevalence
analysis that you've undertaken (indistinct) services you
actually have in your region and what the demographic
characteristics of your region are. Is that correct?
DR DEVENY:
Yes, that's right. So, we regularly evaluate
our programs. We also run - I think I mentioned - in a
community of practice. So, we're having that conversation
that I mentioned earlier, the third point I made about what
good looks like, with clinicians through our communities of
practice with clients through their PREMS and PROMS and
then understanding what needs to shift. We're not shy of
changing things because we're working with data. So, we
have evidence, we see there's a need for a change, and so
then we make that change.
MR O'MEARA:
Thank you. At that point I might let
everybody have a five minute break, and I'll see you all at
20 past.
SHORT ADJOURNMENT
MR O'MEARA:
Are we all ready to go? Excellent, I can see
a lot of nodding. One of the issues that we discussed in
the conclave last week which was a matter of some interest,
was the role of outreach.
Associate Professor Moylan, you had some views on the
topic of outreach and I might let you start on the topic,
if that's possible.
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ASSOCIATE PROFESSOR MOYLAN:
Thank you for the prompt.
I'll think about exactly what my views were at the time.
Look, I think the way I simply see it is that the ideal
mechanism for people - so there's two forms of outreach and
I think there's a language issue here that we need to get
really correct, because when I refer to outreach I think
that my internal definition may differ from others in terms
of how outreach is characterised, so perhaps I'll describe
my understanding of both and I know Nicole might be able to
talk about outreach from a cohealth perspective.
But that's an individual difference between providing
services in a consumer's home or if they're homelessness in
a community-based setting et cetera, so moving out of an
office to go and provide services, which I think
qualitatively differs from acute crisis based responses in
after hours and community settings, and so, I'll probably
operate on the latter.
We absolutely know that the last - you know, it is
preferable to be able to provide care for a consumer in
their position where they are at the time, noting that
there will be people who need to attend hospital based care
or other based care depending on the circumstances that
they're in at this time. Clearly, if I was in distress
with my family at home it would be really preferable for me
to not have to move that family member to an Emergency
Department or to have an ambulance come and do the same,
but to have skilled clinicians be able to come out to my
home in a responsive fashion, meet with a family member or
myself, talk about what needs to happen and basically
coordinate the next steps from there.
So, from an area-based mental health perspective I
think it is vital, talking about that initial a diagnostic
response we have, this safety response around risk and
acuity at the time, to be able to provide that outreach
into consumers' homes.
One of the opportunities I think that we have, and
down here in Barwon have been utilised over time, is our
inter-relationship with emergency-based services.
So we run two programs, one which is established
across the state which is the PACER based program with
police, and the second is a new one we started last year
which is a similar service with Ambulance.
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Essentially they way this structures up is that we
know across the Geelong region every day there's about 15
calls to Triple Zero for ambulance responses predominantly
relating to a mental health condition. The partnership
that we've formed is essentially that we have a shift that
runs with Ambulance Victoria where a mental health
clinician and a skilled paramedic operate together and it
can be a call to respond to that call in the person's home
or in a particular setting as a second call.
What we've seen from that is that we can divert
approximately two-thirds of people away from
emergency-based care where they otherwise would have been
brought, so that sort of splits up into either directed
admission to an inpatient unit or continued referral or
care in a community-based setting, so keeping people at
home rather than transporting them in.
One of the things that I've noted across the state,
and you know I'm sure you've heard other testimony about
this, is that, we've gone from this notion of having CAT
[Crisis Assessment Treatment Teams] based teams or
community outreach based teams and then they've gone out of
favour a little bit in terms of a model. I think you're
probably hearing about how important a function they do
serve in being able to provide these community-based acute
responses with the ultimate goal of keeping people out of
an Emergency Department. Because I know, once a person
comes into an Emergency Department, they are significantly
at greater risk of receiving a trauma event being at
hospital.
We know from broad things, you are far more likely to
have an adverse outcome if you end up in a hospital in
general, and for people with mental health distress
Emergency Departments are not appropriately set up to be
able to care or provide for that. There are some obvious
things that are being done to try and improve that.
So, when I refer to community-based outreach care I
really refer to that ability to say, you know, receive a
phone call from a GP, from a family member, from an
individual consumer who says, I'm really distressed, I need
a response, and our ability to go there and meet with the
person. And I think there's a physical based element to
that and a telehealth-based element to that that can be
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leveraged in a new, you know, advanced model of care.
MR O'MEARA:
The kind of outreach provided by Barwon
Health is one thing; what about your views about some of
the other outreach functions out there? I think in the
conclave you made mention of headspace, for example.
ASSOCIATE PROFESSOR MOYLAN:
I just think that there's a
differentiation between the two. So, I think that it's a
definitional issue and you would have to ask headspace,
et cetera, what they mean. But services talk about "we
provide outreach services". I don't think they necessarily
mean outreach acute service responses. A significant
proportion of the community-based mental healthcare we
provide is done out of office-based care, so it's done in
people's homes, in shopping centres, at cafés - you know,
this is pre-Covid of course - and, you know, we hope to get
back to that because we understand, for people with the
type of acuity or complexity that we're working with daily,
office-based care often isn't the best, and having an
understanding of the person's living conditions and their
community is actually a really vital component of the care.
So, that's what I mean when I talk about outreach, and
I think when others talk about sort of outreach they may
mean something different, so that's - and I think probably
Nicole's probably in a good position because I think in our
conclave we bounced off each other with that.
MR O'MEARA:
Let's bounce the ball in Ms Bartholomeusz'
direction. Ms Bartholomeusz, cohealth provides outreach,
what definitionally do you mean by that and what does it
do?
MS BARTHOLOMEUSZ:
So again, we - yes, we do provide
outreach and outreach I suppose on a continuum, so there is
a range, I suppose, when you think about the outreach work
that we do.
So firstly, I'd say that we provide what we call
assertive outreach, so that's actually having skilled
workers going and finding, for want of a better word,
people who might need support, health and wellbeing
support.
So, for instance, our specialist healthcare team that
provides care to the homelessness population will regularly
.24/06/2020
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go out, leave our clinic, walk around and engage with
people who are sleeping rough, and that's really by way of
actually connecting with people, understanding - you know,
building those relationships, building that connection,
seeing what support we might be able to provide to the
individual that's sleeping rough.
And that goes for a range of our sort of vulnerable
community, so it might be the homeless population, it might
be our injecting drug user population, so assertive
outreach to those communities where those communities
regularly spend time and connecting, building
relationships, seeing whether there's support services that
we can link them into.
Then I suppose the other part of the outreach work
that we do which is closer to Steve's definition, is
actually providing or taking the care from our clinics to
people's places and spaces. So, whether that's at a
community centre, whether that's in somebody's home,
whether it's taking care to the supported residential
facility where they're currently living. It's about
reducing those barriers of access that people have into our
clinics and taking care to them when it's, you know, safe
and able to do so.
I mean, not all care can be provided in people's
places and spaces, but you know, at times alternatives to
clinic - there are alternatives to clinic-based care and at
times you can actually achieve equal or just as good
outcomes by taking the care to where the individual is.
So, it's really about reducing those - firstly, increasing
access to services by going out and assertively outreaching
and connecting to people, but then it's also about looking
at what are the services or what is the care that's
required by this individual and taking that care to the
person if they can't actually come in to receive care in a
clinic.
MR O'MEARA:
Thank you. Dr Deveny, you've described
outreach as, from your perspective, finding new clients.
Can you speak to your own observations and experience of
outreach?
DR DEVENY:
Certainly. I think this is a really important
component part of community-based mental health and I would
agree with Steve that people who have high needs absolutely
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need to have that provided through the lens of an acute
service so that can be done appropriately.
My experience in the work that we do is more about
making sure that those steps in our stepped care model,
there's the ability for people to see people in their usual
places and spaces much as has been described by Nicole, and
to be aware that for some people the locations that we
provide care in are actually a barrier.
So, I would use headspace as an example here. We fund
five headspace services, and speaking to young people, you
know, several years ago, it was clear to me that
middle-aged, perhaps white young people experiencing
mild-to-moderate mental health issues felt more comfortable
walking into the door of a headspace than somebody who was
living rough, was traumatised. They made the comment to me
that it was too clean; that, you know, daily life wasn't
like inside that kind of shiny green headspace.
Nevertheless, headspace may have had the services they
wanted, so it's about building the trust, and Nicole spoke
a little bit about that too, so doing a bit of case
finding, you might call it, where you go out, you meet
people and then you identify the services they need and you
build the trust and hopefully then you can bring them into
the service. We've seen this occur across a range of our
services: again, homelessness services that we fund, drug
and alcohol services, psychosocial services.
I'm smiling because there was a gentleman who we
provided services to in our Partners in Recovery Program,
which is a psychosocial program, and he lived in a park and
the worker would have to beep his horn in a certain way for
the guy to come out and then we'd be able to provide him
with services. So, for some people building that
relationship would be critical.
Again I think of a Sacred Heart Mission, we provided
them with some funding and they spoke about the
relationship they build through the services they provide
during meal times, building the relationship to a point
where someone was willing to seek help for a problem that
they might not have done without that trust. So, for me
sometimes the location is not appealing for clients, and
sometimes it's because of where the client's at. There's a
lot of trust and relationship needs to be built before
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someone will consider accessing a service and I think
that's where outreach is really important and, you know,
one of those important component parts.
MR O'MEARA:
Thank you. While I've still got you, all
three witnesses have spoken of the importance of outreach
in different ways or from different perspectives. An
outreach is, itself, a concept which has had some years of
history. Is there a way or does it need to be looked at
differently in 2020 and beyond to a way that it was looked
at in the 1990s? Does it look different, does it function
differently, or is it really just the same?
DR DEVENY:
I think that we describe it differently. So,
we talk about in-reach, we talk about outreach, we talk
about assertive outreach, we have a whole lot of words for
it now because I think it's grown over time and there are
different models for different communities that you need to
apply.
I think the other comment I'd make here, Stephen,
relates to really using the money better. A lot of
outreach now can be done digitally and that can be very
efficient. So, if you can outreach to clients, as many
people have done over the last few months, by WhatsApp or
Messenger or telephone, that is generally cheaper than a
face-to-face meeting, because there are no travel and other
costs, and for some clients it's preferable.
For most people a mix of both face-to-face and other
digitally mediated conversation will work, and then there
are some people that really only the face-to-face is where
they'll get the most benefit. So, I think if we talk about
wanting to spend the money better and we're talking about
how we outreach to people where they're at, we really
should think about how we can do that using the digital,
because every dollar we free up is a dollar we can spend on
people who need more intensive services. And that's what
the community expects I think, they expect us to ensure
that their money is well spent.
MR O'MEARA:
Thank you. Does it follow from what you've
said about outreach and the importance of approaching it in
an open-minded way with potentially different channels of
engagement with the clients, if you like, digital and
other, in a modern idea of what that outreach can look
like, that that applies equally to what community-based
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mental healthcare can look like. So, the way in which it
could be established in one location might be different and
with a different lead agency to how it might be established
in another. Is that something you've given thought to and
am I right to suggest that to you?
DR DEVENY:
Yes, Stephen, I think it's a really core
principle. We're fairly urban - I mean, Geelong's really
urban, but particularly in more rural areas the tyranny of
distance really impacts on access. If somebody can be on a
phone or on a video and getting help quickly, that's much
more beneficial.
We've seen it occur over time again in other
disciplines. I think of cancer in particular where a lot
of work's done in that area; opthalmology does a lot of
work there too. And there are other disciplines also that
have taken this up, this hybrid model where, when we need
to, when it's most efficient and most needed, we do it
face-to-face, and when we don't need to and there's no
driver for that, the conversations can be mediated in a
range of different ways.
I think that is really important for us to think about
into the future and not be stuck with this idea of in the
office, one clinician versus one patient, but rather much
more a multidisciplinary team interacting with a person in
a variety of ways, which might include in their place, you
know, their home or wherever they happen to be, their work,
as well as also in a clinical environment.
MR O'MEARA:
Thank you. One last question: you've talked
about mapping the resources in the system and earlier today
you talked about the importance of, not only understanding
what furniture there is within the system but getting it to
work together properly.
Does it follow from that evidence that you've given
that, in approaching how one comes to make community-based
mental health care operate that, if you like, the lead
agency in administering a community healthcare - I might
not be putting this in the right language, but you might
well do better than me - administering how that works in
one particular region might fall, for example, to something
controlled by your PHN, but on the other hand in a
different location because historically there's been
another piece of furniture there which is State funded, the
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lead agency should then be the State; and what the burden
of your evidence is, you don't need to, if you like,
demolish all the infrastructure and start again because,
after all, workforce is attached to the infrastructure,
it's about appreciating what infrastructure there is and
then identifying where the lead agencies are around the
State within the regions. I wonder if I can get you to
speak to that.
DR DEVENY:
Yeah, so I come back to my first point that I
made earlier which is about the efficient use of tax payer
money. So, if we already have existing facilities and
infrastructure that can do that work, I don't understand
the need to create a new version.
I would say, in the example of Primary Health
Networks, all of the things that we've talked about needing
to do: better spending the money, making sure we have all
the right component parts, having a clear view of what good
practice is going to look like for us, collecting and using
the evidence really effectively, that's what we do and if
that's what's needed to lead the future revolution of
community-based health services, then PHNs are in a prime
position to deliver that.
But your comment is, well, does it have to be a PHN?
And my answer would be, I'm agnostic to what you call the
agency, though clearly I can see that we have the capacity
to do that, but what's really important is those
components, that we could make sure that we are efficiently
using public money, that we have the right pieces and so
on, that's what's important, and I think that's my day job,
so, I just say, well, that's something we can do, and we
can do it well.
MR O'MEARA:
Thank you. I said that I had one last
question and I was wrong, I've in fact got one last
question beyond the one last question, and that is, when we
talk about the efficient use of tax payer money, you say in
your statement that you don't yourself engage in, if you
like, consortia because there needs to be ultimate
responsibility for knowing who's spending the money and so
on. I wonder if you can speak to that before I go to
Ms Bartholomeusz with a different perspective.
DR DEVENY:
Certainly. So, through our contracts with our
funder there are quite a range of matters that we need to
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provide assurance that will be delivered on, so compliance,
if you like.
When we're funding an agency those contracts will be
back-to-back. So, whoever we're funding will also need to
ensure compliance with, and you've all seen them, very
thick contracts. So, for us it has to be one organisation
that's accountable to deliver those outcomes and to meet
the compliance requirements.
That one agency may then partner, subcontract or have
some other mechanism for drawing on the local resources and
expertise to deliver on that, but ultimately one
organisation is responsible, in the same way that the PHN
does that. The Commonwealth gives us a range of funding
for different pieces of work and then asks us more broadly
to be responsible for the population health needs of a
community, and so, we make sure that as we do our work,
that we retain that accountability and ultimately it's our
job to make sure we improve the outcomes in the areas that
we're funded to deliver.
I think it's very difficult, having worked in
consortia, to have that same level of accountability and
efficiency when 10 people think they're responsible for
doing something. I know in my home, if I ask my children
to do the dishes they never get done. If I ask a specific
child to do the dishes, I have more of a chance.
MR O'MEARA:
Thank you. Ms Bartholomeusz, you've
experience of consortia funding, if you like, and you've
also had experiences of accountabilities in your
circumstances and, as I identified and you identified at
the outset, your organisation has multiple sources of
funding, I wonder if you can address this topic for the
Commissioners.
MS BARTHOLOMEUSZ:
Thanks, Stephen. So, that's right,
multiple sources of funding and if I can talk to one
example which demonstrates the work that we're doing but
also I guess the complexity that service provider
organisations face with multiple sources of funding.
So, we have an alcohol and other drug services which
ranges from education, harm reduction, to treatment
services. It's a relatively small sum of money that we
receive from State Government, but it comes to us in 22
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different line items or funding streams, each with
different reporting and compliance requirements attached to
it.
Most of our funding is - the reporting for our
funding, is activity or output based. So, we're counting
number of people seen, number of hours of service provided.
The funding isn't attached or aligned to outcomes.
So, as part of cohealth's work we're really seeking to
transform the way we deliver services so that our services
deliver outcomes and are impactful for the communities that
we work with.
We've taken on a piece of work within our alcohol and
other drug services to co-design what a service might look
like that would meet the needs of the clients that we work
with; evidence-based, so looking at the current evidence,
looking at contemporary practice, understanding what the
outcomes and experiences are that our clients seek, and
then working with State Government to actually turn those
22 funding streams into a single funding line which has
targets and key performance indicators attached to it that
are based on the outcomes that we deliver.
It's a fantastic piece of work, it's innovative, it's
new and it's, I think, an excellent approach that could be
taken right across the health system, or the primary care
system really, in terms of both physical and mental health
care delivery.
Can I just come back to you, Stephen, and just ask - I
got carried away in my train of thought there - what the
rest of the question was?
MR O'MEARA:
No, no, I was asking about your experience of
operating or being involved in consortia.
MS BARTHOLOMEUSZ:

Yeah, okay.

MR O'MEARA:
And I also asked about funding, so you've
addressed funding.
MS BARTHOLOMEUSZ:
Addressed funding. So, in terms of
working in a consortia: I think it's a model that can work
very well. You need effective governance systems and
structures in place between consortia parties and really
.24/06/2020
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strong partnerships; really strong understandings of what
people's roles and responsibilities and accountabilities
are, what their expectations for delivery are, and clear
leadership.
And I think, you know, we seek to work in that way
because there are many parts of the health system that need
to be involved in an individual's care. So, we talk about
putting services around a common client, so many of our
clients that we see are also accessing other services. You
know, they're attending services at the Royal Melbourne
Hospital, they're - we're not, you know, the only service
provider in the system, there are many other service
providers and it's about, you know, our clients are the
same as the community health centre's clients next door,
they're the same as the hospital's clients, and it's about
bringing all of those services together around the common
client.
And so, a consortia model is an effective way to
structure that arrangement with funding coming into
consortia to provide those services effectively, but there
needs to be a clear governance model sitting around that
consortia, clear accountabilities, responsibilities, roles,
leadership, et cetera, for it to be effective.
So, our homeless outreach mental health service is an
example of a consortia where we bring a number of partners
together to respond to the mental health issues of people
who are homeless. The area mental health services is
involved, we have a specialist women's health provider
involved also, but cohealth is actually the lead of that
consortia.
We have other consortias we're involved in, we're a
partner, we're not the lead, so it's about identifying who
might be best placed to be the lead in a particular
consortia and it's not always the same provider.
MR O'MEARA:
Dr Deveny's identified the problem of
everybody being responsible and nobody being responsible.
Is the answer to that in your experience through clear
understanding of who the lead agency is, or is it beyond
that?
MS BARTHOLOMEUSZ: No, I think that's a really important
element, is having clear leadership or a lead agency that
.24/06/2020
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has ultimate responsibility, but also that all partners
within that consortia have clear, as clearly outlined and
agreed what the roles and responsibilities are, so that
everybody is contributing to the leadership of that
consortia.
But I agree, for funding, for reporting, for ensuring
you know that compliance requirements are met, for ensuring
that accreditation standards are achieved, having clear
leadership is very important.
MR O'MEARA:
Does it follow from what you've said - you've
referred to the program in which your organisation is the
lead agency, is your organisation also involved in other
consortia in which you're not the lead agency?
MS BARTHOLOMEUSZ:
Yeah, we are, we are, and in those
other situations there may be a - you know, another
organisation that is better placed to be lead, and so, it's
situational.
MR O'MEARA:
Would you be able to give an example of where
that's the case?
MS BARTHOLOMEUSZ:
You might have to come back to me, I
might have to think about another example.
MR O'MEARA:
Why don't I go to Associate Professor Moylan.
By all means contribute on the topic of leadership and lead
agencies if you like, Associate Professor, but I was going
to you on the related topic of funding, and you've
expressed views on the need to fund outcomes as opposed to
throughput, I might just get you to speak to that issue
while Ms Bartholomeusz is racking her brain on that other
topic.
ASSOCIATE PROFESSOR MOYLAN:
Sure, I feel like I'm coming
off a long run here because this is kind of warming up to
where we're getting to.
I think to be honest - so as an area mental health
service we receive a whole series of State Government
grants and funding lines that come through from the
Department of Health and Human Services, and they are the
blocks to actually - that are very ill-defined or they're
based on input-related factors. So, we'll give you X money
and you do X number of contact hours; they're not related
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to outcome at all.
And we have over the top of that a statement of
priorities for even further key performance indicators of
the whole of health service, for mine, can be drastically
improved to reflect actually the experience of care for
consumers and not just the limited number of bandwidth.
That won't be new to any of the Commissioners, I think the
way that we're funded does not drive us to a place where we
provide actual improved outcomes for consumers, and I think
one of the things we have to get our heads around is the
experience of care being an integral component to a
person's actual ability to reap benefit from that care.
So, I'm a strong proponent that we need to move a
funding arrangement away from classic input to an
outcome-based system because, how you localise that in a
particular area to achieve its outcomes will depend on the
local conditions, local providers et cetera.
I also have a view as well,
unpopular, but I think there are
system, and I think part of that
political nature for how funding
has come up.

and I think this might be
too many providers in the
is because of the deep
in mental health services

So, we are the lead of the local alcohol and drugs
consortia of which there are, you know, I think a workable
number of organisations involved, although one of the
agencies actually dropped out because the funding
allocation they received was so small it wasn't even worth
their while, and I think that's about four.
I'm aware of other consortia around alcohol and drugs
which have, you know, 15-plus providers involved. To me
that's ridiculous. I don't know how you can actually
design a system to actually achieve the outcomes you want
with such a diverse range of things, and I think we have to
be, you know, driving around: there needs to be sufficient
scale, operational ability to be able to run health
services across the region.
I think one of the things we struggle with in mental
health is to be able to identify what are actually - going
back to Elizabeth's point - what are actually the core
components of the service that need to be provided, who has
the sufficient scale and expertise to be able to do that,
.24/06/2020
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to achieve the outcomes we want to achieve and then have
the funding lines actually flow through to do that. There
will be a whole series of little providers who have
received historical grants for long periods of time which
leave them just on the edge of falling over, but just
enough to keep going. To me that's not a smart way to
operationalise the system.
So I just go back to this notion that, as a - and I
think I'll say something as well in the secrecy of this
sort of thing, you know, I get to do that. I think the
Department has had a blurred understanding of its role
here, the Department of Health and Human Services.
In my view they're a funder and a policy setter, but
at some level they've also wanted to be a service provider
and that's sort of come out in small grants and individual
lines of things saying, we'll give you this money to do X
and it's going to happen, 31 of them across the state are
going to occur here or we're going to do this little
particular program here. Rather than actually saying from
a policy perspective we want you to do X, you know, achieve
X outcomes, here's the funding, report on the outcomes and
how you've used the funding, and I think there's been a
blur of that that's occurred over time particularly in
mental health, probably more in mental health than other
areas, although I can't speak to that in other areas per se
but just by observation of how other areas of the health
service runs versus how ours runs.
MR O'MEARA:
Thank you. Dr Deveny - I am going to come to
you, Ms Bartholomeusz - if I can just go to Dr Deveny on a
matter that Associate Professor Moylan mentioned.
Dr Deveny, on the topic of outcomes, your PHN collects
a lot of data itself; what does your data collection
methods tell you about outcomes? Can outcomes be measured?
DR DEVENY:
I think this is kind of the key kind of take
away in relation to outcomes, that you have to collect the
data when the services are delivered and then you have to
look at it, then you need to share it. Collecting the data
on its own is not sufficient, there needs to be a system
where that data is used effectively to drive innovation,
quality improvement, patient safety, all those really
important things.
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So, in my primary health network, and it's no
different to others, all our funds are contracted on the
basis of outcome delivery. We don't fund anyone for inputs
or widgets, and so, we do collect data on every single
service. This is labour-intensive. It's a lot easier to
send the money out in a block and every six months ask for
a two-page report.
But if I come back to my first principle, that's not a
good spend of tax payer money, that's not a good service
necessarily for clients, that's kind of winning it there,
you hope it works.
It's really critical that we collect data and then we
share it. We share it with the service providers. So, in
our case we provide de-identified benchmarking data so
people can see how they're going. We use that data to
contract manage, and the two sources primarily are, again,
that population health data as well as the data that comes
back from the service providers and all the clinicians the consumers themselves about how things are tracking.
I think if you've got all that data - in other cases
the data is collected but not used. That baffles me. It
should be used, it's everyone's data, it should be going
back to the clinicians and the services so they can see how
they're tracking. Consumers should have a sense of how the
system is working; that would instil hope, amongst other
things, that this very, you know, big system which is
funded quite substantially actually does make a difference
and I believe it does, but without the data to demonstrate
that it's easy for people to kind of poke holes and poke
fun perhaps too.
MR O'MEARA:
Thank you. The question of data, I imagine
the answer to the question I'm just about to ask you is
shorter than one might think, but the sensitivity with data
of course is that, if you require people to give you data,
they might be giving you answers that cast them in a bad
light. How do you deal with that problem, and I imagine
the answer is, they're required to do it in order that they
get their funding at all.
DR DEVENY:
So, I actually think that most organisations,
the issue is more around data systems and the capacity to
collect data rather than an unwillingness. I mentioned
earlier that there's a lot of leadership in mental health;
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I think organisations really believe in what they're doing
and they actually want to show it,
So, our experience is that people will give you their
data. If they don't do it initially it's more a capacity
issue than an unwillingness to provide it, and then you sit
down with the group and talk to them, say three or
six months in when you have enough of that information to
share it. And the conversation almost always goes the same
way: first of all it starts off with this comment, "That's
not our data." Because people have never really looked
carefully at their own data. They have their own
assumptions about their performance, and when you show them
what that looks like in a qualitative and quantitative
form, it looks unfamiliar, so you often have to show them
that it actually is what they've given you because they've
never seen it aggregated in the way you show it.
The next thing that happens is normally an expletive,
when people realise that is actually their performance and
it's not what they thought it was. They may be doing
better in some areas than they thought and, you know, that
can be quite joyful, "Wow, look at that" or it may not be.
Then the third stage is always, and in our area I've
never seen it anything other than a strong commitment to
improvement. So, once people can see where they are, they
all want to improve. It's very rare to find somebody
working in health who doesn't want to do a good job.
Generally we're not paid well, so we're there for other
reasons, we want to make a difference for community, and by
giving providers and clinicians back data to show them how
they're going you give them the opportunity to improve in a
way that is beneficial for them, for the service providers,
for the spend and for the community. It's very powerful.
MR O'MEARA:
Thank you. Right, Ms Bartholomeusz, back to
you. Consortia, where you're not in charge, have you
thought of an example in the experience of your
organisation in that setting?
MS BARTHOLOMEUSZ:
I have a couple of examples actually.
So, the first would be our prevention and recovery care
services, so known as PARCs. So, PARCs are residential
services that help people with mental illness who are
leaving hospital or would benefit from a 24-hour support
service to avoid hospitalisation. Not to be confused with
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the stepped model of care, but it is described as a
step-up/step-down model. And so, in that partnership
Melbourne Health is the lead agency.
We're also involved in the early intervention
psychosocial support response program and that's a program
for consumers with mental health diagnosis in clinical
services, supporting them to engage with the National
Disability Insurance Service. We're also a member of that
partnership, and again, it's Melbourne Health that is the
lead agency.
MR O'MEARA:
What's been your experience of relations
between the agencies, bearing in mind the kind of
philosophy you referred to earlier where the lead agency's
obviously got to be in charge but work co-operatively with
the others?
MS BARTHOLOMEUSZ:
That's right, and I think, you know,
it's about developing those working relationships, Stephen.
It's about respecting individual workers and staff who are
employed in these programs or services, respecting that
organisations have different skills and expertise, and by
bringing a range of skills and expertise to a situation or
to a client means that there's a better outcome for the
client.
And so, I think it's that sort of interdisciplinary
practice really that produces that outcome, and it's very
good working relationships with those other partners; being
a trusted partner in the delivery of someone's care.
MR O'MEARA:
Thank you. I can say for the benefit of the
Commissioners that we've conducted so far a scenic tour
through the foothills of community-based mental health but
we're just about to scale a mountain because during the
course of the conclave each of our panel members considered
what were there described as tweaks in the existing system
bearing in mind that we don't have an unlimited chequebook
and unlimited funds to just do everything and anything you
like.
But where change might be most beneficial in order to
improve the system that we already have and to make it
function in a more functional way, and those priorities and
tweaks were identified at some length, so I might spend the
next 20-odd minutes asking our panel to address some of
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those.
The first of them concerned the vision of hope and the
need for a vision of hope, and Associate Professor Moylan,
that's something that you spoke passionately about and I
might ask that you can address that issue first.
ASSOCIATE PROFESSOR MOYLAN:
Sure. I made reference in my
statement around the culture - the sort of existing culture
of community-based mental healthcare from an area mental
health perspective. I think that one of the things that
I've observed over time, and obviously I'm relatively, you
know, new in the system per se and I defer to people with
much more experience than me, but when I observe the models
that we run they're very much models that are reflective of
the institutional era; in that, it has a very definite
model around partnership and reactivity to care, but not
one which is necessarily driven around hope and recovery,
and our expectation that people should come into our
system, receive benefit and then move on with their lives.
The notion that we serve a really important function
in society, in that, a societal principle which is that we
provide a platform for people to be able to get people up
to a level of functioning and interaction with society such
that they can then use their own individual skills, talents
and choices to participate in society as a whole.
So, I think it's a really important component of the what we need to do to change the system is to communicate a
message that, not only is recovery possible, it's expected.
And I just have the parallel with cancer care as an example
to this. Cancer care operates under the premise that we're
going to do everything we can, not only to treat, you know,
treat your cancer, we're going to cure you of cancer. And
not only that, we're not just going to cure you of cancer,
but your experience is going to contribute to the curing of
cancer overall. There's an aspiration and a hope within
that message of the structure of care that's provided that
is all about actually, you know, achieving those outcomes.
Mental health doesn't have that at the moment in a way
that I think is unified across the system, and it doesn't
have that in a way that we invest in our research, it
doesn't have that in the way that we partner with our
services, and it certainly doesn't have that in the way
that we measure the outcomes of the care that we provide.
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So I think that's a really core component of the total
package of what I would hope out of the Royal Commission is
a clear and defined message that actually when people come
into the mental health system, they should leave that
mental health system, you know, having received top quality
care, but we expect them to leave; you know, we don't
expect people to stay in a system for ever, you know. And
we want people to be able to, you know, actually express
and achieve their goals and hopes with the assistance of
the system, but hopefully with independence at some point
in the system as well.
MR O'MEARA:
Is replacing the existence of present low
expectations with high expectations, is a part of that
addressing the issues of stigma that you identified at the
outset?
ASSOCIATE PROFESSOR MOYLAN:
Ah, I have to think about
that question. I mean, I think the broad answer would be,
yes, because I just think at the moment, if you observe our
system - and Elizabeth picks this up very well - we don't
have a series of robust-related outcome measures that are
actually about, you know, what we put into our system is
going to achieve an outcome, we don't flow that through in
any way.
If we can turn our expectations from being low or
absent to being high, then I think we can provide, you
know, certainly - then I think the way we structure around
that will provide an environment which actually says, yes,
we can you do things, and you're welcome and you should be
provided care, but for the care providers it also provides,
this is a place where you come and make a substantial
difference.
When I speak to my colleagues here, they know that,
but the problem is, they've self-selected into this space
and we have a significant workforce issue option. For
people who don't come into mental health and choose other
disciplines, some of the common refrains are, like, it's
too hard, people don't get better, like, you know it's not
there, it's not aspirational, it's not something I want to
dedicate my life to. So, I think if we can set a
foundation that has those high expectations I think we can
achieve multiple aims.
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MR O'MEARA:
Thank you. Ms Bartholomeusz, going back to
you on the topic of workforce, the impact of the NDIS has
been observed in some of the witness statements, but one of
the points that was made in the conclave was that there's a
need to rebuild the workforce, the mental health workforce,
and if that's the case how do you do that in order to
address these issues of stigma and to infuse hope or, if
you like, high expectations? Is that something that needs
to be prioritised and, if so, how is it to be done?
MS BARTHOLOMEUSZ:
Thanks, Stephen. It absolutely does
need to be a priority. So, in building or tweaking our
mental health system in Victoria, and thinking about the
community-based mental health services, we absolutely do
need to rebuild our workforce.
So, our experience has been that, with the transition
of community health-based funding, community mental
health-based funding within community health services being
transitioned to the NDIA we've lost a very skilled,
experienced and committed workforce in Victoria and any new
community mental health service will need to rebuild that
workforce.
The workforce needs to be contemporary, it needs to be
able to work in a range of service delivery options. So,
with Covid-19 we've seen the move to telephone, telehealth,
other modalities, and so a new workforce needs to
absolutely be able to work in a range of service provision
modes.
One of the areas that I think is particularly
important is ensuring that there's cultural - cultural
safety is considered when we're rebuilding that workforce.
So, ensuring that we're building a workforce that reflects
the communities that we serve. So, in terms of our
community mental health workers, ensuring that that safety
exists, but also looking to our peer workforce, so people
with lived experience who can offer so much to people who
are currently experiencing mental illness. So, that peer
workforce also needs to be a component of any future
workforce and the aspect of cultural safety as well, so our
workforce reflecting the cultures of the communities that
we serve.
How do we do that?
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MR O'MEARA:

Yes.

MS BARTHOLOMEUSZ:

Million dollar question.

MR O'MEARA:
Usually the starting point is to talk about
training and education.
MS BARTHOLOMEUSZ:

That's right.

MR O'MEARA:
And where does that happen and what's the
content of it?
MS BARTHOLOMEUSZ:
That's right. It happens, I think, in
a range of settings and in a range of places and I think,
going back to Steve's comment around the stigma and
discrimination that comes with working in - you know, our
experience is, you know, committing your life to public
health, then committing your life to community health - and
working your community health in the west is probably about
as low as you can get - but really addressing those issues
of stigma, that this work is valuable, it's rewarding, it's
critically important, and that has to happen early. It has
to happen in our secondary schools, it has to happen in our
universities.
We have to look at different opportunities for being
able to train the workforce, particularly if you're
thinking about, you know, supporting, developing, growing a
peer workforce and the range of - you know, providing
suitable training options for that workforce; very, very
important, otherwise we're not going to build the workforce
that we need for a future mental health system in Victoria.
MR O'MEARA:
Does it follow from what you've just said,
that it's beyond just training your existing workforce or
even your putative workforce, what you're doing is engaging
in health promotion across the community about the
importance of what you're seeking to achieve and to have a,
as you say, culturally sensitive and properly skilled
workforce in a very important area of health?
MS BARTHOLOMEUSZ:
That's right. That's right, and I
think that promotion, you know, it has to happen early;
that has to be - you know, we have to make it attractive
early and talk about the rewards and the recognition that
can be achieved.
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But also too it comes to remuneration of this
workforce. So, for years we've advocated for this
workforce to be remunerated at a much better level than it
currently is and I think, you know, until you address those
kind of structural issues of remuneration, that will
continue to be a challenge; to actually engage enough
interest in mental health as a career because that's what you know, we want people to come into the system, we want
them to build their career in mental health, for there to
be longevity and, you know, for it to be a rewarding clear,
but you need to address remuneration as part of that.
And that's certainly a challenge for us, you know,
competing with the private sector in terms of remuneration,
it's constantly a recruitment and retention challenge.
MR O'MEARA:
Thank you. Dr Deveny, how is this workforce
priority to be developed from your perspective?
DR DEVENY:
So, I first of all would like to support
Nicole's comment about "pay them more". While our only
measures really of success, and I think this is critical,
are about throughput, then you're looking for a low cost
and we see that reflected in the way that we fund services
and the expectations we place on them.
So, if this work is difficult, I can't help but
comment that it's often undertaken by women also and poorly
paid in many cases, so I think the funding models need to
keep that in mind.
You spoke about credentialing also, Nicole, and I
think that's important too. You can justify that people
are paid a fair wage when it looks like they have the
qualifications to deserve it. So, I think that is really
important, and then I come back to the issue about stigma.
While the notion that you work - and I'm going to
speak about drug and alcohol - in the drug and alcohol
space, means that you cannot at the family barbecue, not
that we're allowed to have those at the moment, indicate
that that's where you work without fear of retribution
means that, how are you possibly going to get our best and
brightest into these areas?
We as a community, we haven't really had the
conversation about drug and alcohol. I'd argue that we've
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had it a bit about mental health, and perhaps a little
about suicide, and not very well about other areas such as
alcohol and other drug, trauma, perhaps a little bit about
family violence, and certainly nowhere near enough about
homelessness.
Often people with significant mental illness
experience stigma for a range of reasons, not only their
mental illness. And just as Steve particularly described,
the overshadowing of a mental illness meaning that people
don't get good physical care, the layers and layers of
stigma that someone might experience who either receives a
service or is working in that area will significantly
determine where they want to work and why.
We find in general practice that many GPs are quite
interested in these areas but the funding is not sufficient
for them to make a career out of it. So, they might do an
afternoon or a day working in this area and the rest of the
time do other work which allows them to pay their mortgage
and their bills.
We shouldn't be having our best and brightest who
actually want to work in this area making not unreasonable
decisions about their own welfare and their family's
wellbeing as a mechanism for deciding where they work. If
you work in drug and alcohol you should be paid what you
work in - if I use your example, Steve - cancer. Right,
the same kind of work should be paid in the same way, and
the stigma should also be removed.
And I actually think that there was stigma about
cancer years and years ago when people didn't think that
you would survive, and now that cancer's much more
treatable, in a sense it's more sexy.
I believe that our treatments for drug and alcohol and
also for mental health do work for most people, and so, you
know, I'm hopeful that over time that message gets out
clearly, that starts to break down some of that stigma
which I think is really impacting in many ways on our
workforce.
MR O'MEARA:
It's, with respect, a very interesting
point that you've made linking, if you like, the status of
the workforce to the outcomes that the workforce can
achieve. If you don't know the outcome, then it's easy
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then to downplay or not understand the importance of the
workforce that you're retaining.
That then leads to another area of tweaking, if you
like, which you've already addressed at some length and
that's the area of data. Is there anything more to say in
connection with the area of data other than to say it's
another area of particular priority?
DR DEVENY:
I think it's the comment that, Nicole, you
made earlier about data systems and compliance, that's
probably worth just reinforcing here and I think that this
is a core challenge for us all.
When we start talking about actually wanting to
measure what the public value is being created through the
funding of these services, then we need to ask ourselves
how? What is the data that we're hoping to collect and how
will we use it?
In Victoria, we're blessed in many ways, but the
devolved governance that we have in our health services,
and added to that the additional funding coming from other
areas, has led to a plethora of IT solutions both within
services and across different clinical environments, and
this has really limited our ability to understand the
patient's whole journey, collect data about their overall
outcome.
So, if someone sees my services, perhaps they also see
a community health-based service, even Steve's service: for
a start, we don't know because we can't see that, and then
we can't really understand what drove their outcome. And
I'm fond of saying, maybe they got a puppy, and perhaps
that's what improved their mental health more than anything
else than any of these services did. To be honest, we
don't know.
And so I think that, while I believe our services do a
terrific job, we should know that and we should be out and
proud about it and be able to share that, and then of
course to challenge notions of stigma and to demand our
fair share of funding to deliver what is really very
important care for all Victorians.
MR O'MEARA:
critical?
.24/06/2020
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DR DEVENY:
Yes, because people don't exist in a bubble of
only one service allocation. We've talked about, for
example, the physical and the mental health needs and the
social needs of somebody. We need to be sharing across
those elements as well as then across acuity to really
deeply understand overall how people are experiencing care
and where we need to improve, and then we can undertake
those tweaks, whatever they are, of the component parts to
get us to the better.
MR O'MEARA:
Thank you. Ms Bartholomeusz, sharing can
happen if your IT systems are linked to one another. Can I
ask you to address that particular area of priority.
MS BARTHOLOMEUSZ:
Thanks, Stephen. So, I think I might
have discussed this last week about the lack of integration
or interoperability between IT systems and it goes again to
the issue of reporting and compliance, that when new
funding is received from State or Commonwealth, it more
than likely comes with its own dedicated reporting
information collection system.
And so, you know, at cohealth we have up to maybe 11
different client information collection and reporting
systems and none of these systems actually speak to each
other, so we have multiple - you know, clients in multiple
databases across multiple systems and we need at our end to
actually bring all of that information together and report
client information.
So, it's extremely challenging for an organisation to
have to manage these systems, but we're thinking about, as
Elizabeth was saying, you know, the common client, that
these clients are using multiple services within
organisations, they're accessing services across many, many
different organisations and we only want these clients to
be telling their story once, not having to repeat their
stories multiple times. Then we absolutely need a level of
interoperability to enable that to happen.
I also have great concern around clinical governance
and actually having systems with interoperability which can
ensure that our clinical governance is as it should be,
that the care that we're delivering to clients is of high
quality and is safe. My great concern is that, if these
systems don't speak to each other, and if we're collecting
.24/06/2020
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a client's information in this part of the organisation
about, you know, their general practice visits or their
physiotherapy visits which isn't anywhere aligned with
their alcohol and drug services or their mental health
services, you know, how do we ensure that we have good
clinical governance?
And then if you're talking about a consortium or a
partnership, how does that partnership - what is the system
that that partnership uses? So, yeah, collection of data,
interoperability of IT systems is a real issue and
something that must be addressed in the new Victorian
mental health system.
MR O'MEARA:
Thank you. A final couple of points before
my questions will end and then the Commissioners will get
to ask their questions, and I don't want to impinge on
their time, but a couple of other areas of priority which
are identified during the course of the conclave.
One concerned the need to address comorbid substance
abuse, and Associate Professor Moylan, I can remember you
saying something about that; I wonder if you could address
that particular area.
ASSOCIATE PROFESSOR MOYLAN:
I will, I just want to say
one thing about data and this is just a live example.
The Commissioners may be aware, Barwon Health was the
subject of a significant cyber attack last year which
essentially shut down many of our clinical systems. The
sad reality is, that didn't really make much of a
difference to our mental health service delivery. And when
you think about that, what that means actually is that
we're not using any of the leveraged opportunities, the
information technology that could provide to improve our
care, so that's how far back we are and where we're coming
from. So, I think that's just a little illustrative point.
In terms of alcohol and other drugs, I think again
this speaks to the way the system has been governed and
designed. I just made the point last week, we know as an
example there is significant comorbid substance use issues
in the consumers that we work with on a daily basis. If I
walked down to my inpatient unit now, I would have to
estimate that 50-60 per cent of people at least had some
comorbid substance issue, whether that be illicit or
.24/06/2020
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whether that be licit contribution to their presentation.
However, it's not like I have a team of people down
there who are drug and alcohol specialists providing
secondary care and consult and uniformity, which suggests
to me that the design of our systems and the carriage
that's been brought forward around this has just remained
the same. We have not adapted to the greater understanding
that we have around consumer needs and inputs, so we're
carrying a very similar structure, and I call it reversing
or institutional structure of care, all the way through our
system at an area mental health service level that's been
the same essentially for a long period of time, and the
things that have changed is, we've just shortened down how
long people stay in the system.
If we were serious about this and looked at individual
consumers' needs we would have robust specialist addiction
psychiatry, drug and alcohol specialists working with
people in that area because we would see this as a critical
opportunity: someone has become so unwell they've ended up
in an ICU, in an intensive care unit. We should be doing
everything we can around their holistic needs to ensure
this never happens again, but we just don't do that at the
moment.
MR O'MEARA:
Thank you. Final point, Dr Deveny, concerns
families and carers, that's something that you've referred
to in your statement, but it was also identified as an area
of particular priority and it's got a funding element to it
as well, I wonder if you could address that issue.
DR DEVENY:
Yes. So, the core challenge here is, how do
we provide services to families and carers when perhaps
their family member is not yet engaged in service but the
person's behaviours are having a very significant impact on
families? How do we manage supporting families when their
client, if you like, their loved one, is refusing service
given that so many of our service models rely on the client
as the key to opening the money box?
So, if I'm willing to take a service, then that
service may - and they don't all - offer family therapy,
brokerage funding or some other things to support my
family. But while I refuse service, the family's not a
client either.
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So, we need to think about how we can provide services
both to families where clients are engaged in service and
to families where clients are not yet engaged in service
but the consequences of their ill-health are being felt
quite significantly.
Families and communities are incredibly resilient;
again, they're often very efficient, if you give them a
small amount of resource they do amazing things with it.
So, how can we really encourage that resilience and that
community to support and hold people in times of trouble
and stress?
More broadly, and I spoke earlier about this when I
talked about people moving in and out of various service
elements, when people are in their family environment
sometimes this can be differ for them. How do we provide
support, and in some cases education also, for families so
they can better support people who are living with them and
experiencing mental ill-health or substance use disorders?
So, these things are all important if we want to
ensure that people sleep in the bed they want to sleep in,
which is most likely their own in their own home if they're
lucky enough to be in a home, and that the people who love
them are able to care for them as best they can, so that
then we come back to using the money wisely, taking the
load off the system, and then being able to re-allocate
those funds where people perhaps don't have a home, or
there's not the possibility of family support.
MR O'MEARA:
Thank you. Just to be clear about this
before I pass to the Chair: between you, you have
identified roughly half a dozen areas of particular
priority, and if you all say "yes" in unison that would be
excellent but you can equally nod, or you can disagree with
me if you like.
But they are: agreeing on a position of hope,
addressing stigma, rebuilding the workforce, data and the
need for interoperable IT systems; the support to or
funding of families and carers, and finally, the need to
address the issue of alcohol and drugs. They're the
specific areas that you've identified in your consultations
between the three of you both in the conclave and today; am
I right?
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DR DEVENY:

Yes, that's right.

MS BARTHOLOMEUSZ:
MR O'MEARA:

(Nods.)

Thank you all - sorry?

ASSOCIATE PROFESSOR MOYLAN:
Yes, I would just add one
thing which is slightly outside, it relates to workforce,
but the importance of supporting the leadership. I think
it's a very critical component. There are a lot of leaders
across the system as Elizabeth has identified, but I think
for the changes to be made in the system we have to support
a generation of leadership to come up and actually enact
that change, and that's just not simple. There's not
people who are - there are people around leading all the
time, but we have to find a way to support and bring
together that leadership to work together.
MR O'MEARA:
facilitated?

Do you have any views about how that could be

ASSOCIATE PROFESSOR MOYLAN:

Ah --

MR O'MEARA: I suppose the answer to that is, if you knew
that, you'd be the Premiership coach in the AFL every year.
ASSOCIATE PROFESSOR MOYLAN:
Well maybe, yes. But I
think, you know, part of it is, once again, I think all of
the other factors you talked about, particularly stigma and
the building of workforce are very important components to
actually enabling that leadership, but I think it's very
important, yeah.
MR O'MEARA:
Thank you to all of our panel members so far.
If I can now just past firstly to the Chair who might be
able to commence the Commissioners' questions.
THE CHAIR:

Thank you very much, Mr O'Meara.

I have three questions, one of them has just been
answered in relation to families and their engagement in
care and support by Dr Deveny, so two others I've got.
The first one is, we've talked about, in our future
community mental health system the importance of a vision
of hope, and I find that very powerful, but also consumers
having choice, efforts put into engaging them, and then
.24/06/2020
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trusting the services that are being made available to
them.
How do we reconcile that - and I might ask you,
Associate Professor Moylan, to address this - with our very
high use of compulsory treatment in Victoria and ongoing
Community Treatment Orders, some of the duration of which
quite surprises me.
So, when you think about our future community-based
mental health service, what place do you think ongoing
community treatment, compulsory community treatment has?
ASSOCIATE PROFESSOR MOYLAN:
There's absolutely no doubt
that we have high rates of Community Treatment Orders in
Victoria, you know, compared nationally, internationally
et cetera, and my view is that for the most part, if you
read the legislation clearly, it doesn't mean much. So I
think actually it speaks to more a culture of how we view
care and control than it really does speak to anything
else, and I'll give you an example that happened here
locally.
When the 2014 Mental Health Act came in in our area, a
particular psychiatrist
said, I can't actually see now, with
the change in the Act, what the role of the Community
Treatment Orders are. So, he actually took everyone off
them, all the people in his community off them, and we
really noticed not a lot of change.
Because really a Community Treatment Order in the end,
you know, is trying to enforce something in a legislative
capability that actually is just about engagement with
people. If you engage people around their care, for the
most part you can do things, and we have other provisions
in the Act around assessment orders, et cetera, for acute
deterioration that can be utilised if needs be.
So, I do wonder though about the nefarious influence
that capacity of the system has had in the utilisation of
Community Treatment Orders going forward and the
justification for the continuing to provide care for some
consumers because they are under CTO [Community Treatment
Order] whereas, if they weren't, would have to be, you
know, discharged from the system from a purely capacity
capability point of view.
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So, in terms of providing consumers choice, I think
that, you know, we are positioned like the rest of the
system I think. But, you know, if I ask all of my
colleagues across the system, I don't think I'd get a lot
of disagreement actually that we want consumers to be
provided choice. People are having choices all the time
about their own choices in their lifestyles, and behaviours
et cetera, and our role is to partner with people to
provide specialist advice and support and care where
required.
But we also have this little, little obligation to
provide a safe net for certain people at certain times, but
we've extended that out in a control mechanism - part of
it's carryover from the 1986 Act, but part of it I think is
just carryover from an institutional era where we kind of
think, well, this person is X, they're going to need this
treatment for life, they'll need this depot medication
forever and they can stay under a CTO, which in actual fact
isn't true. And I do think, adding to that, there is a
contribution of resource allocation and justification for
that.
THE CHAIR:
Thank you very much. Another issue I just
wanted to take up is the fact that you've all talked about
the need for greater coordination.
And, Dr Deveny, you talked about wasted
effort/duplication that can happen if there's not good
coordination, and I think Associate Professor Moylan gave a
good example in his witness statement about a local PHN and
the Area Mental Health Service both commissioning services
simultaneously without knowing about that. And we've heard
I think from you too, Ms Bartholomeusz, about the impact of
having these multiple forms of funding coming into an area.
I read with interest those comments in your
statements, but I'm trying to think about how do we do it?
So, Dr Deveny, what do you think we could do to actually
give effect to this desire to have better coordination and
reduced duplication? Because right now we have both the
Commonwealth and the states through the PHN and the Area
Mental Health Services commissioning a lot of work that is
very similar in nature.
DR DEVENY:
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issue that I raised at the beginning, my first comment,
which is "use the money better".
So we do have, as you pointed out, various funding
streams, but what we don't have is an agreement about what
we're trying to achieve for the community and whose job it
is to do what.
In drug and alcohol the Commonwealth has recently
developed in consultation a drug treatment framework which
looks at all the component parts of the system, and then
the next question is, who's responsible for funding which
part, and what outcome are we expecting from each one of
those pieces? So, I think it's really critical for us,
when we think about using the money better, to really
understand that outcome piece.
So, it seems simple; you know, the State Government
funds kind of hospital-based services and the Federal
Government funds primary care services, but actually it's
much blurrier than that in reality, so there needs to be a
conversation. And, I love the idea of Victoria working
with the Commonwealth and agreeing to be the showcase for
how you can do this bilaterally well, where we agree what
are the outcomes we want to achieve from our system, who is
responsible for providing what measure of funding into
that, and then having a regional coordinator of those
efforts to ensure that we are accountable to those outcomes
through that leadership and the mechanism of data, kind of,
collection and sharing.
THE CHAIR:
Thank you. Certainly we know this is an issue
we're going to have to address at some point - well (a), in
terms of our future development particularly of the
community-based system.
So, Professor McSherry, can I hand to you now first
for your question.
COMMISSIONER McSHERRY:
Thank you. Just one question for
Ms Bartholomeusz. You mentioned in your statement and just
before about the importance of the peer workforce, and
certainly we've heard a lot of information about how this
can work in a system, but at the same time there's a fear
that it could just be tokenistic because this is just a
health service, or a mental health service, you don't have
peer workforces in cancer services as such, even though I
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think that's changing.
So, I'd be interested in your views as to how best to
navigate those challenges to ensure that the voices of
consumers and carers in peer workforces are embedded in
community mental health.
MS BARTHOLOMEUSZ:
Thanks, Commissioner. So, community
health is really committed to ensuring that there is
consumer voice in the design and delivery of
community-based mental health services, and our experience
of employing a peer workforce demonstrates that it is a
very useful way of actually connecting and building trusted
relationships with people who experience mental illness.
So, we've embarked to make peer
healthcare team, but also to looking
those peer workers in the workforce,
training, development and career, so
tokenistic, that it is meaningful.

We know from our experience that people experiencing
mental illness - and I don't think that it's, you know,
just isolated to mental illness, I think it goes across
broader sort of health issues - is that, listening to a
person or being able to speak to a person who has had a
very similar experience to the experience that you're
currently having actually drives better outcomes and
promotes behaviours of improvement.
And so, having that peer workforce is critical in our
organisation: we have peer workers in our homeless team, we
have peer workers in our drug and alcohol team, we have
peer workers in our refugee health and in our Aboriginal
and Torres Strait Islander teams, so making those
connections, building those relationships with people so
that they can engage in our services has been absolutely
critical.
But I think your point about, how do you make sure
that that's not - that workforce isn't tokenistic, and that
is by ensuring that you invest. As an organisation, we
invest in their training, development, they have regular
supervision; we have appropriate systems and policies and
procedures in place to guide their work, but we're actually
investing in them so that they do have a career, a career
path they can follow if they choose to.
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COMMISSIONER McSHERRY:
THE CHAIR:

Thank you very much.

Dr Cockram.

COMMISSIONER COCKRAM:
And, thank you to all the panel for
a great discussion today and for all your witness
statements.
I wanted to ask my question to Ms Bartholomeusz,
somewhat related to your witness statement but also to the
discussion today.
It is often confusing in this discussion about what is
community mental health and what is the specialist
community mental health response that Associate Professor
Moylan has been talking about.
In your statement you talk a bit about the Trieste
model and about other models that promote a community
mental health that is very grounded in community and
grounded in a primary care integrated setting.
In that model, what do you think the role of the
specialist area mental health system would be, and is there
a need for that model in that kind of idea?
MS BARTHOLOMEUSZ:
Thanks, Commissioner. That's a big
question. I absolutely do believe that there is a role for
a specialist mental health service provider.
So, as Steve talked about earlier, people move up and
down in terms of their level of wellness when they have a
mental illness, and I think across the continuum we need to
be able to provide the right response at the right time at
the right place, and at times that will require an acute
specialist mental health service response, so that part of
the service system is absolutely a critical part and needs
to continue.
The work that we seek to do in community-based mental
health is really to support people to be able to
self-manage and to remain in community for as long and as
much as possible to avoid hospitalisation, avoid needing to
go or seek an acute mental health response. And so it's
about, I suppose in a way, keeping people out and thinking
about how we keep people out, so how do we keep people well
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in the community, and that is by working in a
recovery-based approach, supporting people to understand
their condition, to be able to self-manage their mental
illness, but also to think about the social environment in
which they live and in which they work, and putting in
supportive or putting in protective factors really that
will help them to be able to stay in community and not need
that acute mental health response.
I'm not sure if I've answered your question but.
COMMISSIONER COCKRAM:
Yeah, I guess the question is
speaking to, in the community setting is there a need for a
specialised service, not the more acute crisis, bed-based
system which we understand; but in a community setting, as
a community provider, is it useful to have specialised
teams around you, as you described in the homeless outreach
program?
MS BARTHOLOMEUSZ:
Yeah, no, I do; I do believe that. And
so, if you look at the Trieste model, if you look at the
PARC model, there are models which provide that
step-up/step-down approach level of care, and I do think
that that is required in the community, because again,
people's needs will change over time.
I do strongly advocate though for investment in the
sort of early intervention, or prevention early
intervention part of our service system. And so, yes, I
think they're needed, but I think we can do a lot more in
the community in terms of that community-based support,
recovery, working in that recovery approach, providing that
psychosocial rehabilitation, but yes, I do think there is
also a need for something like the PARC model or a Trieste
model on a greater scale.
COMMISSIONER COCKRAM:
THE CHAIR:

Professor Fels.

COMMISSIONER FELS:
THE CHAIR:
please.

Thank you.

(Inaudible).

Alan, you're on mute.

COMMISSIONER FELS:
I'd like to thank all the witnesses
for their excellent contributions. One matter I wanted to
.24/06/2020
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ask about was outcome measurement and the nature of it once
you've got past the obstacles to it. We've heard a lot
about the obstacles to collecting it.
But I just wanted to say that there's been a lot of
calls for good outcome measurements, it's been going on
for years; in fact, it goes on right across the whole
public sector, not just in mental health. And yet - and
also, there's really been a big push from the National
Mental Health Commission, COAG, it's almost a mantra, and
yet somehow, unless I'm mistaken, it doesn't happen that
much or even that usefully.
So, could you - are there any sort of limitations or
problems in the nature of the outcomes we want to measure,
or why is it that there's been such a shortfall in outcome
measure despite all the urging of it? Maybe Doctor,
several - all witnesses mention it, maybe Dr Moylan.
ASSOCIATE PROFESSOR MOYLAN:
I can certainly try. I think
there's a variety of reasons for that within the mental
health space. I think it goes, firstly, to the notion that
we haven't been aligned up to actually use these things, so
therefore we don't measure, so we haven't learnt and it
hasn't become ingrained as part of our culture of actually
tying it from measuring an outcome, to a service delivery
improvement, to a change, to an outcome, et cetera.
We haven't established a model of live learning,
because that's the point I think in outcome measurement
really; it should be, we don't measure outcomes just for
the sake or to say we've met a target, but actually it
should be we've measured outcomes to know what we're doing
but also how we should improve it iteratively, because
health services should be iteratively improved all the
time, otherwise I think we're doing something wrong.
I think we haven't come down on - there's no one
agreed set of measures, no one measure that's going to
capture this, et cetera. And I think probably where we've
fallen down in the past is, kind of, an adherence to a
couple of measures which are really about a clinician-based
subjectivity.
And, for mine, one of the goals that we have created
internally as a health service, we've set ourselves our own
internal goals, for the Commissioner's edification, and the
.24/06/2020
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key goal for that is that the consumers feel better.
We don't exactly know yet actually how to measure that
in any particular way; that's going to be a combination of,
you know, patient or consumer-reported outcomes measures to
be able to do that.
So, whilst I think that PROMS have sort of taken on you know, they've been around for a while and they're sort
of taking steam in other places - I haven't really yet seen
them being used sophisticatedly and at a large enough scale
to know how it actually influences care, so maybe that's
part of the reason.
But I agree with you, in a sense we often always talk
about, "Oh, we need to measure the outcomes", et cetera,
but the question is, what outcomes? And I don't think we
have an agreed approach on that, and I would only advocate
that someone has to decide at some point what the outcomes
are.
Secondly, part of the outcome pressures need to be
consumer experience of care, because I think that is such a
fundamental part of the benefit that someone will derive
from care relates to their experience and not just a
subjective measurement of external factors.
COMMISSIONER FELS:

Thank you.

THE CHAIR: Since we have time can I just ask one more
question, because we all talked about the need to develop
the capability of the workforce.
Associate Professor Moylan, I'm interested, in your
witness statement, you gave a good example where you said
you thought the way we have underplayed the importance of
the diversity, the role that allied health and other
professionals as well as the peer workforce can play.
And you made reference to the fact that you thought
that even the way the Department was structured around
having a chief nurse and a chief psychiatrist function
exacerbated or perpetuated that.
Can you give me a sense of what you think we can do
differently to re-envisage that approach to a more
diversified workforce in community-based mental health
.24/06/2020
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particularly into the future?
ASSOCIATE PROFESSOR MOYLAN:
I just - I noted that before
because I think it speaks to, harks back to an
institutional understanding of how care is provided. You
know, there's nurses and doctors and that's who provides
care, and what we know now actually is there is a diversity
of skillsets and inputs and functions that a person can
benefit from at particular stages of their care, and
Nicole's representation of cohealth would be a classic
example of this.
The lived experience input into care is relatively new
and I think we are learning the benefits of that
progressively going forward.
So, I think that what I would probably just put on the
table is to say that, an individual consumer's needs are
individual, and what a service system should be looking for
is, who has the expertise to provide that consumer with the
function that's required to help them, partner with them to
take the next step. Now, that is likely to be a
combination of things.
I wouldn't be so - you know, so presumptuous to say,
that has to be a combination of particular disciplines. In
some way that might be how we train our future workforce to
have the functional capacity to do these additional things.
And if we're talking about, one of the benefits of
having a lived experience workforce is engagement with
people because of that lived experience, then I would
suggest that an imperative of our training of our workforce
is to improve engagement. If we've identified that as
being an issue, then doctors, nurses, OT, social workers,
et cetera, should have a fundamental focus on how we
provide better engagement.
So, that's what I would propose. I just find it - I
just probably made that as a little interesting comment,
and I wouldn't propose that you have a chief social worker
for mental health or a chief, you know, OT or something
like that, because I actually think it kind of devalues the
whole process.
The reason the Chief Psychiatrist exists in my eyes is
that it serves as a very clear function around the Mental
.24/06/2020
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Health Act and the governance thereof, and I think that is
a really important marker.
And I think the rest of the situation with the Chief
Psychiatrist, Chief Mental Health Nurse and other things
has, in my view, got tied up with that blurring as I said
before: what is the role of a Department funder? Is it a
policy provider and a funder, or is it a service provider?
And I think some of those extra elements that have been
added on over time represent a blurring of those roles
rather than a particular need to have those functions in
the system.
I don't think there's a chief intensive care nurse in
the Department, and I think we can ask ourselves why,
because we don't think of the care like that.
THE CHAIR:
Fantastic, thank you very much, and thank you
all panellists for making the time with us and for Counsel
Assisting to so carefully lead us through the material
before us.
I think in our interim report we made it clear that we
see that, in a reformed mental health system, our
community-based mental health system will be at the heart
of that, and so, we're really grappling with that at this
critical stage in our Royal Commission, how we give effect
to that commitment, and today's discussion has been
incredibly helpful in focusing on the opportunities that
there are to look at where the strengths exist in the
current arrangements but where the opportunities for
innovation and change might also exist.
So, thank you all very much for the effort again with
your witness statements, giving us the time in the panel
discussions today, and Counsel Assisting, thank you very
much for leading us through the material.
So, thank you all, we'll look forward to reflecting on
the material you've given us today.
MR O'MEARA:
Thank you. May I also thank all of our panel
witnesses. Today it's been an absolute professional
pleasure to deal with the three of you through the conclave
and today, and thank you very much for your evidence today,
it's been of enormous help to the Commissioners as you've
heard. So, on behalf of the counsel team, again, thank you
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very much.
ASSOCIATE PROFESSOR MOYLAN:
Thank you for the
opportunity, we really appreciate it.
DR DEVENY:

Thank you for the opportunity.

MS BARTHOLOMEUSZ:
THE CHAIR:

Good luck.

Thank you.

Bye.

AT 11.55AM THE COMMISSION ADJOURNED
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